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ABSTRACT

This research compares the findings of a survegtoqueaire sent to 858
newly graduated Registered Nurses (RNs) in 201ib, those from a similar study
conducted 10-years previously. The purpose opthsent was threefold. Firstly, to
investigate how current transition programs comgénethose of 10-years ago;
second, to gain insight into how well formal pragsaassisted the transition of the
novice nurse into the workforce; and thirdly, t@exne what effect transition

programs have for making decisions to remain imilrsing workforce.

A mixed methods triangulation design was seleatad\vestigate the research
questions. Additional questions to those used®D2vere incorporated into the
study to determine the degree to which a suppopiiegram may have had an effect
on the novice RN’s intended career trajectory.nmfals web-based survey of
graduate nurse coordinators was utilised to comatbaselected aspects of participant

findings.

Findings indicated that the novice nurses’ expeesrdiffered on several
measures in the period between the two studies. 200 nurses indicated that a
robust transition program was conducive to becoraicgnfident and competent
practitioner. Adequate and appropriate supportfeasd to be the most consistent
theme respondents perceived as necessary forasaisf transition. Data revealed
that current programs are much more structuredtlaaichurses are more satisfied
with their efficacy. The research findings alsond@strated that supportive
transition programs positively influence the nusseareer pathway, and their tenure
within the nursing workforce. Due to the increaséhe complexity of nursing

science, findings also indicated that undergradedteation was not able to

XVi



comprehensively prepare the student nurse foispkets of nursing practice.

Suggestions are presented for addressing this monce

To ensure that all nurses graduating from univiessas a Registered Nurse are
appropriately supported in becoming competent fiiacérs, a mandatory period of
transition ought to be considered; one based obast framework and
comprehensive guidelines. This research provigdatéorm for the development of

such guidelines.
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CHAPTER 1: INTRODUCTION

1.1 Preface

This chapter provides the context for the presesgarch. It discusses the
current shortfall in the global, national and losatsing workforce, and the factors
that have contributed to this situation. The imphat insufficient numbers of
proficient nurses have on the delivery of safequdtcare are described; as is the
nature of, and the need for this research. A ligfussion of ethical considerations

related to the research is provided, and the reBeprestions conclude the chapter.

1.2 Background to the Study

A significant issue faced by the healthcare induiday is the ongoing
shortfall of experienced nurses in the nursing Wierde. The issue is world-wide
with most international health organisations and\aktralian states reporting a
widening gap between demand and supply. Thersvisadth of literature describing
the global nursing shortage, and much written arsesa of reduced tenure in the
nursing workforce. Some research has been cordludte methods for enhancing
work satisfaction, with the intention of improvingtention rates, but little of this is
empirical. In a global survey of nurses from llimnies, the International Council
of Nurses (ICN) found the main concern amongsittbdd’'s nurses was the burden
of workloads, remuneration and minimal professiagrabgnition (International

Council of Nurses [ICN], 2010).

Current research clearly demonstrates the negatipact on patient safety
when the number of RNs allocated to a unit fall®weprescribed levels (Duffield,

et al., 2009; Tourangeau, et al., 2006; Twigg, [2idf Bremmer, Rapley & Finn,
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2011). In Australia, the State of Victoria is atan having mandated a minimum
five nurses per 20 patients (Gerdtz & Nelson, 200Much has been discussed in the
literature regarding increasing RN-to-patient raitiout little has been undertaken to
define such ratios (Curtin, 2003; Duffield, et @010, in press; Gerdtz & Nelson,

2007; Twigg, Duffield, Thompson & Rapley, 2010).

Failure to ensure the safety of people accessiatjrheare adds extensively to
the costs of that care in many ways, and in soreescaay lead to permanent injury
or even death (Twigg, et al., 2010). A higher lexfeeducation and appropriate
transitional experience for the novice practitiohas been shown to have a positive
impact on nurse led indicators of care and pasafdty (Duffield, et al., 2009;
Holden, et al., 2011; Tervo-Heikkinen, Partanentda Vehvilainen-Julkunen,
2008; Tourangeau, et al., 2006; Twigg, et al., 308tudies in the United States and
Canada have shown that the higher the level ofadurca nurse has, the more
positive the impact on nursing-related outcometsidi8s have also shown that a
10% increase in tertiary educated nurses was ebecelvith a 5% reduction in rates
of “failure to rescue” (Aiken, 2008; Newbold, 200Byurangeau, et al., 2006).

Aiken, Clarke, Sloane, Sochalski and Silber, (20880 indicated that as the ratio of
patients to nurses increased, so too did the nueseds of dissatisfaction and
emotional exhaustion. These issues and the inypexct patient care are discussed in

greater detail in Chapter 2.

A prime contributor to the nursing shortfall in Atadia is the steadily
increasing older population and the impact thi$ aave on the demand for health
care services in regards to associated age-redaedses, disabilities and chronic

illnesses (Australian Bureau of Statistics [ABS)12). Preston (2006) suggested
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this demand on the nursing workforce was expectaadcrease by almost 4%
annually over the next few years. Most countriegluding Australia, are
experiencing a slowing in their birth rates, whinkans there will not be sufficient
younger populations to replace, fund and carehferaiging populations. An
additional factor contributing to the shortfallmirses in Western Australia (WA) is
the resources industry boom that has resultedshfaof a portion of workers from
traditional roles, including nursing, to higher payroles in the mining industry

(Access Economics, 2008).

Healthcare in Australia is a large budgetary itenich is predicted to almost
double in the ensuing years from 4% of the Gross\&xiic Product to 7.1%
(Commonwealth of Australia, 2010). As nurses fonm largest group in the
healthcare workforce, delivering the most efficiant effective nursing service
possible makes absolute sense. Systems of nwedgirgation, training and retention
must be considered and constantly monitored torerthe most contemporary and

innovative continuum of nursing care is provided.

One measure of improving the ratio of RNs in Augrhas been to recruit
already trained nurses from overseas countries asithe United Kingdom (UK),
India, the Philippines, Malaysia, Indonesia andemeicently, sub-Saharan Africa.
This practice has required review in light of teeant resolution from the World
Health Organization (WHO) calling for a voluntaryde of practice for recruitment
of health personnel from countries where loss ohsskills would be highly
detrimental to their own health system sustaingbiiVorld Health Organisation
[WHOQ], 2010). In 2008, WA recorded 29% of RNs asihg received their first

gualification from overseas and, of these, 19% fevgas considered to be at risk of

CHAPTER 1. Introduction 3



losing vital nursing resources to overseas mignaffaustralian Institute of Health &

Welfare [AIHW], 2010b).

In an endeavour to improve the number of Austraiiamed nurses available
to the workforce, the Federal Government has isg@dunding for additional
student places in universities’ Schools of NurgiBghop, 2006; Department of
Health & Ageing [DoHA], 2005). However, the comation of the increase in
undergraduate numbers and the impending retirenfehe older cohort of clinical
instructors is creating further pressure on théesydo enable the provision of
suitable and necessary practical training oppaiesduring the nursing students’
program (National Health Workforce Taskforce, 200Bjgures from the Australian
Institute of Health and Welfare (AIHW) Nursing aktidwifery Labour Force
Survey (AIHW, 2010b) show that despite these adidéti places, the percentage of
completions related to commencements in RN undéugita programs continues to
decline, with up to 85% completing in the years2@@d 2004 but decreasing to
65% completing in 2008, with slightly fewer the yéafore. In addition to the
Federal funding of additional university place® WA Government provides
funding assistance to health care organisation#f¢o transitional programs and

support for the newly graduated nurse.

University level programs of education for AustaaliRNs and formal
transition programs have only been available indsefew decades with the last of
the hospital based programs completing in 1987 tidnsfer of nurse training to the
tertiary arena is seen as affording nursing a graisgree of professionalism and
credibility (Francis & Humphreys, 1999). As a ri¢stihhe undergraduate curriculum

and graduate programs are still being adjustedraptbved, with the intention to
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provide an excellent basis of theoretical trainvith which to ultimately deliver

evidence-based health care to the populations edpaine it.

There is a dearth of literature available to dertrates the influence of the
undergraduate experience on longer-term retentiding nursing workforce. In a
framework from the ICIN (2009) to “address conceshsut the perceived gap
between new graduates’ educational preparatioprmtice and the expectations of
service providers” (p. 5) it was noted by McEImué&y.ee (2007) that:

...nursing today stands at the intersection of péwéorces. The

increasingly complex technology growth, an aginguation,

dramatically changed work environments, and rapioMgh in scientific

knowledge require substantially expanded nursingsand

responsibilities. In the face of such pressurestd is the important
question of how to better educate a competent glulnge workforce for

the future(in, International Council of Nurses [ICN], 2009,5).

Despite measures to improve staffing levels, tiaeeeconcerns that the future
nursing workforce will not be sufficient to meeetpredicted demand upon it with
relevant authors urging ongoing recruitment andridn measures to be researched,
refined and implemented (Aiken, 2008; Council obbg of Nursing & Midwifery,
2005; Thorgrimson & Robinson, 2005; Woods & Cr&Q05). Nationally, there
have been several nursing workforce reviews andtegg recommendations to
improve recruitment and retention, including conéid enhancement of graduate
nurse transition programs (Heath, 2002; Karmel &002; Pinch & Della, 2001,
Queensland Nursing Council, 2001). A selectiosuafh measures is summarised in

Table 1.1.
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Table 1.1. Summary of Transition Program Recommendations

Heath, 2002, p.22
Recommendation 14 — Standards for transition programs

To ensure consistency and quality in the development and delivery of transition
programs:

a) A national framework should be developed for the transition programs to
provide guidelines and standards for institutions

b) State and Territory nursing registration boards should credit transition
programs

c) Employing institutions should be responsible for meeting the standards.

Heath, 2002, p.23
Recommendation 17 —Transition to workforce: funding

The Commonwealth, States and Territories should establish a system to allocate
dedicated funds to (public and private) health and community care institutions to
assist registered nurses and enrolled nurses in making the transition into
employment, including the transition into employment of those nurses who have
completed a re-entry program.

a) Allocations should attach to the individual employee or registrant (and should
be made on their behalf) to institutions whose programs have been accredited
for transition

b) Transition programs should be encouraged in areas such as mental health, aged
care, community nursing, and rural health, as well as hospitals.

Pinch & Della, 2001, p.64

Recommendation 19

a) That health services ensure preceptors are allocated specific non-clinical time
with graduates.

Recommendation 20

a) That health services develop ways of selecting and rewarding preceptors to
enhance the role and ensure their importance and status are recognised.

Recommendation 21

a) That the health industry develops standards of support and settings required
for graduate clinical placements and a mechanism for ensuring the standards
are maintained.
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Table 1.1. Summary of Transition Program Recommendations (con t'd)

Pinch & Della, 2001, p.66
Recommendation 35

a) That continued funding for graduate transition programs be provided and key
performance indicators be developed for reallocating funding based on
successful programs.

Recommendation 37

a) That partnerships between university, industry and other key stakeholders be
strengthened to ensure that graduates receive a smooth transition.

Queensland Nursing Council, 2001, p.254
Recommendations for Practice

a) All organisations should provide some form of transition support for new
graduates. No specific recommendations can be given about the length,
structure and content of the transition support but composite programs that
include both didactic and clinical elements should be considered.

b) Clinical support should be provided by an experienced individual who is known
for their clinical and teaching expertise and they should receive training and
support to provide them with additional skills and knowledge of the
requirements of the new graduate.

Recommendations for Future Research

a) Considering the cost implications of most transition support strategies perhaps
the greatest need is for cost effectiveness studies. These are difficult to conduct
and require considerable expertise, however ultimately in the current
economic environment there is sufficient motivation to attempt these.

While some of these recommendations have beenediapany have been
only partially implemented and are discussed furiheelation to the research
findings in later chapters. It is a widely heldigkthat formal programs to assist the
transition of the newly graduated nurse into tisrkplace reduce the shock and
stress of becoming responsible for one’s own dinpcactice, and the reality of
being responsible for the wellbeing of others (€]akhite, Edwards & van Loon,

2002). There has been little research in Austtalievaluate the effectiveness of
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these programs and their impact on turnover ofyatalnurses in their first years of

practice (Clare, et al., 2002).

Following the introduction of a Graduate Registekeaise (GRN) transition
program in WA, the Chief Nurse within the WA Heallepartment commissioned a
study through the University of Western Australimiversity of Western Australia
[UWA], 2000). In the context of this researchtsdion refers to the transfer of the
student nurse from the theoretical learning envirent to the workplace as a newly
licensed RN with the expectation that they havesttgned the ability to put theory
into practice. The purpose of the UWA (2000) studgs to evaluate the programs in
public hospitals and to determine the level of supprovided to the graduates
during their transitional year. The results oftttesearch indicated areas requiring
consideration for future transition program plamninOf note was that the level of
support that graduates received during the progvamperceived to be
unsatisfactory; and, that unfair work allocationsl @ncompatible preceptors were
concerns. Program structure and specialty placeswesre also described as a

negative experience by some of the study resposdent

In a review of Australian nursing education Johnaod Preston (2001)
expressed concern at the rate of nurses who leawsdrkforce within their first
year of employment. Demonstrating a link betweedengraduate nursing
education, transition to the workforce and influemon longer-term retention in the
nursing workforce may assist in identifying stragsgior maximising retention of
novice nurses. This in turn, is likely to assisteducing the deficit of nurses in the

health care system, and ultimately, provide highelity health care to the West
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Australian population. These issues will be disedss the review of the relevant

literature.

The intent of the current research is to replitaecUWA (2000) study to
determine if there is any difference in findingpaged 10 years ago and to identify
any ongoing concerns. In addition, the perceivfédaey of current programs, and
their influence on novice RN career intentions w#lexamined. The research has
the potential to enhance existing transitional paiats and to identify resourcing

priority areas for neophyte nurse retention witthi@ healthcare workforce.

1.2.1 Global Nursing Shortfall

A reduction in the supply of nurses and an incréasiemand for nursing
services has been described by the Internationah€loof Nurses as “a global
crisis” (Outlon, 2006, p. 34S). The adverse immdcdhe shortfall is being felt by
nations around the world (Buchan & Aiken, 2008)ary developing countries have
the added pressure of trained nurses migratingot@ mffluent nations where they
will benefit from improved work conditions but, doing so, exacerbate their home

country’s health system shortfalls (Buchan & Aik2a08).

In a World Health Organisation (WHO, 2010) globah&y of member states’
nursing and midwifery services, up to 92% of regj®aris reported extensive nursing
shortages, which the surveyors believed clearlylisdm need to focus globally on
education, training and retention of a viable mgswiorkforce. An important
finding from this survey found a direct relationsiietween improvements of
nursing work conditions, such as safety and segguwwibrking hours and

entittements, and a corresponding reduction iminfaortality. Such findings are

CHAPTER 1. Introduction 9



significant given that reduction of infant and unflee mortality is a key goal of the

United Nations Millennium Declaration (WHO, 2010).

Buchan (2006) discussed the difficulty in assigningormity to perceptions
of nursing shortages given that there are such difflerences between countries’
descriptions of what they consider a deficit. Heeg the example of the extreme
difference between the United States of AmericaA)J8ith 7,000 nurses to each
100,000 population and Uganda having 60 nursed@&000 population. Note
though, that the data presented by Buchan are draange of sources and time
periods and the levels of nurses are not always.cldevertheless, the disparity is
cause for concern. Levels of nurses for Austratiata are, unless stated otherwise,
for RNs only. Some jurisdictions are less clegarding the inclusion, or exclusion,
of other designations of nurses such as Midwivezrsed or Enrolled Nurses

(ENs), and Assistants in Nursing (AINS).

Woods and Craig (2005) reported an expectationttigahurse shortage in the
USA would have grown to over one million by 2020k the supply of nurses is
predicted to decline by 40% over the next two desadstaff turnover costs, which
include advertising, recruiting and training, wered as between US$30,000 and
US$49,000 per nurse. Such a trend is worryingrgthat within four years of
gualifying more than 40% of nurses were predictel@ave the profession (Woods &
Craig, 2005). In an earlier report, Andrew anddgeelewski (2005) claimed that the
deficit would grow to a critical level by 2015, Wi20% fewer nurses being available
than required. The same authors reported thabB9,2almost 30% fewer nurses
than needed would be available to the workfor@nistewski Goodin (2003)

reported a trend of fewer enrolments in undergredoarsing programs in the USA,
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possibly due to the greater opportunities now awddl for women in alternative
careers. Such a trend is particularly concermgngen that women typically form the

vast majority of the nursing workforce.

Europe also has an ageing population and a dengeasising workforce, with
considerable range between countries of approxlyna@® to 2,150 nurses per
100,000 population (Buchan, 2000). The numbetkerLatin American countries
also show a broad range with 11 to 512 nurses@&0Q0 population (Malvarez &
Castrillon, 2005). In describing a policy frameWwdor improving the European
nursing workforce, Buchan (2000) stresses the itapoe of ensuring that
approaches to change are evidence based, andweotdsll facets of workforce
planning. The UK is also struggling to maintaisudficient nursing workforce.
Finlayson, Dixon, Meadows and Blair (2002) did patvide data in a per capita
format to enable comparison with the data citedrabthey did, however, quote
nation-wide vacancy rates of up to 22,000 nurselsarNational Health Service in
the year 2000, with a turnover rate ranging betwkeand 38%. An additional
finding from this report was that while undergratuplaces for nursing students has
increased significantly, approximately 20% will\iegprior to completion of their
program, and 34% of graduates will not registehwhie UK registering authority.
Reasons cited for problems with retention of numséke international workforce
are similar to those in Australian literature, tisaiow remuneration, not feeling
valued and changes in the nursing workload duadtofs that will be further
discussed in the review of the literature (Bowle€&ndela, 2005; Commonwealth

of Australia, 2002; Preston, 2006).
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Mrayyan (2005) compared job satisfaction and retendf nurses in Jordanian
public and private hospitals and alluded to a datien between diminished quality
of care and a declining nursing workforce. Disdatition was shown to be caused
by low remuneration, stressful work environment andck of career opportunities.
With 270 nurses and midwives per 100,000 populapoor professional image and
cultural attributes were some of the reasons @itedause for the declining
participation in the Jordanian nursing workforcartigularly among the 30-plus age

groups (Abualrub, 2007).

1.2.2 National Nursing Shortfall

The international nursing workforce decline is mmied in Australia. Nursing
workforce issues in Australia have been the sulgeotany reviews at both industry
and government levels, with a major concern beatgntion of experienced nurses
within the system (Council of Deans of Nursing &Mifery, 2005; Department of
Health & Ageing [DoHA], 2005; Nowak, 2000; Senaten@munity Affairs

Committee, 2002).

Factors affecting the nurse shortage in Australtéude:

. An ageing workforce — the average age of the Aligtraaurse has
increased from 41.2 years in 1999 to 43.2 yea?®0%. In comparison, the
average age of West Australian nurses in 2004 wdsykars (AIHW,
2006).

. Workforce composition — the cohort identified as th” generation,
generally considered to be born between 1981 a8d \Walker, 2007), is
the future workforce. It is widely recognised that group has different

work concepts and ideals to those of earlier geioeima Workforce
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planners need to remain cognisant of such differgiidational Health
Workforce Taskforce, 2009).

. Health population — the demographics of the poprab which nurses
provide health care is changing and, as such, gddithe pressure on the
nursing workforce. The combination of a largergaodion of the
population being in the 60-years and older categamyg the increase in the
life-span of Australians, has resulted in a sigaifit proliferation in the
number of chronic illnesses and co-morbidities withich patients present
to health care facilities (ABS, 2006).

. Technology — as in many industries, the rapid egjmmof technological
advances has resulted in changes to the way thlhloare is delivered.
These changes not only impact on health budgedating competition
between salaries and other system costs (Eggé&) 20ut also on the way
health care is delivered (Joseph, 2008). Theaéssa requirement on
practitioners to maintain skills and education webards to technology,
thus creating further industry-based pressuresti¢F8sBryce, 2009).

. Health care recipients are more treatment savvydeas®hse aware than their
predecessors and, as a conseqguence, are more degnainthe latest
techniques for diagnosis and treatment. Nursed teelkave the education,
evidence-based knowledge, and ability to thinkaaily in order to respond
appropriately; a skill that will generally synthesimore fully with
experience (Health Workforce Australia, 2011b).

e Patient acuity (intensity of illness) has increaaesd result of the demand
by health care policy makers to reduce Length af $tOS) in hospitals.

Traditionally, patients provided a mix of those where acutely ill at the

CHAPTER 1. Introduction 13



beginning of an admission, and those who were nabelgror minimally ill
prior to discharge and thus, required fewer oceesal nursing care. The
net result of reducing LOS, is that the mix of &caihd less ill patients no
longer occurs, leaving a patient mix that requimese intense occasions of
nursing care. In addition, the recent introductofmergency
Departments (ED) within WA of the ‘four hour ruleihereby patients
must be attended to within four hours of preseortetd an ED, has added
to the pressure to move patients more quickly éonhrd areas (Forero,
McCarthy & Hillman, 2011). These increases inititensity of the health
care providers’ work-load add to the pressure osdravailable to

provision it.

These points, and the impact that they have upstréimsition experience of
the graduate nurse, are discussed more fully imetiew of the literature, and in

later chapters in relation to the findings of tleerent research.

In 2004, the Australian Government, Department edlth and Ageing
(DoHA, 2005) announced an increase in funding f60@ additional nursing
undergraduate placements, nationally, over thevieilg three years which has now
occurred. While the Australian Nursing Federativ@as very supportive of this
initiative, it believed it would not be sufficietd fill the anticipated gap that would
occur when the large cohort of baby boomers, gdga@nsidered to have been
born between 1946 and 1964, retire from the woddavithin the next 10 to 15
years (lliffe, 2006). It is imperative, for patiesafety and fiscal accountability, that
the additional places funded by the Governmentywwedurses who will stay in the

nursing workforce to provide future safe staffiegéls. In addition to increasing the
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entry of new nurses to the workforce, Duffieldakt(2007) reiterated the view that
work intensity and work environment issues, reqliraderstanding and resolution

to ensure viable retention of nurses within thdthesystem.

The national literature demonstrates a commitmgmgdvernment and nursing
leaders to developing policies addressing the ngrsiorkforce shortage (DoHA,
2005; Heath, 2002; Pinch & Della, 2001; Presto®&0 The key to successfully
staffing the nursing workforce will be how thosdipies will be implemented, and
refined over time. A report from Access Econon{@04) described nursing as an
occupation with very strong job security and ore thill invariably be in demand
for the foreseeable future. As such, it behovesing bodies to take advantage of

such a positive characterisation in promoting mgsis a very worthwhile career.

1.2.3 The Western Australian Context

Preston (2006) estimated that WA had a deficiheworkforce of 186 RNs
per 100,000 population, that is, a total deficiBgf39 RNs. In adjusting staffing
levels to baseline projections, she described WhAaatng the largest predicted
shortfall of all Australian States. Factoring hetinfluence of an ageing population,
RN separations and population growth (which traesl#o a further increase in the
need for health care), it was estimated that thieidesould have increased from 186
to 377 RNs per 100,000 population by 2010 (Pre2666). The Nursing and
Midwifery Workforce Report for 2011 (AIHW, 2012)veals an increased supply of
RNs in WA from 772.1 RNs per 100,000 populatior2@®7, to 882.2 RNs per
100,000 population in 2011, which suggests thatlevthe forecast deficit has been

almost half that predicted, it is still present.
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Johnstone (2007) has indicated that when numbeRsfin healthcare
facilities are fewer than required, the incidentenedical errors in patient care
increases. Adverse outcomes include numerous®sanh as medication error,
hospital acquired infection, patient falls and d®tus ulcers. In a study
commissioned by the New South Wales Departmenteailtd, Duffield, et al. (2007)
found that with the addition of one RN per shigtd was a reduction in the rate of
decubitus ulcers of 20 per 1,000 patients, pneuanohi6 per 1,000 patients, and
sepsis of 8 per 1,000 patients. Such figuresu#fieignt to view any decline in the

RN workforce with concern.

In a submission to the National Review of Nursirtpé&ation in Australia, the
Nurses Board of Western Australia (NBWA, 2001) maeeeral recommendations.
Among these was the suggestion that by combinieglélivery of core units to all
health professional undergraduate students (thatadical, nursing, allied health),
the provision of efficacious treatment and intecgibnary colleagueship would be
enhanced. The concept of combining core unitsatssbeen put forward by Health
Workforce Australia (HWA), a recent initiative agi by the Council of Australian
Governments in an endeavour to coordinate an iatedgrand proactive health
workforce plan throughout Australia (Health WorlderAustralia, 2011b). The
NBWA (2001) also expressed concern that, followtimg shift of nurse training from
industry to academia, adequate funding was notigedvto enable sufficient and
suitable clinical experiences for the student enwlorkplace. As a result, there is
ongoing difficulty for universities and industry providing satisfactory placements
for the additional student positions (Dragon, 2004¢ided to this, is the extra
pressure being placed upon already scarce supgnaad mentoring resources

(Dragon, 2009).
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The NBWA also discussed a need to consider thegihgrrontext of health
care in relation to the increased acuity of ho$pigdients and escalating complexity
of nursing care of people in the community, sugggdhat a paradigm shift in nurse
education and placements was needed (2001). onthe, the Board made
reference to the disparity of thought between atweal@nd industry in relation to
these changes, and how this may influence the &xi@ts and experiences of the

nurse moving between student and novice practitiBWA, 2001).

As previously mentioned, one strategy for improving current staffing levels
of RNs is to increase the number of nurses graogidtom universities. Following
the National Review of Nursing Education in Ausaah recommendation was made
for an increase in funding to secure additionalangchduate places in Schools of
Nursing (Heath, 2002). Consequently, the AustnaGmvernment Department of
Health and Ageing (DoHA, 2005) announced the irs@an national funding for
4,000 additional nursing undergraduate places.h8lith extra places being made
available, it is important to determine whethemimbents are benefiting from post-
graduation transitional programs, and whether swethaving a positive effect on

workforce retention.

1.3 Nature of the Study

A comprehensive survey was conducted by the UniyeséWestern Australia
(UWA) on behalf of the then Department of Publicalle to evaluate graduate nurse
programs in public sector hospitals in WA in 200he research found many
graduates to be dissatisfied with the structurgaefprograms being offered and the
attitude of other nursing staff towards them (UV2A00). The UWA (2000) study

paralleled part of a much larger Queensland rekesiutly commissioned by the
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Queensland Minister for Health in 1998. Part @ittinvestigation was to survey
RNs who had completed their graduate year in daldetermine the level of
Undergraduate to GRN support during their transifiear (Queensland Health,

1999).

Recommendations from the UWA (2000) study are sunsed below and are
considered further when compared with the press#arch findings, in the
Discussion Chapter:

. The transition program is worth continuing;

. Preceptors should be carefully screened and sdlecte

. Preceptors should undergo suitable training;

. Preceptors need to be accessible to the graduege;nu

. Workload allowances need to be made to allow auttali study time;

. Supernumerary time should be mandatory and oftdaitangth;

. Senior nurses and colleagues need to be made afvae nature and
purpose of the Graduate Nurse Program;

. More choice be made available to the graduategecialty placements;

. Greater liaison should occur between program peygidnd academia

regarding undergraduate clinical training.

The present research aims to study the experieicesvly graduated RNs
during the transition phase, from novice to compigpeactitioner, to determine if
there are changes to the findings reported 10 yagrsn the UWA (2000) study.
The results will also be used to determine whatgamsons there are with similar,
national studies in terms of program efficacy arafgssional support to the novice

nurse during the transition phase. Data have bealysed to determine what effect,
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if any, Graduate Nurse Programs (GNPs) have ortrdmsitional experience and if
any correlation exists between the programs anéuthee intentions of the newly

registered nurse with regard to remaining in thesimg workforce.

1.4 Need for Research

The National Nursing and Nursing Education Tasléqi’ET) was
established in 2003 by the State, Territory andtralian Government Ministers for
Education and Health in response to major reviavasraports of Australian nursing
and midwifery workforce, training and educatiorheTTaskforce is composed of
nurse leaders, educators and researchers commnaigedgressing and sustaining the
education, training and retention of the Australiamsing and midwifery workforce.
The NET (20086) listed research into health workforceru#gment and retention,
skill mix, and service models, as areas requirirggent investigation to help inform

planning, funding and education policies that waaldude transition programs.

Conducting research in the Australian context asimg programs, Gaynor, et
al. (2007) suggested that:

...there is a paucity of evidence about the denyycs of the future

Australian nursing workforce, attrition within unadgaduate nursing

programs and graduate outcomes. Clearly therenged to

systematically track undergraduates and new graelish quantify

student attrition, graduate retention and careeansd and begin to build

this evidence-bagp. 12)

An integrated systematic review of transition suppar new nursing

graduates commissioned by the Queensland Nursingdilsuggested that, despite
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descriptive studies and many models of practi@retippeared to be no evidence of
best practice for graduate nurse programs (Quemhdlarsing Council, 2001).

Over the past decade or so, considerable evideaaxbden amassed suggesting that
further transition-orientated research needs tortaertaken (Kelly & Ahern, 2009;
Levett-Jones & FitzGerald, 2005; Reeves, 2007)e fditesent study contributes to
this need by examining the effectiveness of GNRRenWestern Australian context,
as perceived by nurses who graduated from a untiyensrsing degree, and who
registered with the Nurses and Midwives Board oW Australia for the first

time as a RN in 2008.

This research has replicated the UWA (2000) sungyg a mixed methods
design to determine how well GNPs assist the triansof the newly graduated RN
into the nursing workforce, and what, if any, effde programs have in terms of
decisions to remain in the nursing workforce. Témearch also examines if similar
issues identified in the original UWA (2000) stuzhyntinue to impact upon the
nurse’s transitional experience. The mixed methesign allows for a combination
of the most suitable aspects from both the qudiviggénumeric) and qualitative
(textual) methods to address the research quegtiyaswell & Plano Clark, 2007).
The survey questionnaire, study design and anadysisliscussed further in the

Methodology Chapter.

1.5 Research Questions
1. Inwhat ways are novice Registered Nurses’ expeeuifferent today

from those reported in the 2000 University of Wastgustralia study?
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2.  From the Graduate Registered Nurse’s perceptiom,dfficacious are
graduate nurse programs in helping novice nursesate® the transition to
competent practitioner?

3. What perceived effect does the Graduate Nurse 8mobave on predicted

career longevity of newly graduated Registered daf?s

1.6 Summary

This chapter has discussed the issues and sorhe obhsequences of a
widening gap between the demand and supply ofgenfi RNs in the nursing
workforce on a worldwide, national and local badishas also alluded to the
importance of effective transition programs. Itlsar the matter of nursing
workforce shortages are of importance in termsro¥iding a safe and high quality
health service to the population of WA. Ensurihgttnovice nurses are retained
within the health system and allowed to develop proficient and productive
nurses has been a regular theme in the literahgésaexpanded upon in the

following chapter.
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CHAPTER 2: LITERATURE REVIEW

2.1 Introduction

This chapter provides a comprehensive review ofitheature that relates to
the research, that is, factors that contributééoWestern Australian nursing
shortfall, nursing workforce composition, and nursintion within the workforce.
Initiatives to stabilise the workforce; graduatesautransition programs; research
into the benefits of graduate nurse programs; timeext of the present research; and

the methods chosen to conduct it are also discussed

The literature was reviewed using primary and sdaonsources. Online
access to the University of Notre Dame, Austrabeaky enabled utilisation of
Google Scholar to search relevant databases. Keysearches and search filters
were employed to identify as many relevant studsepossible. These were then
assessed for relevance and importance, and thetadea for ease of tracking.
Preference was given to the most recent articlensore contemporaneous
information was availed, and where applicable, rahsaarches were employed
within specific journals, or for key articles. Refs from websites such as the
Australian Bureau of Statistics and the Australisstitute of Health and Welfare
were vital for obtaining current and comparativéadand to further support
arguments. Health and nursing websites, incluthegAustralian College of
Nursing, the National Nursing and Nursing Educafiaskforce and Health

Workforce Australia, were also sources of valuatlermation and reports.

It is clear that the number of RNs in the workfoieé decline (Council of

Deans of Nursing & Midwifery, 2005; DoHA, 2005; Nak, 2000; Senate
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Community Affairs Committee, 2002; Thorgrimson &tason, 2005; Woods &
Craig, 2005). Available literature reveals thetdas contributing to this decline and
the consequent impact on the sector’s ability tvigle quality healthcare (AIHW,
2010a; Camerino, et al., 2006; Duffield, et al. 200ohnstone, 2007; National
Health Workforce Taskforce, 2009; Oulton, 2006;98ya, 2006). The ageing of the
Australian population and, consequently, the ngrsiorkforce, is currently the most
fundamental issue impacting upon nursing provig©amerino, et al., 2006;
Duffield, et al., 2009). This issue is not abld#reversed in the short-term, and
consequently, is one that requires innovative gmist While most literature agrees
that developing and increasing the novice nursingkiorce will assist in improving
supply, it is also recognised that many of theenirgraduates are older themselves
(Dorion, Hall & Jones, 2008; Morrow, 2009). Congently, the length of tenure of
the older, novice nurse in the health workforcegomparison to the younger
graduate, is reduced and implicates the overalgRiN (Drury, Francis & Chapman,

2008).

Additional factors impacting on adequacy of suppithin the RN workforce
include the increased intensity of the workloadhisThas been demonstrated by the
many studies of retention within nursing suggesérggrong link between
perceptions of stress, career burnout, and intemtideave the nursing workforce
when the workload is felt to be beyond the nurgégsical and mental sustainability
(Cowin & Jacobsson, 2003; McHugh, Kutney-Lee, Cithi&loane & Aiken, 2011).
Numerous factors can lead to stress-induced attritAmong these are, firstly, new
modalities of care, such as the requirement toagdas much as is possible, the
length of time a patient spends in hospital andrgerecy centres. This may prove to

be stressful because the nurse may perceive atlitipabprovide the nurturing time
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to better understand the patient’s needs or tyg fetognise changes in a patient’s

illness profile (Duffield, et al., 2009; JohnsonR&eston, 2001).

Secondly, while technology is designed to simphifgst tasks, complexity may
impact upon stress levels if not well understoodrglemented. Most nursing tasks
involve some form of technology and require cogmiseof, not only how the
technology works, but also how to extract and pretrthe necessary data.
Moreover, troubleshooting technology-related protdecan result in increased levels
of stress (Kjerulff, Pillar, Mills & Lanigan, 1992)Thirdly, the current epidemic of
obesity adds to the workload in that caring fordbese patient requires specific
equipment, increases the risk of personal injuy @an add to the degree of
treatment difficulty (Byles, 2009). Fourthly, attigh it is desirable to be able to
demonstrate sufficient nurse numbers in staffirgfiles, ample numbers are of little
use if the necessary mix of nurses is not ableetsupplied. This is critical for
ensuring functional cohesiveness. Further, expee@ staff are required to provide

the appropriate levels of supervision and expettidess experienced colleagues.

Finally, those responsible for health budgets arestantly formulating ways
of improving efficiencies and moderating expenditwhile balancing delivery of
patient safety and quality services, amidst thalaiog demand for, and cost of,
contemporary treatments (Marchildon, 2005). Suchnaate is stressful for nurses
when they are required to take time out of clinahaties to either acquire scarce
resources, or to negotiate and justify expendip@n equipment or treatment

modalities that ultimately improve patient care rfBam, Joiner & Stanton, 2004).
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The above factors all impact upon the transiti@xgeriences of the newly
graduated nurse. The degree to how well thesmamaged, and translated to the
workplace by health care organisations, is crucidhe degree of positive
experiences gained by the novice nurse in theimassion into the nursing

workforce and future intentions to remain within it

2.2 Factors Impinging on Nurse Numbers

While there are many factors contributing to thertfall of nurse numbers in
Australia, an issue that appears to be of greateronn the literature and health
workforce planning is the shift in the age profitdthe overall population and the
impact this will have on the future nursing worlder(Camerino, et al., 2006;
Duffield, et al., 2009). Additional demands on & are found in the changes to
health profiles and care delivery; technologicalattements; and the increasing
focus on practice modalities that are based upaiitgand contemporary evidence,
and consequently, impact on the composition ofntbekforce and necessitate

innovative and productive workforce planning.

221 Ageing Population

Australia has the third highest life expectancthiea world with Australian
females’ life expectancy at birth in 2010 being®Bgears and males 79.3 years.
Western Australians’ life expectancy at birth iglsily higher at 84.1 years for
females and 79.5 for males (ABS, 2011). The cohged greater than 65 years has
expanded from 8.3% of the total population in 18¥13.3% in 2009, and the
proportion of those aged greater than 85 yearsmelgasing substantially by 170.6%

over the past two decades to form 6.1% of the diveoaulation (ABS, 2010). In
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addition to thigncreased longevi, which adds to the population numt,
immigration rates haincreased and added to the rate ofpgbyulation growt.
Since the 1990s, Australia’s median agerisen from 31.8 yean® 36.9 years in
2009. Figure 2.presersthe changing age profile of Australia’s populatfoom

1990 to 2010.

Figure 2.1. Australia, Population Structure, Age and Sex, 1990-2010
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Figure 2.1. Australia’s population structure by age group and gender comparing 1990 to 2010. Age
groups demonstrate the increase in the older clusters and the decreasing proportion of younger
cohorts. Source: Australian Bureau of Statistics (2010).

Chronic diseases become more prevalent with agsecuiently, the burden
disease on the healtlare system increases substantiallp@sulatiors age; as does
the demand for related modes of health care (Nalidealth Workforce Taskforc
2009). In addition tohe age-associated healthplications of thi trend, and in

terms of theability to fund appropriate care for those dependgon government
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support, the diminishing distribution of workingeagroups (between 15 to 65-years)
that are able to contribute to the economy antiécstipport of those who have not
yet entered (less than 15-years of age), or whonargng out (greater than 65-years
of age) of the workforce is also of consequenceis $hifting profile of diminishing
younger and increasing older cohorts has a sigmfinegative impact on the
‘Dependency Ratipihich is indicative of the ratio of income easét5 to 64-year
olds) to those dependant on direct or indirectrfaia and/or physical support,

including healthcare resources (AIHW, 2010a).

Ischemic heart disease, diabetes, anxiety and slgpre cancer and stroke are
among the major diseases contributing to the health burden of Australia (AIHW,
2010a; National Health Workforce Taskforce, 2008)major change in the burden
of disease profile has been seen within Mental tHewith the increase in mental
illness impacting negatively on all areas of healire (AIHW, 2010a). This change
also has implications in health care worker tragrais many nurses are
underprepared for effectively managing mental gsné\ational Health Workforce

Taskforce, 2009).

In the Western Australian population, the propariid the 60-year old-plus
age group has been steadily increasing over thelpagears at an average of 1.86%
per year, but more recently in 2006-2008 at anageincrease of 2.45% per year as
depicted in Figure 2.2. As discussed, this ina@ddide span is associated with an
increase in chronic illnesses and co-morbiditieth wihich patients present to health
care facilities (ABS, 2006). The impact of thededitional disease burdens that
require adjusting the modes of health care delie¢sy requires additional resources

in terms of nursing care and education.

CHAPTER 2. Literature Review 27



Figure 2.2. Population Percentage of 60+ Age Group (Western Aus  tralia)
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Figure 2.2. Proportion of 60+ Western Australia age group from 1997 to 2008 showing percentage
increase from 2002 to 2008. From: Australian Bureau of Statistics, 2008.

A further factor contributing to the increase ie #0-year old-plus age groups
is the decrease in the number of births per fammiy since the 1950’s resulting in a

slower growth of the younger age cohorts (ABS, 2010

222 Ageing Workforce

In Western Australian males, the percent of theutain in 2004 surviving to
age 85 was 40% and females were 57%. The nafiigonaes for survival rate to age
85 are 38% for males and 55% for females (ABS, R0&&ich figures suggest the
Western Australian aged population will place aaregreater burden on the health
system than the national average. It stands soretnat if the Western Australian
population is ageing, then so too is the nursing<ioce. The average age of
Western Australian nurses in 2007 was 45.2 yeargpaced to 43.7 years for all
Australian nurses (AIHW, 2009) while the average afjthe Australian worker in

2004 was 38 (ABS, 2008). Although these figuramedrom data three-years apart,
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it is highly unlikely that large changes would ocower this time. Figure 2.3
demonstrates not only the shift in the older ageigs of nurses over a 10-year
period but also the decline in entry to the wor&éof the younger age groups and is

inclusive of both Registered and Enrolled Nurses.

Figure 2.3. Registered and Enrolled Nurses by Age Group, 1999, 2005 and

2009
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Figure 2.3. All Australian employed Registered and Enrolled Nurses by age group for 3-years of 1999,
2005 and 2009. Source: AIHW (2010b) Nursing and Midwifery Labour Force Survey.

These figures suggest that while older cohortsuo$es are caring for the
ageing Western Australian population, they willoabe dealing with health issues
associated with their own ageing, which may impmerwctheir ability to provide care
to others. Compounding the issue, is that whidedlldler generation of nurses begin
their exodus from the workforce, without an equigatumber of incoming nurses to
replace them, the gap between demand and supplgomiinue to widen (AIHW,
2010a). However, despite an increase in studasesgraduating into the nursing
workforce, and for reasons already discussed,dbal@ing need for additional

health resources continues to widen the gap beta@gpnly and demand. Figures
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2.4 and 2.5 (Access Economics, 2008) demonstratariticipated replacement

requirements over the current period and the predisupply of graduating nurses.

Figure 2.4. Replacement Requirements of RNs for Australia over 10-year
period
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Figure 2.4. Aged care shows a steady rate which may not reflect the actual need. The total RN
replacement requirements indicate the widening gap between supply and demand. From: Access
Economics, 2008.

Figure 2.5. Employed Graduate Registered Nurse Requirements and Supply
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Figure 2.5. GRN replacement supply versus the requirement to replace outgoing RNs over a 10-year
period. From: Access Economics, 2008.
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Figure 2.6 indicates that while the number of emegits into nursing degree
programs is increasing, the number of nurses gtamdyto register with the Nurses
and Midwives Board of Australia (NMBA) as a Registg Nurse does not appear to

be following suit.

Figure 2.6. Australian RNs, University Program Commencements &
Completions
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Figure 2.6. Commencements and completions of university undergraduate nursing degree program
2003 to 2009. From: AIHW, 2011. Source: Department of Education, Employment and Workplace
Relations unpublished data.

Duffield, et al. (2009) suggested that within tlexinl5 years up to half of the
current nursing workforce may retire. Reducingrsaaf work from full-time to
part-time is one method of transitioning to retiehbut can have a considerable
effect upon the Full Time Equivalent (FTE) of nigssvailable to the workforce
(ABS, 2011). Camerino, et al. (2006) postulateat thurses nearing retirement age
were unlikely to consider extending their tenure tluthe heavy and stressful nature
of nursing work. In a study of European nursesyttound that older nurses

perceived their ability to sustain current workleadould decrease with age and,
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unless creative measures were taken to decreasffdherequired at work, would

not change their intention to retire.

223 Health Profiles

As well as the shift towards more age-related haatiues, factors such as the
steady increases in patient acuity and populatim@sity are also impacting upon

service requirements.

2.2.3.1 Patient Acuity

Patient acuity is a term used to describe the cexiglof care or intensity of
illness. Traditionally patients provided a mixggnerally being acutely ill and, at
the beginning of an episode of care requiring nfiocesed attention, to being
moderately or minimally ill prior to discharge andeding less intensive attention.
In order to maximise value for health care fundigjcy makers have focused on
efficiencies and reducing unnecessary servicirgyt &f these efficiencies has been
to reduce, as much as is safely possible, the ats@filime patients spend in
hospital, with some care shifting to outpatiennicls or care in the home. The net
result of reducing Length of Stay (LOS) is that thie of acute and minimally ill
patients no longer occurs, leaving only the acateraoderately ill patients to be
cared for. This subsequently increases the irtienbthe workload of health care
providers and adds additional pressure on thos&ablato deliver it, and is further
compounded by the reduced ratio of nurses to gatidBrennan and Daly (2009)
described nursing related acuity thus:

The concept of acuity can be considered a struatficare, in that it is a

characteristic of the patient that, when measucaah be applied to

nursing staffing decisions and thus be considerpdbaess of care.
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Nurse staffing decisions based on patient acuityetthe potential to
balance the nursing workload among available nuri®ss improving
patient safety and quality, and potentially redgcoosts, which are

outcomes of carg. 1115)

Johnson and Preston (2001) suggested that the smmmimaincreasing the
turnover of patients from hospital beds has redutiean escalation in stress that is
experienced by staff in trying to achieve this.isTinas reduced the nurse’s
satisfaction that was previously found in gettiogihderstand the patient’s needs
more fully over a longer period of time; and thiesjucing the intrinsic rewards of
nursing. Adding to this pressure is the perpetedlictions in budgets that result in
cutbacks of support staff and an expectation tiNg ke on non-nursing tasks such

as transporting patients, answering phones and letimgpunrelated paperwork.

Health related indicators are those which demotestiisease and iliness rates
within a community and utilisation of healthcareifities. Data show WA to be
above national figures on most health related atdis including LOS, which is
lower than the Australian average LOS, (ABS, 208BS, 2011) and number of

patient separations, as can be seen from Table 2.1.
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Table 2.1. Western Australian Comparison on National Health In  dicators

Indicator Comment Western Total Data Year
Australia Australia

Average Length of Stay = Days per patient 2.9 3.1 09/10
Hospital Separations Per 1,000 population 389 371 09/10
Morbidity & Disability Percentage adults with 88.4 86.9 04/05
one or more long-term
condition
Males surviving to 85 Percentage of population 39.9 38.5 2006
Females surviving to 85  Percentage of population 57.3 55.5 2006
Nurses per 100,000 Includes Enrolled & 1,134 1,250 2007
population Registered Nurses

Source: Australian Bureau of Statistics 2008, 2011.

As well as being useful to determine funding altawas, standardised
measures of patient acuity are also used to daterstaffing levels, particularly in
regards to nurse numbers and skill-mix. Nurse iper patient day (NHPPD) is a
concept introduced to Western Australian governrhespitals in recent years, in
conjunction with nurses’ industrial Awards, in dfog to rationalise safe nurse
staffing levels and workloads. This method catsgsrward areas based on criteria
such as patient mix, for example, surgical or madievel of acuity; average LOS,;
and numbers of interventions, such as frequeneytalfsign measurement,
medication administration, and assistance with drygiactivities; as well as the

complexity of treatments (Twigg & Duffield, 2009).

Brennan and Daly (2009) claim the most applicabéasares for acuity are the
severity of illness and the intensity of care reggito manage it. Some of the
concepts for consideration when assigning acuisgieed by these authors include:

. Intellectual repositioning, where a nurse’s conian may need to be

shifted rapidly in response to changes in a paseandition;
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. Memory and understanding of disease and treatmedalities;

. Planning for long-term versus acute patient carérosevere versus mild
disease or injury;

. Including holistic patient and family centred care;

. Time taken to deliver care in a safe practice emment;

. Managing complex care and procedures;

. Assisting colleagues in their learning and carevigion;

. Physical components of delivering care such assigpning or moving

patients.

Duffield, et al. (2009) described the teamurnas being the movement of
patients between admitting, ward areas and diagnasits; and how this adds to the
workload by requiring the nurse to perform taskditahal to the basic nursing care
in preparing the patient, ensuring correct docuatént, following up outcomes and
re-orientating the patient at each stage. Inceessehurnoccur as a result of more
applications of technology, measures to reducepaliOS and implementing the
four-hour rule (time to ward admission from the egemcy department).
Consequently, such factors add to the workloaddendease the time available for
basic nursing care and, as a result, increaseyveeand stress on the available

nurses.

Compounding the above factors is the evidencestéady increase over the
years of admissions to public hospitals per 1,08)fufation; a growth from 209 in
1998-99 to 215 in 2008-09. This supports the Weat nursing workloads have
increased (DoHA, 2005), and has implications fopriaving nurse-to-patient ratios

to ensure the levels are commensurate with théyataildeliver quality nursing care.
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2.2.3.2 Obesity

In a comparative study of 11 countries within thrg&hisation for Economic
Co-operation and Development (OECD) Australia rabed highest in the
prevalence of both overweight and obese persorssiI2evaux, Cecchini &
Rusticelli, 2009). As obesity rates within Ausiaatontinue to remain high, so do
associated chronic diseases, such as arthritisnichpain, vascular and respiratory
diseases, and diabetes (National Health Workfoeskfbrce, 2009). Obesity
requires a change to the way health care is delivand the types of care accessed,
such as bariatric surgery, and may even limit verse the recently gained
improvements to life expectancy (Byles, 2009). Kamd Taylor (2010) cite the
treatment costs of obesity in Australia as $83iarilannually and suggest that the
increasing frequency of presentations to the heatehfacilities is placing an
additional fiscal burden on both staffing and equ#t resources. Mainstream
equipment such as vital sign measuring devicegitadbeds and surgical
equipment are designed for people of average heighkight ratio. Equipment
especially designed for bariatric patients is nostly than standard equipment and
generally requires increased floor space for stardganagement of bariatric
patients and equipment also requires adaptatioanadf sometimes new, protocols
and policies (Kam & Taylor, 2010). The potentiakrof staff injury, such as back
or shoulder damage, is increased when managingdne obese patient, especially

when moving or repositioning them.

In a study of the impact of obese patients on stadin Emergency Department
in Melbourne, Kam and Taylor (2010) found a positoorrelation between an
increase in Body Mass Index and the degree ofcdity in patient management.

Some of the reported challenges included difficoltglelay in gaining intravenous
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access and a potential for an increased rate alfiagisosis due to difficulty in
palpation of specific body areas, physical assessmeolonged procedure time and
consequent length of stay. Metabolic changes &gsdowith obesity include
increases in cholesterol and insulin resistaneelitgy to heart and vascular diseases
and Type Il Diabetes; while the increased weiglisad joint strain and exacerbates
rates of osteoarthritis. Rates of breast and coémters are also reported to increase
substantially when Body Mass Index is in the olmesd morbidly obese ranges

(Byles, 2009).

224 Technology

The rapid expansion in technological advances jigrmbnsequent impact on
the way health care is delivered, has long beergrased as having a major impact
upon nursing. In her editorial Mursing ManagemenRobinson (2003) described
how the technology of nursing has advanced, frostéthoscope and pair of
bandage scissors” as being “basic tools of theeftd@d. 1) and of paper-based
calculations and charts being the fundamentaleefway nurses planned and
communicated the delivery of patient care onlyva fiecades ago, to the current

plethora of technical equipment and digital treathuevices.

Contemporary routine and advanced health careegopninately delivered,
monitored and recorded using advanced systemgloidédogy and computerisation
(Robinson, 2003). The older cohort of nurses mteonly needed to adjust from
the manual systems of treatment and recordingithatiearned early in their career,
to the digital era; but have also needed to leam to troubleshoot the equipment
should it fail. Current nursing practice incorpesaa myriad of technology from

vital signs recording devices with which to rectethperature, pulse, blood pressure

CHAPTER 2. Literature Review 37



and oxygenation, to fluid and drug delivery systdhad incrementally measure and
record infusions (Foster & Hawkins, 2005). Tham @so complex robotic surgical
systems that are manipulated by surgeons but equilsing management,
knowledge and skills to set up, assist with andhia& in an appropriate working
order. Patient records, treatment schedules aé @re entered and stored
electronically with the ability to share acrosesiaind distance, report trends and
activity and guide future modes of care (Foster &uHins, 2005). Health
information guidance and evidence is located itgloepositories of information
and available to health care providers, recipigrasees and students. This degree
of access also enables the population to incréaseawareness of disease processes
and treatment options which has, at times, theeffeincreasing patient demands
for more expensive and more complex treatmentstatimg always the most optimal

for their care (Watson, 2005).

The change in the way nurses are required to ddlnegr care has come about
incrementally with little input into the introduoti of the multiple changes and only
minor, ad hoc education in how the technology isnoiged (Foster & Bryce, 2009;
Hegney, et al., 2007). With the greater cohortwfes in an age bracket that wasn’t
raised with this technology, it should come asumpise that many nurses struggle

with its concept.

In Digital Natives, Digital ImmigrantsPrensky (2001) likens the generational
differences in approaches to technology as a lajegudnereby younger generations
have beemorn intodigital information technology and their older aberparts are
immigrantsto it. He likens it to a dialect where those vane native to technology

have no issue understanding and utilising it téuliest extent. For those not born
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into the age of digital technology it is a foreigmguage needing to be learned and
never quite being fully absorbed (Prensky, 200H¢. also discusses the difficulty
that the older generations may have in learningptidg and integrating current
technology into their everyday work-life. In adyuof a selection of adult acute care
and psychiatric units in the United States, Kjdr@f al. (1992) examined what
factors, in relation to technology, might contriéb increasing the anxiety of
hospital nurses. They found that raised anxietgl& relating to the use of
technology in the provision of health care, wergenmredominant in older nurses.
Considering the average age of the nursing workfbas increased, and technical
advances have permeated so many facets of deliveuirsing care, the fact that
older nurses experienced raised levels of anxiéignausing technology is pertinent
in terms of how the new technology is introducdad umse, and how nurses are

educated in its use.

Morris and Venkatesh (2000) conducted researchtioelationship between
age and technology uptake, and use amongst woekstdpund a significant
difference between the younger and the older grougeeir initial attitudes and
acceptance toward new technology, with the latéen@hstrating greater difficulty
with these. The study did find, however, that avee the older group was able to
adapt their internalised apprehension and beconte aoonfortable using the
technology. As with Prensky (2001), Morris and ¥atesh (2000) theorised this
initial apprehension was a product of discomfoitesrning something not made
familiar throughout childhood experiences. Thasthars also suggested training in
new technology needed to be adapted to the gemeaatlifferences in regards to
learning pace and strategies. An important poaderby Morris and Venkatesh

(2000) was in relation to the provision of ongolagrning supports that enables the
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older generations to more easily keep pace withamehvinnovative technologies,
thus facilitating more effective utilisation of thne and reducing the associated
anxiety in learning such foreign concepts. Thigelsvant to the current nursing
workplace as contemporary equipment and informagchnology is continually
updated, bringing new technical concepts and angdle each time a new product is

introduced or upgraded.

The technological phenomenon has also impactetieway our educators
impart information to students. Prensky (2001fdésed how traditional and
didactic methods of using staged learning objestiweth an out-dated language,
fails to gain the attention of tltkgital nativewho is more receptive to interactive,
vivid and multiple methods of information exchand®ith the mix of age ranges of
nursing students covering at least three genewtgmoups, educators are faced with
significant challenges in the provision of relevdiversity in the exchange of
knowledge to ensure all recipients are optimallgd for in their learning
experience, particularly as a number of educatord to fall into theligital
immigrantcategory. Prensky (2001) likens the educatordeuaking to that of a
foreigner being tasked to teach the local diaketask that would undoubtedly be
viewed with some scepticism by thigital native Similar issues of disparity in
comfort with the digital language may be facedhuyse in the health workforce
when supervising and mentoring novice nurses, wag on may not be, more at

ease with the different technologies.

There is a requirement for health care practitisnemaintain their education
with regards to contemporary technology and itsaotp. TheéAustralian Nursing

Journal (2010) announced that nursing informatics andrmédgion technology
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competencies would form part of the new Nationah8ards for registration with
the NMBA. This move resulted from research whiatlicated that a majority of

nurses rated their skills in using technology asv‘to medium” (p. 7).

Foster and Bryce (2009) also reported a lack odentnaining and preparation
in the use of information technology. Nurses wogkin aged care and remote areas
were more likely to report low levels of use andftdence in information
technology, and those working in acute areas, agdhtensive Care Units or
Emergency Departments, reported greater levelse@fnd confidence (Hegney, et
al., 2007). Based on the above comments, it islfigkely that this reported
disparity between confidence and use of technotagybe attributed to the fact that
the average age of nurses in critical care areasich younger than that of remote
and aged care nurses (Hegney, et al., 2007). éuiththe environments of aged
care and remote area health there is often mushalesess to technology to allow

these nurses to develop their skills in this area.

As more and more information and communicationesystbecome available,
health care organisations are making a bigger comemnit to adopting them. The
push for this comes predominately from a qualitpiavement paradigm as many
studies into medical error have shown human eotetthe most treatable
component of system issues that contribute to advevents (Jamal, McKenzie &
Clark, 2009). Systems to minimise human errorudelpharmacy systems where
the initial order, the dispending and the admiaitstn of drugs are supported and
guided by inbuilt alerts, advice and evidence-bastxmation. Decision support

systems enable screening for risks such as patémtiembolus, diabetes and
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adverse drug reactions (Jamal, et al., 2009); dsaw@rovision of data for analysis

and evaluation of trends and performance (Hallegk8& & Sensmeier, 2009).

Contemporary health care is moving towards eveatgraise of technology
with Personal Digital Assistants (PDAS) alreadyige in some organisations,
electronically integrated patient notes and on-deaning and evidence-based
healthcare access commonplace in most healthazliéda; and others working
toward full electronic medical record managemenis for these reasons that
today’s nurse must remain cognisant of, and besotiwith, technology related to
patient care in order to maintain competence totjwe (Foster & Bryce, 2009). The
nurse who is proficient in using information tectogy will benefit patients by
contributing to integrated and organised commuitoawith colleagues and, when
used correctly, improve care, and enhance effigiamd productivity (Schaper &

Pervan, 2005).

Changes in the use of technology can also impabeaith budgets, creating
competition for health providers’ salaries and othestem costs (Eggert, 2005).
Information systems in healthcare are aimed at vamgahe effort of manual
calculations of many treatments; improving andastrining record keeping; and
assisting in the reduction of medical error by remg the human factor, thereby
improving patient safety (Jamal, et al., 2009). s@sh, the argument in favour of
adopting these technologies is persistent and goesdly, the need to keep pace

with the changes will remain a pertinent factonursing care delivery.
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2.2.5 Workforce Composition

Skill mix is a term used when describing the praéiparof experienced
personnel to inexperienced, novice personnelhémursing workforce, to enable
support of the new graduate nurse, a sufficienbdadf experienced nurses is
required to enable supervision and mentoring tantwely qualified nurse. As the
availability of experienced nurses decreases,ttkeson the remaining nurses,
including the novice, increases (Cowin & Hengstleer8ims, 2006). The RN'’s
time, knowledge and skill is also impinged uposupporting colleagues, other
grades of nurses (ENs, AINSs), allied health persband junior doctors. This
perpetuates a cycle of pressure and tension, vididtely to cause some to leave the

profession.

The increase in work intensity discussed abovedsng to the need to
improve the ratio of skilled nurses to the workfraix (Aiken, 2008). Due to the
improvements in care modalities and technologyieptt now survive and recover
from diseases and injuries that 15 to 20 yearsnamdd have seen a different
outcome. Patients who would normally have beeatéckin critical care units are
now common-place in regular ward areas, and thergatthey are replacing in the
ward areas are now often treated in the commuattgpme, or as outpatients
(Johnson & Preston, 2001). These changes haveedagusignificant shift in the
focus of training and education of nurses and rewisf workforce planning. In
developing its framework for reducing the gap be&mveducation and practice, the
International Council of Nurses (2009) highlighted need to re-direct training
models to account for the change in modes of aaggrticular, the increased

emphasis on community and home-based care.
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Recent research has demonstrated that patieny safetproved considerably
when sufficient ratios of RNs to other nursing ley&Ns and AINS) are available
(Duffield, et al., 2009; Tourangeau, et al., 2008)ost industrialised countries use
quality indicators to measure health system peréoee, with some linking
outcomes to funding. Tourangeau, et al. (200@gitsed with the medicalised view
that these measures were not related to standbndssing care, suggesting that
such a view was based on a lack of appropriatedeece-based research. She stated
that “Little focus has been placed on studying imgrselated structures and
processes that might influence hospital mortalitg eeadmission rates” (p. ii). In
guestioning why there was a great variability betwguality indicator rates across
Canadian hospitals, Tourangeau, et al. (2006) sdagtetermine what impact
nursing care had on these indicators, and howmsystgrovements would be able to
reduce patient mortality and morbidity. In thaudy, they found that with a 10%
increase in the ratio of RNs to other grades ofesirthere were “six fewer deaths
for every 1,000 discharged patients”. With a samihcrease in RNs with a
baccalaureate degree there were “nine fewer déatlesery 1,000 discharged
patients”; and with a 10% increase in nurse replaatdequacy of staffing, there were
“17 fewer deaths for every 1,000 discharged pafefftourangeau, et al., 2006, p.
lii). This is strong evidence suggesting that adee levels of university educated

RNs are paramount to providing safe, quality care.

Indicators of patient outcomes that are affecteddrging care include, but are
not limited to, decubitus ulcers, thrombosis or eldm, sepsis, pneumonia, surgical
site infections, shock or cardiac arrest and evertatity (Tourangeau, et al., 2006;
Twigg, et al., 2011) Failure to rescues a term describing the absence of

appropriate recognition and treatment of the detation of a patient when
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indicators, such as changes in vital signs to nreasautside normal parameters, put
the patient at risk of serious medical events sicthose described above (Duffield,
et al., 2009). Duffield, et al. (2009) found tlaat 11 to 45% reduction in adverse
events occurred when RN hours were increased by I®i#hilar nurse led indicators
of care and safety outcomes have been reflectethar studies (Holden, et al.,

2011; Tervo-Heikkinen, et al., 2008).

To cite a case study, in 2007 a Northern Territmyoner linked the death of a
64 year-old woman in a Darwin hospital directlyuttsafe nurse staffing levels
(“Death caused by unsafe staffing levels”, 200Bgspite senior nurses requesting
additional staff over a period of time, the hodpiteecutive had failed to act upon
the requests in an endeavour to contain budgetsdelivering his findings, the
coroner directed the organisation to immediatelglement safe, evidence-based

nurse staffing levels.

226 Retention

Nurses leave the nursing workforce for a varietyeafsons, including family
commitments with a lack of family-friendly provisis in the workplace,
remuneration, lack of opportunities for career ambeanent and job recognition
(Cowin & Jacobsson, 2003; Duffield, O’Brien-Pallasken, Roche & Merrick,

2006). Other factors cited as being a cause &watisfaction were staff shortages
which, in turn, resulted in increased workloadstfa remaining staff and
consequent further absenteeism (Johnson & Pre2doi). It is feasible that nurses
who feel dissatisfied in their nursing work may jpat unfavourable impressions
outside the workplace. Such projections may leatkgative connotations regarding

nursing being a worthwhile career and, in turnnhéire perceptions of potential
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nursing recruits (Preston, 2006). Similar revieivaurse workplace dissatisfaction
are cited throughout the literature pertainingi® nursing workforce and are
reflected in international, national and local stsdHayes, et al., 2006; Oulton,

2006; Pinch & Della, 2001).

Workloads that result in the nurse not having ehdirge to complete
necessary tasks, such as the nursing indicatqrat@nt care and safety, lead to job
dissatisfaction and may prompt intentions to letlneeworkforce (Lawless, Wan &
Zeng, 2010). In a study by Duffield, et al., (2p08completed or delayed nursing
tasks in Australian Capital Territory hospitalslited measurement of vital signs,
administration of medications and patient mobii@atvhich are all treatments
which, if not adhered to, have been shown to reswdtiverse patient outcomes. In
discussing the global nursing shortage, Oulton §2@@scribed how nurses are
becoming less tolerant of workplaces where sttask,of development opportunities
and inappropriate workloads are typical and, assalt, are more likely to leave the
profession. Research by O'Brien-Pallas, et al0g2@ound that improved nurse-to-
patient ratios not only increased patient safetyaigo enhanced staff satisfaction
and retention and reduced staff injury rates arsgiateeism, indicators which all
have significant quality and cost benefit implicats. The authors reported an
increase in patient LOS, uncompleted nursing irtetions and a reduced perception
of quality of care if the unit activity exceededdance-based, suitable nurse staffing

levels by more than 5% (O’Brien-Pallas, et al.,£200

In 2001, the Ministers for Education, Training afauth Affairs and for
Health and Aged Care announced a national reviedwsfralian nursing education.

This review acknowledged the shortages in the ngraiorkforce and the challenges
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of preparing undergraduate nurses for the workpleleath, 2001). The Review
found consistency in the theme that there is a prgirity need for a focus on
retention of nurses in the nursing workforce toshbe the supply of competent nurses

in order to meet future population healthcare needs

In 2001, Pinch and Della reported on a study of t&fesAustralian nursing
and midwifery. They indicated that a perceptiombyses of not being valued
within the health care system had contributed ¢ir tthecline in the nursing
workforce. The same report also identified thedneconsider the important role of
the preceptor (mentor) in the transition of Studéatse to novice to proficient RN.
The apparent lack of industry support for bothgheceptor and the preceptee was
believed to influence retention in the nursing wor&e of this group of nurses
(Pinch & Della, 2001). In an evaluation of the GNRpublic sector hospitals in WA
in 2000, 21% of respondents were dissatisfied tgir programs and 18%
dissatisfied with the provision of support (PinctD&lla, 2001). The report
suggested that the nursing fraternity needed togrése that the undergraduate
curriculum is unable to provide sufficient clinigadeparation to allow the new

graduand “to be industry ready” (p. 40).

In a comparative study of professional wellbeingpagst Western Australian
police, teachers and nurses between 2005 and B0Bs&s reported a decrease over
the two survey periods in the degree of favourgeleeptions of personal health,
work-life balance and workplace pressure (Eng2€)8). Well-being factors
included autonomy, support, work culture, orgamset culture, motivating factors,
personal wellbeing, commitment to the professioth perceptions of the image the

profession. The category recording the greatasioeu of negative perceptions was
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‘work pressureand even more so for respondents with five or yesss of
experience, with almost 80% of this group indicgtimfavourable levels. Between
the two study periods (2005 and 2007) the levelindavourable findings in the
‘work pressure’ category for nurses increased f&@% to 78%. These results
suggest that the impact of the increasing intertdithe nursing workload and the
ageing population is already being felt by memioéthie nursing workforce. A very
positive rating was found in relation to job imagh only 2% of respondents who
did not consider nurses’ image was perceived pejtiwithin the community.
Conversely, only half the respondents believedingr® have a favourable
professional standing in relation to opportunif@scareer progression or in

comparison to other professional opportunities (hg2008).

In summary, to maintain a quality health servicd tmensure optimal nurse
led indicators of patient care and safety, expeegdmurses need to be retained
within the workforce. Experience can only be gdibg longevity of practice and
maintenance of skills. Data from the Australiarr$ilug Federation (2009) showed
that of 285,619 nurses registered in Australiad@32 10.7% were not employed in
the nursing workforce, a number which had incredsed 8.9% since 1999.

Wagner (2010) found that nurses with less thanyears experience were more
likely to leave the nursing workforce than thoséwnore longevity in the
profession. Such findings confirm the need to @Brsthe novice nurse transition an

important phase in ensuring career longevity.

2.3 Initiatives to Stabilise the Nursing Workforce
Heath (2002) authored the Final Report of the Nati&Review of Nursing

Education, which raised the issue of an ageingimyinsorkforce and a shift towards
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nurses decreasing the hours they work. The coneegeruction in total hours
worked puts further pressure on the declining nusbénurses by reducing the full-
time-equivalent levels of the overall nursing wankfe. Recommendations from this

report included:

The establishment of a national taskforce to “agtraonitor and report on

the progress of implementation of the recommendati@p. 108);

. The establishment of a National Nursing Councihostralia;

. Development of national frameworks for transitiongrams (from
undergraduate nurse to graduate nurse); and,

. Improved funding to enable better systems of sudpothe preceptor and

preceptee during the transition of undergraduatsasuinto the nursing

workforce.

Additionally, a recommendation for funding to inase undergraduate nursing
places was made. ThélI was established in 2003 to instigate the majafithe
recommendations. Funding for the undergraduateimgiplaces, and support for
transition of nurses into the workforce has alserbienplemented (Bishop, 2006;

DoHA, 2005).

Augmenting the number of student places in unitiessiSchools of Nursing
may be one method for increasing the availabilitiuture RNs. Whilst this strategy
will nominally increase staffing levels in the shtarm, it will not improve the
current low experience levels and skill-mix. Asci#bed earlier, skill-mix is a term
used to describe the ratio of experienced stafiggperienced staff. Without the
experienced nurse, the health care organisatiomre likely to find it difficult to
provide guidance to the inexperienced nurse tetssattaining the knowledge and

skills required for proficient practice. In stuslief the newly registered nurse’s
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transition into the nursing workforce, the roletloé experienced nurse has been
described as being of paramount importance to dlsdipe experience and future
tenure of the novice nurse (Clare, Edwards, BrowwWRite, 2003; Evans, 2005;

Goh & Watt, 2003; Heath, 2002; Heslop, Mcintyre\&s$, 2001; Levett-Jones &

FitzGerald, 2005; Reeves, 2007; Reilly, 2005; UVZB0O0).

A report from the Commonwealth of Australia, Seratenmunity Affairs
Committee (2002), recognised the negative impadherdelivery of health care
attributed to an insufficient number of nurses E#dé to the nursing workforce.
The report discussed factors that compounded trserainortage including the
ageing workforce, an increasing trend toward paretwork, insufficient
remuneration, perceived lack of recognition forextise required and a lack of
system support. The Committee’s Terms of Referemdaded making
recommendations in regard to education, trainiragsition, retention, improving
family friendliness of working environments and opational safety and health of
nurses in the workforce. As previously discussiee NET was established in 2003
to progress the education, training and retentfdhe Australian nursing and
midwifery workforce (NET, 2006). Funding for the undergraduate nursiages
and support for transition of nurses into the wor&é has been implemented
(Bishop, 2006; DoHA, 2005). Further evidence opiementation of
recommendations is seen in the WA Health Departsgoticies that uphold work-
life balance initiatives and are in keeping witk iWestern Australiakqual
Opportunities Act, 1984and for the training of representatives and marsaige

occupational safety and health (Department of He2@05).
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To ensure that efforts to recruit more nurses tinéoprofession are of benefit,
Duffield, et al. (2007) called for an understandaidhe factors impacting upon the
nurse workload and the effect these have on reigite qualified nurse in the
workforce. Bowles and Candela (2005) advocatetitim@vice nurses enter into
unhelpful work environments at the inaugurationhafir career, they are more likely
to leave, and consequently be a loss to the piofessid to reflect an improvident
use of scarce education and recruitment resourtiesse authors also found that
most nurses reported the reason for them leavpag#ion was a heavy workload
caused by high patient acuity with related lowfstgflevels. This often resulted in
perceptions of reduced patient safety. In develppi framework for reducing the
gap between education provision and workforce ressd, the International Council
of Nurses suggested that by addressing transggues retention of the novice nurse
will improve; as will patient safety through morieetive team work and continual
acquisition of contemporaneous knowledge (Inteomati Council of Nurses [ICN],

2009).

2.4 Graduate Nurse Transition Programs

The Department of Education, Science and Trainio@rison & Preston,
2001), the Australian Bureau of Statistics (20@@)J the Australian and New
Zealand Council of Deans of Nursing and Midwifgireston, 2006) have
highlighted the deficit of RNs throughout Austradiad predicted escalating
shortfalls as the average age of the overall pdpul@ontinues to increase. In a
review of the literature relating to nurses’ intentto leave the profession,
Flinkman, Leino-Kilpi and Salantera (2010) foundugpger nurses to be among those

most likely to consider leaving the nursing workfer Research suggests the
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transition from student to qualified nurse is apariant stage in a nurse’s career and
often influences future retention in the workfo(Goh & Watt, 2003; Pinch & Della,
2001). It has also been suggested that the stndese’s experience during their
clinical practicum is relevant to that ease of ¢siian (Keller, Meekins & Summers,

2006).

Four of the five Western Australian universitiefeobachelor degree nursing
programs. During these programs, student nurgerequired to undertake a
prescribed amount of practical experience withinotwes health care settings with a
view to exposing them to the realities of the mggrofession and to assist in
translating the nursing theory to nursing practicgon completion of the necessary
theoretical and practical components, the studerdenis then able to apply to
register with the Nurses and Midwives Board of Aal&h as a Registered Nurse.
Successful registration then qualifies the nurdeetemployed as an RN within

Australian health care settings.

Transition has been described as a period of leguamd consolidating theories
into practice, and adjusting from a place of leagrio one of experience and skills
acquisition (Hayman-White, Happell & Charleston02) Keller, et al. (2006)
concluded that new nurse graduates were not indresady, and still required further
skills and education to gain confidence and comueten their nursing role. A
recognised issue of thieeory-practice gapelated to graduate nurse transition has
been widely reported in the literature and referghe perception of the novice
nurses’ lack of preparation for their role respbiigy, and a describeshockof the
realities of the workplace (Evans, Boxer & San2€Q8; Fox, Henderson & Malko-

Nyhan, 2005: Kelly & Ahern, 2009). As this phenoroa still occurs in current
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programs it is considered to be an issue of conaerongst nurse leaders, and one
that requires further understanding and strateggldpment to ensure the novice
nurse is encouraged to remain within the nursingkfeoce. Canadian novice

nurses, for example, appear to face similar iskuégistralian graduates with heavy
workloads, limited support and colleagues’ unréialisxpectations of their

capabilities causing many to report job stressraadtal exhaustion as a common
and, at times, daily occurrence (Morrow, 2009).is®tudy found that novice nurses
were on occasion placed in unsafe positions, paatily when put into situations
beyond their scope of practice. This risky practppears to be a regular occurrence
when staffing levels don’t allow for appropriatgoswvision and support (Johnstone,

Kanistaki & Currie, 2008).

Supportive transitional programs have been shovimpoove retention rates
of novice nurses (Hayman-White, et al., 2007). nkalising the transition from
student to proficient practitioner has been onatstyy adopted by the Australian
nursing industry to improve nurse numbers and &4l retention within the
nursing workforce. In thEinal Report of the Special Commission of Inquiry o
Acute Care Services in New South Wales Public kaspizarling (2008) described
proficient training of new clinicians as a “downyp@ent on a safe, good quality
system of health care” (p. 10). To assist in tseeof transitioning to the
professional role of RN, the majority of Westernsfralian hospitals and health care
settings offer a formal and structured programnabde the novice nurse to
consolidate their undergraduate learning and er@igieing development of nursing

proficiencies in a supportive and safe environment.
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2.4.1 Nursing Education

Prior to tertiary level education for RNs, clini¢edining was undertaken
within the practice environment, and student nuveere expected to take on a full
patient load within their level of training, meagithat they were responsible for
provision of nursing care to those patients; unikadern-day student nurses who
are deemed totally supernumerary. Student numnsineiapprentice model were
often seen to be pressured into serving the paviseeds of the organisation when
more senior levels of nursing staff were lacking] at times, were required to work
beyond their scope of practice and to the detriméttieir education (Tyrrell, 1998).
The belief among some older cohorts of nursesaisthiese nurses, after three years
of training, were practice-ready once registratd@s gained and already socialised
into the work culture. The reality was that, whihe apprentice-style student nurse
provided around two-thirds of direct patient cahe, system experienced a high level
of attrition, both during training and shortly foling registration (Tyrrell, 1998).
These older cohorts of nurses at times still expties belief that nurses graduating
from universities are less well prepared for ttidit role and, at times, view nursing
academia as far removed from the realities of ngrpractice (Levitt-Jones &

Fitzgerald, 2005).

The impetus to transfer nursing education fronmaspital-based training
mode into the tertiary level sector was formed essalt of the impending changes in
the population demographics, technological impantsnodes of healthcare delivery,
and a perceived lack of professional status. émited by trends in the UK and the
USA, there was a strongly held belief amongst nlgaders that the higher
education would enable nursing to be better peeceas a professional occupation,

and to gain much needed respect amongst peer pimiegTyrrell, 1998). There
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was concern also, that the apprentice style trgitdioked some aspects of a tertiary
level education in that the latter would enableRiNto develop necessary critical
thinking and be better able to reflect on theirsimg practice (Tyrrell, 1998). The
first tertiary level nursing programs in Austrati@mmenced at a diploma level as
early as 1967, but were few and far between. # ma until 1984 that Government
support for transfer of nursing education to thiéagy sector was obtained, with a
three-year applied science degree deemed the nmmiedwcational requirement. A
substantial increase in student numbers was arpected and affirmative outcome
from the change to nurse education, and suggdsaedhe move to tertiary education
was seen more favourably by those considering myiiss a preferred career option.
As Johnson and Preston (2001) succinctly statedrséé of this calibre, with
university degrees and the habits of mind whichrelegrograms inculcate, are less
likely to tolerate aspects of health care managémvbith nurses of previous

generations had to accept” (p. 6).

To achieve legitimate professional standing amohegaith care colleagues, it
is imperative that the undergraduate nursing ettutamphasises a more theoretical
component. However, in doing so, the time facaen in the edification impinges
on the proportion of practical experience thatokedo be gained throughout the
undergraduate training. Senior nurses educattdteihospital based system
sometimes find it difficult to reconcile this diffence in outcome and have, at times,
been less than welcoming to the new university athacgraduate (Kelly & Ahern,

2009).
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2.4.2 Western Australian Transition Programs

Western Australian nursing transition programsgaeerally of 12 to 24
months in duration and include at least two, andetomes several rotations to
various specialties, for example, surgical, mediagéd care, mental health, and
occasionally, critical care and perioperative aréHsere is generally formalised
support in the guise of a Staff Development Nug&eN), clinical preceptor or
mentor and organised study days and networkingpgrduring the program.
Regular performance evaluation and assessmenigthoatithe program is aimed at

guiding the novice nurse to becoming proficientwvittheir scope of practice.

In 1998, in response to a critical shortage of @sira WA, the WA Health
Department began funding public hospitals to agsite provision of formal
transition programs for graduate nurses, with thention to improve retention rates
of these nurses in the nursing workforce. Curyetitie Graduate Nurse Program
(GNP) is offered in public hospitals through therding and Midwifery Office
(NMO) within the WA Health Department, to assis thansition phase from student
to novice nurse. This program is managed thrdagiduate Nurse Conne(GNC),
an online recruitment system that allows the pemndiaduate nurse to apply for their
preferred program and hospital site, and for pg@diing sites to select from these
applications. A selection of not-for-profit hosglf commenced participation in the
GNC system in 2012 (R. Newton, Marketing & Eveiayrsing and Midwifery
Office, Department of Health Western Australia,soeral communication, May 18,
2011). Most private health care organisations after GNPs that are advertised
through the general media. The Western Austr&hiBii? in public hospitals is a
fully paid program where the graduate nurse isreated with the health care

organisation for the term of the program. Theugirg organisation decides if a
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temporary or permanent appointment will be offeaethe commencement of the
program, the latter often an incentive for the geatihg nurse to preference that
organisation. Government funding to organisatimngransitional support originally
consisted of approximately $1,800 per Graduate $tegid Nurse (GRN) in 2008
and has since increased to $2,500 (B. Evans, pahiiursing Advisor-Workforce,
Nursing and Midwifery Office, Department of Healt¥estern Australia, personal
communication, May 18, 2011). With over 650 gradaa&mployed in the public
health system in 2009, in terms of accountabithis level of funding support

becomes significant.

In 1999, at the request of the (then) WA Health &@&pent’'s Chief Nursing
Advisor, the University of Western Australia (UWA9nducted research to assess
the effectiveness of the Graduate Nurse Progragoalatic hospitals in Western
Australia (UWA, 2000). Findings from this studyfad considerable dissatisfaction
with collegial and organisational support receibgdhe graduates and with the
structure and administration of the programs (Pi&dbella, 2001). The outcomes
of the present study are compared to those of W& (2000) study to determine
whether perceptions of graduate satisfaction viehlévels of support, and the

program structure and administration, have improved

2.5 Research into Benefits of Graduate Nurse Progra ms

In Australia, there have been a number of revielggaduate nurse transition
programs, predominately in Queensland, New Soutle¥\&nd Victoria (Heslop, et

al., 2001; Levett-Jones & FitzGerald, 2005; Ree288,7; Reilly, 2005).
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In a national review of nursing education chairgdHeath (2002), it was found
that Australian States differed in the number aigpams offered to GRNs.
Typically, the range was between 12 to 64% of thstralian public health sector
organisations offering a program in 2001. Thisorépiscussed several factors
impacting on the health care organisations’ abibityprovide supportive programs,
with the primary concern emanating from staff shgeis. The report also suggested
that the decreasing pool of maturing younger nussaffecting the ability to provide
experienced support and guidance to the novicenaésulting in the GRNs being
forced to take on greater responsibilities and Veartk before they are competent and

confident to do so.

A significant disparity has been reported betwéenexpectations of the soon
to graduate student nurse and the actual expesearidbe newly graduated RN.
Reeves (2007) conducted an exploratory, descrigtiveey questionnaire of GRNs
in Victoria to determine their satisfaction leveléh GNPs in that State. While the
overall level of satisfaction was found to be adable, there were some areas of
concern, mainly revolving around the theory-praetiap and the level of support

provided by colleagues.

A more comprehensive, two-stage qualitative stad@ueensland (Reilly,
2005) assessed third-year student nurses’ perospbiopreparedness for practice
prior to commencing in the workforce, and agairhviite same cohort four months
after completion of their undergraduate progranmely-nine percent of the students
surveyed believed they were practice-ready fordheof RN. At the second stage
of the research at four-months following graduatitbe common themes of theory-

practice gap, lack of support and work overloadhbee apparent. Comments were
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made in relation to the relevance of some of theeugraduate theoretical content
and the lack of emphasis on what, in hindsight, i®igo be more useful, such as
the legal aspects of nursing. While the GRNSs rasggl that the other nursing staff
were often too busy providing direct patient céney still felt disappointed that their
needs were not able to be considered (Reilly, 2008)s theme was discussed again
by Evans (2005) in a study evaluating the valueNPs in New South Wales. In
this study, it was felt the chronic nursing stdfbdage was the reason colleagues
were unable to provide the desired support to tR&IGThe unrealistic expectations
of the neophyte was again cited, this time attadub attitudes being “formed far
from the workplace” (Evans, 2005, p. 18). Theicsin of disparity between
academia and industry is not new, and has beenedfto in other studies which
suggest that some topics of nursing education @reectessarily relevant, or in
keeping with the requirements of what the contermponurse will need to know in

the workplace (RET, 2006; Wolff, Regan, Pesut & Black, 2010).

Evans’ (2005) study was the only one to providetao§ aims to justify
government funding for the GNPs. Objectives to snea program success are
important as the program incurs additional costeiims of program advertising,
recruiting and administrative personnel; plus tbst ©f supernumerary wages while
the GRN is developing university-based orientatad skills. As discussed by
Evans (2005), however, measures of program eftaéiss are difficult to achieve
when program objectives are individually devisedhmsy organisations offering them.
Apart from the business rules guiding use of GN@sWrn Australian sites
participating in transitional programs are autonamm the recruiting process of
graduate nurses to their programs (Nursing & MiewifOffice, 2009). To date, in

WA, there is no universal group of objectives reimpg measurement for these
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programs. There is, however, a requirement thatlheervices accessing the GNC
funding for graduate nurses to demonstrate evidehpeogram structure and

utilisation of the funding received (Nursing & Midfery Office, 2009).

In a review of graduate nurse programs across Alistitevett-Jones &
FitzGerald (2005) found differences in most ar@ateims of duration, funding and
structure. Unfortunately, Western Australia was dnly State / Territory not
included in this assessment so it is difficult ieedtly compare Western Australian
programs with what is available nationally. Inttheview, it was suggested there
was a lack of evidence demonstrating the efficddyustralian programs on the
retention of GRNs in the nursing workforce, witle tieviewers stating, “Certainly
there has been little research focused on the &lisstrcontext, or on graduates’
perception of either the value of transition pragseor the interventions utilised”
(Levett-Jones & FitzGerald, 2005, p. 43). Thigesteent supports the intent of the
current study and the value of finding answersresearch questions posed, in that
the survey questionnaire has sought the resporigmteptions regarding the value
of their transitional experiences. Other questjposed to the study cohort have
allowed components such as length and diversitgtations, degree and source of
support given, and the graduate nurse’s inteniionslation to future career plans, to
be explored. The second, smaller survey of thdugt® nurse coordinators was
aimed at corroborating some of the GRN informatend collecting data in relation
to what guidelines govern the individual organ@as programs, as well as changes

and innovations that have been made in recent.years

In WA, only one comprehensive review of graduatesayprograms, conducted

by the UWA at the request of the WA Health DeparitiseChief Nursing Advisor,
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could be located (UWA, 2000). The purpose of tlieyswas to assess the
effectiveness of the recently formalised GNP andemonstrate accountability for
the government funding of the program. The UWAO@Ostudy was based on
similar research conducted by Queensland Heal®9)1&nd resulted in comparable
findings. Both studies showed that the majoritys®Ns (33 to 59%) appreciated
the structure of the program, the support provided, the actual clinical experience
encountered. However, a small group (9 to 21%ndicbelieve the program
structure or support to be of any benefit. Regbc@mplaints included the lack of
relevance of some study day topics and either moa,complete lack of,
preceptoring by experienced nurses. In the UWAQ@Gtudy, some GRNs felt that
they were limited in achieving their full learnipgtential due to low staffing levels
in their area of work. The resultant increasedkio@d meant assigned preceptors
were often too busy to provide guidance and dioectiThe format of the UWA
(2000) study was a survey questionnaire that wateddo 375 GRNs who had
enrolled in the Western Australian GNP in 1999, had a 40% return rate.
Questions were asked in the survey to elicit thseia current employment,
previous employment, and types and lengths of afigebtations. Open-ended
questions were included regarding the GRNs’ peettbhenefits and problems
experienced in the program; the levels of configesied competence gained from
the program; and the degrees of support that wexdahle. Recommendations from
the UWA (2000) study have been summarised in theipus chapter and will be

expanded upon in the discussion of the resulteeturrent study.

In a report produced by the WA Health Departme8tesering Committee
study of nursing and midwifery, Pinch and Della@2pmade several

recommendations aimed at improving reported issuigsn the nursing workforce,
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including some related to undergraduate educatiansitional support to graduate
nurses, and workplace issues impacting on theiemaipce. The report also
indicated areas of deficits in staffing and tragiparticularly within the specialty
areas of Aged Care, Community and Mental Healthgtihappear to be ongoing in
the current health environment. The degree of@mgintation of the
recommendations and how they relate to this custnly, together with the impact

on future directions will be discussed in the ral@vchapters.

2.6 Framework for Research Methodology

Creswell, Fetters and Ivankova (2004) explained hawnixed method design,
infers that the researcher will, at some stagegnatte or mix the research data to
contribute to a broader understanding of eithehath, the qualitative or quantitative
dimensions of the research. To facilitate an ustdeding of the mixed method
approach, the traditional paradigms of qualitatind quantitative research require

explanation.

Quantitative methods are sometimes seen to be ¢he dominant approach to
research in the natural and behavioural sciendesnerical information is utilised to
test hypotheses with statistical data being geeérand results interpreted (Teddlie
& Tashakkori, 2009). Quantitative research prosidescriptions of cause and
effect, interrelatedness and measures of obsengf{@ereswell & Plano Clark,
2007). Generalisability of results to the largepplation is something for which

most quantitative researchers strive.

Qualitative researchers use more socially medisti@diegies to gather

information, theorising that meaningasnstructedather than being the outcome of
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direct observation. The research questions gdpenablve out of the inquiry and
are shaped by what the researcher observes ammelisdn the field (Teddlie &
Tashakkori, 2009). The theories of the constrigttipproach are the product of
individual inquiry theming into broader, upward feans. Literature in qualitative
research is used to support the rigour and interdfdhe research but need not play

a major role in its direction (Creswell & Plano &a2007).

2.6.1 Mixed Methods

The mixed methods approach to research is a relgtigcent orientation in the
social and behavioural sciences (Creswell, eR@D4). The philosophical approach
of mixed methods is generally viewed as pragmatibat it utilises to the greatest
advantage what works from both of the more tradé@lgaradigms of post-
positivism and constructivism, to gather data amslneer the question being explored
(Teddlie & Tashakkori, 2009). In mixed methodsemash, it is the question that
guides the choice of method, allowing the researtthemploy both numerical and
narrative data gathering techniques in order ta gaicomprehensive a view as is
possible of the matter under consideration (Tedlleashakkori, 2009). As
suggested by Johnson and Onwuegbuzie (2011), iredrmethod design, the
intention is to maximise the strengths, while miisimg the limitations of both
quantitative and qualitative components. Suppsémixed methods research see
it as a diverse methodology that allows a more agelmgnsive and rich repository of
data for analysis and discovery. In the wordslatB and Ricardo, (in Creswell &
Plano Clark, 2007), “By using a combination of dguaive and quantitative data
gathering techniques, investigators can clarifytleties, cross-validate findings, and

inform efforts to plan, implement and evaluate iméation strategies” ( p. 33).
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As the name implies, mixed methods uses aspettstbf the quantitative and
qualitative designs, and consolidates the dataitsye answers to research problems.
This is done by either integrating at the poinaoélysis and/or interpretation;
embedding one data type into the other; or usirggdata type to support the other.
As Creswell and Plano Clark (2007) succinctly sttte central premise of mixed
methods “is that the use of quantitative and qai@i approaches in combination
provides a better understanding of research prabtean either approach alone” (p.
5). The use of qualitative data within the mixeethods approach provides
contextual information to enrich quantitative fings, and conversely, utilisation of
quantitative data enhances the subjective intepoet of qualitative information.
Mixed method research has been employed as a frarkdar this study to take

advantage of the strengths of both quantitativecaraditative methods.

In discussing the different approaches to condgatsearch, O’Leary (2005)
states “there is no ‘best type’ of research. Tlaeeeonly good questions matched
with appropriate procedures of inquiry” (p. 9). the current study, and following
Crotty (1998), the objective and empirical perspecodf quantitative research is
applied to corroborate, enhance and inform the raobgective meanings construed
from participants’ experiences and perceptionsmkiaing the two traditional
research paradigms is likely to lead to discovetirggconnectivity of variables and
show how these interrelate and inform each otAarsuch, mixed methods research
is able to build upon the best of both paradigmgrtwide a more holistic and

comprehensive approach to the proposed research.

Table 2.2 demonstrates how the logic of mixed nektlegy research (Johnson

& Onwuegbuzie, 2011) is used to underpin the ctrisardy. It also shows the
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strengths and limitations of each paradigm and thestrengths have been

incorporated into the current research and lintegiminimised, in order to create a

robust overall approach.

Table 2.2. Quantitative and Qualitative Aspects Applicable to

Method Research

Current Mixed

Qualitative, Quantitative — Strengths,
Limitations

Applicability to Current Research

Quantitative — Strengths
“Useful for obtaining data that allow
guantitative predictions to be made”

“Data collection using some quantitative
methods is relatively quick”

“Provides precise, quantitative numerical
data”

“Research results are relatively independent
of the researcher”

”

“Useful for studying large numbers of people
(p. 19).

Quantitative — Limitations

“Knowledge produced may be too abstract
and general for direct application to specific
local situations, contexts and individuals”

(p. 19).

Qualitative — Strengths
“Data are based on the participants’ own
categories of meaning”

“Provides understanding and description of
peoples’ personal experience or phenomena”

“The researcher can study dynamic processes,
i.e., documenting sequential patterns and
change”

“Responsive to local situations, conditions
and stakeholders’ needs” (p. 20).
Qualitative — Limitations

“Data analysis is time consuming”

“It generally takes more time to collect data
when compared to quantitative research”

“It is difficult to make quantitative
predictions” (p. 20).

Quantified demographic data are used to
determine what influences specific ranges
may have on perceptions of transitional
experience, for example, age groups on
career forecasts.

Numerical data are easier to analyse and
report, particularly when a larger sample is
preferred.

Use of the whole research population as
the study cohort enables improved
generalisability.

To be able to apply findings to a local
context required some qualitative focus to
overcome this limitation.

To gain truthful insights into graduate
nurses’ transitional experience, required
contextual data to better explain their
perceptions.

Able to adjust research plan in response to
perceived deficits in some of the initial
data, for example, added short survey of
graduate nurse coordinators.

Resource limitations have excluded
expanding the research further, for
example, focus groups to further explore
transitional experiences.

Mixing with quantitative methods allows
for quantification of qualitative data.

Source: Johnson & Onwuegbuzie, (2011).
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The original survey questionnaire used in the UVEAOQ) study, upon which
the present research is based, employed both fossabured quantitatively), as
well as open-ended questions (evaluated qualitgjivé\s such, and to provide
meaningful comparative data between the two studigslar data collection and
interpretation were required for the present stutly.explore the contemporary
graduate nurses’ transitional perceptions and thaire intentions in greater depth,
a broader range of qualitative data was incorpdret® the current primary study
instrument. This included additional open-endeestjons that resulted in an
improved balance of quantitative and qualitativeadeeing collected. While the
quantitative element of the survey questionnaisbéad generalisation of the
findings to a broader population, the qualitatieenponents provided meaningful

context to the local experience.

Johnson and Onwuegbuzie (2011) described mixedadgtiesearch as a
midway point along a continuum, with quantitatiesearch firmly entrenched on
one end of the continuum and qualitative reseatrtheaother end. Mixed methods
research saddles midway across the two pointsarying degrees, according to the

researcher’s needs as depicted in Figure 2.7.
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Figure 2.7. Three Major Research Paradigms, Including Subtypes of Mixed
Methods Research

Mixed Methods
Broadly Speaking

- . |

| | | ‘
Pure Qualitative “Pure” Quantitative Pure
Qualitative Mixed Mixed Mixed Quantitative
Qual|'Fat|ve Equal Quantitative
Dominant Status Dominant

Figure 2.7. Reproduced from Johnson, et al., 2007, p. 124.

The integration stages of data collection, analgsi reporting for mixed
methods research is similarly viewed as pragmatid,can occur in a number of
ways according to the emphasis of qualitative angjtative elements in the mixed
method design, and the sequence or concurrencgatdllection (Creswell, et al.,
2004). The current study proportions the elemeqtglly in an attempt to extract as

much ‘richness’ from the data as possible.

Although mixed methods research can be more resmarecsuming than a
single method, it does help avoid assumptions beiade that may be based upon a
singular point of view (Teddlie & Tashakkori, 2009)he method is similar to the
constructive element of qualitative research i thieetains the option of additional
exploration should preliminary data require furtblarification, thus allowing
triangulation. Triangulation or confirmation of findings, occurs when datanfro

different methods or components of a study are exged, generally to corroborate
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findings (Creswell & Plano Clark, 2007; Johnson &@egbuzie, 2011; Teddlie &
Tashakkori, 2009). By the use of the survey quoastire, obtaining perspectives
from multiple sources, and engaging in measuremier@sponses, this study
primarily involved concurrent collection of datadaanalysis and convergence of the
results through the various stages of the researbk.use of a triangulation design

allows the research to be strengthened.

2.7 Context of the Current Research

Studies into graduate nurse transition from undehgate to novice nurse in
the Western Australian context are sparse. Ihédwvett-Jones & FitzGerald (2005)
review of Australian graduate nurse programs, WA tire only State to be omitted.
The only rationale evident for the omission wag tha required data was not
available. That report suggested there was adhekidence to demonstrate the
effectiveness of Australian transition programghia retention of novice nurses

within the nursing workforce.

Supportive transitional programs are believed tishsetention rates of nurses
(Hayman-White, et al., 2007), however, the UWA @P$tudy demonstrated that
many graduate nurses felt there was a considelatief collegial assistance in
their initial tenure following their graduation angon their induction into the
nursing workforce. Recommendations from the UWB0@) study, in particular
those pertaining to appropriate amounts of ingigdernumerary time; workloads;
and preceptor suitability, have yet to be followgd In addition, there are no
overarching guidelines within WA health to establ®w transitional programs

should be structured, managed or assessed. Tisatidn of a mixed methods
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approach has facilitated expanding the qualitatorponent of the UWA (2000)

survey and so permitted investigation into pregitie¢ése areas.

This is relevant given that many reviews of the thalsan nursing workforce
suggest that the transitional stage is importamaturing the novice nurse into a
proficient and valuable practitioner who will maait tenure within the nursing
workforce (Clare, et al., 2002; Council of DeandNofrsing & Midwifery, 2005; Goh

& Watt, 2003; McKenna & Newton, 2008; Pinch & Del2001).

2.8 Summary

This chapter has described how the literature detnates the positive effect
sufficient numbers of RNs, in a ward or unit, cavéon the safety and quality of
patient care. The ageing of the population ancethe the nursing workforce, has
been shown as one factor impacting upon the widegap between the demand and
supply of proficient nurses available to providesmg care to the population of
WA. Government policies to increase efficiencessh as reducing LOS and the
four-hour rule in Emergency Departments, have sifed the nursing work load; so
too has the proliferation of health-associatednetigy that effects the way
contemporary nursing care is delivered. A suppertiiansition to proficient nursing
practice, aimed at improving retention of novicesas and, ultimately, skilled nurse
numbers, has been considered. The role of thengupsofession in ensuring that
transition programs are effective, of benefit tohbive graduate nurse and the

organisation, and are fiscally accountable, has lad®n discussed.

Research into contemporary nursing transition Beeg requires a pragmatic

approach to maximise the consolidation and pretentaf available information,
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and to enable best practice recommendations todoke mThe research methodology
for achieving this in the present study has beesgmted. The following chapter
further describes the methods used to conductél&arch into the transition of

newly registered nurses into the Western Australiansing workforce.
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CHAPTER 3: METHODOLOGY

3.1 Design

According to Creswell & Plano Clark (2007) there #iree distinct procedures
for mixed methodology research. The timing andstbguencing of data mixing
determines the method used. Designs used withiednnethods research are the
Embedded Designvhere one data set takes precedence, and thedatiaetype
provides a secondary, supportive role within thelgtapproach; thExploratory
Designwhere the qualitative data is used to inform thiesequent needs of data type
and collection for the remainder of the researadystand thériangulation Design
the design chosen for the current research. Mgmjirconverging data at either or
both analysis, or during interpretation, is chaggistic of the Triangulation Design.
As the current research collected both quantitae qualitative data within the one
data study instrument, and merged and convertedatzeduring the analysis and

interpretation, the Triangulation Design seemedhtiost obvious choice.

3.1.1 The Triangulation Design

The Triangulation Design allows the researcherctjuae data that is, in
essence, diverse and yet supports and strengtiheasalysis and interpretation of
findings to provide the best answer to the resequestions. As described by
Creswell & Plano Clark (2007) “this design is usdtkn a researcher wants to
directly compare and contrast quantitative statistiesults with qualitative findings

or to validate or expand quantitative results wjtialitative data” (p. 26).

The use of a single instrument, the survey quesée, provided the bulk of

the research data in both quantitative and quiaitdébrmats, thus suiting the choice
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of the Triangulation Design framework. Additionaltomparison of the quantitative
and qualitative responses between the UWA (2008)carrent research, and
verification of data consistency within the pressiidy, required the use of an
instrument similar to that of the original UWA (2D)0study. Merging of the two data
sets occurred during the interpretation of dataiaaldided transformation of
qualitative results to quantitative data, whichlfeted the demonstration of the
relationship of the two data types. Figure 3.Bpedd from Creswell & Plano Clark
(2007, p. 63), demonstrates the mixing of quanadnd qualitative data at the
various stages applicable to this research, andates$ the stage of transforming
qualitative data to quantitative. The purposeediucing data in this way supports
integration and comparison of data. This was eggulon the current research by
quantifying the qualitative data, primarily to demstrate the most common themes
that applied to the responses from the open endestigns. The capitalised
abbreviations indicate emphasis on that data fgpesxample, QUAN signifies that
the quantitative data prevail at that stage ofr#search. In Figure 3.1 the data types
are given equal status at the collection and aisatyages, as both had an equivalent

influence on the consequent interpretation.
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Figure 3.1. Triangulation Design: Data Transformation Model

QUAN data
collection:
Closed question QUAN data analysis

survey items
Compare
and Interpretation

interrelate [ QUAN + QUAL

A 4

QUAL data
collection: QUAL Reduce Qual / two QUAN
" > data [ data sets
Open-ended _ into Quan
question survey analysis data

Figure 3.1. Adapted from Creswell & Plano Clark, 2007, p. 63.

3.2 Study Populations

Two study populations were selected for this redeaihe primary population
provided the majority of the data by means of resps to a survey questionnaire.
That population consisted of 858 RNs who complatredndergraduate program and
registered with the Nurses and Midwives Board of \WWBWA) in 2008. The
secondary study population consisted of 48 graduatge coordinators who were
part of the GNC consortium within the WA Health Begment. As per the mixed
methods framework, this population was used tadatdi aspects of the primary
population responses, and to provide further infdrom related to the graduate nurse

transition programs that are offered within WA.

3.2.1 Primary Study Population

Following graduation, all nurse graduates are meguio register with the
Nurses and Midwives Board of Australia (NMBA) toadate them to practice as a

nurse. Prior to the formation of the NMBA in 20838ch Australian state had an
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individual registering body, the NMBWA being WA’and new graduates’ details
from then are archived by them. The NMBWA recordetial registrations into a
separate database, and this enabled the Boartetd gee study subjects from that
cohort. Discussions had previously been held fiighNMBWA to confirm that
controlled access to the database was availableaffrus-Gomes, personal

communication, May 21, 2007).

The population of 858 was determined by the nurobeurses in the
NMBWA data base that met the research criterid,ith&®Ns who completed an
undergraduate program and registered in Divisioa With the Board in 2008. The
rationale for choosing this group was that the migjof new RNs choose to
participate in a transition program of some desicnip most notably a Graduate
Nurse Program (GNP) and would have, or have bedrowé¢heir way to having
completed their first transition year at the tini¢he study. As the current research
includes a comparative component, the choice alyghwpulation was guided by
that used for the UWA (2000) research, which cdedisf all RNs who had enrolled
in a GNP in 1999. Subsequently, a similar popafato the UWA (2000) study was
required to ascertain variance between the grotipeedGRNS’ perceptions of their

GNP experiences.

To alert the study population of the impending syran introductory letter
(see Appendix A) was sent early March 2010, andfalésved one week later by
the survey questionnaire (Appendix B). This wdbteed two weeks afterwards by
a reminder letter (Appendix C) requesting partioigao support the research by
completing the questionnaire. A ‘return by’ datasancluded on the survey

questionnaire and the follow-up letter to encourtagely survey completion and
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return. Of the 214 returns, two were from gradunabeses’ relatives indicating that
the nurse was out of the country and therefore lertalbcomplete the survey within
the required time; and eight were markedrasirn to sender’giving a total of 204
eligible returns, a return rate of 24%. In a sttmlgetermine survey response habits
among first-year college students, Sax, GilmartiBi&ant (2003) reported a decline
over the past few decades in overall response f@at@aper-based surveys to an
average rate of 21%. Differences in return ratesevalso found for gender, with
26.9% of the female subjects responding comparealio14.3% of the males
responding (Sax, et al., 2003). Based on this wbkkcurrent study achieved
slightly higher than an average return rate. Tévedgr ratios of expected returns in
the present study were similar to the Sax, eR803) ratios with 24.6% of possible
female respondents and 15.7% of possible male melgmis returning the primary

survey questionnaire.

In the UWA (2000) study, 375 surveys were mailetitodirst year GRNs who
had enrolled in a GNP in 1999, with a return rdté5%. It is surmised that the
higher than average return rate was due to thaarelser’s ability to directly target
the study population through the hospital GNP coatrs. A similar approach was
not utilised for the current research as the inteagt to canvas the entire population
of RNs rather than only those participating in a”R5Nr'he number of respondents
indicating participation in a formal transitionabgram in the 2010 research (n =
167) was almost equivalent to the UWA (2000) st(rdy 170) and, as such,

provided a good basis for comparison of relevardifigs from both studies.
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3.2.2 Secondary Study Population

Despite preliminary testing of the primary researtrument (described in the
following section), when analysing the resultsha survey questionnaire it became
evident that elements of some questions may hase imésinterpreted, such as when
askedthe number of graduate nurses working in a unthatsame time as the
respondent A desire to clarify these data, and to seelh@rinformation regarding
the structure of formal transition programs, leétemaller, web-based survey
administered to the coordinators of the GNPs, thdupte nurse coordinators (see
Appendix E). This is a group of senior nurses,daege Coordinators, Staff
Development Educators, or Staff Development Nungsgonsible for the
recruitment of graduating nurses to the GNPs \@aWWtA Health Department’s GNC,
and management of the individual organisationsiditéonal programs. Initial verbal
permission, followed by written clarification waaiged from the Senior Nursing
Officer who, at the time managed the WA Health Depant GNC consortium, to
access the graduate nurse coordinators via th@cam contact database for
administration of the web-based survey (R. Newpamsonal communication, May

18, 2011).

The secondary study population was contacted jmw2lul1 via the WA Health
Department’s group electronic mail with an introttug letter attachment (Appendix
D) and a link to the web-based survey. The ingahple number of 45 was the
entire GNC contact list from within the public hisesystem. Following advice from
the WA Health Department’'s GNC program Senior Nng<Dfficer that a small
number of private sector hospitals had recentlygdithe GNC consortium,
additional contact was made with three graduatsencoordinators from these

organisations. The total number contacted provalpdpulation of 48 potential
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respondents. Twenty graduate nurse coordinatonpleted the survey, 18 from the

public sector and two from private, providing areatl response rate of 41.7%.

3.3 Data Gathering Instruments

A survey questionnaire is an economical means li¢atong data from a large
cohort in a relatively short period of time aslibas the results to be collapsed into
a manageable format and statistical analysis fgebl®rmed. To enable suitable
comparison of data between the current researcthabhdonducted in the UWA
(2000) study, a survey questionnaire based omsgteument that was used in the
original UWA (2000) study was essential. With greliferation of web-based tools
to access potential research subjects the web-lsaseely instrument is fast
becoming a preferred method of delivery (Sax, e28l03). However, in a review of
web-based versus non-electronic methods of adrarmstsurveys, Perkins (2004)
reported that while respondents found the web-bastdiment more convenient
and timely, and with more direct data transmissiba,better accessibility,
confidentiality and control of the non-electronersion were also found to be
important. Perkins (2004) found the non-electronstrument to be more user-
friendly to older cohorts and those lacking compatxess, a finding that could be
relevant in the current study cohort. Althoughviryue of completing tertiary
education the primary study population would beegignced in the use of
information technology, the considerable proportdstudy respondents in the older
age-brackets (26% of respondents were aged 40wy suggest that many within
this cohort of nurses may have felt more comfodatith the paper-based

instrument.
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For the secondary study instrument, the smallet,raore highly trained
sample size, and the easier contact option of weajronic mail meant a web-based

survey was a more suitable means of data colle¢Rerkins, 2004; Sax et al., 2003).

3.3.1 Primary Study Instrument

Edwards, et al. (2002) found survey questionn@sponse rates were more
likely to increase when a stamped and addressedhrehvelope was included, and
when contact prior to sending out the study inseniwas made. The introductory
letter was sent out by the NMBWA to the identifigapulation, followed a week
later by the survey questionnaire. Calder (1988pssted response rates of postal
survey questionnaires may also be improved by D% when reminders were sent
following the initial survey distribution. Consequby, a reminder letter was posted
out to the study population two weeks following tfesting of the survey
questionnaire. However, as the returns went dyréatthe NMBWA it was not
possible to monitor what effect the reminder lettety have had on response rates.
Moderately higher return rates have also been foutidsurvey questionnaires that
were in a booklet format, on coloured paper, weser @riendly and had demographic
items at the start of the questionnaire (Calde®81&dwards, et al., 2002).

Informed by such literature, and guided by feedfemk the survey questionnaire
test-group (discussed in the following sectiongsthh methods were incorporated into

the primary research instrument.

Permission was gained from the Office of the CNiefse and Midwife to use
the UWA (2000) questionnaire as the basis for tireenit research. The majority of
the questions in the study instrument were categlhniequiring nominal responses

in relation to age-groups, gender and organisdtiypas, or ordinal responses, for
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example, in relation to the levels of support gitgrrelevant personnel; and were
supported by open-ended questions to allow foresipa of the data. The questions
identified the types of institutions and clinicalits in which the graduates have
worked; the length of their transitional prograime tevel and type of support
received; and the perceived degree of satisfagtiinthe program. Questions to
determine the GRNSs’ perception of how the prograay mave influenced their
future career intentions; and additional demogmapiformation, were included to
further elucidate data to answer the research igusst These questions were based
on more recent research by Evans (2005) and R¢2068), both of whom looked
into similar areas in relation to GRN transitiomgrams in other Australian states.

Feedback from the survey questionnaire test gréagoguided additional questions.

3.3.1.1 Primary Instrument Testing

Prior to final administration of the primary instnent, the survey
questionnaire was tested for content, design, dad relevance on a small group of
RNs, similar to the study sample, but who had kelihood of being part of the
study population as they had registered with theB\WA in the two years prior to
the study population. The test-group was abletdion the consistency of the
questions and assisted with reformulation of titbaérequired more clarity to
improve data reliability (Calder, 1998). An exampf this process is in the
response choices for the questamat level of support did you receive from each of
the following during this rotatich In the UWA (2000) survey, the related question
appeared limited in the degree of information itNdoelicit with only ayesor no
response available to the questibw: you believe that you always received sufficient
support for your responsibilities when you commdringyour ward/uni? Feedback

from the test-group indicatesipportcould be given in varying degrees and from
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several aspects. The question was therefore egpanda scale of five possible
levels of support fronextensiveo negligible, and included aot applicablechoice
that allowed for scenarios where the support pemslonas not part of the specialty
unit. It was apparent from the UWA (2000) data tesd group feedback that
designated personnel contributed to the GRN sugaerying levels.
Consequently the question also allowed for indigidevaluation of these personnel.
The designations included the Program Coordin#tterpreceptor, Staff
Development Nurse (SDN), Clinical Nurse Manage®&@&alist/ Coordinator

(CNM/S/C) and other colleagues within the GRN'sedited unit (Table 3.1).

Table 3.1. Support Personnel Identified and Response Options A vailable to
GRNs

Support Component Designations Ordinal Response Options
Program coordinator Extensive

Staff development nurse Very good

Clinical nurse manager/specialist/consultant Average

Preceptor Occasional

Ward/unit nursing staff Negligible

Other (please specify) Not applicable

3.3.1.2  Survey Questionnaire Format

To maintain comparative data integrity, the UWAQ@@Pstudy questions were
used verbatim, except where minor formatting medifon improved the readability
of both the closed and open-ended questions, and sanor adjustments of the
available closed-ended responses (Table 3.2)otdh there were 20 closed and 10
open-ended questions in the UWA (2000) study and@ed and 20 open-ended

questions in the current survey questionnaire.
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Table 3.2. Survey Questionnaire Modifications

UWA (2000) Questions

2010 Questions

Comment

Please identify the type of
health care institution where
you are currently employed.

If this is not the same as the
health care institution where
you began work in 1999,
please identify the type of
health care institution where
you first worked in 1999.

In the table below, enter the
type/s of units in which you
worked in 1999, the length
of time you spent in each
unit and the total number of
new graduates working in
the unit at the time of your
stay.

What (if any) components of
your new graduate program
were not beneficial in
facilitating your transition to
the role of Registered
Nurse?

The graduate program made
me feel more competent in
my clinical practice.

What type of health care
organisation are you
currently employed in?

What type of health care
organisation did you work in
during 20087

Each rotation and
components were separated
out for better response
clarity, e.g., Type of Unit;
Length of Stay; Average
number of graduate nurses
in unit; Average hours
contracted to work; How
long did you work in unit
before given a full patient
load; What level of support
did you receive from the
following; What areas were
beneficial; What areas were
problematic; What caused
most stress; Further
comment.

What areas were
problematic with this
rotation?

How much do you agree that
the graduate program made
you feel more COMPETENT
in your clinical practice?

Response choices were
expanded from 3 to 8 to
include contemporary
options.

As above.

In addition to separating out
each of the components,
and the provision for 5
rotations, the response
options for the first 6
questions were closed to
enable better control of the
data and the final 4
guestions were open-ended
to provide the respondents
with an opportunity to
describe their experiences.

In both surveys this question
was preceded by one
relating to beneficial
components. The opposing
terminology was used to
elicit more pragmatic
responses.

The initial response
elements of agree and
disagree were modified to
mostly agree and mostly
disagree with an added
category of unsure to allow
for a more moderate
response.
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UWA (2000) Questions

2010 Questions

Comment

During your first 12 months
as a Registered Nurse, how
satisfied were you with the
preceptoring that you
received?

On average, how long did
you work in each ward/unit
before you were given the
responsibility of a full
client/patient load?

Do you believe that you
were well prepared for the
responsibility of night duty?

Do you believe that your
university education
prepared you appropriately
for your role as a newly
Registered Nurse?

During the first 12 months as
a Registered Nurse, how
satisfied were you with the
preceptoring/support you
received?

How long did you work in
the unit before you were
given the responsibility of a
full patient/client load in this
rotation?

How well do you believe you
were prepared for the
responsibility of night duty?

How much do you agree
your university education
prepared you adequately for
your role as a registered
nurse?

Again, the response choices
were modified from satisfied
and dissatisfied to mostly
satisfied and mostly
dissatisfied with an added
category of mixed
experience to reflect more
accurately the novice
nurse’s experience.

As supernumerary time
often varies from rotation to
rotation and specialty to
specialty, this question was
included in the section
relating to individual
rotations.

The UWA (2000) response
choices of yes and no were
modified to well prepared;
somewhat prepared; poorly
prepared; no preparation to
enable a broader response
context.

Again, the UWA (2000)
response choices of yes and
no were modified to strongly
agree; mostly agree; unsure;
mostly disagree; and
strongly disagree to enable a
broader response context.

Following discussion with the survey questionnéas-group, it was felt that

the option of recording experiences for each irtlial specialty rotation should be

provided as the graduate’s experiences may difevden the different specialties.

A specialty rotation is defined as the allocationd period of time to a clinical area

pertaining to a particular specialty, such as sagmedical, mental health, or

critical care. Depending on the number of speciatations within a program,
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respondents to the 2010 survey had the optionspioreding to an additional 20

closed and 16 open-ended questions.

Additional components were included in the 201&symquestionnaire to elicit
information relating to the GRNSs’ perceptions of BNansition efficacy and future
career intentions, and consisted predominatelyuettions related to demographic

information and career intentions (Table 3.3).

CHAPTER 3. Methodology 83



Table 3.3. Additional Survey Questions in 2010 Instrument

Additional Question

Inclusion Rationale

Gender

Age

Health care experience prior to
graduation

At which university did you
complete your undergraduate
program?

What month and year did you
commence this program?

Have you completed this
program?

If no, do you intend to complete
it?

What month and year did you (or
do you expect to) complete this
program?

How many hours were you
contracted to work per week (on
average) in this rotation?

What caused the most stress for
you in this rotation?

Do you have any other comment
you would like to make about this
rotation?

Please indicate below your career
pathways/intentions following
the program:

Please comment on how you feel
your graduate year experiences
have influenced your choices
above:

In an endeavour to increase the pool of potential
nurses, much advertising is aimed specifically towards
males. Knowledge of the gender ratio may be
indicative of marketing effectiveness.

As ageing is considered to be a major cause of the
current nursing workforce shortfall it is useful to map
the age categories of the future workforce.

Some nursing literature suggests prior healthcare
experience may ease the transition process, or
influence the graduate RN’s experiences.

Each university has variations in program structure,
such as length of clinical practice placements.
Correlation with responses may show how these
differences impact upon their perceived experiences.

Some organisations offer various program start dates
to cater for different graduation times.

To determine the dropout rate from transition
programs.

To determine program length.

There is a reported trend in the literature of the ‘X’ and
‘Y’ generations preferring to work less hours which has
the potential to impact on overall recruitment hours in
terms of full-time equivalents.

This was in addition to ‘benefits’ and problems’ as it
was considered to be a separate concern.

An opportunity was provided for comment at the end
of each rotation to allow for expression of variances in
experiences.

The options given related to working in an area the
GRN experienced during a specialty rotation, same or
different organisation, and was aimed at answering the
related research question.

Related to the previous item.
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Additional Question Inclusion Rationale

Where do you see yourself As above, this question was aimed at answering the
professionally in 5 years time? related research question.

Were you seeking a permanent As a recruitment strategy, some organisations offered
contract at the start of your permanent contracts as opposed to fixed term
employment as a Registered contracts. Following the Global Financial Crisis, many
Nurse? reverted to offering only fixed term contracts. The type

of contract may affect selection of organisation for first
preference when applying through Graduate Nurse
Connect.

Did an offer of a permanent
contract influence your choice of
organisation for initial
employment as a Registered
Nurse?

The cover page of the questionnaire containedéutlarification of the
purpose of the research. Additionally, the nures asked to make contact should
the respondent be willing to participate in a fogusup, if the need arose, to further
clarify data at a later stage. Eight respondegitsetl to assist, however, the decision
to clarify doubtful data through contact with theduate nurse coordinators negated

the need to enlist these respondents any further.

3.3.2 Secondary Study Instrument

The secondary instrument, a brief web-based suguegtionnaire, was
deemed necessary to clarify minor discrepanciesdaluring the initial analysis
stage in the data from the primary survey quesaoen The purpose was to clarify
the responses given by the GRNs where a small giop@f respondents gave a
value that appeared extreme and did not make skEmsxample, when asked to
indicate theaverage number of graduate nurses in the unit duyiour stay
including yourselffigures of up to 30 were given. As this woulchstitute unsafe
and undesirable staffing mixes it would appearGiRNs may have misunderstood

the question.
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Conducted in the latter stages of the researchngteiment consisted of a
simple 10-question, web-based survey utilisinggd8urveyMonkey © platform.
In addition to clarifying the apparently erronesasponses from the primary survey
questionnaire, the opportunity was taken to gadlags regarding the guidelines that
each organisation used to guide their transiti@gym@mms, as well as to request
information relating to changes and innovationy th@d made, or planned to make
to their current programs. This information wothén be used determine if there

were any evidence of related impacts upon the gtachwurses’ experiences.

The survey consisted of two closed questions mtelemographic data; five
questions aimed at clarifying the minor discrepasthat were found in the primary
survey questionnaire data; and three open-endestigag to elicit information
related to their organisation’s GNP guidelinesveaithat insufficient support is
often a common theme among transitional reportsnStone, et al., 2008) a question
also asked what supports, in term&oaduate Nurse Coordinators, Educators, Staff
Development Nurses, Clinical Coaches, PrecepeammdMentorswere available to
the GRN within the graduate nurse coordinator'saargation. The additional data
gained from this secondary survey supported the alaeady gleaned from the
GRNs and aided in further triangulating the rededircdings (Johnson &

Onwuegbuzie, 2011).

3.4 Procedure

The primary instrument survey questionnaire mettiteria for a mixed
method Triangulation Design in that it simultandgu®llected both quantitative and
gualitative data from the same sample, providinglar amounts of data for analysis

and interpretation. As described by Creswell &Bl&lark (2007), “The
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Triangulation Design is a one-phase design in wheslearchers implement the
quantitative and qualitative methods during theeséimeframes and with equal

weight” (pp. 62-64).

3.4.1 Primary Survey Data Procedures

The final formatted survey questionnaire was seiié printers who provided
a booklet style document with perforated page edgéese allowed for separation
of the pages when returned and consequent scatinihg Remark Office (Version
7) Optical Mark Recognition (OMB software. The finished product was delivered

to the NMBWA for posting to the survey population.

Prior to scanning the postal survey questionnaita thto the OMR system, a
template was developed to enable recognition oféeponse marks and allocation

of the scanned data within the designated categorie

Eligible returns from the primary survey questionaéorms were manually
and sequentially numbered to provide an identitydéderence purposes when cross-
referencing data and wherever clarity was uncertiime perforated spine of the
guestionnaire was then removed to enable scannimh@ach questionnaire
individually separated and secured in sequences tBDgome incompatibility issues
with the instrument design and the scanning soffyelbse monitoring was required
during data scanning to pick up double feeds, mgspages, or out of order pages.
These issues resulted in a large number of datarneg manual entry. Throughout
the process, all data were randomly and routinegcked for final accuracy. The
text entries were visible on the computer screehadole to be entered manually into

the correlating data cells for subsequent themiipere the data were difficult to
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read electronically, the original hard copy waredd to. Once scanning into the
OMR software was completed satisfactorily, the watlial questionnaires were
fastened to ensure each respondent’s data wereédgegther and then securely stored

in the event further referencing to the hard copias required.

Quantitative demographic data were cross-tabukatedpresented as
percentages in frequency distributions to illugtr@ge-groups; industry types;
undergraduate university attendance; and prior epnpént. Comparative data
involved levels of perceived confidence and competehat the GRNs felt they had
gained from a GNP. These were also demonstratad frequency distribution
tables to provide comparison with the original UM2800) study. The additional
demographic data collection provided an opportutuitink the GRN categories with

possible influences upon their reported experiences

For each rotation a mix of closed and open-endedtqns followed related to
theperceived benefits, problems, cause of most saedfirther comment As per
the Triangulation Design transformation model (@l & Plano Clark, 2007), the
qualitative data was transformed to quantitativallow integration and mixing of
data, and reported in its textual format in thecDssion Chapter. Quantification of
the qualitative data was achieved through applifegnes to the commonly reported

experiences as described further in the Data Arsabgstion.

3.4.2 Secondary Survey Data Procedures

The secondary survey of the graduate nurse codalgaas web-based, and
as such, the data were available electronicallyeasily exported to a Microsoft

Office Excel 2007 spreadsheet for analysis. Dadawere used to clarify
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discrepancies from the primary survey questionnasponses were incorporated
into the primary data collection. The data frora sfecondary survey related to
specialty rotation length was able to validate tit@tined in the primary survey.
However, the data from the graduate nurse coomlisaelated to the number of
graduates in a unit at the same time as the GRdnelents, confirmed that the data

were, in fact, not an accurate representation.

There was no transformation of the secondary suguayitative data as doing
so would not have added any value to the interpogtaf results. These data were
obtained only to clarify components of the primauyvey data and to provide
supplementary information (Appendix F). All quaative data were presented as
either frequency distributions or table formats,amddere required, triangulated with

the primary data.

3.4.3 Data Triangulation Procedures

To inform the associations between the variabled,im accordance with
mixed methods Triangulation Design, the quantieaimd qualitative data from the
primary survey questionnaire were analysed sepgyated then merged by
transforming the qualitative data to quantitatiCegswell & Plano Clark, 2007).
Cross-tabulation between data groups were perfotmedtablish what relationships
existed between variables, for example, the lenfpecialty rotations and the
degree of satisfaction with the transitional progsa Links between demographic,
employing organisation type, undergraduate educatimstitution, and employment
outcomes and intentions were also examined fodgezms well as possible
influences upon current and future nursing careerces. These analyses have

allowed for structural and functional theorisatafirelationships (Kamoche, Pang &
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Wong, 2011) between variables and comparisonsthvttJWA (2000) data as
shown in the Findings Chapter, and considered éuiiththe Discussion chapter.
Matrices that were presented were predominatelglation to demographic data and

the quantified themes as is demonstrated by thejgbeain Table 3.4.

Table 3.4. Percentage of Respondent Age Groups for Individual University
University <21-yrs 22-29 30-39 40-49 >50

Uni A (n=68) 0.0% 53.9% 22.1% 16.2% 8.8%

Uni B (n=99) 5.0% 46.5% 20.2% 19.2% 11.0%

Uni C (n=24) 20.8% 41.7% 33.3% 0.0% 4.2%

Uni D (n=10) 0.0% 30.0% 20.0% 20.0% 30.0%

3.5 Data Analysis

Data analysis in mixed methods research is condumteneans of the most
suitable method to answer the research questiaes\(@Ill & Plano Clark, 2007).
While appropriate methods are used for each tymglataf, for example, quantitative
methods for quantitative data, mixed methods rebeacludes the option of
transforming data to the opposing mode data toigeomore options for data
interpretation and presentation, such as quangfgumlitative. In the convention of
mixed methods Triangulation Design, qualitativeadadnsformation was employed
in this research to provide comparative and caticelal descriptions of the findings,

particularly in relation to the GRNs’ perceptiorfeteir GNP experiences.

3.5.1 Primary Survey Data Analysis

While a large component of the qualitative datalbeen tabled in its raw

format (see Discussion Chapter), it was also caiseminto themes, as described
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below, to provide more options for data correlatma comparison. The
quantitative data were presented mainly as freqasrand percentages of
occurrence, for example, the percentage of GRNedoh age bracket and the type
of organisation they worked within. This quangtiion of the qualitative data by
categorising into themes, and the validation of type of data with the other, is

typical of the Triangulation Design (Teddlie & Takori, 2009).

3.5.1.1 Data Theming

According to Miles and Huberman (1994), data thensnone method of
reducing qualitative data into more manageable @rrapts for analysis and
presentation. In pure qualitative form, the resuctomprises sequential
organisation of common patterns of data into graupsd the condensed format
provides a suitable display of relevant findingis.the current research, the majority
of the qualitative data were themed using frequesnof response concepts for some
sections, and degrees of positive or negative sgpes for others, depending on

how the data would be best represented.

On satisfactory completion of data entry for thienary survey questionnaire,
the entire database was exported to a Microsoft©&xcel 2007 spreadsheet to
enable further manipulation of the data and thendtec coding of the textual entries.
Themes were developed according to subject, fampi& comments related to the
GRNSs not feeling adequately supported in theirditeon were grouped undéack of
supportor items of workload causing stress were themewuoakload Following
the initial theme allocation, and to enable filbgriof the data and correlation
amongst associated variables, the themes wereedgplthe data in a separate field.

Table 3.5 shows the set of themes used for camggperceived causes of stress
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Table 3.5. Themes Used to Code First Rotation Perceived Causes of Stress

Themes Themes

Nil (no causes of stress reported) Poor Communication
Workload Busyness of the Unit

Lack of Support Bullying

Time Management Poor Skill Mix of Staff
Lack of Knowledge Work Life Balance

3.5.1.2 Primary Data Statistical Analysis

The OMR software used for the primary survey qoestaire provided basic
reports for selected variables such as item ansalgséd cross-tabulations. Further
statistical analysis was possible using the MicitoSffice Excel 2007 functionalities
for percentages and frequencies. The predominatmstecs required for comparison
with the UWA (2000) data and additional reportingreritem analyses, frequency
distributions, and categorical and numerical valuBlse quantified qualitative data
was used for comparative and trend analysis inioeldo both, the UWA (2000) and
the demographic data of the current research, pregely with the frequency of

particular responses standardised in percentage {@alder, 1998).

3.5.2 Secondary Survey Data Analysis

Data from the secondary web-based survey were gaholly from the
web-based report to a Microsoft Office Excel spekaet for analysis and
interpretation. Again, each entry was assignemh@inidual identification number to

enable cross-referencing and tracking of data.

Quantitative data from the secondary survey ofgtfaeluate nurse coordinators

were similarly presented as item analyses, frequdistributions, and categorical
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and numerical values, with the qualitative datasented purely in table format to

demonstrate the various textual feedback providaa the respondents.

The secondary survey data provided validation ofeselements of the
primary data and supported various assumptions maeéation to the GRNSs’

perceived experiences pertaining to program stracuod support provision.

3.5.3 Validity and Credibility

Whilst postal survey questionnaires may be limitecespect to return rates
and internal validity (due to reduced control othex investigation), the ability for
the sample to be more representative of the t@amailation maximises external
validity (Calder, 1998). The return rate for thheyary survey questionnaire of 24%

is considered reasonable, implying a satisfactegreke of external validity.

Creswell, and Plano Clark (2007), suggest valittitgats to concurrent data
may occur when sample sizes for the quantitativecalitative collection are
unequal or when contradictory findings are notdakd up. Both these concerns
have been addressed in the current study. Theifirsaving the quantitative and
qualitative data collection within the same instamnt) and the second, by
administering the smaller, web-based survey ofjthheluate nurse coordinators to
clarify what appeared to be confounding data iatreh to a small number of

responses from the primary survey questionnaire.

3.5.4 Ethical Considerations

Ethics clearance for this research was gained thenUniversity of Notre

Dame, Australia’s Human Research Ethics Committdedcember 2009. The
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application for clearance contained no contentissiges and the research was

consequently considered low risk from an ethicahipof view.

3.5.4.1  Anonymity

The primary survey questionnaires were distribated receipted by the
NMBWA so anonymity was preserved. Return enveld@ebno identifying
information on them to link a respondent to theaddhdividual returned survey
forms were identified by the application of sequedmumbers to allow follow up of
any unclear data by referring to the original copyonymity was assured in all
correspondence with the study participants. Answe@guestions pertaining to
workplace organisations in the survey questionnaeee regional and graded, for
exampletertiary, rural, andmental healthto avoid identification of individual
organisations. Not only would this information kawt been useful to the overall
research, it is possible response bias could hege imtroduced by influencing the
way respondents answered should they feel therehianag been some repercussion
were they to provide feedback that may have beemdd negative. University

names were de-identified for reporting purposes.

Responders to the secondary web-based survey gfadeate nurse
coordinators were asked to indicate the type ohwigation they belonged to for
purposes of comparison between metropolitan, rpralate, tertiary and secondary
facilities. As there were no identifying elemeatshe survey responders in the data
screen, anonymity of the individual was maintainethwever, a small number did
name their establishment within the textual respsrad these were de-identified

for presentation purposes.

CHAPTER 3. Methodology 94



3.5.4.2 Informed Consent

The RN group providing the pilot testing of therpairy survey questionnaire
were given a comprehensive information letter dbswg the purpose, aims and
objectives of the research and the purpose of tdositribution prior to participation
and were required to sign a written consent forsuang confidentiality of any

personal information gained in the session (Pukofg).

Participants in the primary survey questionnaiuglgtwere provided with a
comprehensive explanation of the purpose of thearef, and the aims and
objectives were presented in the introductory té@pendix A). An invitation to
be notified of associated publications was provj@sdwas an option to nominate to
be involved in focus group interviews should theydeemed necessary. Return of

the completed Survey Questionnaire signified intbtensent.

The participants of the second web-based survélyeofraduate nurse
coordinators were provided with an information glesean attachment to the
electronic mail sent via the WA Health Departmestem, describing the research
and the value of their participation (Appendix O)he email itself contained a
further description of the benefit that their assise would contribute to the research

and to Western Australian transitional programs.

3.5.4.3 Data Security

As recommended by the National Health and Mediealdarch Council,
ownership of all data and findings remains the prgypof the researcher, and is
secured at all times at the researcher’s home ssldrea secure room used only for
study purposes. All electronic data has secureesdpeld at the School of Nursing,

the University of Notre Dame, Australia, Fremar@@mpus, and all the electronic
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files are password protected. Data and findingkeir entirety will be held for the
recommended minimum of five years and, when redquirél be destroyed by either
shredding of the paper content or deletion of ebedt files. The university

maintains a copy of the data and completed thesegg$earch purposes only.

3.6  Summary

This chapter has described how a mixed method apprimcorporating
triangulation of the data was believed to be thetsaited to answering the research
guestions and to allow comparison with the UWA @0§tudy; efficacy of nursing
transition programs; and predictive effects thegptions of the graduate nurse have
on nursing career longevity. Development of thenpry research instrument, based
on the UWA (2000) survey, and the rationale for rfications and enhancements
that were informed by instrument testing and sinlitarature, have also been
discussed, as has the rationale for employingtadursmaller study of the graduate
nurse coordinators. Similarly, the research spmyulations and instruments,
procedural matters and issues encountered durasg fbrocesses have been
considered. The methods of data analysis for thalprimary and the secondary
studies have been described, including the prosedgised to mix and triangulate
the findings. Ethical considerations regardingramoity and participant consent

have been also addressed.

The following chapter presents the findings froma ¢inaduate nurse survey
guestionnaire and the graduate nurse coordinat+based survey in the convention

of mixed methods triangulation design.
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CHAPTER 4: FINDINGS

4.1 Introduction

The purpose of this chapter is to present the fdata the graduate nurse
survey questionnaire and the graduate nurse caiatiweb-based survey in the
manner prescribed by mixed methods research Triahga Design; and as
described in the previous chapter. The data flepbstal survey questionnaire
returned by the graduate nurse cohort has beeanisgsas frequencies and
percentages of occurrence to provide a comprehedsiscription of the transition
programs offered within WA in 2010. Transformatimirthe data has enabled
comparative depiction between the findings of tM¢AJ(2000) study and the
current graduate nurse survey, and facilitated @ispns within the current
research by demonstrating the variations betweemthividual specialty rotation
data with each progressive rotation. The writEsponses are utilised in their
qualitative forms in the next chapter to furtheport the interpretation of the

findings.

A brief overview of the original and current suneyestionnaires is provided
in sections 4.2 and 4.3, the latter section inclgadlemographic data that provides
context to the current study population. Data ftbe present study are compared
with data from the UWA (2000) study to determineaivllifferences were reported
between the two timeframes (sections 4.4 and 4B purpose was to determine
how the newly graduated RNs’ perception of tranosgi program efficacy may have
changed. In addition to the comparative data,itpiaie responses provided an
insight into the perceived efficacy of formal traimnal programs and demonstrated

shifting perceptions over the past decade withenvibrkplace (section 4.6). The
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expanded quantitative and qualitative data thatag#lected in the current research,
in relation to future career intentions, was useddpict the perceived influences that
a GNP may have upon the novice nurse’s careerghatices (section 4.7).

Additional comment was invited in the 2010 study @anovides further insight into

the GRN'’s perceived integration experiences (4.8).

The secondary web-based survey of graduate nuosdinators (section 4.9)
provided data that validated portions of the prigreurvey questionnaire in terms of
program length, and contracted hours offered ta@R&ls during their transitional
programs. Additional information that was not daalie from the GRN, such as

recent program innovations, was also consideredsapiesented in Appendix F.

4.2 Original Survey Questionnaire (UWA, 2000)

According to the UWA (2000) report, literature segted that alliances
between universities and the workplace were liméed expectations as to the
graduates’ abilities during the transitional pertffiered between academia and
industry. With the intention of assisting the hleahdustry to provide more clinical
support to the newly graduated nurse and to engetutteeir retention in the
workforce, the WA Health Department commenced fogdif programs in Western
Australian public and private hospitals in 1998 4889 (UWA, 2000). The funding
was to enable programs to offer “extra clinical o, educational materials and
often the opportunity to attend education sessioasder to assist them with the

transition from university to the workplace” (UWZ2000, p. 1).
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4.3 Current Postal Survey Questionnaire

The postal survey questionnaire for the currerdystuas similarly managed by
the NMBWA but in this instance was sentabnurses who graduated and registered
with the NMBWA as a RN for the first time in 20G8at is, those who participated
in a transitional program and those who chosempatticipate. Demographic data
were collected in the present study to allow fatHar exploration of associations
related to age-groups, undergraduate educatiaor, Ipealth experience, type of
employing institution and potential influence ugmerceptions and experiences.

Data were also collected to investigate what inflieethe transitional period may
have on future retention of the novice nurse withienursing workforce and their

intended career paths.

4.3.1 Demographics

The UWA (2000) survey did not collect demographatad The decision to do
so in the current research enabled an expansitre afata to examine relationships
and comparisons between age groups; undergrachstitetions and prior

experience; as well as transitional choices, erpegs and perceptions.

43.1.1 Gender

The ratio of female to male for the response gneap 93.6% to 6.4%
respectively. The national ratio of female to maleses recorded by the AIHW for
the year 2008 is 90.3% to 9.7% and for WA is 90t6%.1%, which indicates that
the State is marginally behind the national trehuinproving the attraction of more

males to nursing as a profession (AIHW, 2010b).
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4.3.1.2 Age Groups

Almost half the sample was aged 30 or older axatdd by Table 4.1. This is
noteworthy given that the general consensus isdosf recruitment on newly
graduated nurses to support resupply of the ageangforce. It is possible a large
proportion of the older cohort are those with poersi experience as an Enrolled
Nurse (EN) as 45% indicated prior employment agldncompared to only 19% of

the 29 or less age brackets.

Table 4.1. Age Groups of Respondents

Age group - years Percent of sample
<21 4.9%
22-29 47.0%
30-39 22.1%
40-49 15.7%
>50 10.3%
Total 100%

4.3.2 Prior Experience

More than half the respondents had prior experi@ascan EN or Assistant in
Nursing/Nursing Assistant (AIN). A further 28.5%dhprior experience as an
Orderly or Patient Care Assistant (PCA). Sligmtigre than a third (34.8%) had no
prior experience in a health related field. Asdaded, the older age groups were

more likely to have had prior EN experience.

4.4 Comparative Data

The UWA (2000) format of the survey questionnaievpding the
comparative data for the current study was maiethio a degree, but where

possible, opportunities to enhance data colleatiere optimised. For example,
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industry employment typsptions were expanded, and optionssipecialty unit

choices were increased.

4.4.1 Sector Employment Type

The UWA (2000) survey sought information on fownits related to the type
of health care institution the subjects were emgdbiy: Hospital, Community,
Private SectarandOther. The current survey modified these items to idelu
Tertiary, Secondary, LargendSmall Rural, Private, Community, Mental Headiind
Aged Care As the transition programs evolve, more typelealth organisations
are offering graduate programs, an important ste@tds recruiting to areas that are
less well staffed such as Community, Mental Heaiti Rural. A further element
was included in the 2010 survey that asked fotype of health sector the subject
was employed in 2008, (their year of first registna), and what their current
employing sector was at the time of survey in 20While the terminology
employed in the UWA (2000) survey was not discussdbe study’s Report it is
assumed the teridospitalreferred to all other than Private or Agency, leetie
‘grouping’ together of the remaining data in theel@&urvey in Table 4.2 for ease of

comparison.
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Table 4.2. Health Sector Employment Type

Health Sector Type 2000 2008 2008 2010 2010
(n =170) (n=168) Grouping (n=192) Grouping
' Hospital 91.8% 73.8% 80.1%
> Tertiary © 45.2% 56.2%
> Secondary © 6.0% 10.4%
*  Community © 7.1% 2.6%
> Mental Health © 6.0% 2.1%
> Large Rural © 9.5% 8.8%
> Small Rural © 4.2% 4.2%
*  Private 5.3% 19.0% 18.2%
> Aged Care 19.0% 3.1%
! Other (Aged Care 2.9%
or Agency)
Total 100% 116%" 106%"

Note: 2000 Survey only included the items marked with Lor*, 2010 Survey included the items marked with Zor
*.2008 and 2010 ‘Grouping’ is assuming the term Hospital is equivalent to Public Hospital so combines
elements marked with ©.

# Percentage totals for the 2008 and 2010 columns equate to more than 100% as some Sector types have been
included in more than one group, for example, Mental Health and Tertiary where the Mental Health unitisin a
Tertiary setting.

There was a large difference in the proportionespondents working in Aged
Care in 2008 (19.0%) compared to 2010 (3.1%). Ehmssibly contributable to
many of the cohort (64.6%) not commencing themgigonal program until 2009
and, as indicated earlier, many working as ENs,sAdNPCAs prior to graduating as

a RN.

4.4.2 Types of Units Worked in for Specialty Rotations

GRNs were asked to indicate the specialty unitg therked in during their
GNP. The UWA (2000) survey responses were freevibereas the 2010 survey

provided 12 choices in a closed response formatiléthe responses were in
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different formats, they were still generally congdale. Again, the detail of the
reported results in the UWA (2000) survey were t@diwith Surgical and Medical
combined, and areas that would normally be consdir belong to either of these
areas singled out, such as Orthopaedic, NeuroPgjiative, Nephrology,
Cardiovascular, Plastics and Gynaecology. For eBsemparison, these have been
incorporated into the Surgical/Medical group. Besmathe current transitional
programs have expanded the type of specialty ortsidbn offer, additional unit types
were incorporated into the 2010 survey, and indutie separation of Medical and
Surgical, as well as the addition of Community, Dahary and Midwifery. A

further change was made to the way the data irsdtagon was collected by
allowing for separate responses to each rotafidns was done as most programs
offer a variety of placements, and the experienéélse graduate can vary
considerably between rotations. Separating tregioots has the ability to more
clearly identify the various experiences in difif@repecialties and to determine if
issues are more likely to occur in one area as sgpto another. Table 4.3
demonstrates the results for the types of unitkeain for transitional program

rotations.
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Table 4.3. Type of Unit Worked in for Transitional Rotations

Unit Type 2000 2010 n (%) 2010 n (%)
% 1% Rotation 2" Rotation
Medical 68.0% 76 (35.3%) 52 (29.9%)
Surgical I/A 77 (35.8%) 69 (39.7%)
Community N/R 2 (0.9%) 3(1.7%)
Mental Health 9.7% 12 (5.6%) 8 (4.6%)
Midwifery N/R 0 (0.0%) 1(0.6%)
Paediatric 4.8% 14 (6.5%) 9 (5.2%)
Domiciliary N/R 2 (0.9%) 0 (0.0%)
Rural 3.4% 4 (1.9%) 1 (0.6%)
Emergency 6.3% 4 (1.9%) 7 (4.0%)
Perioperative 2.9% 13 (6.0%) 14 (8.0%)
Critical Care (ICU) 1.4% 7 (3.3%) 9 (5.2%)
Aged Care 1.9% 4 (1.9%) 1 (0.6%)
Other 1.4%
Total 99.8% 215 (100%) 174 (100%)

Note: I/A= Included Above; N/R = Not Recorded.

Totals for 2010 n = columns equate to more than the number of participants as some respondents indicated
more than one specialty per rotation, for example, Paediatric Intensive Care Unit (ICU) and has consequently
been counted under both Paediatric and Critical Care (ICU).

The main specialties indicating change were irathge areas of Critical Care
and Perioperative rotations with a four and thi@d-increase respectively. In 2010,
the number of respondents participating in rotaimnMental Health decreased to
almost half that recorded in the UWA (2000) surpeyiod. This is concerning
given that Mental Health is an area of increasiegdohbut seemingly diminishing

resources (Happell, 2008; Taylor & Harrison, 2010).

4.4.3 Graduate Program Competence, Confidence and Support

The general intent of transitional programs isdsist the novice nurse gain

confidence and competence on their journey to gefcy. The wording in the 2010
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survey was modified slightly with the inclusionarunsureoption to allow for
variations of opinion, and to give the opporturidy a more neutral response should

that be preferred (Table 4.4).

Table 4.4. Response Choices for 2000 & 2010 Questionnaires

2000 Response Choices 2010 Response Choices
Strongly Agree Strongly Agree
Agree Mostly Agree

Unsure
Disagree Mostly Disagree
Strongly Disagree Strongly Disagree

4.43.1 Graduate Program Competence

Respondents were asked to indicate the degreeith Wiey believed the
program had made them feel mammpetentn their nursing role. The vast majority
of both the UWA (2000) and 2010 respondents (90a0%89.1% respectively)
agreed or strongly agreedthat the program had made them feel more compigten
their clinical practice. The respondents of th&@@8urvey were more strongly in
agreementhat the program increased theampetenc¢éhan the UWA (2000) group

(Table 4.5).
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Table 4.5. Agreement Graduate Program Perceived to Improve Com  petence

Response Choices 2000 (n =143) 2010 (n =156)
Strongly Agree 38.4% 48.7%
(Mostly) Agree 51.6% 40.4%
Unsure (2010 only) 5.8%
(Mostly) Disagree 7.6% 3.8%
Strongly Disagree 2.4% 1.3%

Note: The 2000 survey only gave the ‘Agree’ or ‘Disagree’ options. The 2010 survey gave the ‘Mostly Agree’ and
‘Mostly Disagree’ options, as well as the ‘Unsure’ option.

The percentage of those whisagreedhat their program made them feel
more competent in the 2010 cohort was half théhefrespondents of the UWA
(2000) survey. This may suggest that improvemintise program have resulted in
enhanced transitional experiences for the graduatee; or alternatively, the
inclusion of the additional neutral elementuoisureallowed the respondents to

make a choice that more closely reflected theicggaion of improved competence.

4.4.3.2 Graduate Program Confidence

Respondents were asked to rate the degree to Wiagtbelieved the program
had made them feel mocenfidentin their clinical practice. There was a slight
difference between the cohorts that may again tbéw@iable to the inclusion of the
unsurechoice in the 2010 survey. The Report of the U{®B00) survey only gave
a breakdown of thstrongly agreeandagreecomponents, and did not give a
breakdown of the two components relatedisagreemengdisagree or strongly

disagree) and are therefore reported undebtbagreecategory (Table 4.6).
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Table 4.6. Agreement Graduate Program Perceived to Improve Con  fidence

Response Choices 2000 (n =141) 2010 (n =156)
Strongly Agree 37.1% 45.5%
(Mostly) Agree 51.6% 39.1%
Unsure (2010 only) 5.1%
(Mostly) Disagree 11.3% 2.6%
Strongly Disagree 7.7%
Total 100% 100%

Note: The 2000 survey only gave the ‘Agree’ or ‘Disagree’ options. The 2010 survey gave the ‘Mostly Agree’ and
‘Mostly Disagree’ options, as well as an ‘Unsure’ option.

There is a small difference between #ggeemengroups, with more of the
2010 respondents claiming thstyongly agreedhe program had helped them feel
moreconfidentin their clinical practice, whereas over half thé/A (2000) cohort

indicated moderatagreementhat the program had helped them feel nuanefident

4.4.3.3 Preceptor Support

Respondents were asked to indicate their leveab$factionwith thesupport
provided by their preceptors during their transitiorhe concept of a preceptor is
generally agreed to be a formalised support andrsigory person who takes
responsibility for induction and guidance of thevige in their initial phases of
transition (Hayman-White, et al., 2007; Johnstatea)|., 2008), and is discussed to a
greater extent in the following chapter (5.3.3.Egedback from the survey
questionnaire test group suggested the need tofoatmixed levels of experience
and consequently, an additional response levelnchsded. This decision was
validated with one third of the respondents indigaimixeddegree of satisfaction
with their level of preceptor support (Table 4. Bimilarly, the more moderate levels

of agreement were changedMiostly AgreedcandMostly Disagreedo minimise the
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seemingly absolute connotation of pur@lyreedor Disagreed The combined level
of dissatisfactiorwith preceptor support has decreased considefiadnty23.9% in

2000 to 11.2% in 2010.

Table 4.7. Satisfaction with Preceptor Support

Response Choices 2000 (n = 155) 2010 (n=195)
Very Satisfied 21.9% 22.0%
(Mostly) Satisfied 54.2% 33.3%
Mixed (2010 only) 33.3%
(Mostly) Dissatisfied 18.1% 9.2%
Very Dissatisfied 5.8% 2.0%
Total 100% 100%

Note: The 2000 survey only gave the ‘Satisfied’ or ‘Dissatisfied’ options. The 2010 survey gave the ‘Mostly
Satisfied’ and ‘Mostly Dissatisfied’ options, as well as the ‘Mixed’ option.

4.4.4 Full Patient Load

Respondents were asked how long they were in d@issigned unit before being
given the responsibility for a full patient loaddditional time frames were
incorporated into the 2010 questionnaire in respaaseedback from the survey
questionnaire test-group. Table 4.8 shows corldelincreases in the amount of
time graduates were allowed to assimilate into ammas between the two survey
groups. Because the 2010 survey separated raatimneasier to surmise that
experience will help reduce the time needed fagrdation to new units (Chang &

Hancock, 2003).
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Table 4.8. Supernumerary Time to Allocation of a Full Patient Load

Time Period to 2000 2010 2010 2010
Full Patient (n=167) 1** Rotation 2" Rotation 3" Rotation
Load (n = 166) (n = 150) (n=71)

* First day 15.6% 4.8% 7.3% 9.9%

* 1day 29.3% 6.0% 20.0% 22.5%

* -3 days 40.1% 40.4% 41.3% 36.6%

* 4-7 days 7.8% 32.5% 20.0% 8.5%

2 7-14 days 12.0% 4.0% 14.1%

1> 1 week 3.0%

> Upto1month 3.6% 4.7% 4.2%

2 > 1 month 0.6% 2.7% 4.2%

! Varied 4.2%
Total 100% 99.9% 100% 100%

Note: 2000 Survey only included items marked with ! or *; 2010 Survey included items marked with Zor*,

4.4.5 Performance Evaluation

Performance evaluation is used to provide strucuacedirection for the
transitioning nurse and to encourage self-reflectimd critical thinking. While most
transitional programs advocate regular performawveduation, it is evident from the
data that this did not always occur. The majasityespondents were assessed
within the first six months. However, a total @btf respondents were evaluated
only at the end of their employment and 7% wereavaluated at all. It needs to be
noted, however, that the first column of the 20&€ads inclusive oéll respondents,
not just those who indicated participation in a GMARich is shown in the final

column (Table 4.9).
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Table 4.9. Performance Evaluation Completed

Time Period 2000 2010 All 2010 GRN Only
(n=170) (n=199) (n=167)
End of each placement 52.0% 26.6% 32.9%
Monthly 6.6% 4.5% 5.4%
Every 2-3 months 25.7% 41.2% 43.7%
Every 4-6 months 8.4% 14.1% 13.2%
Every 7-12 months 1.2% 6.5% 2.4%
At completion of employment 1.8% 2.0% 1.2%
Never 4.2% 5.0% 1.2%
Total 99.9% 99.9% 100.0%

Note: ‘2010 All’ column shows response rates for all 2010 survey respondents and ‘2010 GRN Only’ column
shows percentages for 2010 survey respondents who indicated participation in a GNP.

A secondary question asked who was most involveldamperformance
evaluation (Table 4.10). The UWA (2000) survey wdid include ‘Manager’ in the
selection of available options; however, inclusodithis element in the 2010 survey
indicates that almost a quarter of respondentsalradnager involved in their
performance evaluation. Both surveys enabled dstrettion of the collaborative
contribution to evaluation; with almost half thespendents indicating more than one
person was involved in their assessment; most cartyyiteir preceptor and Staff

Development Nurse (SDN).
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Table 4.10. Performance Evaluation Involvement

Person Involved 2000 2010
(n=170) (n =189)

*  Preceptor 74.8% 37.6%
*  Staff Development Nurse 45.9% 68.2%
*  Clinical Nurse 10.7% 18.5%
2 Manager 23.3%
* CNS 5.7% 10.0%
! Other 4.4%

Total 141% 158%

Note: The 2000 survey only included the items marked with ! or *; the 2010 survey included the items marked
with * or *. Totals equal greater than 100% as most often more than one person was involved in performance
evaluation.

The proportion of personnel involved in the graduairse assessment is
greater than 100% as figures are inclusive of thiiphe contributions to assessment
(Table 4.10). The UWA (2000) survey indicated attrthree quarters of the
assessments were done by the preceptor, whertdss 2010 study there were a
larger number of respondents who nominated the &®tiie primary person

responsible for their evaluation.

4.4.6 Night Shift Participation and Preparation

In both studies, the cohorts were asked how longd from the
commencement of their program before being rostentad night shifts. To elicit a
more detailed data set, the choice of time peraadslable was once more expanded

in the 2010 survey (Table 4.11). Again, the 20atadncludes all respondents.
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Table 4.11. Time Prior to Night Duty Rostering

Time Period 2000 2010
(n=164) (n=202)
> <3 months 20.8%
> 3-6 months 45.5%
! <6 months 29.3%
> 6-9 months 9.4%
' > 6 months 28.7%
> 9-12 months 3.5%
*  Did not do night duty 42.0% 20.8%
Total 100% 100%

Note: 2000 Survey only include the items marked with Lor *, 2010 Survey include the items marked with Zor*,

In the UWA (2000) study, there was little differenoetween those who
commenced night duty in less than six-months, hodd who were given more than
six-months before being rostered to these shiftee 2010 survey shows two-thirds
of respondents were rostered onto night shift$s an six-months from
commencing their transition year. In the UWA (2p6tudy, 42% of respondents did

not do night duty in their graduate year, compaoe®0.8% in the 2010 group.

Respondents were asked how well they felt they wepared for night duty.
To enable more intermediate choices thanvtesor No of the UWA (2000) survey,
the 2010 survey responses were expanded to inthedgptions ofvell prepared
andsomewhat prepare@dndpoorly preparedor no preparation(Table 4.12). Over
three quarters of respondents in the 2010 suntethiey were sufficiently prepared
for the responsibility of night duty, which is coarative to the UWA (2000) group,

where only slightly fewer indicated that they fekll prepared.
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Table 4.12. Preparedness for Night Duty

Time Period 2000 2010
(n=170) (n =165)
2 Well prepared 26.6%
2 Somewhat prepared 50.9%
! Yes (well prepared) 73.5%
2 Poorly prepared 12.7%
2 No preparation 9.7%
! No (not well prepared) 23.0%
Total 96.5% 99.9%

Note: 2000 Survey only included the items marked with ! 2010 Survey included the items marked with 2 ltis
unknown why the 2000 total is not equivalent to 100%.

Almost 40% of respondents in the UWA (2000) surgitgd a lack of
experience as the most problematic area with mght. Only 20% of those who did
night duty in the 2010 survey took the opportunitgzomment on their preparation,
and of these, only two respondents felt that they ihsufficient experience for the
role. The mix of positive and negative commentth& 2010 study regarding night

duty was similar.

4.4.7 Undergraduate Influences

The issue of the theory-practice gap, referrintheoperception of novice
nurses’ lack of preparation for their RN role resgibility, has been widely
discussed in the literature (Evans, et al., 2008; Et al., 2005; Kelly & Ahern,

2009).

4.4.7.1 Undergraduate Preparation for Registered Nurse Role

Respondents were asked to indicate if they felt th@versity education had

prepared them adequately for their role as a Rhe 2010 cohort was in much
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stronger accord that their university preparati@s \&dequate, with almost three
quarters (73%) indicating they felt they had reedigufficient grounding for their
role as a RN (Table 4.13). These findings contramtedly with those of the UWA

(2000) survey.

Table 4.13. Agreement that Undergraduate Education Prepared for RN Role

Response Choices 2000 2010
> Strongly Agree 12.8%
> Mostly Agree 60.6%
' Yes 42.5%
> Unsure 13.3%
' No 57.5%
2 Mostly Disagree 10.8%
2 Strongly Disagree 2.5%
Total 100% 100%

Note: 2000 Survey only included the items marked with ! 2010 Survey included the items marked with 2,

Despite these positive findings, there were stillanber of respondents in the
2010 study who believed there were ways their uyrdeluate education could be
improved. Responses were categorised into themn#snbonstrate the main
commonalities (Table 4.14). More than half theooeslents (54.1%) felt more
practical experience would have helped to bettepgme them for their RN role and
almost one quarter (22.3%) believed more cliniclication would have been of

benefit.
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Table 4.14. Undergraduate Education Improvements

Theme Total Total Uni A Uni B UniC UniD
Responses Responses (n=52) (n=73) (n=16) (n=7)
(n=148) (%) % % % %
More Practical 80 54.1% 44.2% 65.8% 37.5% 42.9%
More Clinical 33 22.3% 23.1% 21.9% 25.0% 14.3%
Time Management 8 5.4% 5.8% 6.8% 0 0
Pharmacology 7 4.7% 1.9% 2.7% 18.8% 14.3%
Less Theory 5 3.4% 1.9% 4.1% 6.3% 0
More Reality 3 2.0% 1.9% 0 12.5% 0
Documentation 3 2.0% 1.9% 0 6.3% 14.3%
Total 139 93.9% 80.7% 101.3%  106.4% 85.8%

Note: Uni A = University A; Uni B = University B; Uni C = University C; Uni D = University D. Totals in the bottom
row do not equal the n = Total Responses; or 100%, as only the more common themes have been depicted here.
Total percentages greater than 100% occur where a respondent has indicated more than one theme, and has
therefore been counted in each of those themes.

4.4.7.2 Higher Education Contribution Debt

Although the ternmHigher Education Contribution Scher(tdECS) was
replaced in 2005 witKigher Education Loan PrografHELP), the former term
was retained in the 2010 survey for uniformity, améhform those still familiar with
the previous term. The respondents were askéeyfwere still paying an education
debt and, if this had any influence on their chatearticipating in additional,
current or future study. Interestingly, the prdjmors of respondents still paying, or
no longer paying off a higher education debt, wekersed in the two studies (Table
4.15). Just over three-quarters of respondeitseir2000 study had a HECS debt,
whereas only slightly more than one quarter of20&0 cohort was still paying off

their liability at the time of the survey.
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Table 4.15. Higher Education Debt

Response Choices 2000 2010
(n=167) (n=203)
Still paying 78.4% 26.1%
Not paying 21.6% 73.9%
Total 100% 100%

Table 4.16 shows that of those nurses who resporededtly the same
proportion in both studies were influenced negdyiveward further study or,

conversely, felt it had no bearing on their futument to pursue additional studies.

Table 4.16. HECS Debt Influence on Further Study

Response Choices 2000 2010
(n=167) (n=118)
Negative influence 61.0% 61.0%
No influence 39.0% 39.0%
Total 100% 100%

4.5 Additional Data Questions

Eliciting information regarding the university attied for their undergraduate
nursing program was employed to determine if thexee apparent differences that
may be associated with the affiliated universityd she respondents’ transitional
experiences and future intentions. While eachemsity’s curriculum and content
must be accredited by the NMBA, there are oftenesdifferences in terms of

program structure, and the length and types oiceirpractice.

4.5.1 Undergraduate Nursing Program

Respondents were asked to indicate at which uniye¢hey had completed

their undergraduate nursing programs. The nundrersiisproportionate as
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universities that have been providing a nurprogramfor a longer perig, and
consequently are more establis, areable to fund and offer a greater numbe
student placesThe names of the universities that were providedhe respondent

selectionhave been c-identified for reporting purposes.

45.1.1 Undergraduate Nursing Program by Gender

Figure 4.1 shows e university where the respondents reported he
completed their undergraduate nursing programoweeall proportions of a
respondents for each university, and the mix ofigefior eac. University E
recorded the greatest number of respondentthe largest number of ma.
University Drecorded the least number of respondents and Wemneno male

respondents frorniversity C, or University C.

Figure 4.1. University Attended and Gender of R espondents
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Figure 4.1. Demonstrates the number of female (blue) and number of male (red) respondents and
the university attended for their undergraduate nursing program.

4.5.1.2 Undergraduate Nursing Program by Age Groups

Further breakdown of individual university demodri&gis given in Table

4.17 and showthe proportions within each e-group category in relation to tl
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university attended for their undergraduate nurgiragram. Data show University
C to have the lowest age profile and Universityh® highest. With only 10
respondents from University D it would be unre@isd claim any meaningful age-

group profiles for this institute.

Table 4.17. Respondent Age-Groups for Individual Undergraduate University

Age Group Uni A Uni B UniC UniD
(n=68) (n=99) (n=24) (n=10)
<21 0.0% 5.0% 20.8% 0.0%
22-29 53.9% 46.5% 41.7% 30.0%
30-39 22.1% 20.2% 33.3% 20.0%
40-49 16.2% 19.2% 0.0% 20.0%
>50 8.8% 11.0% 4.2% 30.0%
Total 101% 102% 100% 100%

Note: Uni A = University A; Uni B = University B; Uni C = University C; Uni D = University D.

Shows percentages of respondent age-groups from each undergraduate university.

4.5.1.3 Undergraduate Nursing Program by Participation in Formal Transition
Program

Specific university data is further analysed (Fegdr2), to show the number of
respondents who participated in a formal transipoygram and in relation to the
university they attended as an undergraduate. nigaie to the small numbers in the
University D and University C cohorts, it is difilt to draw any meaningful
comparisons. Between the two larger universitiesr,e were more graduates who
responded to the survey that were from Universi{@4&8%) and who participated in

a formal transition program than did those fromvénsity A (76.5%).
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Figure 4.2. Proportions of Graduating Nurses P articipating in  Transition

Program
100%
80%
60% H Total
m GNP
40%
20%
0% I 1 I 1
Uni A Uni B Uni C UniD

Figure 4.2. Demonstrates the proportion of participants (blue) who enrolled in a formal graduate RN
transition program from each university attended for undergraduate nursing program.

Of the 17.6%n = 36) RNs who chose not to do a formal progr&% had

prior experience as an EN, and a furthe% as an AIN or equivale. Reasons for

not participating in a program were varied, but trmmenmonly the respondents we

returning to areas they had worked in prior to clatapg theundergradua program

(Table 4.18).

Table 4.18. Reasons for Not Participating in Formal T

ransition Program

University % of Returnto Midwifery Needed Maternity  Didn’t Resigned
Attended Total pre GN Grad Part-time Leave Appeal /

Ward Program Other
Uni A 23% 7 1 1 5 1
Uni B 18% 4 3 3 1 5 1
Uni C 12% 1 1 1
Uni D 10% 1
Total 18% 13 4 4 3 2 2

Note: Uni A = University A; Uni B = University B; Uni C = University C; Uni D = University D.

‘Percent of Total’ is the proportion from each University that did not participate in a GNP.
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45.1.4  Current Employment Sector by Graduating University

Datawas collectewrelated to current employment type at the timenefdurvey
and evaluated in relation the university the respondent haitiende. This is
shown in two figures to demonstrate the distributod thegraduates’ currerhealth
sector, andhe university at which the respondents completed undergraduat

program (Figures 4.3 and 4..

Figure 4.3. Distribution of Graduating U  niversity
By Employment Sector in 2010
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Figure 4.3. Demonstrates the distribution of health sector that respondents were employed in at
time of survey in 2010 for each university.

As can be seen from Figure 4.4, the majority oflgeses were employed a
tertiary hospital, understandy, given ttat tertiary hospitals are the larg
employers of profesonal: within the health systemTraditionally, tertiary hospital
have also been the ones cing the largest number @fansitional program place

with a wider variety of rotational experienc
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Figure 4.4. Employment Sector Distributions by G raduating University
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Figure 4.4. The proportion of RNs by graduating university in type of employment sector at time of
survey in 2010.

4.6 Graduate Nurse Programs

CurrentGraduate Nurserograms (GNPs) appear to Wwell planned ant
organised in termaf access 1 of specific specialties, support personnel andtles
of individual rotation. As discussed, the 2010 survey questionnaire indl
guestions that related to each individual specialtgtion to separate outverse
experiences, and follc changing perceptions of proficiency and sug. These are

presented in the following sectic.

4.6.1 Graduate Nurse Program Commencement and Completion

To cater for the varying tin-frames that nursing students graduate from t
program of studyandcomplete registration processes with pihefessiona
registering bodymost healthcare organisations have more than anenemcemen
date for transitional prograir. As suchtransition program commencement dates

intakes may bstaggered over two or three months at the beginwfiagyear, witl
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additional one or two intakes in the second hathefyear. The query run by the
NMBWA selectedall nurses completing an undergraduate program whsteegd
with them in 2008. This meant that some resporsdenuld have registered early in
that year and others, who most likely finishedthieidergraduate studies later that

year, did not commence work as a RN until 2009 (@ 4019).

Table 4.19. Month and Year of Graduate Nurse Program Commenceme  nt

Month and Year GNP Start Number Percent of total
January / February 2008 22 13.1%
March 2008 4 2.4%
June / July 2008 17 10.1%
August / September 2008 16 9.5%
January / February 2009 94 55.9%
March 2009 12 7.1%
July / August 2009 2 1.2%
Blank but rotations indicate 1 0.6%
participant

Total 168 100%

At the time of the survey, and of those participgiin a transitional program,
78% (n = 130) had completed the program, 15.5% Z6)=still had the intention of
completing, and 6.5% (n = 11) had not completed firegram (Table 4.20). Four

percent (n = 7) of the data was incomplete andahlgt to be analysed.
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Table 4.20. Month and Year of Graduate Nurse Program Completion

Month and Year GNP Completed Number Percent of total
January / February / March 2009 14 8.9%
June / July / August 2009 26 16.6%
January / February / March 2010 87 55.4%
May / June / July / August 2010 11 7.0%
January / February / March 2011 12 7.6%
Incomplete Data 7 4.5%
Total 157 100%

The reasons for not completing the program includedes such as bullying,
stress, and/or other reasons (Table 4.21), andiscassed further in the following

chapter.

Table 4.21. Reasons Graduate Nurse Program Not Completed

Reason Number

Resigned from program (reason not given) 2
Commenced Midwifery Post Grad Diploma
Unable to do / unsatisfactory shiftwork
Graduate Nurse Program too inflexible
Bullying

Stress (not stated from what)

Lack of Support

Completed 2 years of 3 year program

= A — T =W SN )

Started Grad Dip Perioperative Nursing

Total 11

4.6.2 Graduate Nurse Program Length

The available response choices for the GRNs te@atdiwhen they
commenced and completed their program were providetbnth and year format

(for example, January 2008). Of the 86 recordb witmplete data enabling
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estimation of GNP length, 52 were for 12-months 2@dor 13-months.
Consequently, a nurse may have commenced theirdaMf end of a month, and
finished a week or so beyond the 12-months at éginning of the thirteenth month.
As data from the graduate nurse coordinators’ suwees not indicative of 13-month
programs, the 13-month data have been incorponatedhe 12-month data. A total
of 72 (83.7%) respondents participated in a 12-im@nbgram; 54.2% from the
tertiary sector, 19.4% rural, 9.7% in private antP® at secondary hospitals. Eleven
respondents (12.8%) indicated a 24-month prograttm mine of these at tertiary
hospitals and the remaining two in the private@ectThree respondents participated
in an 18-month program, two in tertiary hospitaisl @ne in a large rural

establishment.

4.6.3 Rotation Characteristics

GNPs vary in structure, number of rotations, degesupport and types of
specialty rotations on offer, therefore the experés of the GRN are expected to be

similarly distinct.

4.6.3.1 Specialty Unit Type

The following section demonstrates characteristiush as the type of unit or
specialty, to which the respondent was allocatedh®ir rotations. Specific options
were provided to the respondents to indicate the of unit they worked in for each

rotation (Table 4.22).
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Table 4.22. Specialty Unit Options

Medical Surgical Community Mental Health
Midwifery Paediatric Domiciliary Rural
Emergency Perioperative Critical Care Aged Care

Other (please specify)

Of the 168 respondents indicating participatioa tnansition program, the
majority were allocated to either a medical or staigspecialty for their first
rotation. In Table 4.23 most specialties are shaith two dimensions, the first
where the graduate indicated only one area wasedlodnd the seconplus others,
shows where more than one specialty was indickte@éxample, 21 respondents
worked in combined medical and surgical areas;anidose indicating Mental
Health as the area of work (n = 8) an additional falso worked in other areas.
Combined specialties were most common in ruralresnsecondary hospitals and
some private hospitals where individual units maybe large enough to provide

sufficient experience within a single specialty.
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Table 4.23. First Rotation — Unit Type, Number and Percent of R espondents
Main Unit Type N= (%) Main Unit Type N= (%)

Medical only 50 (29.8%) Surgical only 47 (28.0%)
Medical plus others 76 (45.2%)  Surgical plus others 77 (45.8%)
Medical and Surgical 21 (12.5%) Aged Care 1 (0.6%)
Critical Care 3 (1.8%) Aged Care plus others 4 (2.4%)
Critical Care plus others 7 (4.2%) Mental Health 8 (4.8%)
Domiciliary 1 (0.6%) Mental Health plus others 12 (7.1%)
Domiciliary plus others 2 (1.2%) Paediatrics 4  (2.4%)
Rural 1 (0.6%) Paediatrics plus others 14  (8.3%)
Rural plus others 4 (2.4%) Emergency 2 (1.2%)
Perioperative 8 (4.8%) Emergency plus others 4  (2.4%)

Perioperative plus others 12 (7.1%)

Note: Totals are not given in this table as many specialties are included in others and would therefore be
meaningless, for example, medical and surgical units are sometimes combined, and paediatrics may be surgical,

medical, critical care or perioperative.

Of the 168 respondents participating in a trans#igrogram, 153 (91%)

indicated participation in a second specialty rota{Table 4.24), and 123 (73%) a

third rotation (Table 4.25). Again, the specialtibe graduates worked in are

demonstrated with two dimensions, the first whéeedgraduate indicated only one

area was worked, and the secquids othersshows where more than one specialty

was indicated.
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Table 4.24. Second Rotation — Unit Type, Number and Percent of  Respondents

Main Unit Type N= (%) Main Unit Type N= (%)
Medical only 38 (24.8%) Surgical only 53 (34.6%)
Medical plus others 52 (34.0%) Surgical plus others 69 (45.1%)
Medical and Surgical 12 (7.8%) Aged Care 0

Critical Care 5 (3.3%) Aged Care plus others 1 (0.7%)
Critical Care plus others 9 (5.9%) Mental Health 7 (4.6%)
Domiciliary 0 Mental Health plus others 8 (5.2%)
Domiciliary plus others 0 Paediatrics 4  (2.6%)
Rural 1 (0.7%) Paediatrics plus others 8 (5.2%)
Rural plus others 0 Emergency 5 (3.3%)
Perioperative 12 (7.8%) Emergency plus others 7  (4.6%)

Perioperative plus others 14 (9.2%)

Note: Totals are not given in this table as many specialties are included in others and would therefore be
meaningless, for example, medical and surgical units are sometimes combined, and paediatrics may be surgical,
medical, critical care or perioperative.

Table 4.25. Third Rotation — Unit Type, Number and Percent of R espondents

Main Unit Type N= (%) Main Unit Type N= (%)
Medical only 17 (23.3%) Surgical only 15 (20.5%)
Medical plus others 22 (30.1%) Surgical plus others 20 (27.4%)
Medical and Surgical 4 (5.5%) Aged Care 0 (0.0%)
Critical Care 6 (8.2%) Aged Care plus others 0 (0.0%)
Critical Care plus others 7 (9.6%) Mental Health 4 (5.5%)
Domiciliary 1 (1.4%) Mental Health plus others 0 (0.0%)
Domiciliary plus others 0 (0.0%) Paediatrics 3 (4.1%)
Rural 2 (2.7%) Paediatrics plus others 5 (6.8%)
Rural plus others 0 (0.0%) Emergency 4 (5.5%)
Perioperative 11 (15.1%) Emergency plus others 5 (6.8%)
Perioperative plus others 0 (0.0%) Midwifery 1 (1.4%)

Note: Totals are not given in this table as many specialties are included in others and would therefore be
meaningless, for example, medical and surgical units are sometimes combined, and paediatrics may be surgical,
medical, critical care or perioperative.
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Rotations to the more general specialin the third rotatiorwere not as
frequent as in the earlier rotations, ¢ when compared to previous rotations, th
allocatedto the more acutspecialtiessuch as Critical Care, Emergency i

Perioperative shogc an increase in proportions (Figure 4.5).

Figure 4.5. Comparison of 1 %, 2"* and 3™ Rotation, Numbers of Graduates in
Specialties
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Figure 4.5. Showing number of graduates within specialties over 1%, 2" and 3" rotations.

Fewergraduates (14%) completed a fourth rotation and e\fewer (4.8%) a
fifth. As such, only a brief statistical summary of themwharacteristicis

preseted in Table 4.2
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Table 4.26. Additional Rotations — Unit Type, Number and Percen  t of
Respondents

4" Rotation 5" Rotation
Main Unit Type N= (%) Main Unit Type N= (%)
Medical 6 (25.0%) Medical
Surgical 7 (29.2%) Surgical 1 (12.5%)
Medical and Surgical Medical and Surgical 1 (12.5%)
Critical Care 3 (12.5%) Critical Care
Perioperative 3 (12.5%) Perioperative 3 (37.5%)
Mental Health 2 (8.3%) Mental Health
Emergency 1 (4.2%) Emergency 3 (37.5%)
Rural 1 (4.2%) Rural
Midwifery 1 (4.2%) Midwifery
Total 24 (100%) Total 8 (100%)

4.6.3.2 Specialty Rotation Length of Stay

The majority of rotations were approximately six#tits in duration, with a
one year program generally consisting of two spgciatations, and most usually
providing a mix of either a medical or surgical ekpnce. Some organisations offer
18 to 24 month programs, with latter rotationshie tritical care specialties, such as
Intensive or Coronary Care. From the data provideslas evident that some who
participated in a perioperative rotation considezadh specialty within that area to
be a rotation. A perioperative rotation is gerigrabnsidered a single rotation. This
data was still included in the findings as it cdnited some pertinent points in
regards to the written feedback. The choicesdiogth of stayn a specialty rotation

provided to the respondents are shown in Table 4.27
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Table 4.27. Choices Available to Respondents to Indicate Rotati on Length

Less than 8 weeks 8-12 weeks 13-25 weeks 26-39 weeks
40-52 weeks More than 52 weeks Other (please specify)

The total figures given for each component for@RNs’ first specialty
rotation in Table 4.28 add up to more than the tatanber of respondents who
participated in a transitional program due to treyncombined specialty rotations,

as described previously.

Table 4.28. First Rotation — Weeks Spent in Specialty by Type

Unit Type <8 8-12 13-25 26-39 40-52 >52
weeks weeks weeks weeks weeks weeks

Medical 1 (rural) 12 34 28 1

Surgical 1 (rural) 14 30 28 2 2

Aged Care 1 1 2

Mental Health 2 6 4

Critical Care 4 3

Domiciliary 1 (rural) 1

Emergency 1 1 2

Paediatrics 1 6 6 1

Perioperative 1 4 4 2

Rural 2 1 1

Note: Totals are not given in this table as many specialties are included in others and would therefore be
meaningless, for example, medical and surgical units are sometimes combined; paediatrics may be surgical,
medical, critical care.

Table 4.29 shows the number of participants widaoh category of weeks
spent in their first rotation, and the proportibattnumber represents of the total

responding to that element.
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Table 4.29. First Rotation — Proportions of Total Weeks Spent

<8 8-12 1325 26-39 40-52 >52  Blank Total
Weeks weeks weeks weeks weeks weeks weeks

Number of Total 4 23 73 58 6 3 1 168
Percentage of Total 2.4% 13.7% 43.5% 34.5% 3.6% 1.8% 0.6% 100%

The greatest number of respondents indicated fingtirotation was of 13 to
25 weeks duration (43.5%); followed by those whdidgated their initial rotation was

of 26 to 39 weeks duration (34.5%).

Data for the number of weeks spent in their sespatialty rotation are

shown in Table 4.30.

Table 4.30. Second Rotation — Weeks Spent in Specialty by Type

Unit Type <8 8-12 13-25 26-39 40-52 >52
weeks weeks weeks weeks weeks weeks

Medical 7 17 26 1 1

Surgical 2 13 27 27 1

Aged Care 0 0 0 0 0

Mental Health 1 3 1 2

Critical Care 7 1

Community 1 1 1

Emergency 2 4

Paediatrics 2 1 5

Perioperative 1 1 10

Rural 1

Endoscopy 2

Note: Totals are not given in this table as many specialties are included in others and would therefore be
meaningless, for example, medical and surgical units are sometimes combined; paediatrics may be surgical,
medical, critical care.
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Table 4.31 again, includes the number of partidparnthin each category of

weeks spent, and the proportion that number reptesé the total responding to the

element.

Table 4.31. Second Rotation — Proportions of Total Weeks Spent

<8 8-12 13-25  26-39  40-52 >52 Total
Weeks weeks  weeks weeks weeks weeks  weeks
Number of Total 5 27 56 62 2 1 153
Percentage of Total 3.3% 17.6% 36.6% 40.5% 1.3% 0.7% 100%

The majority of respondents, (40.5%) indicatedrteecond rotation was of 26

to 39 weeks in length; closely followed by thoseateng 13 to 25 weeks for their

second specialty rotation (36.6%).

For their third rotation, GRNs predominately speetween 13 and 25 weeks

in the specialty, and no respondents indicatedyagteater than 40 weeks (Table

4.32); and similarly for those GRNs patrticipatimgfurther rotations (Table 4.33).

Table 4.32. Third Rotation — Proportions of Total Weeks Spent

<8 8-12 13-25 26-39 40-52 >52 Total
Weeks weeks weeks weeks weeks weeks weeks
Number of Total 5 20 37 11 0 0 73
Percentage of Total 6.8% 27.4%  50.7% 15.1% 0 0 100%
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Table 4.33. Additional Rotations — Proportions of Total Weeks S pent

<8 8-12 13-25 26-39 Other Total
Rotation weeks weeks Wweeks  weeks
Fourth Number of Total 5 8 6 3 2 24

Percentage of Total 20.8% 333% 25.0% 12.5% 8.3% 100%
Fifth Number of Total 2 3 2 1 8
Percentage of Total 25.0% 37.5% 25.0% 12.5% 100%

4.6.3.3 Contracted Hours of Work

Hours the GRNs were contracted to work in thestfiotation were
predominately what is considered full time, that38 to 40 hours per week. There
were a small number of graduates contracted to ¥ewkr hours. Responses from
the graduate nurse coordinators’ survey indicatatimost full-time contracted
hours for the GRNs were 40-hours per week, with twatropolitan hospitals
indicating the contracted hours were 37-hours peglw Full-time hours given by
one private organisation’s graduate nurse coordinaére 35-hours per week. As
the options given in the survey questionnaire lierftrst two ranges of contracted
hours were 38-40 or 30-37 (Table 4.34), the GRNaeders working the 35 and 37-
hour week would have been forced to choose a thhtesuggested fewer hours

were worked.

Table 4.34. Choices Available to Indicate Average Contracted Ho  urs per Week

38-40 30-37 20-29 Other (please specify)

No respondent chose théher category, which suggests that half of full time
equivalent (38 to 40 hours per week) is the mininau@RN is required to work in
order to participate in a transitional program.eTatal number of hours worked by

the respondents in their first rotation in relatiorspecialties (Table 4.35) equates to
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greater than the number of nurses participatimgtiansitional program as many

(22%) indicated a combination of specialties suxBlwgical and paediatrics.

Table 4.35. First Rotation — Specialty by Average Contracted Ho  urs

Unit Type 38-40 hours 30-37 hours 20-29 hours
Medical 49 22 5
Surgical 53 18 6
Aged Care 2 2
Mental Health 9 2 1
Critical Care 6 1

Domiciliary 2

Emergency 2 2

Paediatrics 11 3

Perioperative 9 2 1
Rural 1 3

Note: Totals are not given in this table as many specialties are included in others and would therefore be
meaningless, for example, medical and surgical units are sometimes combined; paediatrics may be surgical,
medical, or critical care.

Table 4.36 shows the number of participants whacatdd each category of
contracted hours worked during their first rotatiand the proportion that number

represents of the total responding to that element.

Table 4.36. First Rotation — Average Contracted Hours

Ave Contracted 38-40 hours 30-37 hours 20-29 Blank Total
Hours hours

Number of Total 114 40 13 1 168

Percent of Total 67.9% 23.8% 7.7% 0.6% 100%

More than two-thirds of respondents indicated fufle hours, and slightly

fewer than a quarter indicated 30 to 37 hours Wi average contracted hours.
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Of those working 20 to 29 hours per week, six Weosm tertiary, three private, two
secondary and one from the rural health sectorreNtwan half (n = 25) of those
working 30 to 37 hours per week were from secondamal or private health
organisations, however, this may be attributablécaforementioned data
collection anomaly where respondents were forcedhtmse a value that was not
reflective of their organisation’s full-time hour§wo-thirds of those working full-
time were from tertiary hospitals but this is midetly reflective of the greater

number of respondents who were employed withingagor.

Hours the GRNs were contracted to work in theioasdaotation were similar
to those indicated in the first, with a small desein the percentage who worked

full-time hours and a slight increase in the 2@%shour bracket (Table 4.37).

Table 4.37. Second Rotation — Specialty by Average Contracted H  ours

Unit Type 38-40 hours 30-37 hours 20-29 hours
Medical 34 15 3
Surgical 47 18 5
Aged Care 1
Mental Health 4 1 3
Critical Care 7 2

Community 2 1
Emergency 2 4 1
Paediatrics 7 2

Perioperative 9 2 1
Rural 1

Endoscopy 1

Note: Totals are not given in this table as many specialties are included in others and would therefore be
meaningless, for example, medical and surgical units are sometimes combined; paediatrics may be surgical,
medical, critical care.
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The total number indicated in Table 4.37 equateadce than the number of
nurses participating in a transitional programmasy (13%) had indicated a
combination of specialties, such as surgical phedatrics. The data for the
average hours contracted to work during their sgcotation are shown

proportionately in Table 4.38.

Table 4.38. Second Rotation — Average Contracted Hours

Ave Contracted Hours 38-40 hours 30-37 hours 20-29 hours Total
Number of Total 99 39 15 153
Percent of Total 64.7% 25.5% 9.8% 100%

Of those working 20 to 29 hours per week, eightedesm tertiary, four in
private, two in secondary and one in the rural@ecthe increase in the number of
those working less hours per week in the secoradiont suggests that following
their initial phase of transition, some graduandy ithoose to decrease their average

weekly hours worked.

Hours GRNs were contracted to work in their thisthtion were similar to
those indicated in the first and second rotatibas with a further percentage
decrease in those working full-time hours and aenai@ increase in the 20 to 29-

hour bracket (Table 4.39 and Figure 4.6).
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Table 4.39. Third Rotation — Specialty by Average Contracted Hours

Unit Type 38-40 hours 30-37 hours 20-29 hours
Medical 12 5 5
Surgical 12 2 6
Aged Care

Mental Health 3 1

Critical Care 3 2 1
Community 1

Emergency 3 2

Paediatrics 3 2

Perioperative 8 3

Rural 2

Angiography: Dialysis lea

Note: Totals are not given in this table as many specialties are included in others and would therefore be
meaningless, for example, medical and surgical units are sometimes combined; paediatrics may be surgical,
medical, critical care.

Figure 4.6. Comparison 1 %, 2" and 3™ Rotation, Average Hours Graduates

Contracted to Work
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Figure 4.6. Showing the proportions of graduates within categories of average hours contracted to

d d .
work over 1%, 2"%and 3" rotations.
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Hours worked by those indicating participation dd#ional rotations are

shown in Table 4.40.

Table 4.40. Additional Rotations — Average Contracted Hours

Rotation 38-40 hours 30-37 hours 20-29 hours Total

Fourth Number of Total 13 4 6 23
Percentage of 56.5% 17.4% 26.1% 100%
Total

Fifth Number of Total 2 1 5 8
Percentage of 25.0% 12.5% 62.5% 100%
Total

Note: One participant responding to this section was still to commence the fourth rotation so data is not
included.

4.6.3.4  Support Provision in Specialty Rotations

Respondents were asked to indicate the level gd@tthey perceived was
provided by various personnel throughout theirtiotes. Levels of support available
for selection werextensive, very good, average, occasional, nedgigidmdnot
applicable The options available for support personneliated in Table 4.41, with

a brief description as to the general role defoniti
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Table 4.41. Support Personnel Definitions

Personnel Description

Program Coordinator Most organisations allocate a specific senior role to
coordinate transitional programs

Staff Development Nurse Usually a specific, promotional role to oversee personal
development of unit nurses and provide educational
support. Sometimes referred to as Professional
Development Nurse

Clinical Nurse Manager/ A senior level role in charge of a unit and/or of the relevant
Specialist/Coordinator clinical practices and policies
Preceptor Generally a specific task allocated to an experienced nurse

to guide and assist the novice who is new to an area

Ward/Unit nursing staff The graduate nurses’ colleagues, peers and supervising staff
in a ward or specialty area

Other Of the 11 indicating ‘other’ 6 specified support came from
other graduates and 4 from a graduate support nurse

Tables 4.42 to 4.47 show the degree of suppoiGRHESs perceived they
received from the various personnel in their ficgation. The organisation affiliation

is given in the parentheses next to the totals.

Table 4.42. First Rotation — Extensive Level of Support

Prog Coord SDN CNM/S/C Preceptor Wd/Unit Staff Other
(T =8) (T =26) (T=9) (T =14) (T=20) (T=3)
(S=2) (S =6) (P=3) (P=2) (S =4) (R=1)
(P=1) (P=6) (R=1) (R=3) (P=4)

(R=2) (R=4) (MH=1) (R=6)
(MH = 1)
13 43 16 20 34 4

Note: T = Tertiary; S = Secondary; R = Rural; P = Private; MH = Mental Health

Prog Coord = Program Coordinator; SDN = Staff Development Nurse; CNM/S/C = Clinical Nurse Manager /
Specialist / Consultant; Wd/unit staff = ward or unit nursing staff.
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Table 4.43. First Rotation — Very Good Level of Support

Prog Coord SDN CNM/S/C Preceptor Wd/Unit Staff Other
(T =36) (T =46) (T =37) (T =38) (T =52) (T =5)
(S =6) (S =4) (S =8) (S =8) (S=9) (P=1)
(P=11) (P=13) (P=9) (P=10) (P=14) (R=1)
(R=38) (R=5) (R=5) (R=2) (R=10)

(MH =1) (MH =2) (MH =2) (MH =2)
63 69 61 60 87 7

Note: T = Tertiary; S = Secondary; R = Rural; P = Private; MH = Mental Health

Prog Coord = Program Coordinator; SDN = Staff Development Nurse; CNM/S/C = Clinical Nurse Manager /
Specialist / Consultant; Wd/unit staff = ward or unit nursing staff.

Table 4.44. First Rotation — Average Level of Support

Prog Coord SDN CNM/S/C Preceptor Wd/Unit Staff Other
(T =29) (T =16) (T =30) (T =20) (T =22)
(S =4) (S=3) (S=2) (S=1) (S=3)
(P=5) (P=5) (P=6) (P=4) (P=7)
(R=4) (R=5) (R=5) (R=6) (R=5)
(MH =1) (MH =2) (MH=1) (MH =2)
43 31 44 31 39

Note: T = Tertiary; S = Secondary; R = Rural; P = Private; AC = Aged Care; MH = Mental Health

Prog Coord = Program Coordinator; SDN = Staff Development Nurse; CNM/S/C = Clinical Nurse Manager /
Specialist / Consultant; Wd/unit staff = ward or unit nursing staff.

Table 4.45. First Rotation — Occasional Level of Support

Prog Coord SDN CNM/S/C Preceptor Wd/Unit Staff Other
(T =15) (T =6) (T =16) (T =14) (T=3)
(S=2) (S=1) (S=4) (S=2) (P=2)
(P=6) (P=3) (P=5) (P=5) (R=1)
(R=4) (R=3) (R=6) (R=5)
(MH=1)
27 13 31 27 6

Note: T = Tertiary; S = Secondary; R = Rural; P = Private; MH = Mental Health

Prog Coord = Program Coordinator; SDN = Staff Development Nurse; CNM/S/C = Clinical Nurse Manager /
Specialist / Consultant; Wd/Unit Staff = ward or unit nursing staff.
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Table 4.46. First Rotation — Negligible Level of Support

Prog Coord SDN CNM/S/C Preceptor Wd/Unit Staff Other
(T =8) (T=1) (T=4) (T=6) (R=1)
(S=2) (P=1) (S=1) (S=3)
(P=4) (R=3) (P=3) (P=5)
(R=6) (R=6) (R=5)
(MH=1) (MH =1)
20 5 15 19 1

Note: T = Tertiary; S = Secondary; R = Rural; P = Private; MH = Mental Health

Prog Coord = Program Coordinator; SDN = Staff Development Nurse; CNM/S/C = Clinical Nurse Manager /
Specialist / Consultant; Wd/unit staff = ward or unit nursing staff.

Table 4.47. First Rotation — Support Personnel Not Applicable

Prog Coord SDN CNM/S/C Preceptor Wd/Unit Staff Other
(T =1) (T=2) (T=1) (T=4) (D=1) (MH =4)
(S=1) (S=2) (S=3)

(R=2) (P=1)
(C=1) (R=2)
(C=1)
2 7 1 11 1 4

Note: T = Tertiary; S = Secondary; R = Rural; P = Private; MH = Mental Health; AC = Aged Care; C = Community; D
= Domiciliary

Prog Coord = Program Coordinator; SDN = Staff Development Nurse; CNM/S/C = Clinical Nurse Manager /
Specialist / Consultant; Wd/Unit Staff = ward or unit nursing staff.

The prevailing level of support as perceived by@tNs in this study is

shown to be in theery goodo extensiveange (Figure 4.7).
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Figure 4.7. Level of Perceived Support to GRNs in First Rotatio  n
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Figure 4.7. Shows the majority of perceived levels of support in first rotation for all personnel to
range in the extensive to very good categories.

Tables 4.48 to 4.53 show the degree of suppoiGREs perceived the
received from the various personnel in their secomatior. The breakdown c

organisation affiliation is again, given in parezghs next to the tota

Table 4.48. Second Rotation — Extensive Level of Support

Prog Coord SDN CNM/S/C Preceptor Wd/Unit Staff Other
(T=6) (T=25) (T=12) (T=13) (T=18) (T=3)
(S=1) (S=1) (S=1) (S=4) (S=4)

(P=2) (P=6) (P=3) (P=4) (P=7)
(R=1) (R=2) (R=1) (R=4) (R=4)
(MH=1)
10 34 17 26 33 3

Note: T = Tertiary; S = Secondary; R = Rural; P = Private; MH = Mental Health

Prog Coord = Program Coordinator; SDN = Staff Development Nurse; CNM/S/C = Clinical Nurse Manager /
Specialist / Consultant; Wd/Unit Staff = ward or unit nursing staff.
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Table 4.49. Second Rotation — Very Good Level of Support

Prog Coord SDN CNM/S/C Preceptor Wd/Unit Staff Other
(T=34) (T=37) (T=30) (T=33) (T=54) (T=5)
(S=4) (S=8) (S=9) (S=3) (S=8) (P=2)
(P=6) (P=7) (P=11) (P=9) (P=9)

(R=7) (R=6) (R=9) (R=4) (R=11)
(MH =3) (MH =3) (MH =3) (MH =2) (MH =2)
(AC=1)
54 61 62 52 84 7

Note: T = Tertiary; S = Secondary; R = Rural; P = Private; MH = Mental Health; AC = Aged Care

Prog Coord = Program Coordinator; SDN = Staff Development Nurse; CNM/S/C = Clinical Nurse Manager /
Specialist / Consultant; Wd/Unit Staff = ward or unit nursing staff.

Table 4.50. Second Rotation — Average Level of Support

Prog Coord SDN CNM/S/C Preceptor Wd/Unit Staff Other
(T=27) (T=14) (T=27) (T=24) (T=12) (T=1)
(S=7) (S=1) (S=4) (S=3) (S=3)
(P=2) (P=2) (P=3) (P=1) (P=3)
(R=3) (R=3) (R=5) (R=4) (R=1)
39 20 39 32 19 1

Note: T = Tertiary; S = Secondary; R = Rural; P = Private;

Prog Coord = Program Coordinator; SDN = Staff Development Nurse; CNM/S/C = Clinical Nurse Manager /
Specialist / Consultant; Wd/Unit Staff = ward or unit nursing staff.

Table 4.51. Second Rotation — Occasional Level of Support

Prog Coord SDN CNM/S/C Preceptor Wd/Unit Staff Other
(T=11) (T=9) (T=11) (T=13) (T=5) (T=1)
(P=7) (S=1) (P=4) (S=2) (P=4)

(R=3) (P=6) (R=3) (P=2) (R=1)
(AC=1) (R=5) (R=4) (MH = 1)
22 21 18 21 11 1

Note: T = Tertiary; S = Secondary; R = Rural; P = Private; AC = Aged Care; MH = Mental Health

Prog Coord = Program Coordinator; SDN = Staff Development Nurse; CNM/S/C = Clinical Nurse Manager /
Specialist / Consultant; Wd/Unit Staff = ward or unit nursing staff.
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Table 4.52. Second Rotation — Negligible Level of Support

Prog Coord SDN CNM/S/C Preceptor Wd/Unit Staff Other
(T=12) (T=1) (T=9) (T=3) (P=1)
(5=3) (5=3) (5=1) (5=2) (R=3)
(P=6) (P=3) (P=3) (P=3)
(R=5) (R=3) (R=2) (R=1)
(AC=1)
26 10 16 9 4

Note: T = Tertiary; S = Secondary; R = Rural; P = Private; AC = Aged Care

Prog Coord = Program Coordinator; SDN = Staff Development Nurse; CNM/S/C = Clinical Nurse Manager /
Specialist / Consultant; Wd/Unit Staff = ward or unit nursing staff.

Table 4.53. Second Rotation — Support Personnel Not Applicable

Prog Coord SDN CNM/S/C Preceptor Wd/Unit Staff Other
(T=1) (T=3) (T=1) (T=4) (T=1) (T=80)
(C=1) (5=1) (S=1) (R=1) (S=15)

(R=2) (P=4) (P=22)
(R=3) (R=21)
(C=1) (MH =3)
2 6 1 13 2 141

Note: T = Tertiary; S = Secondary; R = Rural; P = Private; MH = Mental Health; C = Community;

Prog Coord = Program Coordinator; SDN = Staff Development Nurse; CNM/S/C = Clinical Nurse Manager /
Specialist / Consultant; Wd/Unit Staff = ward or unit nursing staff.

Theotherareas of support were mainly from fellow graduaieses; either as
part of the ward staff or via graduate nurse networClinical Coach was also given

asother,as were Doctors.

The proportions of total responders for each gifoomm the first and the
second rotation are diagrammatically presentechable better comparison of the

levels of support as perceived by the graduategi(és 4.8 to 4.14).
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Figure 4.8. Comparison of 1 * and 2" Rotation, Perceived Support from
Program Coordinator
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Figure 4.8. Comparison of 1* and 2" rotation support from Program Coordinator.

There wasninimal change i the perceived support from the Progr
Coordinator between the two rotati. The morecommon areas to record le
support from the Program Coordinator were fromegithe Private or Rural sectc

(Figures 4.9 and 4.1(

Figure 4.9. 1% and 2" Rotation, Perceived Support from Program Coordinato r
in the Private Sector
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Figure 4.9. Comparison of 1° and 2" rotation support from Program Coordinator in the Private
sector.
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Figure 4.10. 1% and 2" Rotation, Perceived Support from Program Coordinato r
in the Rural Sector
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Figure 4.10. Comparison of 1* and 2" rotation support from Program Coordinator in the Rural
sector.

Figure 4.11. Comparison of 1 * and 2" Rotation, Perceived Support from SDN
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Figure 4.11. Comparison of 1% and 2" rotation support from Staff Development Nurse.

While theextensiveandvery goodatings remain at a reasonable leve
supportfrom the SDI, frequencies obccasionalandnegligiblesupport shown
increase in the second rotal. This appears to have occurred predominately w

the secondary and private sect
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Figure 4.12. Comparison of 1 * and 2" Rotation by Sector ; Perceived SDN
Occasional & Negligible Support
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Figure 4.12. Comparison of 1* and 2" rotation Occasional and Negligible support by sector from
Staff Development Nurse.

Figure 4.13. Comparison of 1% and 2™ Rotation, Perceived Support from
CNM/S/C
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Figure 4.13. Comparison of 1° and 2" rotation support from Clinical Nurse Manager/Specialist/
Consultant.

The perceived support from the Clinical Nurse Mama§pecialist o
Consultan{CNM/S/C)appears to have improved slightlgtween the two rotatior

(Figure 4.13).Minor differences between the two rotations emd for preceptor or
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mentor support, in particular an increase inextensive supparpredominately ir
the secondary ahprivate sectors; and a decrease irnegligiblegroup that was

distributed amongst all areas (Figure 4.

Figure 4.14. Comparison of 1 ' and 2™ Rotation, Perceived Support from
Preceptor/ Mentor
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Figure 4.14. Comparison of 1% and 2" rotation support from Preceptor/ Mentor.

Third rotation perceptions supportshow that the perceived levels
extensiveandvery goochave continued tdecrease in the categoriesProgram
Coordinator anéDN, but have retained similar ratios asvpoess rotations for othe

elements of support (Figure 4..
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Figure 4.15. Comparison of 1 %, 2" and 3™ Rotation, Perceived Extensive and
Very Good Support from all Categories
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Figure 4.15. Comparison of 1%, 2" and 3" rotation levels of extensive and very good support.

Conversely, the incidence occasionalor negligiblesupport provides

between the rotations shows a marked increasesaaliqsersonnel (Figure 4.1.

Figure 4.16. Comparison of 1 %, 2"* and 3™ Rotation, Perceived Occasional and
Negligible Support from all Categories
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Figure 4.16. Comparison of 1%, 2" and 3™ rotation levels of occasional or negligible support.
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Levels of support provided to those GRNs who pigdied in further rotations
are demonstrated in Table 4.54 and show a contittead of an increase in ward or

unit based support and a corresponding decredbke more senior levels of support.

Table 4.54. Additional Rotations — Levels of Support in Fourth and Fifth
Specialities

Rotation Level of Support Program SDN CNM/S/C Preceptor = Wd/Unit
Coord (n=) (n=) (n=) Staff (n =)
(n=)
Fourth V Good/Extensive 7 12 9 11 18
Occasional/Negligible 7 7 7 3 2
Fifth V Good/Extensive 0 3 4 5 6
Occasional/Negligible 5 4 4 2 1

4.6.3.5 Supernumerary Time to Full Patient Load Allocation

For each specialty rotation, respondents were askiglicate how long they
had worked in a supernumerary capacity before bgiven the responsibility of a
full patient or client load. It is assumed that tlae graduand becomes more
competent and confident with their skills and knedge, the consequent rotations to
different units will require shorter periods of #nfor orientation. Table 4.55 shows
the number of respondents for each supernumeragygeriod and the type of

organisation they were working in for their firstation.
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Table 4.55. First Rotation — Supernumerary Days to Full Patient Load

Time Total T S Private  Rural MH AC C
1* day 8 3 1 2 1 1
1 day 10 5 1 4
2-3 days 71 37 10 11 9 2 2

(inc MH,AC,P) (inc S,T,R)
4-7 days 53 33 2 10 5 1 2
7-14 days 20 14 1 2 3
Up to 1 month 6 4 1 1
> 1 month 2 2

(Periop)

Total 170 96 16 28 22 3 3 2

Note: T = Tertiary; S = Secondary; R = Rural; P = Private; MH = Mental Health; AC = Aged Care; C = Community;
Periop = Perioperative.

Shows the number of respondents from each sector indicating the supernumery days allowed prior to being
allocated a full patient load.

Of the 18 respondents who indicated that they wemgaired to take a full
patient load, either on their first day on the wardinit, or following one day’s
orientation, eight had previous experience as edheéAIN or a PCA, and seven had
no prior experience in healthcare. Of those wilprior experience, four of the

seven were from tertiary hospitals.

Table 4.56 shows the second rotation respondesrigth of time worked in a

supernumerary capacity before being given a fulepaor client load.
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Table 4.56. Second Rotation — Supernumerary Days to Full Patient Load

Time Total T S Private  Rural MH AC C
1* day 11 5 1 4 1

1 day 30 21 2 7

2-3 days 62 34 8 10 6 2 1 1
4-7 days 30 21 1 5 3

7-14 days 6 4 2

Up to 1 month 7 2 2 1 2

> 1 month 4 3 1

Total 150 90 14 23 19 2 1 1

Note: T = Tertiary; S = Secondary; R = Rural; P = Private; MH = Mental Health; AC = Aged Care; C = Community;
Periop = Perioperative.

Shows the number of respondents from each sector indicating the supernumery days allowed prior to being
allocated a full patient load.

When @mpared to the first rotation, there was an in@eashe number ¢
respondents who were expected to take on a futidbad within on-day of their
new specialty rotation and a marked decrease setlhuno were allowed four-

seven, or seven to Hays as a supernumerataff member (Figure 4.1°

Figure 4.17. Comparison of 1  and 2" Rotation, Supernumerary Days to Full
Patient Load
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Figure 4.17. Compares proportions of respondents in 1% and 2" rotation indicating supernumerary
days in ward or unit to full patient or client load.
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Changes in the number supernumerary days allocatiedthe GRN for thei

new specialty rotation occurred across all sedfeiures 4.18 to 4.2.

Figure 4.18. Comparison of 1 * and 2" Rotation, by Sector , One Day to Full
Patient Load
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Figure 4.18. Shows increase in number of respondents between 1% and 2" rotation taking full
patient load after one day.

Figure 4.19. Comparison of 1 ' and 2" Rotation, by Sector , 4-7 Days to Full
Patient Load
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Figure 4.19. Shows decrease in number of respondents between 1% and 2" rotation taking full
patient load after 4-7 days.
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Figure 4.20. Comparison of 1 * and 2" Rotation, by Sector , 7-14 Days to Full
Patient Load
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Figure 4.20. Shows decrease in number of respondents between 1* and 2" rotation taking full
patient load after 7-14 days.

While there was an overall decreasisupernumerartime for the GRN:
second rotatiorthere was an increase in the number of responwho indicated
their supernumerarnyme for their second rotation was up to, or maEnt one
month (Figure 4.21)The majority of these were for perioperative ratasi, or othe

specialised areas such as paediatrics, Critica Gathe Emergency Departnt.

Figure 4.21. Comparison of 1 ' and 2™ Rotation, by Sector , Up to, or More than
One Month to Full Patient Load
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Figure 4.21. Shows increase in number of respondents between 1% and 2" rotation taking full
patient load from up to, or more than one month.
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Respondents participating in a third rotation desti@ted a small increase
the proportion of respondents who were expectedk® on a full patient load with
oneday of their new specialty rotation and a markecteise in those who we

allowed fou to seven days assupernumerargtaff member (Figure 4.2.

Figure 4.22. Comparison of 1 ', 2" and 3™ Rotation, Supernumerary Days to
Full Patient Load
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Figure 4.22. Comparison of proportions for 1%, 2" & 3" rotation supernumerary days in ward / unit
to full patient or client load.

While there is an increase in tproportionsof GRNs who were allocate
fewersupernumeral days for their third rotation (Figure 4.22)ere is again a
increase in the number of respondewho indicated theisupernumeral time was
between seven and 14 days, or more than one I. Half of the responden
indicating thus were for perioperative rotationd #&me remaining were for oth
specialised areasych as paediatri, where previous more geralised experience
not able to be drawn upon to base much of the reduew knowledge and ski
and, as such, is to be exper. Table 4.57 demonstrates the continued trend
reduction insupernumeral days to a full patient load for the adonal rotations,

with the exception of the specialties requiringrasreased orientation tirr
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Table 4.57. Additional Rotations — Length of Time to Full Patie nt Load

Rotation First Day 1Day 2-3Days 4-7Days >7Days >1Month Total

(n=) (n=) (n=) (n=) (n=) (n=)
Fourth 3 5 10 1 1 1 23
(MH) (periop) (periop)
Fifth 2 3 1 1 8

Note: MH = Mental Health; periop = Perioperative.

4.6.3.6 Perceived Benefits of Specialty Rotations

The final segment within each section relatinguesiions on specialty
rotation experiences gave respondents the opptrtionprovide open-ended
responses to the following questions:

* What areas were beneficial with this rotation?

e What areas were problematic with this rotation?

* What caused the most stress for you in this rat&tio

* Do you have any other comment you would like toenadout

this rotation?

Comments in relation toeneficial areasvere themed into four basic streams
of learning (knowledge) clinical (gaining clinical skills) supportandtime
managemerso these could be quantified for further comparisOf the 153
participants who took the opportunity to responthis question, the majority
(43.8%) foundearningto be of the greatest benefit in their first rataf followed
by clinical (35.9%),support(27.4%) andime managemer{i9.6%). Many
responses were themed under more than one corctEyawere deemed to contain

multiple perceptions dbenefits
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In the second rotation, of the 138 participants wduk the opportunity t
respond to the question of perceived aredenefit the majority of graduate
(56.5% once more founlearningto be of the greatest benefit of the rotati
followed byclinical (41.5%), support(34.8%) andime manageme (8.7%). As
with the first rotation, many responses were deetoewntain multiple perceptior
of benefits and, as such, were themed under maredhe conce. While the
ranking of the most common themeere the same as the first rotation,
percentage of the whole number of responses ireddas all, with the exception «
time managementvhich decreased by more than half from the firttion

responses (Figure 4...

Figure 4.23. Comparison of 1 * and 2™ Rotation, Perceived Benefits Response
Themes
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Figure 4.23. Shows increases and decreases in proportions of responses between 1% and 2" rotation,
indicating learning, clinical, support, and time management themes of perceived areas of benefit.

Of the 64 participants in the third rotation whokdhe opportunity to respor
to the question of perceived areadbenefif the majority of GRNs (56%) once
more foundearningto be of the greatebenefitin the rotation.Suppor (29.7%)

rated the second most common themeclinical (21.9%9 moved to a lowe
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ranking; withtime manageme (8.7% remaining the same (Figure 4.. An
additional theme afonfidenc became evident in this rotation with % indicating

it to be abenefit

Figure 4.24. Comparison of 1 %, 2" and 3™ Rotation, Perceived Benefit s
Response Themes
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Figure 4.24. Shows increases and decreases in proportions of responses between 1%, 2" and 3™
rotations, indicating learning, clinical, support, time management and confidence themes of
perceived areas of benefit.

In the fourth and fifth rotationlearningcontinued to dominate the then

(more than half in both groups), followed support,confidenceandcompetence

4.6.3.7 Perceived Problems in Specialty Rotations

Respondents were also asked to describe whattheatelt wereproblematic
in their specialty rotatior. There were more themes used for this sector the
areas obenefitas it was felt any further compaction of themes lb@iminish the
context and lose the sense of the issues that cwttgraduates the most (Ta
4.58). Of the 168 who participated in a GNP, almost-quarter reported that the

did not experience a real problems.
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Table 4.58. First Rotation — Perceived Problems

Theme Number % of Respondents
(n=168)
Nil (no problems experienced) 40 23.8%
Lack of support 33 19.6%
Workload 27 16.1%
Lack of competence 25 14.9%
Busyness of the unit 15 8.9%
Poor skill mix of staff 11 6.5%
Bullying 7 4.2%
Other 22 13.1%

Note: Totals are not given for this table as some respondents indicated more than one theme in their response
so are counted within each theme.

In their first rotation, responders who were ireaandary sector hospital were
most likely to indicate &ack of supporas being problemwith 26.7% denoting
thus; and the least likely to reportagk of supports gproblemwere respondents
from tertiary hospitals. Where a respondent hdated a dual organisational type,
for example, a tertiary private hospital, the res@has been included in each of

those categories (Table 4.59).

Table 4.59. First Rotation — Sector Respondents Reporting Lack of Support

isati Total Responses for % of Total in Sector
Type of Organisation _
Perceived Problems Citing Lack of Support

Secondary 18 26.7%
Private 27 18.5%
Rural 24 18.9%
Tertiary 99 17.7%
Total 168 19.6%
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Further breakdown of those describing tlak of supportvas perceived as a
problemin their first specialty rotation showed more thmeaif (57.6%) were aged
less than 30-years, and slightly less than halb@3 indicated they had no prior
employment in a health related occupation. Thdse attended University D as an
undergraduate student showed a slightly highergotimm (22.2%) detailingupport
related problems than other universities, with @nsity A showing 21.2%,
University B 20.2%, and University C the least,i4.3%. Conversely, University
D had the greatest proportion of respondents wticated that they haab
problemsin their first rotation (this is including all pptem themes), and University
C showed the least number of graduates (9.5%)atidig they hadho problems

during their first rotation.

Of the 168 responding to the first rotatimmblemsqguestion, three respondents
cited they felt that they were not using the knalgke and skills they had gained
during their undergraduate education. All thre¢hee indicated that University A
was the place of their undergraduate nursing progtiaey were in the 20 to 29 year-
old age bracket; were female; and, had not indicatey prior health care experience
before graduating. The specialties they workefirtheir first rotation were
paediatrics, rehabilitation and mental health. Tithe three indicated future
careers in nursing, however, the third had resighethg her graduate program to

pursue a non-nursing degree.

During their second specialty rotation a greatepprtion of respondents
indicated they had not experienced any areas teejved aproblematic For

those who did, the thentack of supportvas again the most predominateblem
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indicated and was reported more commonly in thexpad rotatiorthan their first

(Table 4.60).

Table 4.60. Second Rotation

—Perceived Problems

Theme Number % of Respondents
(Total = 153)
Nil (no problems experienced) 46 30.1%
Lack of support 41 26.8%
Workload 14 9.2%
Lack of competence 21 13.7%
Busyness of the unit 8 5.2%
Poor skill mix of staff 7 4.6%
Bullying 4 2.6%
Other 32 20.9%

Note: Totals are not given for this table as some respondents indicated more than one theme in their response

so are counted within each theme.

Dataproportions in relation to perceiviproblemsare compared between t

first and secondpecialtyrotation response (Figure 4.25).

Figure 4.25. Comparison of 1 * and 2™ Rotations , Perceived Problems Themes
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Figure 4.25. Shows changes in proportions of respondents who perceived problems between 1% and
2" rotations according to themes allocated.

CHAPTER 4. Findings

161




Themes such dsusyness, lack of competence, poor skill-amebullying were
reported by the graduates as a perceived probfaditional themes opoor
communicatior(6.5%) andunprofessional behavioyb.6%) emerged in their second
rotation, as did those ot using skilldearned in their undergraduate nursing
program (2.8%) or, where the work wapetitiveor boring (4.7%). The concept of
program structureas an issue was also evident from the respongbisirotation,

with 4.7% (n = 5) indicating thus.

As in the findings of the first rotation, resporgl@rho were in a secondary
level hospital were more likely to indicate thdaek of supportvas as @roblem,
(62.5%) and at more than twice the rate of thé fotation. Those from the rural
sector were the least likely to repottak of supports aproblem with the rate half

of that recorded in the first rotation (Table 4.61)

Table 4.61. Second Rotation — Sector Respondents Reporting Lack of Support

Type of Organisation Total Responses for % of Total in Sector
Perceived Problems Citing Lack of Support

Secondary 15 40.0%

Private 24 37.5%

Tertiary 93 24.7%

Rural 21 9.5%

Total 153 26.8%

Comparison of the ratios between the first and s&cotations of total
responses themed a€k of supportlearly illustrates the substantial increase in

occurrence within three of the four organisatisedtors (Figure 4.26).
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Figure 4.26. Comparison of 1 * and 2™ Rotations, Lack of Support — Sector
Type
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Figure 4.26. Changes in proportions of lack of support theme between 1% and 2" rotations by Sector
type.

Of those GRNs who perceived tllack of supportvas aproblen in their first
specialty rotation, more than half (5%) were aged less than $6ars; similarly, ir
the second rotation, % were aged less than 30-yeaFsgure 4.27 also compar
the proportion of respondents reportlack of supporas a problenand is related to
the university the GRN attended as an undergra. For the second rotation, thc
who attendedUniversity E as an undergraduate student showed a higher piap
(32.4% who indicatecsupportrelated problems than did respondents wtd
attended other universities, wUniversity A showing 22.4%Jniversity C no
change from the first rotation (2:%), and University Ghe least again, but wi
somewhat more for the second rotation (%) compared to the first rotatic

(14.3%).
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Figure 4.27. Comparison of 1 ' and 2™ Rotations, Lack of Support -
Undergraduate University Attendance
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Figure 4.27. Shows changes in proportions of lack of support theme between 1% and 2" rotations by
the university attended as an undergraduate.

As in the first rotationwhile theGRNs who had attended Universit
recordedhe largest proportioof lack of suppores gproblem this cohot
conversely hathe greatest pportion of GRNs who recordetiat they experienc
no problemg35.1%) University C GRNs who recorded the lesproportion olack
of supportas gproblen, had the least proportion (10.5%) of GRNs indice that

they experiencedo problem (Figure 4.28).
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Figure 4.28. Comparison of 1 * and 2™ Rotations, Ratios of Nil Problems by
Undergraduate University Attendance
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Figure 4.28. Shows changes in proportions of no reported problems between 1% and 2" rotations by
university attended as undergraduate.

There was an increase in comments related to gwomeinication
unprofessional behaviour and bullying, as well @glgates who felt that the
second rotation was either boring, repetitive os wat adequately utilising the

undergraduate educat.

For their third rotatiorlack of supportvas once more the stronger theme of
areas that respondents felt wproblematic although noas commonl as in the
second rotationThe more frequent themes are depicted in Tablewiti the
numbers angroportions of all responding to the quon compare. The first and

second rotationare furthe illustrated in Figure 4.29.
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Table 4.62. Third Rotation

— Perceived Problems

Theme N = % of Total
Nil (no problems experienced) 27 37.0%
Lack of support 16 21.9%
Workload 5 6.8%
Lack of competence 7 9.6%
Busyness of the unit 3 4.1%
Poor skill mix of staff 1 1.4%
Bullying 2 2.7%
Minimised experience 8 11.0%

Note: Totals are not given for this table as some respondents indicated more than one theme in their response

so are counted within each theme.

Figure 4.29. Comparison of 1 st 2" and 3" Rotations, Perceived Problems
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Figure 4.29. Shows changes in proportions of perceived problem themes between 1%, 2" and 3™

rotations.

Themes such dack of competence, workloathdbusyness reported by the

graduates as a perceivproblemcontinued, but at much lower rates than

previous specialty rotatio. An additional theme ahinimised experien (11%)

appeared in this rotation and was included to depere¢orted perception that
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rotation did not provide an adequate amount ofedinencounters and learning
opportunities. The responders included in thisocoWere all in the younger age
groups; half were at tertiary hospitals with thenaénder in private or rural sectors.
The GRNs felt the rotation lacked challenge, wasnigoor there were not enough
patients for whom to provide nursing care. Twoenierperioperative rotations and

another two were in Critical Care units.

As with both the first and second rotations, a gneproportion of secondary
sector responders were more likely to indicate éhkzick of supportvas agproblem
with more than double the average; and the leealylto reporiack of suppores a

problemwere those from rural organisations (Table 4.63).

Table 4.63. Third Rotation — Sector Respondents Reporting Lack of Support

Type of Sector Total Responses % Citing Lack of Support
Tertiary 35 22.9%
Secondary 11 45.5%
Private 15 13.3%
Rural 12 8.3%
Total 73 21.9%

Comparison of the ratios of total responses theas¢éatk of supporbetween
the first, second and third rotations illustratesarked decrease in lack of support
being perceived as a problem in private organisatand a moderate decrease in

both tertiary and rural sectors (Figure 4.30).

CHAPTER 4. Findings 167



Figure 4.30. Comparison of 1 %, 2" and 3™ Rotations; Ratios of Lack of
Support Theme by Industry Sector
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Figure 4.30. Shows changes in proportions of lack of support theme between 1%, 2" and 3" rotations
by sector.

There was an increase in comments related to & étasckingcompetency
for the specialty rotatic, as well as GRNs who felt the rotation was not sidhit in

offering learning experienct.

In the remaining specialty rotatic, lack of supportontinued to featur
strongly in theproblen themes and similarly in the causesties: themes. A new
theme emerged in the fifth rotation relateqproblemsand was codelack of
respect with commentfrom older age-groups such akack of respect fror
younger staff; few staff not prepared to accepfjuagement and treated me like

student”.

4.6.3.8 Perceived Causes of Stress for Specialty Rotations

The responses to the question that awhat caused most stress for you in-

rotation were again coded under more than theme whemore than one cau:
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was expressed. First rotation causestissas perceived by the GRNs are shown in

Table 4.64.

Table 4.64. First Rotation — Theme Proportions for Perceived Ca  uses of Stress

Theme N = % of Total
Nil (no causes of stress reported) 24 14.3%
Workload 27 16.1%
Lack of support 26 15.5%
Time management 24 14.9%
Lack of knowledge 18 10.7%
Poor communication 13 7.7%
Busyness of the unit 11 6.5%
Bullying 9 5.4%
Poor skill mix of staff 7 4.2%
Work-life balance 6 3.6%
Total 165 99.9%

The majority of responses relating to taises of most stresg&re themed
underworkload, lack of suppodndtime managemenPoorcommunicatiorwas
cited on several occasions and related predominttelolleagues (76.9%) and, on
two occasions, to medical staff. Secondary holspitad the greatest ratio of
respondents who cited thewrkloadwas a majostressor while those from tertiary

organisations had the least (Table 4.65).
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Table 4.65. First Rotation — Sector Respondents Reporting Workl oad Cause of
Stress

T o sectr Tl Resporse for % f st i
Secondary 18 26.7%
Private 27 22.2%
Rural 24 18.2%
Tertiary 99 7.3%
Total 168 16.1%

As with causes gbroblems the second most commonly mentioned cause of
stressas perceived by the GRNs wakaek of support The responses were again
tabulated against the type of organisation whezeeéspondent worked (Table 4.66).
While lack of supportvas seen asm@oblemby a greater ratio of secondary hospital
respondents, the largest ratio of GRNs who perddaek of supportvas a major
stressomwas from the rural sector. Once more, tertiargpital respondents had the

smallest ratio of responders who indicatddck of supportvas a cause attress

Table 4.66. First Rotation — Sector Respondents Reporting Lack of Support
Cause of Stress

Type of Sector Total Responses for % of Total in Sector
Perceived Stress Citing Lack of Support

Rural 24 31.8%

Private 27 14.8%

Secondary 18 13.3%

Tertiary 99 10.4%

Total 168 15.5%

Responses were similarly themed for the secondaperotation, and again,
due to the open-ended nature of the responses,ofterecoded under more than one

issue (Table 4.67).
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Table 4.67. Second Rotation — Theme Proportions for Perceived C  auses of
Stress

Theme N = %
Nil (no causes of stress reported) 40 26.1%
Workload 33 21.6%
Lack of knowledge 32 20.9%
Lack of support 26 17.0%
Patients / clients 17 11.1%
Time management 9 5.9%
Poor communication 8 5.2%
Poor skill mix of staff 7 4.6%
Busyness of the unit 7 4.6%
Bullying 6 3.9%
Work-life balance 5 3.3%
5 3.3%

Patients dying

Note: Totals are not given for this table as some respondents indicated more than one theme in their response
so are counted within each theme.

As for the first rotation, the majority of respoaselating to theauses of most
stresswere coded under the themesnairkload,andlack of suppor{Table 4.66).
However lack of supporivas superseded lgck of knowledgen the percentage

rankings, and further changes were seen with aeased proportion of

patients/clientoriginating perceptions aftress(Figure 4.31).
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Figure 4.31. Comparison of 1 * and 2" Rotation, Ratios of Stress Themes
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Figure 4.31. Shows changes in proportions of various stress themes between 1* and 2" rotations.

The secad rotation data relateto workload ascause of th respondents’

stress was analyse(Table 4.68, and when contrasted with thercentage of the

first rotation respons, divergent findings are seen betwdle@ workplace sectc

(Figure 4.32).

Table 4.68. Second Rotation — Sector Respondents Report ing Workload Cause

of Stress

Type of Sector

Total Responses for
Perceived Stress

% of Total in Sector
Citing Workload

Tertiary 91 22.0%
Secondary 14 7.1%
Private 24 29.2%
Rural 19 15.8%
Total 148 21.6%
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Figure 4.32. Comparison of 1 * and 2™ Rotations, Ratios of Workload Themes
in Relation to Stress
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Figure 4.32. Shows considerable changes in sector proportions of workload related stress themes
between 1% and 2™ rotations.

Unlike the first rotation, the second most commankntioned source of
stressas perceived by the graduates in their secontionfavas dack of
knowledge Both the tertiary and secondary sector respasded the highest ratio

of respondents who reportedbaak of knowledgeontributed tastresg(Table 4.69).

Table 4.69. Second Rotation — Sector Respondents Reporting Lack of
Knowledge Cause of Stress

Type of Sector Total Responses for % of Total in Sector Citing
Perceived Stress Lack of Knowledge

Tertiary 91 25.3%

Secondary 14 28.6%

Private 24 8.3%

Rural 19 15.8%

Total 148 20.9%

As lack of supportvas the second most common theme reported inrge f

rotation, the data from that rotation are showncfamparison against those for the
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second rotation (Figure 4.33) and illustrate soifferénces between the data sets,

predominately within the rural, private and secogdctors.

Figure 4.33. Comparison of 1 * and 2" Rotations, Ratios of Workload Themes
in Relation to Stress
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Figure 4.33. Shows changes in sector proportions of workload related stress themes between 1% and
2" rotations.

Otherstressrelated themes reported in their second rotatierepoor
communicatior(n = 6), all from the tertiary sector, with four surgical and one each
in medical and perioperative units; goatients dyingn = 4), also from the tertiary
sector, with three of the specialty rotations irdioal wards and the fourth a critical

care unit.

Third rotation responses again showed an increaeiproportion of

respondents who reported stress (Table 4.70).
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Table 4.70. Third Rotation — Theme Proportions of Perceived Cau

ses of Stress

Theme Number Percent
Nil (no causes of stress reported) 23 31.5%
Workload 5 6.8%
Lack of knowledge 10 13.7%
Lack of support 15 20.5%
Patients / clients 7 9.6%
Time management 0 0

Poor communication 4 5.5%
Poor skill mix of staff 3 4.1%
Busyness of the unit 4 5.5%
Bullying 4 5.5%
Work-life balance 1 1.4%
Patients dying 2 2.7%

Note: Totals are not given for this table as some respondents indicated more than one theme in their response
so are counted within each theme.

Unlike the earlier rotations, in the third rotatiahe foremost perceived cause
of most stressvaslack of support The perception ofrorkloadas the primary
contributor to feelings aftresshad reduced, and there were no reportsd
managementonsidered to be an issue. Taients / clientgontributing to

perceptions o$tresscontinued to be seen as a problem (Figure 4.34).

CHAPTER 4. Findings 175



Figure 4.34. Comparison of 1 st 2" and 3" Rotations, Ratios of Stress Themes
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Figure 4.34. Shows changes in proportions of stress themes between 1% 2" and 3" rotations.

4.6.3.9 Other Specialty Rotation Comments

Respondents were asked if they had further commenthey wished to mak
in regards to their individual specialty rotati. For this section the qualitative d:
werequantified into five categories ranging frcvery positivelo very negativ.
Examples opositivecomments included: “Fantastic rotatigmeat introduction to
busy postperative ward, great team”, and “Loved it, chasstay on this ward aft:
the GNP”; while examples negativecomments included: “Most unenjoyab
worst experience, thought of quitting nursing food”, and “Couldn’ wait for it to
end”. For their first rotation, of the 72 respondents viak the opportunity t
provide further information, 22 respon were codedery positiv:and an additional
22 asmostly positive Only five responses were codedvasy negativ with a further
22 asmostly negativ. Of thevery negativethe sectorsvhere the responde
worked were spread across each. Tables 4.71 and 4.72 provide furtt

breakdown of the responses in relation to the sthatthe GRN worked it
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Table 4.71. First Rotation — Sector Type, Proportion of Positiv. e Comments

Type of Sector Total Responders % of Total Positive
Comments

Tertiary 99 30.2%

Secondary 18 26.7%

Rural 24 22.7%

Private 27 18.5%

Total 168 26.8%

Note: Includes both very positive and mostly positive comments and shows the proportion of all GNP
participants within each sector expressing positive comments in their first rotation.

There were equivalent proportionspafsitiveandnegativethemes from the

GRN respondents from both the secondary and thatprsectors.

Table 4.72. First Rotation — Sector Type, Proportion of Negativ. e Comments

Type of Sector Total Responders % of Total
Negative Comments

Tertiary 27 13.5%

Secondary 99 26.7%

Rural 24 18.2%

Private 18 18.5%

Total 168 16.1%

Note: Includes both very negative and mostly negative comments and shows the proportion of all GNP
participants within each sector expressing negative comments in their first rotation.

The data related to the second rotafimther commentsvere similarly coded
into the range ofery positiveo very negativehemes. Of the 74 respondents who
took the opportunity to provide further informatjd®? were coded agry positive
and 28 asnostly positive Only four responses were codedrasy negativevith a
further 21 agnostly negative Tables 4.73 and 4.74 give a further breakdowth@f

positiveandnegativeresponses in relation to the type of sector workedr'he ratio
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of positively themed responses related to the axhdit commentfrom all sectors

showed minimal change compared to those of therbtation (Figure 4.3%

Table 4.73. Second Rotation — Sector Type, Proportion of Positive Comments

Type of Sector Total Responders % of Total
Positive Comments

Tertiary 93 29.0%

Secondary 15 26.7%

Private 24 16.7%

Rural 21 23.8%

Total 153 26.1%

Note: Includes both very positive and mostly positive comments and shows the proportion of all GNP
participants within each sector expressing positive comments in their second rotation.

Figure 4.35. 1% and 2" Rotations , Additional Comments Ratios of Positive
Themes
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Figure 4.35. Shows changes in sector proportions of positive comment themes between 1% and 2"
rotations.

CHAPTER 4. Findings 178



Table 4.74. Second Rotation — Sector Type, Proportion of Negative Comments

Type of Sector Total Responders % of Total Negative Comments
Tertiary 93 13.2%
Secondary 15 21.1%
Private 24 16.7%
Rural 21 21.4%
Total 153 16.3%

Note: Includes both very negative and mostly negative comments and shows the proportion of all GNP
participants within each sector type expressing negative comments in their second rotation.

Again, there were minimal changes in the proposgiohgraduates providing
negativelyrated response in tifurther commentamangst the tertiary, private ar
rural sectors.There was a moderate increase within the secorséatgr and only
small reduction within the tertiary sector respan@agure 4.3¢. Overall, the
proportions ofpositive andnegativecomments have differed only marginally w

less than a percentage point change between

Figure 4.36. Comparison of 1 ' and 2™ Rotation, Ratios of Additional
Comments Negative Themes
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Figure 4.36. Shows changes in sector proportions of negative comment themes between 1% and 2™
rotations.

CHAPTER 4. Findings 179



Of the third rotation GRN(n = 35) who responded to tbeportunity to
providefurther commer 16 were coded as eithegry positiveor mostly positiv and
13 asvery negativer mostly negativéTables 4.75 and 4.76)Vhile Figures 4.3
and 4.38 suggest there were some differences vitikinatios, caution needs to
adopted in making assumptions from these dataaltreetrelatively smaller samg

sizes of the latter rotatioi

Table 4.75. Third Rotation — Sector Type, Proportion of Positive Comments

Type of Sector Total Responders % Positive Comment
Tertiary 19 47.4%
Secondary 5 0%

Private 4 25.0%

Rural 7 85.7%

Total 35 45.7%

Note: Includes both very positive and mostly positive comments and shows the proportion of all GNP
participants within each sector type expressing positive comments in their third rotation.

Figure 4.37. Comparison of 1 *, 2" and 3™ Rotations, Ratios of Positive
Themes in Relation to Additional Comments
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Figure 4.37. Shows changes in sector proportions of positive comment themes between 1%, 2" and
3" rotations.
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Table 4.76. Third Rotation — Sector Type Proportion of Negative Comments

Type of Sector Total Responders % Negative Comment
Tertiary 19 36.8%
Secondary 5 40.0%
Private 4 75.0%
Rural 7 14.3%
Total 35 28.9%

Note: Includes both very negative and mostly negative comments and shows the proportion of all GNP
participants within each sector type expressing negative comments in their third rotation.

Figure 4.38. Comparison of 1 %, 2" and 3™ Rotations; Ratios of Negative
Themes in Relation to Additional Comments
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Figure 4.38. Shows changes in sector proportions of negative comment themes between 1%, 2" & 3™
rotations.

4.6.4 Benefits of the Graduate Nurse Program

Respondents were asked to briefly describe whatlikeégved were th
beneficialcomponents of a graduate program in facilitatiregrttransition to the rol
of RN. Again, writter responsewere themed to quantify the componethe GRNs
believed to be dbenefi. Of the 148 who responded to this question, theekt
group (45.3%indicated thastudy daysvere the modbeneficial followed by

support(35.8%9 andeducatorg20.9%). Proportions ahore common theme
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expressed are grouped by the employment sect@nomistrate the perceived

benefits of a GNP (Table 4.77 and Figure 4.39).

Table 4.77. Benefits of GNP — Common Themes and Industry Sector

Theme Total Total Tertiary Secondary Private Rural
Responses Response (n=87) (n=14) (n=26) (n=21)
(n=148) % % % % %
Study days 67 45.3% 47.1% 42.9% 46.2% 33.3%
Support 53 35.8% 43.7% 35.7% 26.9% 19.0%
Educators 31 20.9% 23.0% 21.4% 23.1% 9.5%
Supernumerary days 28 18.9% 17.2% 7.1% 26.9% 19.0%
Rotations 21 14.2% 11.5% 35.7% 11.5% 14.3%
Identified as GRN 12 8.1% 10.3% 7.1% 3.8% 9.5%
Mentors 9 6.1% 11.5% 7.1% 11.5% 4.8%
Orientation 7 4.7% 8.0% 0 3.8% 0
Debriefing 6 4.1% 3.4% 0 7.7% 4.8%
Grad Coordinator 6 4.1% 5.7% 0 3.8% 0
Networking 5 3.4% 3.4% 0 3.8% 9.5%
Transition 5 3.45 3.4% 0 3.8% 4.8%

Note: Totals are not given for this table as some respondents indicated more than one theme in their response
so are counted within each component.
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Figure 4.39. Comparison of Sector and Themes Related to Benefits of GNP
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Figure 4.39. Shows proportions of themes of perceived benefits of GNP and organisation sector.

Respondents were asked if they beliethere were any components of tr
graduate program th felt werenot beneficial in facilitating their transition to tl
role of RN. There were 118 respondents who indicino, and 50 who answere
yes to this questionWhen asked to provide details, the majority of oeasprovidec
related tdack ofsuppor (36%), followed byassignment§32%) whict included
case studies respondents felt were not relevamighss ‘burdensome’ qualit
improvement projec, and a substantial clinical governance focAgnixture of
responses indicatedelevani or repetitive study daystaffing workloac and
rotationsthat were seen as r-beneficial; with each comprising6% (n = 3)

proportion of the totenegativeresponses (Table 4.78).
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Table 4.78. Non-Benefits of GNP — Common Themes and Industry Se  ctor

Theme Total Total Tertiary Secondary  Private Rural
Responses Response (n=24) (n=4) (n=11) (n=11)
(n=50) % % % % %
Lack of support 18 36.0% 29.2% 50.0% 36.4% 45.5%
Assignments 16 32.0% 20.8% 25.0% 36.4% 54.5%
Irrelevant/repetitive 3 6.0% 4.2% 25.0% 9.1% 0
Staffing 3 6.0% 4.2% 25.0% 9.1% 0
Workload 3 6.0% 4.2% 25.0% 9.1% 0
Rotations 3 6.0% 8.3% 25.0% 0 9.1%
Other 7 14.0% 29.2% 0 0 0

Note: Totals are not given for this table as some respondents indicated more than one theme in their response
so are counted within each component.

The GRNs were asked how they believed the tramgitiprogram could be
improved. Of the 168 respondents participating (BNP, 47.8% either believed
improvement was required or did not give a respoi@aly slightly more (52.2%)
believed there were ways the GNP could be improvidee most common theme for
improvement was (moreupport(38.7% of the totamprovementhemes) which
included general, clinical and SDN suppdpProgram structurg28.8%) was the next
most common, with some suggesting fewer rotatiand,as many proposing more;
and several advocating an increase in the progeagth to allow additional
rotations to the more specialised areas (Tablésahd 4.80; and Figures 4.40 and

4.41).
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Table 4.79. Improvements to GNP — Total by Industry Sector

Theme Total Total Tertiary Secondary Private Rural
Responses Response (n=57) (n=13) (n=24) (n=17)
(n=111) % % % % %
No response 57 33.9% 43.6% 18.8% 14.3% 26.1%
No improvement 14 8.3% 6.9% 18.8% 7.1% 8.7%
Some improvement 97 57.7% 49.5% 62.5% 78.6% 65.2%
Total 168 100% 100% 100% 100% 100%
Table 4.80. Improvements to GNP — Industry Sector and Common Th  emes
Theme Total Total Tertiary Secondary Private Rural
Responses Response (n=57) (n=13) (n=24) (n=17)
(n=111) % % % % %
Support 43 38.7% 35.1% 38.5% 37.5% 47.0%
Program structure 32 28.8% 31.6% 23.1% 25.0% 29.0%
Mentor training 17 15.3% 19.3% 15.4% 8.3% 18.0%
Communication 13 11.7% 10.5% 15.4% 12.5% 12.0%
Education 11 9.9% 15.8% 15.4% 4.2% 0
Networking 10 9.0% 12.3% 7.7% 4.2% 5.9%
Study Day relevance 8 7.2% 5.3% 7.7% 4.2% 18.0%
Debriefing 5 4.5% 5.3% 0 4.2% 5.9%
Feedback 3 2.7% 1.8% 0 8.3% 0

Note: Totals are not given for this table as some respondents indicated more than one theme in their response

so are counted within each component.
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Figure 4.40. Comparison of Sector and Proportions for GNP Improv ement
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Figure 4.40. Shows organisation sector and proportions of responses related to GNP improvement.

Figure 4.41. Comparison of Sector and Themes Related to GNP Impr  ovements
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Figure 4.41. Shows proportions of themes by organisation sector and GNP improvement suggestions.

4.6.5 Formal Evaluation of Graduate Program

Four response options were offered for the questiamdertaking a formz
evaluation of the graduate prograyes,no, haven't complete@he prograr), or, not

applicable Of the 154 who responded to the question, 98 refgans (63.%) had
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completed a formal evaluation of their graduategpaim, 32 respondents (20.8%)

had not, and 24 respondents (15.6%) had yet tetfitneir program (Table 4.81).

Table 4.81. Formal Evaluation of Graduate Program

Response Total Total Tertiary Secondary Private Rural
Responses Response  (n=89) (n=15) (n=25) (n=22)
(n=155) % % % % %
Yes 99 63.9% 59.6% 64.0% 64.0% 72.7%
No 32 20.6% 19.1% 13.3% 28.0% 27.3%
Haven't finished 24 15.5% 21.3% 16.7% 8.0% 0
Total 155 100% 100% 100% 100% 100%

Note: Haven’t Finished = the GRNs who indicated they had yet to finish their GNP, so had not yet evaluated their
program.

Two responses were not included in this dataaastevident that they were
both direct-entry participants into the Graduatpl@na in Perioperative Nursing

that has an entirely separate governance and assasstructure to the GNP.

4.7 Graduate Nurse Program Influence on Career Path  way

Questions relating to the GRN’s intentions followitmeir transitional program
were used to determine the impact their GNP expeeie may have had on their

future career choices.

4.7.1 Career Pathway Following Transition

Through a series of closed questions respondents agied to indicate their
career pathways following the program. The greaiaority (56.4%) had stayed in
either the last specialty rotation of their programreturned to one they had
experienced earlier in their program; only 14.7%i¢ated they had moved to a

different organisation (Table 4.82 and Figure 4.42)
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Table 4.82. Career Pathway Following Transition Program

Response Total Total Tertiary Secondary Private Rural
Responses Response (n=86) (n=16) (n=25) (n=23)
(n =150) % % % % %
Last rotation 49 32.7% 34.9% 31.3% 24.0% 34.8%
Earlier rotation 40 26.7% 27.9% 25.0% 32.0% 21.7%
Same org, diff unit 28 18.7% 24.4% 18.8% 4.0% 13.0%
Diff org, similar unit 13 8.7% 5.8% 0 20.0% 13.0%
Diff org, diff unit 9 6.0% 0 18.8% 8.0% 17.4%
Other 2 1.3% 1.2% 0 4.0% 0
Non-nursing 2 1.3% 2.3% 0 0 0
Unemployed 7 4.7% 4.6% 0 0 0
Total 150 100% 100% 100% 100% 100%

Note: ‘Response’ column indicates where the GRN had specified was their intended career pathway following

their GNP, for example, Last rotation means they stayed in their last specialty rotation of the program.

Diff = different; org = organisation.

Figure 4.42. Career Pathway Following Transition Program
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Figure 4.42. Demonstrates the proportions of graduate career pathway choices and Sector type.

Included in the data were three GRNs from Mentalltheand two each froi

Aged Care and Community, some data of which has lmetuded in other bas
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data, for exampldertiary Mental Health andural Community; all seven remained
within those specialties. Six percent of respotglarere no longer in nursing; of

those, 1.3% of were in non-nursing employment aiiéfoAwvere unemployed.

Respondents were also asked to comment on howdllgat their graduate
year experiences had influenced their choice cdargnath. The majority of
responses were considegasitive particularly those from the rural sector (Table
4.83 and Figure 4.43). There were a few (n = %) widicated the Global Financial
Crisis (GFC) had influenced the organisation’sigbib offer them a position at the

end of their program; this was most often in thegie sector.

Table 4.83. GNP Influence on Career Pathway Themes

Theme Total Total Tertiary Secondary Private Rural
Responses Response (n=74) (n=13) (n=18) (n=17)
(n=123) % % % % %
Positive experience 80 65.0% 73.7% 69.2% 44.4% 93.8%
Mixed experience 20 16.3% 10.5% 7.7% 11.1% 0
Negative experience 6 4.9% 7.9% 15.4% 11.1% 6.3%
GFC influence 5 4.1% 1.3% 7.7% 16.7% 0
Metro to rural 2 1.6% 2.6% 0 0 0
Pregnant 2 1.6% 1.3% 0 5.6% 0
Resigned 2 1.6% 2.6% 0 0 0
Other 3 2.4% 1.3% 0 11.1% 0
Total 123 100% 100% 100% 100% 100%
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Figure 4.43 . GNP Influence on Career Path Choices
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Figure 4.43. Demonstrates the sector type and the proportions of career pathways.

4.7.2 Influence of a Permanent Contract on Choice of Employment

Respondents were asked a series of quesrelatedto an offer of a permane
contract at the commencement of their C and related influences on their choice
venue for their progra. Of the 165 who responded to the quesi, 133 (80.6%)
indicated they had been offered a permanent cd at the beginning of the
program, and of these, 4% signified the offer hathfluenced their choice (sector
for their transitiorprogran; 53.4% indicated that had no influence, and tt
remainder did not specify either w. A further 9% indicatethey had not bee
offered a permanent contract at the start of #x@iploymenbut were offere

permanency within the first ye

4.7.3 Five-year Professional Vision

Respondents were asked to indicate where theylsamselves professional
in five years’ time.At leastonethird saw themselves in a promotional positionh

27.5% as a Leve?-RN, 3.¢0 as a Senior Registered Nurse (SRN L-3 and
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above) or a Nurse Practitioner (SRN Level-7). Mplanned further study (21.2%),
and 2.1% planned to study for a medical degreenaat 10% intended to pursue
midwifery and 6.7% planned to work in rural are&sjuivalent proportions (3.6%)
proposed to continue in either perioperative ngrsinthe critical care areas of ICU,
coronary care, or emergency medicine. Only smattlmers indicated their

preference for Mental Health (2.6%) and Aged Car&%).

4.8 Registered Nurse Integration, Final Comments

The final open-ended question of the survey askeddspondents if they had
any further comments that may help identify howytfedt about their integration
into the workforce as a RN. Once more, the writesponses were grouped
according to the degree pbsitiveor negativecontexts, and includednaixed
response. The individual groupings were comparedlation to the type of health
care sector that the GRN worked in. There wereegponses in total with the
majority (37.2%) grouped gm®sitive and 26.9%megative Where there were found
to be a combination of bothositiveandnegativecomments (24.4%) the code of
mixedwas applied (Table 4.84 and Figure 4.44). dthercomments (n = 7) were

related to staffing, work-life balance and a singdenment related to bullying.
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Table 4.84. Further Integration Comment

s Related to Sector Affiliation

Theme Total Total Tertiary Secondary Private Rural Other
Responses Response (n=40) (n=11) (n=14) (n=8) (n=5)

(n=78) % % % % % %

Positive 29 37.2% 47.5% 25.0% 33.3% 33.3% 0
Negative 23 26.9% 17.5% 16.7% 40.0% 66.7% 60.0%
Mixed 19 24.2% 25.0% 33.3% 20.0% 33.3% 20.0%
Other 7 9.0% 10.0% 16.7% 0 0 20.0%
Total 78 100% 100% 100% 100% 100% 100%

Note: Other ‘Sector’ includes GP and Community; Other ‘Further Integration Theme’ includes staffing, work-life
balance and bullying and harassment.

Figure 4.44. Further Integration Comments Related to  Sector Affiliation
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Figure 4.44. Demonstrates the proportions of further integration themes related to sector affiliation.
Other ‘Sector’ includes GP surgeries and Community nursing.

The finalintegratior comments were further interrogated to determinet!

relationships there were within tcodes and the undergraduate university the C

had attended for their nursiprogram(Table 4.85 and Figure 4.4
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Table 4.85. Further Integration Comment s Related to Undergraduate
University

Theme Total Total Uni B Uni A UniC UniD
Responses Response  (p = 35) (n=28) (n=10) (n=3)
(n=78) % % % % %
Positive 29 37.2% 34.3% 46.4% 30% 33.3%
Negative 21 26.9% 22.9% 21.4% 40% 67.7%
Mixed 19 24.2% 31.4% 17.9% 30% 0
Other 9 11.5% 11.4% 10.7% 0 0
Total 78 100% 100% 100% 100% 100%

Note: Two respondents are not included in the university data as they indicated they were non-university
graduates. Both were in the 50-plus age group and both gave a negative response and are included in the total.
‘Other’ includes a variety of comments unrelated to integration.

Figure 4.45. Further Integration Comments Related to Undergradua  te
University
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Figure 4.45. Demonstrates the proportions of further integration themes and affiliated university
attended for undergraduate nursing program. ‘Other’ includes comments unrelated to integration.

As the total number of respondents frUniversity Dresponding to th
question regarding further integration comments vaayg small (n = 3) it would b

imprudent to draw any conclusions from the datatiat university
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4.9 Web-based Survey of Graduate Program Coordinato  rs

When analysing the results of the newly graduatdds&vey questionnaire, it
became evident that elements of some questionhenaybeen misinterpreted, such
as when asked the number of graduate nurses warkegnit at the same time as
the respondent. For this reason, this data hakewst included in the previous
section. In addition, data related to hours ofkymer week that would be considered
full-time, suggested that the closed responses razai&able in the GRN survey may
have been too restrictive. The secondary surveyrastered to the graduate nurse
coordinators was incorporated, as per the mixedthoakst framework, to corroborate
these aspects of the primary population responseaddition, and to provide further
information related to the graduate nurse transitimograms within the different
types of healthcare sectors, qualitative data Weisegl to provide context
surrounding GNP guidelines and recent, or planmeen@ments to their graduate

nurse transitional programs. These data are pegs@nAppendix F.

Questions were asked that related to:

the type of healthcare sector the respondent voas; fr

. the length of their graduate transition programs;

. the number of rotations within their transition grams;

. how many graduates would be assigned to an indavigloit;

. the ratio of graduates to RNs on a typical wardrut;

. the number of hours per week that the GRNs weriedifp contracted;
. levels of support available for the GRNs; and,

. number of graduates for which each support perssresponsible.
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4.9.1 Graduate Nurse Coordinators Survey - Quantitative Data

A total of 21 respondents of a possible 48 retumhestd, a response rate of
42%. One response appeared to be from a curradtigte and so was withdrawn
from the sample, giving a total of 20 graduate ew®ordinator respondents. The
quantitative data indicates the sector origin efdsponders; the length of the
graduate program; number of specialty rotationsyfiavorked; maximum number
of graduates per unit; graduate to RN ratio ini& amd, the number of hours

considered to be full-time (Tables 4.86 througfable 4.90).

Table 4.86. Number of Organisations Indicating Graduate Program Length

Program Length Metro Metro Metro Large Small Mental
Tertiary  Secondary Private Rural Rural Health

6-12 months 1

12 months 1 4 1 3 2

12-18 months 3 1 2

24 months 2

Total 6 4 2 5 2 1

Table 4.87. Specialty Rotation Length and Number by Organisatio n Sector

Number of Rotations Metro Metro Metro  Large Small Mental
Tertiary Secondary Private  Rural Rural Health

2x3 + 1x6 months 2

2-4x3 months 1

2x6 months + options 4 2 1 1

4x6 months 2

3x4 months 1 1

Various - 7 rotations 4 1

Total 6 4 2 5 2 1

Note: 2x3 + 1x6 months indicates there are two rotations of three months in length plus one rotation of six
months.

CHAPTER 4. Findings 195



Table 4.88. Full-time Hours by Organisational Sector

Full-time Hours Metro Metro Metro Large Small Mental
Tertiary  Secondary Private Rural Rural Health

40 per week 5 2 4 1

38 per week 1 1 1 1

37 per week 1 1

35 per week 1

32 per week 1

Total 6 4 2 5 2 1

The 32-hours per week indicated as full-time fa $imall rural sector is
problematic as this amount of time is generallystdered to be part-time hours. It
is possible that the respondent was providing hfmura current graduate and did not
fully understand that the request for what wouldmally be considered full-time

hours.

Table 4.89. Number of Graduates per Unit by Organisational Sect  or

Number GRNs/Unit Metro Metro Metro Large Small Mental
Tertiary  Secondary Private Rural Rural Health

Max 7 1

Max 5

Max 4 1 1 3

Max 3 1 3

Max 2 1 1 2 1 1

Max 1 1

Total 6 4 2 5 2 1

Note: This number may, or may not include Graduate Enrolled Nurses as well as GRNs in the ‘Total Graduates'.
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Table 4.90. GRNs per Unit and Ratio to Other RNs

GRN : RN Ratio Metro Metro Metro Large Small Mental
Tertiary  Secondary Private Rural Rural Health

1:1 1 1

1:3 1 2 1 2

1:4 1 3 1 1

1:5 3

1:6 1

1:10 1 1

Total 6 4 2 5 2 1

Note: 1:1 means there is one GRN to one other RN in a unit at a time; 1:3 means there is one GRN to three RNs.

49.1.1 Graduate Support

Various categories of support roles were identifirethe web-based survey
and the responders were asked to indicate the #liastiNursing Federation Award
(Australian Nursing Federation [ANF], 2010) saleyel to determine the seniority
of the personnel, and the number of graduateswieeg primarily responsible for.
The majority (68%) of Graduate Coordinators werdNSRwith all tertiary, two of
three secondary, one private and three of fiveelangal organisations indicating
thus. One of the large rural and the remainingiséary and private organisations
indicated the presence of a Staff Development Bdu¢a&DE) at the same SRN
level. A large rural, and one small rural, indezhthe SDE to be Level-2, a level
normally affiliated with the SDN position. All egpt the large rural organisation
with the Level-2 SDE indicated the presence of @el-2 SDN. It is possible that
the role title of the large rural SDE may be inegtly described by either the
respondent, or the organisation. Only three tgrtispitals indicated deploying a
clinical coach a relatively new role in the process of beingeased with a view to

formalising the role in the future. It was eviddmbwever, that two of these three
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tertiary hospital respondents were from the sargarosation. Thelinical coachis
discussed further in the following chapter. Apendents indicated the use of the
preceptorrole, with the majority (53%) performed by LeveRNs and only two

indicating a Level-2 RN was the preferred desigmati

4.10 Summary

This chapter has presented the results of botprih@ary postal survey
guestionnaire that was administered to the nevdgdgated RNs, and the second
smaller, web-based survey of the graduate nurselic@ors. In the following
chapter, the primary data from the newly gradu&Bldsurvey questionnaire, and the
data from the web-based survey of the graduateeraarsrdinators have been further
integrated to provide a comprehensive descriptfaraduate RN transition

programs within a Western Australian context.
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CHAPTER 5: DISCUSSION

5.1 Introduction

The previous chapter presented the research fiading briefly commented on
these in general. This section adopts a detagedoach to these findings to provide
deeper insight into contemporary practice in gréelnarse transition within the
Western Australian context. The research quesfransing this study are:

1. Inwhat ways are novice Registered Nurses’ expeeewuifferent today
from those reported in the 2000 University of Wastustralia study?

2. From the Graduate Registered Nurse’s perceptiom,dificacious are
graduate nurse programs in helping novice nursaesate the transition to
competent practitioner?

3. What perceived effect does the Graduate Nurse &mgave on predicted

career longevity of newly graduated Registered B&fs

The first section (5.2) of this chapter presentaagraphic information giving
insight into the cohort. Such data is used to cemtnon relationships between age
groups, gender, prior experience, undergraduateutisns, transitional choices and
perceptions of transitional experiences. This iggortant to consider as the UWA
(2000) survey questionnaire did not elicit datated to these elements, and such
data has provided broader contrasts in relatidheamewly graduated RN’s

experiences.

The second section (5.3) examines comparativelsteeen the UWA and the
present study. This section answers the firstaresequestion and considers the

types of healthcare sector the respondents weréwgetpin; the specialties within
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those organisations that the GRNs were assignatidorGNP rotations; the level of
competence, confidence and support the GRNs pextdey had gained from their
GNP; the length of supernumerary time the GRN Wlasated before being
expected to take on a full patient load; theiripgoétion in night shifts; and the
perceived influence the undergraduate nursing pragrad upon the GRN’s

transitional experience.

The third section of the chapter (5.4), the backbeoithe study, comments on
the efficacy of the graduate nurse program, argliels, answers research question
two. Information considered relates to contextae&dtionships which include
program structure, such as specialty rotation lengimber, and contracted hours
worked for each rotation; support levels from indual designations within the
specialty; and descriptions of what the GRNs p&gatkivere benefits, problems and
stressors of each specialty rotation. Informagiaimed from the newly graduated
nurses was supplemented by that acquired fromrddugte nurse coordinators.
This section also includes a summative commenhewvalue of participating versus

not participating in the GNP.

The final section (5.5) considers the career payswhat were selected
following the transition program and answers redeguestion three. The perceived
influences of the GNP on pathway selection are @ksmnined. Findings are
significant in the sense that explanations proviaey have a bearing on how the
GNP is managed to address those areas that afavessed. This section is

followed by a brief chapter summary.
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5.2 Demographics

To provide a basis for determining the currentustatf the Western Australian
graduate nurse workforce, it was logical to eligcibormation related to age and
gender in the current research, particularly givenaging and predominately
feminine structure of the overall nursing workfarda addition, prior experience in
the health workplace would intuitively suggest thatovice RN may adapt more
quickly to their new RN role. Consequently, anetwich the research data, these
elements were incorporated into the newly graduRfedurvey questionnaire and,
as expected, did provide interesting comparisodsralationships within many of

the variables.

521 Age Groups

A recurrent concern for the future of the nursimykforce is the ageing of its
population. There is a general consensus thatwsfon recruitment of newly
graduated nurses will partially resupply the workéoas older nurses retire.
However, in the current study, almost half the cegjents (48%) were aged 30-years
or older, and of these, more than half were ageged®s or older, thus casting doubt
on the replacement strategy. A large proportid®4y of the 40-year old-plus
cohorts indicated they had previous work experieagcan Enrolled Nurse (EN),
Assistant in Nursing (AIN) or Patient Care Assist@CA), compared with only
19% of the 29-year old or less age brackets. review of workforce modelling,
Segal and Bolton (2009) found that participationhaf older female in the nursing
workforce had increased over the past few decatlbsy attribute this to a reduction
in family size, and hence less time taken out &repting; increased social supports

for the working family; and, a greater number ofrmen who were returning to the
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workforce following initial child-rearing. These/ents may be factors contributing

to the increasing older age-groups graduating as &\found in the current study.

Although the older graduate will have fewer yeargit/e to the nursing
profession, they should still be considered a wulnite source of recruitment,
especially considering that GRNs with prior expeceas an EN are more likely to
have a repository of knowledge and experiencessiais the transition to proficient
practice (Gaynor, et al., 2007). An EN’s convendgio the degree level of education

also consolidates the RN-to-patient ratio to imerpatient outcomes.

522 Gender

The Australian Institute of Health and Welfare (AlHirecorded the national
ratio of female to male nurses for the year 2008a3% females to 9.7% males, and
for Western Australia (WA) as 90.9% females to 9rh¥es. These data indicate
that WA is marginally behind the national trendraproving the attraction of more
males to nursing as a profession (AIHW, 2010b)thincurrent study, and as
expected, females formed the greater majority efgdander mix (93.6% females to

6.4% males), but to a greater degree than is reddat the State proportion.

In their submission to the National Review of NagsEducation in Australia,
one of the recommendations made by the NBWA (20@iF) to intensify the
promotion of nursing, as a potential career, toanalThe intent was to increase the
proportion of males within the nursing workforceddn overcome the perception of
nursing as a purely feminine profession; with aarail aim behind the strategy to
increase the potential pool of nurse recruits amthér increase nurse numbers.

Duffield, et al. (2006) make the salient point ttie reliance on mainly female
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recruits to the nursing workforce is not sustaieablhese authors warn that if the
profession does not increase attempts to sign up males to nursing as a careetr,
then the industry is essentially halving its potmwith regards to enlisting the
projected number of nurses required to meet fultmdkforce needs. In itdriquiry
into nursing’the Senate Community Affairs Committee (20B2commendation 52
equally urged stronger marketing of nursing to male a potential career. The
fewer number of males in this study suggest thapitke these recommendations,
minimal gain has occurred in the past decade, andiderable effort is still required

to encourage more of their gender into the Wesheistralian nursing profession.

5.2.3 Prior Experience

Data were collected from the newly graduated nuisedicit what health
related work experience they had prior to becomaii®RN. This information gave
insight into how this experience may have assigtedespondents in their transition
from novice to proficient nurse, and how this mighate influenced their career

pathways.

Almost half (48%) of the respondents indicated thay had prior health
related work experience as an EN or AIN and a &rrftvy% had prior experience as
an Orderly or PCA. Of the 58 respondents who imiid that they had prior
experience as an EN, 40% did not participate oraél transition program, and of
these, half had returned to the unit that they wweegiously employed in. Among
those respondents who did participate in a GNRettvas a much stronger
agreement from those who had prior EN experienaettie GNP had helped them
feel more confident and competent, and that thesleongraduate nursing education

had prepared them adequately for their RN rolegssiing that prior healthcare
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experience does aid the transition to the RN r@lespite this finding, there was also
consensus amongst the EN experienced group that pnactical skills training was
needed during their undergraduate education prigraduating. Kilstoff and
Rochester (2004) advised against considering tivyrgraduated RN who had prior
EN experience as being more practice ready thandbenterparts, due in particular,
to the increased complexity and the requisite faclngreater critical thought
processes in the RN role, a concept that was algoosted in later research by Cubit
and Leeson (2009). This may suggest that speaialtg accepting GRNs who have
prior EN experience should take into account tfiedinces between the two roles,

and regard the new GRN as they would any noviceennew to the profession.

Western Australian universities and industry hagendly introduced a model
whereby nursing students, having successfully cetagdltheir second year of
studies, were able to apply to register with theBWWA as an EN. This practice was
designed to assist the fledgling nurse, fiscally @nskills development; as well as
assisting health care organisations in recruitroénew staff. This may account for
the considerable number of graduate nurses withr prperience as an EN. The
current study did not distinguish the number ofrgesd previous healthcare
experience, so it is feasible that those resposdehb reported some transitional
issues, despite previous experience, may be thibsesubstantially less years of
prior experience than the respondents who repéetgdr issues. Since the
amalgamation of the Australian States’ and Teligg8mursing registration boards,
this option is no longer offered , as the NMBA nmguires a nationally endorsed
program of training for all EN registrations. Sedeyear Student Nurses still have
the option to register at the level of an AIN iéthdesire paid nursing work and

additional clinical experience during their undadyate years.
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5.2.4 Undergraduate Nursing Program

As the UWA (2000) survey questionnaire was condliatea time when only
two Western Australian universities offered an ugdsduate nursing program, the
source of tertiary nursing education was unlikelpé considered a relevant factor in
the graduate nurse transitional experience, anchataecorded. Since that time,
two more universities have graduated RNs. Whi@hemiversity's curriculum and
content must meet minimum requirements to be atecetly the NMBA, there are
often some differences in terms of program strégtas well as the duration and
nature of clinical practice. Eliciting informatidrom the GRNSs in regards to the
university they attended for their undergraduatesimg program aided in
determining if there were any apparent differenndbeir transitional experiences,
and future career intentions that might be assediaftth a particular academic

institution.

The largest group of respondents indicated that llagl attended University B
as a nursing undergraduate (n = 99), followed bivé&isity A (n = 68); far fewer
attended University C (n = 24); with the smallestup from University D (n = 10).
The Schools of Nursing at both University B and\gnsity A have been established
the longest, are consequently larger, and therefioleeto offer more undergraduate

nursing places, hence the greater proportionsrateratandable.

5.2.4.1 Participation in a Formal Transition Program Related to University

Of the total survey questionnaire respondents, 82%168) indicated that
they had participated in a formal transitional peog. University D had the largest
proportion (90%) of nurses graduating from thawarsity, who participated in a

GNP; followed by University C (87.5%); University(B4.8%); and, the least
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proportion of nurses graduating from a particulaiversity to participate in a GNP
was from University A (76.5%). It is possible tlogver rates of participation in a
GNP by nurses graduating from University A and énsity B may be due to the
larger number of non-participants who had convefiteth an EN to RN choosing

the more established universities for their conears

Of the 17.6% (n = 36) RNs who chose not to do em&bprogram, 64% had
prior experience as an EN and a further 16% asIdnoAequivalent. More than
half the respondents were aged 40-years and abogell except one were female.
The majority of respondents who did not particigata GNP returned directly to the
unit they had worked in prior to graduating. Othesisons given for not participating
in a GNP were to enter into a Midwifery GraduatedPam (n = 4) and maternity
leave (n = 3). Eleven percent of respondents t¢itatithey did not participate in a
GNP because they required part-time work, withdfqearters of these from
University B. The perception that part-time wohosld exclude participation in a
transitional program is of concern, as most orgdiuas do offer the opportunity for
GRNSs to work less than full-time hours. This isadissed further in Section 5.4.3.2.
Of those 11% requiring part-time work, three resjmns recorded their current area
of employment as a General Practice. Two respdadedicated the GNP had not
appealed to them; one each from University A and/élsity B; both these
respondents had prior health care experience E&Nand AIN; one indicated
current employment in rural health and the othexammunity care. The two
respondents who indicated they had not continuéll muirsing as a career were each
from University A and University B. Two respondgimdicated they had difficulty
finding employment as a RN as a result of havingdome a GNP, which suggests

that participation in a GNP is valued by employaggncies.
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5.2.4.2 Current Employment Sector Related to University

The greatest proportion of graduates who choseot& i the tertiary sector
was from University A (63.5%); and the largestoatiho chose the private sector for
employment was from University D (44.4%). As theahool of Nursing is located
within an area where the closest employing orgéioisas a private facility, this
large proportion of the University D graduates cing to work in private healthcare
is understandable. The remaining three univessitaese rural campuses that are in
addition to their metropolitan sites. While th&at®nship of rural employment and
university site attended is not able to be disagfn@m the data collected for this
research, the data do indicate the largest prapodi respondents choosing the rural
sector were from University A, followed by UnivelisB. The largest proportion
choosing Mental Health was from University C; ahd kargest proportion of
respondents choosing secondary hospitals werethowersity D. The data do not
allow any interpretation of relationships betwelesa individual universities’ clinical
placements and graduate preference for transitfmogiram, but further exploration

into possible links would be interesting.

5.3 Comparative Data
RQ 1: In what ways are novice Registered Nursgzeances different today

from those reported in the 2000 University of Wesfaustralia study?

The comparative data for this research were prignxam the postal survey
questionnaire administered to the newly graduafdd iR 2010, and that were based
upon those of the UWA (2000) study. In the curmesearch, of the population of
858 nurses who graduated and registered with th8WX as a RN for the first time

in 2008, 24% (n = 204) responded to the questioandf that sample, 82% (n =
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168) indicated that they had participated in a fartransitional GNP. This was a
similar number of respondents to that used in tWA{2000) study (n = 170).
Consequently, in terms of sample size, it has plexvia strong comparative base

with which to answer the first research question.

The UWA (2000) study was administered to partictpan public hospital
graduate programs, consequently, new graduate Riseither did not undertake a
formal transitional program, or who transitionedther areas, such as private,
interstate, overseas, or were no longer in nursiray, not have been included in the
data collection. As such, the UWA (2000) study Imigave been limited in the
capture of all potential subjects. The currentlgtincludedall nurses graduating
from a university and registering with the NMBWA2008. This allowed the
inclusion of the wider population and enabled greahderstandings of those who
either chose not to participate in a formal programwho were no longer in nursing.
There is also a larger population of newly graddiaigrses in the current study, as
recent years have seen more aggressive marketlngitothe public and the private
health industries in terms of recruiting nurses| enparticular, graduate nurses
(N°ET, 2006). One aspect of improving nurse numkets focus on the novice
nurse at the commencement of their career. Pestiperiences at this early stage
of a nurses’ career have been shown to encourage\ay within the profession

(Reeves, 2007).

5.3.1 Health Sector Employment Type

To elicit the type of organisation chosen for tlesvty graduated nurse’s initial
employment, a preliminary question was asked reggitthe respondents’

employment type at the time of the survey. The Ipemof choices in the UWA
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(2000) study was expanded for the current resdasoh four to eight, so that a more
clear illustration of where most graduates chosgdrk would be gained. The fact
that the UWA (2000) study did not consider Mentakbkh, Aged Care or Rural
Health as distinct fields of employment may haverba product of how the study
instrument was administered, that is, it was disted to GRNs within current
programs at public metropolitan hospitals. Howeasrthese additional sectors are
deemed to be in greatest need of suitable nursargferce recruitment, they were
added to the choices depicting the types of empipgrganisation for the 2010
research instrument. A distinction was made i lstadies between the public and
private sectors as, due to funding source diffeenand in terms of program
structure, support personnel, and contract compgsrseich as hours worked, the
GRN transitional experience is likely to be impactgon. Other modifications in
the current study were to distinguish between dingdr, more acute tertiary sector
and secondary hospitals, as well as large and surall as the resources are often

quite different and consequently, so too are thé&l@Rperiences.

Considering the tertiary sector is the largest e@ygl of health professionals
within the system, it is logical that the majoritiygraduates (58.4%) chose to work
at a tertiary hospital. Traditionally, the terjiaector has also been able to offer the
greater number of graduate program places, plusler wariety of specialty rotation
experiences. lItis conceivable as well, that r@wiarses choose to practice for a
time within a tertiary institution to gain the aewgxperience that will stand them in
good stead for their future career choices. Cawhgrsecondary hospitals had the
smallest proportion (9.6%) of graduates who in@idahis sector as the location for
their formal transitional program. Based upon ibthGRN and graduate nurse

coordinator surveys, comments suggest that dinedisbsources, in particular

CHAPTER 5. Discussion 209



related to support and program structure, may sigraficant factor influencing the

graduate choosing secondary hospitals for theistitianal experience.

A considerable increase in the proportion of resiemits employed in the
private sector was revealed in the current stu@%d)lin comparison to those
reported in the UWA (2000) survey (5.3%). The kestiafor this may be the more
intensive advertising campaigns over the past fearg/to enhance the recruitment
of a greater number of nurses to the private sgctacessitated by the burgeoning
shortage of nurses in the workforce, as well amamease in the size of the private
health sector. Another reason for the discrepamtlye data between the two studies
is that the 2000 survey was aimed at GNPs in piiagpitals and, as such, was

unlikely to have captured the entire graduate npogrilation.

In both surveys, Aged Care was an area that feporelents had chosen to
work in. Despite the overwhelming evidence poigtioward a growing need for
expansion of the Aged Care nursing workforce, t@a is still seen by many as
less desirable to other streams of nursing (Bel2ftli2a). Importantly, and as a
result of different funding streams between lewdl&overnment, there are
continuing disparities in workplace benefits betwwéged Care (Federally funded)
and public healthcare (State funded), and as saotyneration, career structure and
industrial agreements are not equitable (Smith220This is despite the Senate
Community Affairs Committee (2002) making sevemdommendations to move
towards better parity and improve the image of agged nursing. Further, there
have been numerous reports over the past decdohg dal greater attention to these
disparate issues and for reform to meet the alreatigal shortfall of suitably

gualified nurses in the sector (Dragon, 2009; Neyét al., 2008; Pinch, & Della,
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2001; Valencia, Hannon, & Stein, 2005). Additidpatiue to the Aged Care
remuneration inequity, and consequent reductidRNnemployment, often the only
available undergraduate supervision in these fedlis limited to the subsidiary
grades of nurses such as ENs, who lack the acadmmkground to adequately
mentor the university nursing student (Neville, Yhayich, & Boyes, 2008), and
hence, suitable undergraduate clinical exposuoéiés limited. Measures recently
announced by the Commonwealth Government will gnesway towards addressing
the lack of parity between Aged Care resourcesganéral healthcare provision,
including the $1.2 billion to attract and retairatibcare workers, and improve
recruitment and retention incentives (O’Keefe, 201&hile this is good news for
the future of the Aged Care sector, it will takesg leadership in all healthcare

sectors to facilitate progress.

5.3.2 Types of Specialty Units Worked In

Within each healthcare sector, and depending ooridpnisation’s size and
type, specialty units may range from specific, sastperioperative, to combined,
such as medical plus surgical, or multiple, thay malude medical, mental health,
aged care, community and frequently more, in theespecialty rotation as is often
seen in either secondary or rural sites. AlthoMgimtal Health, Aged Care, and
Community are included in the employment sectoetypore often, they form part
of an employing agency, such as a unit within,ttached to a tertiary hospital, and

consequently, are also included in the compondrttsecspecialty rotations.

The UWA (2000) study did not specify specialty des; rather, the responses
to the question were free text and consequentlymga for reporting purposes.

Based on these groupings and contemporary literatespondents in the current
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study were given a choice of 12 specialties todaidi the area of nursing to which
they were allocated for their GNP specialty rotasio To accommodate the units
with combined specialties, the GRNs were able kecsenultiple options; and,
should they have required it, asther category was also provided, representing
specialties not covered in the survey. Ten respotsdndicatedther; however, half
of these were able to be reassigned to one ofpibafeed areas, and the remaining
five worked in either endoscopy suites, or rehtiitbbn, which may have included a
range of care, including joint replacement, acqlubgain injury, spinal, or stroke

rehabilitation; consequently reallocation to the@fied areas was not appropriate.

The two studies under consideration showed veryaimatios of specialty
rotations recorded for surgical and medical unitke UWA (2000) study grouped
surgical and medical specialties together (68%g,raported the specialty units only
at one point in time. As the current study cobelctlata for each specialty rotation,
and distinguished medical and surgical as two sepapecialties, the data showed
slightly different proportions for each rotatioihe current study revealed that
35.3% of respondents who participated in a GNP tgjbeir first specialty rotation in
a medical unit, and 35.8% in a surgical unit; amtheir second rotation 29.9% were
in a medical specialty, and 39.7% a surgical afdgese data would suggest that the
preferred initial rotation is to a medical or seajispecialty to allow early

consolidation of nursing knowledge and skills.

5.3.2.1 Acute Care Specialties

In the comparative data related to the specialigtians that the respondents
worked in during their transition programs, thetacreas of Critical Care and

Perioperative demonstrated the greatest changeonhparison to the UWA (2000)
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study, the present research showed there was ddiouand three-fold increase
respectively in the number of graduates workinthese areas. As these are highly
specialised areas, and often require a differatitsgk to the basics learned in their
undergraduate preparation, there is some doulbt the tbenefit, both to the graduate
and the organisation, of placing novices in thesasat the beginning of their
program. It is believed by some (Duchscher, 20U8pds & Craig, 2005) that it
may be of more assistance to allow the GRN to dafege basic skills and to gain
confidence and competence in the more routine gagasthen to take on the
challenge of the specialised area as a secondyy@duate. In response to the
smaller, web-based survey, many of the graduatgeregordinators indicated that
where these areas were offered as a specialtyomtéiiey were usually in addition
to the initial 12-month program. This would suggamsensus with the notion of
later experience in the more acute areas as tlierfe model. The comments from
some of the graduates who were allocated to @akitare area within their first 12-
months suggests that an added degree of effortegasred in comparison to their
contemporaries in less acute specialties, andotlation had the potential to be a
more stressful experience. However, most commnaatsindicated that strong
support systems were in place to ensure that thieewas ably assisted in adapting
to the novel environment. The following commetitssirate not only the trepidation

felt by one GRN, but also the appreciation gendr&tem a supportive unit culture:

Weekly updates on new events and policies weré. dgtept everyone up
to date and issues could be looked at quickly ¥ approachable
management. Loved my work and going to work. Fhesiaff with a
huge knowledge base. Always someone who could apsurequestions
using theory and policies to back up what they .daglt very safe as
everyone used the policies — no dodgy practig&sediatric critical care,
tertiary.)

CHAPTER 5. Discussion 213



Facing unknown situation. Patient deceased aftsuseitation.
(Critical care, tertiary.)

Excellent education sessions from SSIsff Development Nurses)
and CNgClinical Nurses)Great support from other nursing staff.
(Critical care, tertiary.)

Due to the specialised nursing care required, threse acute areas of patient
care also necessitate additional support systenteddGRNs to ensure that they are
appropriately orientated to the specialty, thusadotmg upon the unit staff's
resources. Despite the heightened intensity oéxiperience for the GRN, the
potential benefits of the positive encounters elgmeed by them in these specialties
is further demonstrated by the large number intemdifuture career within the
critical care areas. Of those responding to thestjon regarding future career
intentions, 13.5% of the GRNs indicated that theyaenalready working within these
areas, or were considering specialising in therth) miany also intending to

undertake future studies within the specialty.

5.3.2.2 Mental Health

In the UWA (2000) study, 9.7% of respondents reedrd specialty rotation in
Mental Health nursing. In comparison, the cursgotly demonstrated a reduction
by almost half that proportion with only 5.6% dengta rotation to this specialty.
Such an outcome is concerning given that MentaltAléman area of increasing
need but seemingly diminishing resources (Proeteal., 2011). Participants who
were allocated to that specialty recorded mixedcegrpces, with some finding the
encounter difficult, referring often to an apparkk of undergraduate preparation,
and others indicating a very positive experiensdasalemonstrated in the following

comments from the GRN respondents:
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Not trained in mental health. Limited support ca¢hing.

Going to an acute ‘lock-up’ ward on my first rotati(caused most
stress) As much as it was stressful, it was also a glesahing
experience.

Fantastic staff at ward level, sense of learning achievement, feeling
part of the team, lots of feedback from ward staluicide of a patient
| was allocated to in my third weékaused most stress)

To improve the number of nursing graduates who seddental Health as a
viable transitional program specialty, the Sectayrenefit from further
partnerships with other organisations to develamege attractive package for
graduating nurses, such as the current combinaegtgrs already offered that enable
a combination of specialties between acute carpitads and mental health units.
Consideration too needs to be given to an increaspdsure during the
undergraduate clinical placements. Additionallyd éo lessen the trepidation felt by
the GRN when confronted with the more acute mdmalth conditions, it would
seem a modified introduction to the less acutesapédental Health would be

beneficial, prior to exposure to the more intengesons.

Happell (2010) draws attention to the number obregpand inquiries that have
been undertaken to investigate issues relatecetautsing shortfall within Mental
Health, particularly since the cessation of thecggist undergraduate program some
years ago, and suggests that the mental healthawenpin the current generalist
program is insufficient to ensure a suitable nunddeecruits to the specialty. The
proposed introduction of a national undergraduliécal assessment tool (Crookes,
et al., 2010) may go some way to ameliorating diiesrepancy as, to enable the
student nurse to meet the required competencyefpstration as a RN with the

NMBA, sufficient exposure to the Mental Health sjpéy would be necessary.
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It is also likely that marketing of Mental Healthrsing requires review, with a
view to encouraging more graduates to consideratt@a as a specialty experience
option. The Nursing and Midwifery Office (NMO) mages the recruitment of
GRNs to the Western Australian public GNPs, as a®bome private GNPs via the
Graduate Nurse Connect (GNC) consortium. The welisat student nurses must
access to apply for these programs lists availapl®ns in the order of generalist
urban programs (including public and private); WAu@try Health Service
(WACHS) generalist programs; and finally, the Méitaalth programs (Nursing &
Midwifery Office, 2012). An interesting exercisewuld be to re-arrange the
presentation order of these program areas sohlt@éaectors that are most in need of
recruits were listed first. Whether or not the tuemof Mental Health applicants

increased could then be determined.

5.3.2.3 Aged Care and Community Health

Other areas that featured minimally in terms oftggy rotations in both the
UWA (2000) survey, and the current study, includggd Care and Community
Health. Given the impetus to deliver more headtteavithin the home or
community, and the ageing of the population, thisficoncern. As discussed, both
these areas can be either as a stand-alone sachospecialty within a healthcare

sector.

Segal and Bolton (2009) suggest that there isfarghfocus on health care
into primary and community care and on preventatiiher than reactive medicine,
and warn that this change will impact upon the dearfar an increase of health
professionals within these specialties. The WAromilitan health services all have

Hospital in the Hom@rovisions that facilitate earlier patient disdefrom hospital
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and provide follow up treatment and nursing cardwithe patient’s domicile. The
WA Health Department (Department of Health, 201d9atibes the Hospital/
Rehabilitation/ Mental Health in the Home prograasghe provision of short-term
nursing care for patients that do not require @mtstinonitoring or inpatient
treatment, within the comfort of their home. Théiatives are a means of reducing
the burden on acute care institutes and providiegpatients with a greater degree of
control over their individual care. WA's Silver @ih service (community healthcare
organisation) has also recently launched a Govenhfunaded Home Hospital
initiative providing nursing care and assessmentwide range of the metropolitan
population (Silver Chain, 2012) and, again, hagibtential to offer further

opportunity for GRN experiences.

In the current study, most community based speguiatations appeared to be
within the rural sector where, due to the sizenef¢maller organisations, a mixture
of specialties is often required to provide a suéit level of experience to the
novice nurse. Barriers to improving recruitmentitese specialties are similar to
those within Mental Health and include: resistawdéin the sectors to take
undergraduate nursing student clinical placemdratswould otherwise allow
interest in the specialty to develop; sufficiend auitable supervisory resources to
mentor both, students and graduates; lack of d¢fiaeeer paths; and, an image of
the specialties that is not congruent with an etitra future career within the
profession (Dragon, 2009; Evans, 2005; Health Waydd Australia, 2011a; Nurses
Board of WA, 2006; Pinch & Della, 2001). Like MahHealth, it would appear that
Aged Care and community nursing are areas that toeleel given a far greater focus
in nursing workforce and recruitment planning tgnove the attraction and

retention of a suitable cohort of nurses to theggdnning specialties.
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5.3.2.4  Rural Nursing

Rural Health in WA covers the largest area withustalia, but with only 40%
of the State’s population residing in its 2.5 noitlisquare kilometres (Twigg &
Duffield, 2009). Access to remote communities;aating and retaining suitable
healthcare providers, and provision of appropniag®urces compound the issues
experienced by the rural population, as do thetgréeealth care needs of the
predominately Aboriginal populations of the moreage areas (Armstrong,

Gillespie, Leeder, Rubin, & Russell, 2009).

Despite the deficiencies described in the prevamgtion, as the transition
programs evolve, more diverse programs are beiiegeaf, an important step
towards recruiting to areas that are under-resdurceerms of nursing staff. One
such area is Rural Health where programs are affeitber at a singular site or as
part of a program, whereby the graduate is abéxp®rience multiple areas
throughout the WACHS. The effort involved in thigwever, is reflected in the

comment from one rural graduate nurse coordinator:

Other areas were also considergdr specialty allocationg.g. Mental
Health, Remote, Community, and Home Nursing, amadiyBis. These
areas were often hard to recruit to because theas litle exposure to
these areas by staff. This also gave RNs a broadderstanding of the
facilities available in the community so when degjing patients they
had an understanding of where their clients weregado and the
problems they may encounter.

As with other areas, participation in Rural Heatha sector was not measured
in the UWA (2000) study; however, it was measurethe specialty rotations. The
earlier study showed a greater proportion of GR&lecting a specialty rotation in
Rural than did the current study (3.4% compareti®%6). However, when the

individual specialty rotations are considered imbmation with the organisational
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sector, the ratio is far greater in the 2010 si{ddy9%). This suggests that the

multiple options available via the GNC are an ative choice for the GRN.

Exposure to rural health nursing during undergréelaknical placements has
been identified as a positive factor in new graes@hoosing this sector for their
transitional programs (Courtney, Edwards, Smithigldyson, 2002), as does
personal connection within the area (Nugent, Og&thune, Walker, & Wellman,
2004). The difficulty with rural placements, howeeyis the generalist nature of the
nursing care required. As Francis and Mills (20dé3cribe, rural nursing requires a
more diverse range of skills, than does urban @ectTo provide comprehensive
nursing care for the variety of ill-health preseimtas likely to occur within a rural
site, and to enable treatment for the range ofialties likely to be encountered, a
broader scope of skills and knowledge are requitedce the RN’s scope of practice
needs to be much more extensive. Further comglexadded with the unique
social aspects of rural workplaces. A new gradisaliely to be required to work
with people known to them socially; however, dud¢h® nature of nursing workplace
hierarchical structures, they may find themselweswkward situations of conflict or
professional dissonance, and without suitable ae®tm appropriately debrief when
required (Lea & Cruickshank, 2007). This would gesf that consideration needs to
be given to alternative forms of communication watkers and mentors who are

remote to the organisation, such as that offereéléstronic networking.

5.3.3 Competence, Confidence and Support

The general intent of transitional programs isdsist the novice nurse gain
confidence and competence in their nursing praetioeg their journey to

proficiency. The GNP should enable the GRN to obdate the skills and learning
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gained during their undergraduate program and pdydpese to real-life nursing
situations (Hayman-White, et al., 2007; Levett-Jo&e-itzgerald, 2005). The
provision of appropriate supportive systems tortbeice nurse is aimed at ensuring
that their transition will be more effectively aafficiently managed. A positive
experience is more likely to influence positiveqegtions of the organisation as an
appealing workplace, and the profession as arcttteachoice of career. Johnstone,
et al. (2008) found that a supportive environmeas wtrongly associated with more
successful integration of novice nurses into a okwical domain, and greatly
assisted their acquisition of confidence and coerpet within their nursing practice.
These authors also suggested, however, that thesdittle supportive evidence
within the nursing literature to corroborate tHewdings, and encouraged further
investigation into the benefits of a supportivaidal environment for new nursing
staff. While some organisations within the curretnidy appear to have achieved the
goals of providing a favourable setting for newrugts, others seem to struggle with
this, often seemingly due to a lack of applicalelsources. Such resourcing issues
were particularly evident among the secondary anal sectors, and are further

demonstrated in the ensuing discussions.

5.3.3.1 Graduate Program Competence and Confidence

Between the 2000 and the 2010 populations, thegdittla difference in
agreement that the GNP made the GRN feel roongpetenandconfident Of the
UWA (200) cohort, 90%&agreedthat they felt moreompetentollowing the
program, as did 89% in the current study. Themne88% in the UWA (2000) study
and 85% in 2010 who indicated the GNP had imprdikied confidence.However,
there were considerable changes in the strengigreement between the two

studies, with almost 10% more of the 2010 studpoadentstrongly agreeindhat
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the program had made them feel mooafidentandcompetent.These findings
suggest that the respondents of the more recesy stere more in accord with the
notion that the GNP assists the novice nurse taieee confident and competent
with their nursing practice. There were also mdjfferences in thelisagreement
group, but only in relation toompetenceyhere the proportion of respondents
disagreeinghat the GNP made them feel moemmpetentvas halved in the current
research in comparison to the UWA (2000) studye Z810 study inclusion of an
option for anunsureresponse, allowing for a more neutral answer, at@punt for
this difference, with 5.8% of respondents choosimg option. The proportions of
respondents whdisagreedhat the GNP made them feel mamnfidentwere almost
equal between the two study periods and remairatively small. There were
proportionately more idisagreemeramong the GRNs from the private and rural

sectors and relates to findings discussed furtireughout the following sections.

5.3.3.2 Preceptor Support

The NMBWA (2009) defined the term ‘preceptor’ thus:

Preceptor is the title that is used to describesapert nursing or medical
clinician who is a role model to the learner, dersivating and
personifying a competent nurse. The preceptor nsatiel appropriate
professional behaviours and ensures the developoiensafe and

competent learner (p. 1).

The predominant model within Western Australian GNdPone where a
nominated preceptor is allocated to the GRN to idegupport and guidance to

them.
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Respondents to both GRN surveys described a migfurery positive, and
some less than desirable experiences, in regatteitgpreceptors. In the 2010
study, the response options related to precepppatincluded anixedchoice to
allow for a more neutral response alternative, targlovide a more eclectic
description of the varying experiences betweeniafigeotations. As a
consequence, a third of the 2010 respondents ¢hesgxedoption in relation to
preceptor support satisfaction. This resultechendarlier UWA (2000) study
showing a larger proportion of respondents (76.10) weresatisfiedwith their
preceptor support in comparison to the 2010 st68y306); but conversely, halved
the proportion in the current study (11.2%) whooregddissatisfactiorwith their
level of preceptor support compared to the UWA (BQfata (23.9%). The
following sample illustrates the diversity of regges as reported by the GRNs in the

current study:

Very unsatisfied on Medical rotation, very satidfan Theatre rotation.
(Private.)

Very supportive and involved preceptor and Spértiary.)

Without the wonderful support of general nursirgffsthe grad year
would have been worse. We did not have designaesegmors.
(Secondary.)

Good clinical preceptor, willing to teacfPrivate.)

Note:this nurse later made the following commewiy experience at
this particular hospital made me feel less compedsran RN than | felt
as a student. My confidence was destroyed, leaumfeeling
disheartened by nursing and resigning. The hospi@lises on profits,
rather than teaching and patient care. It is evidrat staff members
are unsupported, over-worked and therefore unvgllio teach.

| did not have a preceptor to begin with, which wagssful for the first
week as Recovery Room is a very specialised @rediary.)

Nil preceptor support on either rotations and mialraupport from
SDN on second rotation — presumed we knew evegyifinivate.)
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The skill-mix during this rotation often meant gsaslere ‘educating’
other grads; a severe lack of support. | was assiga preceptor who
worked two days a fortnight, therefore it was somes$ weeks between
seeing her, let alone receiving feedback from (leetrtiary.)

Note:this nurse later resigned to study for a non-ngrpifession

From the web-based graduate nurse coordinator itlatas clear that the
organisations with a more defined program havenggosupport systems in place,
with ongoing assessments and feedback utilisedrtbrwally refine and improve
their programs. A respondent from a tertiary hiadgiescribed one such change
thus: ‘we have implemented preceptor modules for the wi@ftfito ensure they are
prepared for their role as preceptors to the newNSR Based on many of the GRN
comments related to their preceptors, this is angendable innovation and one
worthy of consideration at all sites where GNP®talace. Particularly so, given
that there were several inferences that the assigrexzeptors did not always appear
to have a clear concept of the purpose of theitrangprogram, the graduate’s level
of experience or competence, or indeed, what w@sned of them, as a preceptor,
to support the novice nurse in their beginning ftiacer role. In the current study,
the tertiary hospitals rated the highest in peeeikevels okatisfaction(60%) and
lowest indissatisfaction4%) with preceptor support, and rural organiseithe
converse levels (32%atisfiedand 21%dissatisfiedl. Such data suggest that the
larger organisations are able to provide more Blatpreceptor support than those
that are less resourced. There was no similaktosen of the data provided in the

UWA (2000) study.

Consistent with the comments provided by the GRNb&e current research,
are those from the literature that describe ococasichere novice nurses have been

paired with a preceptor who is described as tog lalssent, disinterested, or
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unaware of the basics of the preceptor role (Johestet al., 2008). Other studies
(Adlam, Dotchin, & Hayward, 2009; Charlston & Hafip2005; Clare, et al., 2003;
Cowin & Jacobsson, 2003) described the need torenisat novice nurse integration
to the workplace is supported by experienced amvigdgeable colleagues, and in a
process that is deliberate and based upon begigerad hese studies also illustrate
the positive impact on both the confidence and aenre of the neophyte, and
importantly, improved patient safety that good suppan provide. The preceptor
should provide a knowledgeable and exemplary radehto which the GRN can
aspire to (Delaney, 2003). In addition, the altedgoreceptor needs to be resourced
adequately for the role in terms of training andadion; and to enable them to
sufficiently support the GRN. This could be marthgg a reduction in the

preceptor’s workload responsibilities.

It would appear that in some organisations thegp®xr role is not well
defined and that the nominated nurse may or mayane received tuition in the
role prerequisites, or the graduate’s educaticeglirements. When the preceptor is
unsure of what is expected of them in the role,iaititey are under-resourced, there
is often additional and unrecognised pressure glapen those adopting the role.
This in turn results in a less than satisfactonyegience for both the GRN and the
preceptor, and sub-optimal learning outcomes. skohne, et al. (2008) suggests that
inappropriate allocation of preceptors, who werefally engaged in the role, had a
significantly detrimental effect upon the developmef confidence, and the
perceived competence of the novice nurse. At titnesursing related literature
interchanges the term preceptor with ‘mentor’ aodrpys an experienced colleague
who is able to supervise and advise a nurse imeengironment (Myall, Levett-

Jones, & Lathlean, 2008).
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All graduate nurse coordinator respondents indittie use of the preceptor
model in their organisation, with the majority (5886 the roles performed by Level
1 RNs and only two respondents indicating a Le@N2was the preferred level.
While the position level of the preceptor is notessarily important, the level of
experience and clinical knowledge is, and as sugdeshould be sufficient to be

able to provide appropriate advice and construdivection to the novice GRN.

534 Full Patient Load

When beginning in an unfamiliar clinical area, duetion in responsibilities
and workload is generally built into the initialrpm to enable new staff to better
acquaint themselves with the environment, unit att@ristics, and organisational
policies and procedures. The intention of thisssapmerary time is to lessen the
risk to both the nurse, and the patient (Australamsing & Midwifery Council
[ANMC], 2006). It is expected that as the graduseomes more proficient, they
are able to draw upon previous experiences and letig®, and so adapt to a new
area more quickly. Consequently, and as their eemze and confidence increases,
their supernumerary time is generally able to loeiced. This time would not be
expected to be eliminated altogether, as each aepamit has varying degrees of
clinical diversity, as well as different physicalMironments. Transitional programs
generally stipulate the provision of adequate superary days for the GRN to
familiarise themselves with the unique clinical eamment and the pertinent unit
culture, policies and procedures. When supernumérae is not available, the
nurse is required to adjust very quickly and mayelfitsfeeling inadequate and highly
stressed which may contribute to errors in patiané, compromise their learning, or

prompt them to leave the nursing workforce (Morr@@09).
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When compared to the UWA (2000) study, the amof@isipernumerary time
in the current research allocated to the GRN bdfereg assigned a full patient load,
showed substantial improvement (Figure 5.1). , lhasvever, of considerable
concern that some novice nurses are still expas#tetstressful experience of being
expected to “hit the ground running” (Usher & MjlIR012, p. 19). In the current
study, of the 18 respondents in their first spégiadtation who were required to take
a full patient load either on their first day or tlvard or unit, or following one day’s
orientation, seven had no prior experience in heale. Eight had previous
experience as either an AIN or a PCA; neither ralasessitate anywhere near the
degree of responsibility that is required by a RDf.those with no prior experience,
four of the seven were from tertiary hospitals.e Tinpact, and the negative concept

the experiences evoke are evidenced in the follgW@ RN comments:

Thrown in, everyone too busy — very stresg&gcondary hospital,
emergency department; full patient load from dgy 1.

Again, no supernumerary time. The hospital telis gt these wonderful
things (supernumerary time, study days, supporgetoyou to apply to
their hospital and once you are employed you argaur own!
(Secondary, medical; full patient load from day 1.)

Having one day orientation and no supernumerarysdagused a lot of
stress as I'd had no surgical experien€Eertiary, surgical; second
rotation.)

Wards were short staffed and you were expecteak®full patient loads
that were also classified as ‘heavy’. Staff werahla to help as they
were too busy(Large rural, medical/surgical; 1 day orientatisegcond
rotation.)

Coming from a neonatal ward to adults — not mugbpsut. Feeling not
safe to practice due to lack of experien@ertiary, surgical; 1 day
orientation, second rotation.)

Understaffing and thus given full patient load ostfday of work.
(Private, medical; first rotation.)
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Would have liked to have more supernumerary tirBalays not enough.
Felt I was thrown in the deep end! Did not feelfadent, did not know
the run of the ward(Tertiary, medical; full patient load from day 3.)

In general, the literature does not prescribe $ipgueriods of time for
supernumerary practice; however, there is conditiesupport and evidence of the
impact of suitable intervals between commencenreatnew work unit and the
allocation of a full workload. Reeves (2007) sugjgd a minimum of four shifts per
specialty rotation, while Pinch and Della (2001y@chted that to facilitate
integration into the workplace, and to gain fanmitiawith the related policies and
procedures, a new nurse should be provided witeaat five days of a reduced
workload. It would appear that these periodsrmoktshould be at least a minimum in
the initial routine specialty rotations, and furtiadowance made for those with more

complexity.

While the Australian Nursing and Midwifery CounGdNMC, 2006)National
Competency Standards for the Registered Ndoseot specify delineation of a
period of time for the beginning practitioner tarisition from complete novice to
competent practitioneftandard 2.5loes require the RN, “Understands and
practises within own scope of practice,” (p. 1Zhe difficulty complying with the
standard arises when the novice is put into aiposif power inequality and fears
reprisal if they are seen to ‘rock the boat’ byohog any concerns related to
inappropriate allocation of assignments (Evans52&eilly, 2005). This is where
the support of a good preceptor or SDN should le tabassist the GRN in

negotiating a more suitable supernumerary peridare.
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Despite the absence supernumerartime for some GRNshe comparative
databetween the UWA (2000) study and the current rebedemonstrates that the
have been significant improvements to the timecalied before a novice nurse v
expected to take on a full patient l. Far fewer in the latter study were expecte
adopta full patient load within the first days and mangre were able to assimile

into their new area over the period of a week oren{bigure 5.1

Figure 5.1. Comparison of 2000 and 2010 Days to Full Patient Lo ad
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Figure 5.1. Demonstrates comparative percentages of increased supernumerary days to full patient
load. 2010 data are from first rotation only.

As the UWA (2000) study did not collect data retate the individua
specialty rotations, there is no further compas data related tsupernumeral
time. Within the current stuc, however, for each specialty rotation, there w
progressive reductions to the amounsupernumerartime allocated to the GF.
In the GRN'’s second specialty rotation there wamarease in the number
respondents who were expected to take on a fukiwad within on-day in their
new specialty, and a marked decrease in those veh® allowed four to seven,
seven to fourtaedays as supernumerary staff memberhe majority ol

respondents indicating that thsupernumerarfime for this rotation was up to,
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more than one month was for perioperative rotationsther specialised areas such
as paediatrics, Critical Care or the Emergency bepat. Due to the unique and
specialised nature of these areas, additional tatien time would be expected for
any new staff member and even more so for the BdRN, so it is reassuring to see

that this requirement is being acknowledged.

535 Performance Evaluation

Regular performance evaluation and feedback irraleyis important.
Constructive appraisal of work performance providesview of achievements,
identifies areas for improvement, presents oppdrasfor future learning and skills
development, and offers an opening to discuss segsaf concern. Additionally,
appropriate performance evaluation provides pradess$ structure to an employee
and assists in helping them to feel that they ateed, and that their contribution to
an organisation is acknowledged (Duchscher, 20B@search by Reeves (2007)
into Victorian graduate nurse experiences fountdrgreater number of formal and
informal performance assessments were directlye@lt@ higher satisfaction levels.
Duchscher’s study of newly graduated Canadian Ridsribed how graduate nurses
looked to feedback from colleagues and supervisoa$firm the progression of their

performance to competency (2009).

The majority of respondents (86.4%) in the 201@tuad their performance
assessed within the first six months, whereasUJtW& (2000) study reported that
92.7% of the respondents were assessed withinftrstisix-months of commencing
the GNP, suggesting that evaluation of the GRN weduslightly less often in the
current research. However, when the 2010 datsseaarated into those respondents

who did and did not participate in a GNP, the prtipa of GRNs who were
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assessed within the first six-months increasedtanbally, to 95.2%. In view of the
aforementioned research into satisfaction levdited to performance assessment,
these data would indicate the current cohort of GRMuld have predominately felt

happy with their evaluation schedule.

To ascertain who was most involved in the perforceagvaluation, a second
question was asked of the respondents to indibatpdrson, or persons responsible
for their assessments. The UWA (2000) survey skawat almost three quarters of
the assessments were completed predominately yréleseptor whereas, in the 2010
study, the primary person responsible for evalmatvas the SDN. This variation is
possibly due to organisations directing their GNo¥&nment funding towards
employing an increased number of SDNs, with thenhof providing more
definitive and skilled support to the GRNs. Botin®ys demonstrated a
collaborative contribution in the evaluation pragesith almost half the respondents
revealing that more than one person was involvidte most common combination
in the current study was the SDN and the GRN’'sgptr. The benefit of a
multiparty approach to assessing performance essungore objective evaluation of

performance, and avoids individuals making purelyjactive judgments.

5.3.6 Night Shift Participation and Preparation

To provide comprehensive care to patients withiospital, some healthcare
professionals are required to work a mix of shofter the 24-hour period of a day.
The time between evenings to dawn is generallyas@lvhen minimal services and
support are available to those working, and conseityy nurses on the out-of-hours
shifts are required to be more independent anerakdint with regard to knowledge,

skills and resources. Research clearly demonsteatiérect link between decreased
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RN experience levels and patient “failure to re$¢Uiwvigg, et al., 2011, p. 543). In
the interests of patient safety the newly graduatede is therefore, generally given
a period of grace prior to being rostered ontotstat night. “This is especially
serious in circumstances where junior medical ef8cand junior nurses are
frequently the only professionals on duty througttbe night to care for patients”
(Garling, 2008, p. 9). Expecting them to partitgim the night shift roster any
earlier may put the novice at risk of finding thetwes in situations not only beyond
their scope of practice and capabilities, but algbout the supports that ought to be
available to assist them in patient care (EvangeBa& Sanber, 2008; Reeves,

2007).

In both the UWA (2000) and the current 2010 stuthesGRN respondents
were asked how long it was from the commencemetitedaf program before they
were rostered onto night shifts. In the earliadgtthe distribution between those
who went onto night duty in less than six-monthm] those who were given more
than six-months before being rostered to thesésshivfis almost even. The 2010
survey showed that two thirds of the GRNs had lvestered onto night shift in less
than six-months from commencing their transitigpralgram. The rationale for this
earlier rostering to night duty is not able to le¢edimined from this study, but would
benefit from further inquiry. In the UWA (2000)usty 42% of respondents did not
do night duty in their graduate year while, wherefthe 2010 group, only 20.8% of
nurses indicated they did not do night shift.slpossible that the increase in the
latter study may be due to a greater presence bisS0r the after-hours shifts,

aimed at providing more appropriate support toGRN when it is most needed.
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In the current research, and to elicit a more teztalata set, the choices made
available to indicate the time period before bewgjered onto night duty were
expanded from those provided in the UWA (2000) ytaahd included &ss than
three-month®ption. It is concerning that so many in the entrstudy (20.6%) were
rostered to night duty within their first three ntles of graduating, and over a quarter
of those reporting that they felt they were notlyetpared for the role. While it is
acknowledged that staffing adequately for the ngifift is often the most difficult
for unit managers to achieve, it is disquieting tha novice nurse may be rostered
to this shift, particularly so when they may nalfeonfident enough to dispute the

decision with the more senior nurses who allodagent (Morrow, 2009).

Despite these concerns, over three quarters oepondents in the 2010
study felt that they were sufficiently prepared tioe responsibility of night duty,
which is comparable to the UWA (2000) group, whamey slightly fewer indicated
that they felt well prepared. The most problematia for the GRN in regards to
night duty in the UWA (2000) survey was cited aklaf experience. In the 2010
study, only 20% of those who did night duty took thpportunity to comment on
their preparation and of these, merely two respotsdielt that they had insufficient
experience for the role. The mix of comments reéigay night duty in the 2010 study
was comparable between both positive and negatitie many citing good support,
or conversely, a lack of support provided whilergdpnight shifts. Prior experience
on night duty as an Enrolled or Student Nurse agoketm be a contributory factor in
easing the GRN into the night shift. The earli&A (2000) study did not look at
prior health care experience, so comparisons betteetwo studies relating to the
effect that prior experience may have on the GRié¢steptions of preparation for

night shifts cannot be made.
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5.3.7 Undergraduate Nursing Program Influences

The theory-practice gap that relates to deficithantransfer of undergraduate
knowledge and skills to the clinical workplace isllwocumented (Clare, et al.,
2002; Delaney, 2003; Evans, et al., 2008; Fox|.e2@05; Kelly & Ahern, 2009;
N3ET, 2006). A study conducted by Reilly (2005) fdithat 99% of students who
were about to graduate believed they were practiady for their imminent role as
an RN; however, four-months into their new RN catb&s perception was reported
to have altered considerably, although no quantgategree of change was given in

the study.

Almost three quarters of respondents in the 20h@tondicated that they felt
they had received sufficient grounding for theileras a RN, contrasting
significantly with those from the UWA (2000) studyhere only 42.5% of
respondents agreed that their undergraduate edndsd prepared them adequately
for their RN role. These findings suggest thatuhdergraduate education has

evolved favourably between the times of the twaligtsi being considered.

Despite the more positive findings, there weré atilumber of respondents in
the 2010 study who believed there were ways thedetgraduate education could
have been improved. Over half the respondentshaitadditional practical
experience during their undergraduate program wbeld them to more adequately
prepare them for their role as a RN. This waoWedid by the view that more
clinical information would be of benefit, such @sponding appropriately to
emergency situations, or the practical skills @fssing wounds or removing wound
drains. Other themes were less common but didifeabore strongly among

respondents of a particular university, for examgilese from University C would
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have preferred more focus on pharmacology andethiéy of the workplace, and
both University A and University B believed moremmasis on time management
would have been of benefit in easing their traosito practice. A sample of textual
responses from the 2010 GRNs demonstrates thesepisn Their place of
employment at the time of the survey, and the usityeattended for their

undergraduate nursing program are indicated ip#nentheses:

In depth learning about the responsibilities thatagts you as a RN so
that patients have more confidence in y@ertiary, Uni A.)

It has been hard. To be an RN takes guts and Imard, work. It could
be made easier for transition from uni with morgislor a better grad
program.(Secondary, Uni B.)

Pharmacology, physical assessments, pathophysiotbgted to
surgeries(Private, Uni A.)

More hands on clinical skills, some of the basicsmg skills | was
‘expected’ to know during the first two rotationer& not taught at uni
for example, insertion of nasogastric tube, or cafeolostomy bags, etc.
(Tertiary, Uni A.)

Clinical skills preparation — a truer idea of exctvhat we are likely to
encounter in hospitals, i.e., angry, frustratedipats and staff. Coping
with stress and anxiety related to work. Copindwstiaff who aren’t
helpful.(Tertiary, Uni A.)

Teaching what variations in blood results mean. &on Allied Health,
e.g., speech and dysphagia. More on pharmacolodycanditions and
diseases(Tertiary, Uni C.)

Some units weren'’t really relevant or useful, eegmmunication unit —
rambled a whole load dbtuff) that had nothing to do with
communication within the work place or to patierff®rtiary, Uni B.)

As a mature aged grad probably had a different pecsive on things but
feel more support is needed, as well as more pralctixperience as a
student. University did not completely prepare ordtie job.
(Secondary, Uni B.)

It was very scary and daunting. Because we wereRMwit felt like we
were expected to know everythifigarge rural, Uni A.)
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More emphasis should be placed on the real workanademidstuff).
Once you learn the formula of what they want tq geeally doesn’t
matter what you learn as long as you feed thensdnee rubbish. It was
disappointing(Small rural, Uni C.)

Give more beneficial units in final year that reirde knowledge learnt.
Not ethics and philosophy units — pathophysiology pharmacology
would have helpedTertiary, Uni C.)

Hands on procedures, i.e., ID@dwelling catheter)nsertion, complex
dressings, drain removals. We required more clihearkshop time
and less book educatiofTertiary, Uni B.)

Knowledge of medications, knowledge of symptordseasgmedical
problems) communication skill{Tertiary, Uni B.)

There has been protracted debate in the nursergtitre in relation to the
theory-practice gap, and little that suggests amyinent resolution. Most
discussions, however, do recognise the inadequamyrieent clinical preparation
that is able to be provided to the undergraduatsenim order to better prepare them
for their RN role (Clare, et al., 2002; Dragon, 20Bvans, 2005; Health Workforce
Australia, 2011a; International Council of Nurs2809). The ever-increasing
complexity of nursing makes it difficult for the mi@nt of the undergraduate
curriculum to keep pace, or for educators to fiadditional contemporary
components of education or clinical practice (Drag@009). While it is recognised
that the undergraduate nursing curriculum strugiglescorporate the totality of
nursing subjects, and to find sufficient and sudatbinical placements (Belardi,
2012b; Usher & Mills, 2012), broadening the scopeuwsing practice to these areas

is a topic worthy of further consideration.

Concerned about the inconsistency of pre-registigirograms within
Australian Schools of Nursing, a team of leadingselacademics and practitioners,

supported by a grant from the Australian Learnind @eaching Council, instigated
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a project to develop a “...new nationally-agreedhpetency assessment tool for
nursing graduates. The tool applies to Australiaiversities with nursing programs
that lead to eligibility for nurse registrationafi states and territories” (Crookes, et
al., 2010, p.1). The development of the assesstoehivas founded on thHgational
Competency Standards for the Registered N(&SEVIC, 2006) and the project team
suggested that these national standards shouldcteandy define the responsibilities
and desired levels of competencies of the beginpiagtitioner (Crookes, et al.,
2010). Additionally, Health Workforce AustraliaQ2la) has reported findings that
university nursing education is no longer conterappor efficient in producing
profession-ready graduates; and that despite sitennove towards competency-
based assessments, academia has yet to consigtgridynent these changes.
Despite these very promising reports, there istéithevidence of the assessment tool
being finalised or adopted on the scale propogegdilot assessment tool is available
from the referred web-site, but progress to nationplementation of the tool is

unknown.

5.3.7.1 Higher Education Contribution Scheme Debt

Just over three-quarters of responders in the URDA®Q) study indicated that
they had an ongoing HECS debt, whereas only slightre than one quarter of the
2010 cohort was still paying off their educaticebliity at the time of the survey. It
may be postulated that the newer generations eesum particular those deemed to
belong to the Y Generation, have parents who ame mdling to provide financial
support, in terms of payment of fees, than weredhaf a decade ago. Another
prospect is that some universities may offer atgreaumber of scholarships for
undergraduate studies than was previously avajlableever, endeavours to

confirm this have not been successful. Those usitves with the least number of

CHAPTER 5. Discussion 236



RNs graduating from them had the highest propomiforespondents with a HECS
debt, with 50% from University D (n = 5) and 37%rfr University C (n = 9)

indicating thus.

5.4 Graduate Nurse Program Efficacy
RQ 2: From the Graduate Registered Nurses’ peroeptiow efficacious are
graduate nurse programs in helping novice nursasade the transition to

competent practitioner?

The UWA (2000) survey questionnaire was conductedteme when formal
transition programs were still in the provisiont@ges of being established and, in
many cases, unproven. A few programs had regutatations, while others were
somewhat haphazard and still waiting upon evalaabadetermine their feasibility
(UWA, 2000). Current programs are predominatelil planned and organised,
consisting of specific specialties, lengths of indiual rotations and designated
support personnel. To better understand the diffexxperiences reported by the
graduates, and to capture possible variationsaim gferceptions of emerging
proficiency and industry support, the GRN survegsiionnaire individualised the

specialty rotations and sought extended, and addititextual responses.

5.4.1 Participation in a Graduate Nurse Program

Of those participating in a transitional programgl @t the time of the current
survey, 78% of respondents had completed their G8B% still had the intention
of completing, and 6.5% (n = 11) did not go onamplete their program. There

was a variety of reasons cited for not completiregrtGNP such as an inability to do
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shiftwork, bullying, perceptions of unfair workloalistribution, and collegial

attitudes towards novice nurses, as follows:

Having to work up to 10-days in a row at times, amlifficient staff to
help with heavy patients, and high-care patie(22-29 year-old, Uni B,
Tertiary hospital, surgical, first rotation.)

Feeling of losing basics learnt at uni, supportfstet at this hospital,
even though part of the program; fast pace, batigsg. Realised |
didn’t want to pursue nursing at this time in nfg liso | am working in
retail while | am back at uni, still studying innealth profession(22-29
year-old, Uni A, Tertiary, paediatrics, first ratat.)

| was being bullied by an older nurse and managemghnothing about
it and would not allow a transfer to another wa80 or over year-old,
Uni B, Tertiary, medical/surgical, first rotation.)

Bullying in the workplace has been associated witheased turnover of
nursing staff, and has also been linked with poquality of nursing care provision
(Duffield, et al., 2010). Reports of bullying imirsing are common and, according to
Dunn (2003), nurses eventually accept the praatioeder to cognitively minimise
the degree of stress caused, thus facilitatingi@grained culture. Supporting this
view, Evans (2005) reported that some GRNs chostoneork in their preferred
specialty due to the unit’s reputation of a bulfyculture. Comments related to
bullying throughout the current study indicate thaémains enough of an issue in
the workplace to negatively influence the noviceseis tenure in the nursing

workforce, and is discussed further in subsequeetians of this chapter.

The inability to work shiftwork was found to be esue for some newly
graduated nurses, predominately for reasons ad-claite responsibilities and an

associated lack of suitable social supports:

Was unable to do shift work during week due todpaisole parent with
no other family(30-39 year-old, Uni B, tertiary, medical, firstation.)
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I will most likely be doing casual shifts, 1-2 pezek as | have started a
family. | do want to maintain my skills and updatg knowledge
however(20-29 year-old, Uni B, tertiary.)

Note: did not do GNP due to pregnancy.

Shifts versus family friend(gaused most stres$30-39 year-old, Uni C,
small rural, medical, first rotation.)

Dorion, et al. (2008) urged greater consideratimh @cceptance of nurses with
family responsibilities, and found that the majpritho left the workforce for child
care commitments returned at a time when they wemre able to. Reeves (2007)
similarly called for greater flexibility in schednd for nurses who rely on paid child
care due to the majority of child care centres igwaperating hours that weren’t
congruent with nursing shifts. While it is not piide to cede to all requests for
employees work-life balance and simultaneously jpl@eomprehensive nursing
resources, it is imperative that flexibility be smfered within organisational
planning of the nursing workforce (Department ofide, n.d.). This is particularly
pertinent given that more than 90% of the nursiogkforce is female, and of those,
a large proportion is responsible for parentingrtiier, with nurses being employed
from other countries, many are without extendedilfasupport to enable them to

commit to more work time.

A further two participants did not complete thaiogram as they were
accepted into other programs before their GNP hashied (Post Graduate Diploma
of Midwifery and Graduate Diploma of PerioperatNersing). Another two had
resigned from the organisation and four had mowatifferent organisations where
they believed their needs were better able to e $ueh data suggest that nurses
are more likely seek workplace experiences thatagaitively harmonious, rather

than tolerate discordant environs.
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5.4.2 Graduate Nurse Program Length

Formal transition program length is determinedh®syémploying organisation.
Of the 86 records with complete data enabling gtemation of GNP length, 72
respondents (83.7%) signified participation in ardd@nth program. Eleven
participants (12.8%) indicated a 24-month prograith wine of these at tertiary
hospitals and the remaining two within private erigations. Three respondents
reported an 18-month program, two in tertiary htadpiand one in a large rural
establishment. The program lengths indicated byGRNs corresponded with the
data from the graduate nurse coordinators. Ordgugate nurse coordinator
respondents from the tertiary sector indicated titey offered a 24-month program.
The 24-month program indicated by the GRN respotsdieom the private sector
may have been from a site that was not a partitipaie GNC consortium, and
therefore, not included in the graduate nurse dgoatdr population. A 12-month
program was nominated by the graduate nurse caiatsmfrom all secondary and
small rural sectors; and in one private and twgdaural organisations an 18-month
program was available. While the most approppatgram length is difficult to
recommend from this study, many of the GRN commaeeitged to the topic do
indicate a preference that, in addition to the Iéthth program, the option to
participate in further specialty rotations woulddesirable, as is depicted in the

following GRN comments:

Possibly an extra rotation, to try a different ar@ad broaden my scope.
(Tertiary, medical and surgical rotations, 6-morghsh.)

Possibly have 2 x 6-month rotations instead of34Ix my case | did 2 x
3-month and 1 x 6-month — not by choice eitfiBertiary, surgical,
medical and surgical rotations.)
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Although it may be difficult for some GRNs with fagncommitments to
consider additional specialty rotations at an ahéve site, the option to gain further
experience by way of an extended program at afdanggnisation is worthy of
consideration, and would enable a broader scopeagtice, particularly for those

GRNs at secondary or small rural sites.

5.4.3 Specialty Rotation Characteristics

For each specialty rotation of the GNP the GRNsvasiked a series of
questions that included the type of specialty;lémgth of stay in the specialty; the
average hours they were contracted to work; theesegf support experienced from
various unit personnel; and a final set of questidesigned to gain an understanding
of what they perceived were the most beneficiahroblematic issues during the

rotation.

Of the 168 respondents indicating participatioa tnansitional program, the
majority were allocated to either a medical or staigunit or a combination of these
two areas. Mental Health was also an area wheoendination of specialties were
worked, with half the respondents indicating thmest commonly those from rural
centres, secondary hospitals and some private isggaoms, where individual units
may not be large enough to provide sufficient eigmee in a single specialty. While
the multiple specialty allocation may enable thedgiate to gain a wider variety of
experience and exposure to more disease profilsspossible that there may be too
many issues for them to attempt to master at ek consequently, it does have the
potential to overwhelm them, as is suggested iridlh@ving comments related to

what areas the GRN found were problematic in thaiqular rotation:
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Paediatrics, medical, surgical, mental health amghhcare patients all
on one ward(Large rural hospital.)

Lack of knowledge. Ward with medical, surgical,giagics, mental
health patients in one locatio(Large rural hospital.)

In the ‘further comments’ section this GRN statiadvas a scary
process, | hope it improves. | would not want ottyerds to have to go
through it.

Added to the complexity of dealing with multipleespalties within the one
rotation, the GRN is also required to adjust touh&ue social pattern and
personalities of the new unit, thus potentially pmunding the anxiety of the novice
(Chang & Hancock, 2003). Where there is littlealative but to have multiple
specialties within the rotation in some areas,ayrenefit both the nurse and the
organisation to ensure that appropriate levelsippert were always available to the

GRN to provide advice and direction.

5.4.3.1 Specialty Rotation Length of Stay

The majority of respondents (43.5%) indicated thair first rotation was of
13 to 25 weeks in length, closely followed by aipeof 26 to 39 weeks for an initial
rotation (34.5%). The data from the graduate noosedinators suggested that all
tertiary hospital programs consisted of six-momtiations; the majority of the rural
sector have multiples of two, three and four manothtions; and secondary hospitals
generally indicated that a combination of two thneenth, plus one six-month

specialty rotation were the norm.

The length of stay for each specialty rotationosietimes a contentious issue.
While some studies suggest shorter, more regulatioas to be of benefit, others
believe a longer length of time gives the gradaageeater opportunity to consolidate

their learning and acquisition of competencies (@h& Hancock, 2003; McKenna
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& Newton, 2008). From the graduates’ comment®iation to the rotation, it is
feasible that both views hold merit. It appeatet if a rotation was in an area
where there was little variety or challenge, a gedd was likely to become frustrated
with not having more opportunities to put theoripipractice, and so became bored
or complacent with learning. Conversely, if theses much to learn in a specialty,
and the novice was given only a limited time tosmwidate this learning, they were
more likely to become frustrated with missed opyaities to progress their
development. This was more evident in the secotation where there appeared to
be an increasing number of graduates who feltdtetion was either boring,
repetitive, or that they were not wholly utilisitfgeir undergraduate education. These
views are depicted in the following comments reldtewhat the GRNs found

problematic during a specialty rotation:

Specific nursing care, not as much opportunityrecpse general
nursing skills(Medical unit, tertiary hospital.)

Nursing duties very minimal, more on administrativgies, i.e.,
checking notes and calling in patients, answerihgre calls.
(Community, tertiary hospital.)

Boring in DOSADay of Surgery Admissionyas boring and felt | did
not learn anything(Surgical unit, tertiary hospital.)

In-patient rate was a bit low. Did not have enowtjance to practice a
lot of aspects of paediatric nursing ca(Baediatric unit, large rural.)

Got bored!(Surgical unit, large rural.)

Longer length in each rotation. As soon as youtgetroutine you were
shifted.(Surgical, midwifery, medical/surgical, medicalatbns, 3-
months each, private sector.)

It would seem that, in areas where the level ofopymity during a rotation

may be limited in terms of learning and applyingdty to practice, consideration
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should be given to the inclusion of more stimulg@xperiences for the GRN to
ensure that their enthusiasm is maintained. Caeelgrin specialties that appear to
be very intense for the graduate, support resoureed to be at a sufficiently high
level to assist the nurse at the first indicatibthem becoming overwhelmed, and to
facilitate them in recognising appropriate learnopgortunities. Johnstone, et al.
(2008) suggested that at least three to four-mgpétialty rotations were preferred,
as the GRN was then more likely to have time toilianse themselves with the unit
routine, and specific specialty skills prior to nmy on to the next experience.
Further, increased satisfaction levels have beend@mongst nurses who were
offered more than one specialty rotation, with@®Ns preferring a rotation length

of approximately six-months (Reeves, 2007).

One reason for favouring longer, but fewer spegiaitations within a
program, is that of the GRN returning to ‘new’ s&at the beginning of each
rotation, and thus being subjected to feelingmatiequacy once again.
Additionally, there is a recognised period of ‘dotime’ while the GRN is
supernumerary, including the time taken from trecpptor’s workload to support
the GRN into the idiosyncrasies of the new unieefRes (2007) upholds the notion
that this negative aspect of multiple rotationsléarly balanced by the benefits to
the GRN, as they experience a broader range atalilearning, and are exposed to
more exemplars of professional leadership andmaldels, that in turn, provide a
greater repertoire of knowledge upon which to lhhee critical decision making.
Therefore, it would appear that specialty rotatishsuld be at least four-months in

length, and, in the initial year of transition, more than six-months each.
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5.4.3.2 Average Contracted Hours per Week

The number of those working fewer than full-timeut®increased during their
second rotation, indicating that following theiitial commencement, some chose to
decrease their average weekly hours to part-tilnis. possible that to allow the
novice to consolidate theory to practice, an ihgieriod of full-time hours is
required by most organisations before a GRN is tbteduce to part-time, however,
no data from the graduate nurse coordinators iteliceuch. Hours that the
graduates were contracted to work in their thitdtion were similar to those
indicated in the first and second rotations, wifaréher decrease in the percentage
working full-time hours, and a corresponding motkeracrease in the 20 to 29-hour
bracket. Programs agreeing to part-time positias recently become more
common in an effort to accommodate both, thosenpaseith child-rearing
responsibilities, and the different work modalitedghe younger generations who
may prefer to work fewer hours than has traditiynaéen considered to be full-time

(Jorgensen, 2003; Leiter, Jackson & Shaugness®)200

The responses from the graduate nurse coordinaticated that most
contracted hours for the GRNs were 40-hours pekw&o metropolitan hospitals
(one tertiary and one secondary) indicated that &RMre contracted to 37-hours
per week, and this was considered full-time. Omegge organisation’s graduate
nurse coordinator considered full-time as 35-h@arsweek. It would appear from
the data that the equivalent of half of full-tin®®{hours per week) is the minimum
the GRNs were allowed to work. It is unclear freitner the primary survey
guestionnaire, or the secondary web-based survesther those graduates working
at half of full-time were required to lengthen th&INP in order to gain the basics of

the transitional experience. Some organisatioaseductant to offer part-time GNPs
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as they believe any extension to the time it waalke for the novice to be deemed
competent may discourage the GRN from continuinpénprogram, particularly
when they witness their peers advancing at a nagiel pace (personal

communication with SDN).

Considering the above, it is of some concern th#tase graduates who did
not participate in a GNP, the reason given by fespondents was a lack of part-
time options. Individual organisations developitieevn policies in this regard, and
there is no overarching authority to deem otherwisés possible that those new
graduates were not made aware of the organisatianslo offer part-time positions
in their transitional programs to enable them t&ena more informed choice in
regards to participating in a GNP. While it is iengtive that contemporary nurse
leaders consider the changing needs of newer garesaf nurses, the impact that
the increasing number of nurses who choose to warktime, and the effect that
this will have on final Full Time Equivalent (FTBumbers of nurses, must also be

factored into future workforce planning.

544 Levels of Support

A sufficient level of support from colleagues, siypgors and mentors enables
the new graduate to more easily translate theaoypractice, and to develop the
confidence and competence required for their new®&&l(Johnstone, et al., 2008;

Morrow, 2009; Myall, et al., 2008).

Lack of support has often been cited as a probfetransitional programs
(Bartram, et al., 2004; Levett-Jones & Fitzger@@)5; Morrow, 2009) so it is

encouraging to see that the overall levels of stppe perceived by the GRNs in the
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current study, was portrayed primarily\&sry Goodto Extensive Between the first
and consequent specialty rotations, the data degittie degree of perceived support
of the GRNs from the Program Coordinator and thei€l Nurse Manager/
Specialist/ Consultant showed some improvement} often in the rural and private
sectors. This general improvement over time magttvébutable to the GRN
becoming increasingly confident within their radgd in contributing more to the
unit as a productive member of staff. Conversilg,perception of support from the
SDN appears to have diminished in consequent ooigtimore often within the
secondary and private sectors. ltis likely thaha commencement of their first
rotation, the initial SDN support given to the GRilIgjuite intensive, but able to be
tapered off as the GRN'’s confidence and competarmrgases. Additionally, there
are often new intakes of GRNs who, at the beginpirtheir term, would require the
same concerted levels of support from the SDN @shaiir predecessors. This
would account for the reduction in the perceiveatle of support from the SDN in
consequent rotations. The following comments adécative of how appreciative

the GRN is when provided with appropriate levelsabport:

Excellent education sessions from SDNs and CNsatGugport from
other nursing staff(Critical care unit, tertiary hospital.)

Excellent staff assistance when required; expoguraedical, surgical,
paedg(paediatricspnd midwifery on the private war(Medical,
surgical, paediatrics, private hospital.)

Great staff, very supportive, good skill mix, pleot experienced, senior
staff.(Medical ward, private hospital.)

The CN and ward coordinators were very good, pated helpful. Staff
very helpful and supportiv€Surgical ward, tertiary hospital.)

All staff were extremely welcoming and supportiverking in a rural
hospital gave a broad overview of many nursing ades. (Surgical,
community, rural, emergency, perioperative; langralrhospital.)
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By the third rotation, the incidence of reportetasionalor negligiblesupport
shows a marked increase across all categoriessurn@sed rationale for this, as
previously referred to, suggests that the suppendgnnel may be focusing the
majority of their attention on new intakes of gratunurses. Itis also likely that an
assumption has been made by the ward or unittsifby the third rotation, the
GRN will have gained a moderate level of proficigaad therefore, not require as
intense support as that needed in the initial stag&ansition. This concept is
supported by comments related to the GRNSs’ peraeptf growing competence

and confidence and that is discussed in the foligugections.

5.4.41  Staff Development Nurse Support

The SDN role is one that has responsibility forc¢heical training and
education of nurses within a specified area ofrgamisation, in particular, those
new to the organisation or profession. A dedicagsdurce to support the GRN is
obviously important to GRNs. This is demonstratgithin their comments below,
in response to how GRNs believed their transitimgpam could be improved, and

suggesting that SDN support should be increased:

An increased SDN role on ward at first when begigniotation — then
there is always someone to point you in the rigtgiation. (Secondary
hospital.)

More SDNs(Tertiary hospital.)

| was employed during a transitional time at thepital where there
were no staff development people employed. Atrtteethis impeded my
experience and educatiofPrivate hospital.)

Having extra support and encouraging SDNs to beenamailable and
willing to help their graduategSecondary hospital.)

More active SDNs who are actually on the ward,jast in their office.
(Secondary hospital.)

CHAPTER 5. Discussion 248



Senior staff may be perceived by junior nursesaslways being present in a
clinical capacity. When nurses take on roles thaty more responsibility, the
position obligation increases, as does the accbilityaand associated
administrative tasks. This time taken away fromicél duties may lead others, who
are unfamiliar with the role requirements, to peree@n incumbent is not fully

engaging in the workload and is often expressed #ee comment above.

An option ofotherwas included in the choices to indicate the soafcipport
proffered to the GRNs waand when chosen by them, was shown to be maioiy fr
fellow graduate nurses; these were either as péneavard staff, or via graduate

nurse networks, suggesting that peer support vggdyhwalued by the GRN.

5.4.4.2 Clinical Coach

Among the tertiary hospital GRN respondentsiical coachfeatured strongly
within the comments related tdher designated sources of support. Graduate nurse
coordinator respondents from two tertiary hospitedscribed deploying@inical
coach a relatively new role that is still in the prosex being developed and
formalised, and consequently, one for which thera dearth of literature available.
The clinical coach is described as a trained meartdravailable exclusively to new
graduates within the first few weeks of their tiinos. The clinical coach does not
have patient responsibilities, is paid at the l@fed second tier RN (Level-2), and
assists the SDN role in supporting the graduatesjraguiding them to attain the
core competencies necessary to enable them todneedieto have achieved the
program requirements. Formal review of the role $teown that GRNs experience
lower levels of anxiety and stress and integratie tine workplace more quickly

when there is a clinical coach presence (Webb, 20@hce the graduate has
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assimilated into their first unit, the attentiontbé clinical coach is able to be
reduced. The clinical coach role would appeautfil 2 good deal of the initial
support needs of the novice nurse, suggestingah#ttose organisations offering
transition programs, implementation of the role lddee a worthwhile concept. The
position is a temporary role so it has fewer finahinplications, and as such, would
benefit sites that are less well resourced. Addily, as appointment to the role is
temporary, the competitive recruitment process voould ensure the position

applicants remained cognisant with contemporanmsiten practices.

Clinical coach used gkxxx]. A senior nurse was assigned to all grads
and did not have a patient loa@edical ward, tertiary hospital.)

We had a clinical coach and graduate support peagie touched base;
extra people just for our rotatiofSurgical ward, tertiary hospital.)

A recent concept in the literature related to supgarticularly in connection
to Mental Health nursing, is that dinical supervisionBrunero & Stein-Parbury,
2008; Taylor & Harrison, 2010), and appears to beralar role to that of the
clinical coach. Clinical supervision is descrilsesda method of assisting the novice
nurse to develop their competence and confiderroaigh a process of reflective
practice, whereby time with an accomplished collesig made available to discuss
recent clinical experiences in a supportive andthoeatening environment (Taylor
& Harrison, 2010). While the notion has merit, teeurrent theme of insufficient
resources within the nursing workplace for evenmashtary mentorship may pose a

dilemma for industry. As such, the clinical coaxhy be a more appealing option.

5.4.4.3 Graduate Nurse Program Coordinators

The GNP Coordinator is responsible for bringingetbgr the components of a

transition program. This generally involves mankgif the program to
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undergraduate nurses within the universities; igoent of potential graduate nurses
via the GNC consortium; liaising with specialty tsnior GRN placements;
development of program guidelines; and negotidim@ppropriate supports to be in
situ for all the elements of the program. The rmaky also include organising study
days for the GRNSs, training for preceptors, andiassg the role of mentor to the
GRNs within their organisation. In their discussaf graduate nurse residency
programs Poynton, Madden, Bowers, and Keefe (2003¢ribe the role of the
program coordinator in relation to providing knoddeable guidance and support,
while also presenting as a role model and confelemthe novice nurse. Research
by Cubit and Ryan (2011) found that the consigbeesence of a graduate nurse
coordinator was able to modify the stress and giesi@f new GRNs by enabling
more timely debriefing sessions within a safe, tfmeatening environment. These
researchers suggested that the graduate nursdra@tordvas able to take on the role
of a mentor, and in doing so, allowed the precefmtdake on a more supervisory

role and to provide clinical direction and constiue advice when required.

While the majority of graduate nurse coordinatggeared to be at a SRN
level, some of the secondary and rural graduateencwordinator respondents
indicated the position was held by an incumbena desser level. It is postulated
that the more senior level of coordinator or edoicatould be better placed to
determine program deficits and initiate changee fdlowing graduate nurse
coordinator comments indicate some of the issuasatte faced by the less resourced
sectors in relation to managing graduate nurseitian programs, and how a more
senior level of nurse may be better placed to matiagse:

First year | have acted as GNBraduate Nurse Recruitesd | am
learning as | go(Small rural.)
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Our program will be under review at the end of tesr. Our difficulty
for our program is having a dedicated person, bamthe §emi-remote
areq if staff resign it takes awhile to recruit. Tlnas led to some
difficult times in the pas{Large rural.)

We are hoping to have fulltime GNP Coordinator tban travel to
smaller hospitals(Large rural.)

(In response to guidelines governing GNIEan’t answer this as the
program is run fron{distant hospital over 1,000 kilometres awayg
are allocated grads aXX as part of their rotation. They work only on
our general ward and are allocated a preceptor. Wk through their
(the GRN)WACHSWestern Australian Country Health Service)
transition to practice workbook, and follow the ARNAustralian
Nursing & Midwifery Council)Competency Standard$Small rural.)

These comments would appear to support the ndtieiret more appropriate
level of senior nurse would be in a stronger posito negotiate resources and
adherence to program guidelines. Health Workféwstralia (2011b) call for
reform in the way health leaders and managersdureated, suggesting that while
most are clinically knowledgeable and skilled, mamgy lack the essential
leadership qualities that will ensure appropriétectures are established, and
innovate solutions applied to emerging problemsyré&duate nurse coordinator with
strong leadership characteristics will be more édblerovide appropriate direction
and education, as well as acquire the resourcesssay to ensure the GRNs’

transition is strongly supported.

The tyranny of distance within the WACHS is seantigh multiple aspects of
delivering an appropriate healthcare service, fatiracting suitable and sufficient
medical, nursing and allied health staff, to beabie to provide specific clinical
expertise to the smaller populations when requirEae advent of video
conferencing and other electronic means of comnatioic have assisted in reducing

the void somewhat, however, its use assumes thadtagy and access is readily
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available, but in some of the more remote aredisen$tate, this is not always the
case (Newman, Martin, McGarry, & Cashin, 2009).n§amguently, regular contact
and support with senior staff may, at times, bé@dand somewhat less than is
desirable (Lea & Cruickshank, 2007). As impliedtbg above comments, many of
the programs in the smaller rural sites are gowkhyelarger organisations, and often
from a considerable distance away. In terms ob#st use of resources, this would
appear to be an efficient concept. However, iblvek these organisations to ensure
that their communication facilities and supportistures are used optimally, and that
the GRN is provided with the best possible oppotyuio develop into a competent
and confident practitioner. Similar resource latihns are apparent in some of the

metropolitan secondary hospitals.

5.4.4.4 Aspects of Support

Supportive comments also featured strongly in atfeatsthe GRNs perceived
werebenefitsof the specialty rotations and demonstrate thastipportwas

proffered from a variety of sources:

Very high acuity, quick turnover, excellent suppgreat
communication with allied health staff and betwesdical team.
(Medical ward, tertiary hospital.)

Extensive preceptor suppo(Berioperative, private hospital.)

The importance of adequate support to the tramsiigpgraduate nurse cannot
be underestimated. Critical thought affectingiclhjudgement can only be
developed through knowledge acquisition and exgosuclinical experiences (Fero,
Witsberger, Wesmiller, Zullo, & Hoffman, 2009; Rgjl2005). Subjecting novice
nurses to unsupported clinical situations beyordt gtope of practice has been

shown to diminish patient safety (Garling, 200&hikktone, et al., 2008; Morrow,
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2009), and influence a nurse’s decision to mainmure within the nursing
workforce (Heath, 2002; Takase, 2010). These ssand their ensuing effects are

clearly demonstrated in the following GRN comments:

| would have learnt a lot more about critical thing with some support.
(Medical, tertiary.)

Note:in her consequent rotations, this nurse wrfastastic education
enhanced learning experience.

(Support)varied from poor to excellent, depending on sEN/CNS on
the ward/departmen{Medical, aged care, mental health, secondary
hospital.)

Note this nurse commented in 5-year visionrast sure if | will still be
nursing.

Management was unsupportive, huge patient loadsjrummstering;
grads not welcome at staff in-servic@dedical/palliative, secondary
hospital.)

Note: this nurse commented in 5-year visiorvasking - ? where. Bit
over nursing already.

Acuity of patients relative to my experience. Irpade staffing. Not
knowing what | was doing and not having other stdfd were willing to
help. The skill mix during this rotation often megrads were
‘educating’ other grads — a severe lack of supp(@trgical, tertiary.)
Note: This nurse chose to remain in his next rotafi have stayed in the
Unit because it was an easier workplace than tts fotation. It is a
better supported unit; they have catered to my awalability as | have
returned to university to study in a differentdiel always knew that |
wouldn’t be a nurse on the wards forever, but ligayed doing it for
approximately a decade. | now feel that as soohcas find another
profession within my field of study, | will leaversing and probably not
return to the job.

High work load, very complex patient histories,support, staff too
busy, too many ENs and not enough RNs in RegioaakaFelt like you
were dropped into nursing and you had to sink anmsvinsafe for
patient’s care(Medical/surgical, large rural hospital.)

Note: this nurse commented in her third rotatimmy myself on shift
dealing with A&E(Accident and Emergencyhatients with limited
knowledgeFollowing completion of her GNP she chose to waorla i
different organisation and a specialty where shegraviously felt
supported.
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These comments clearly demonstrate the importaingteamg and consistent
support systems; the effect it has on the GRNr fieiceived delivery of safe patient
care, their overall concept of the nursing profassand their intention to remain
within it. It is imperative that the nursing preeon ensures that all newly graduated
nurses are proffered adequate and appropriate gugph more importantly, that
areas known to be lacking in sufficient resoursesh as the rural sector, are
provided with the means to provision these. Asaed in the following graduate
nurse coordinators’ responses, it would appeargitaduring resources to provide
suitable support to the novice nurse is a diffiemitl ongoing challenge in a number

of the rural and secondary sectors.

Would prefer my only job was GNP coordinator sould find the time
to introduce more innovations and changdsetropolitan secondary.)

Our difficulty for our program is having a dedicdtperson. Being in the
(location) if staff resign, it takes a while to recruit. $Hias led to some
difficult times in the pas{Large rural.)

GRN respondents from tertiary hospitals providedanpsitive responses in
regards to overall support systems and prograrnotstel This outcome correlates
with the more structured systems that were destilyehe graduate nurse
coordinators from this sector. Data from the geddunurse coordinators indicated
that all tertiary hospitals had a combination afieelevel graduate nurse
coordinators and educators (SRN), supported bfyd¢akelopment nurses, and in
many cases, clinical coaches at a midway senigrage (Level-2). Some of the
graduate nurse coordinator respondents from secpadd smaller rural
organisations indicated only a mid-grade nurseavaslable as the senior
coordinator and/or educator. Given that suppadt@rndance of the graduate, and

the unit staff working with them has been showhdwee a positive impact upon the
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transitional experience of the novice nurse (C&dRyan, 2011), it is important to
consider the benefits that a more senior nurselmaag in facilitating this.
Organisations need also to ensure recruitmentetedtion of suitable nurses as

support resources.

5.4.5 Benefits of Specialty Rotations

Following the set of closed questions related theatation, open-ended
questions were asked to elicit what the GRNs peeckivere the benefits, problems
and stressors that they had encountered withirpdréicular specialty, with a view
to gaining some insight into their experiences, lao they felt these had impacted
upon their transition. Comments regarding the geecdbenefitsof the GRNSs’ first
rotation related predominately to tlearning of new knowledge; and the acquisition
of clinical skills; followed by thesupportreceived; and the developmenttiofie

managemerskills, as is demonstrated in their textual resgsn

Great opportunity to develop time management s&illds improve on
basic nursing skills, i.e., IVAR#ntravenous Antibiotics\Medical
unit, tertiary hospital.)

Fantastic staff at ward level, sense of learning achievement,
feeling part of the team, lots of feedback fromarataff.(Mental
health, tertiary organisation.)

Practicing basic care, confidence building with noations and
communication(Rehabilitation unit, tertiary organisation.)

Good grounding, managed good time management.Bélsame
competent with narcotic administration post surgéBurgical unit,
secondary hospital.)

Looking after technology dependant patients, beespiratory
assessment skills improvéBaediatric medical unit, tertiary hospital.)

Learnt to deal with stress, learnt small bits ablmi$ of things(Aged
care, rural.)
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Gaining surgical knowledge, for example, PGpatient controlled
analgesia pumpsgpidurals, drains, dressing&Surgical unit, tertiary
hospital.)

Lots of dressings, IVABs, basic nursing cgallls increase)team
nursing — good when partnered with experiencedeua when with
a non-medication competent EN with 10 patients\okBs.(Medical
unit, private organisation.)

In the second rotation, the majority of graduat %) again indicated that
the process dearningwas the greatesienefit followed by comments that were
themed aslinical (41.3%),support(34.8%) andime managemer{8.7%). While
the ranking of the most common responses in thenskxmotation were the same as
the first, the percentage of the whole number sppoases increased for all, with the
exception otime managementyhich decreased by more than half from that of the
first rotation proportion. This suggests thatthg second rotation, the novice nurse
has begun to overcome the challenge of managingmyeme effectively prioritising,

a full patient workload, hence the reduced focusnpne managementTextual
responses from their second rotation experience®dstrate that acquiring further

knowledge and clinical skills were perceived asongnt to the GRN:

First-hand view of challenges in community. Veexifhle time
management needgommunity health, large rural.)

Learnt a lot of clinical skills such as insertiohGT (nhaso-gastric tube)
IDCs (indwelling catheters)plenty of opportunities on surgical ward
(Surgical ward, private hospital.)

Another busy ward exposed to everything quickhkesgou learn
quickly. The staff development nurse was very pincaand hands on.
She spent time with each of us discussing ourmateach shift and
suggested learning opportunities to develop outss&and knowledge.
(Surgical ward, tertiary hospital.)

Types of patients, complex co-morbidities, caréyarig patient,
oncological / haematological malignanci€dedical ward, tertiary
hospital.)
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Great support from ward staff. Well structured andlined. Provided
with education plus, plus, plu&urgical ward, tertiary hospital.)

Third rotation respondents once more, folearningto be of the greatest
benefit, with an equivalent proportion of relatedponses as for the second rotation.
Supportmoved to the second most common theme (29.7%glamdal shifted to a
lesser ranking (21.9%) witime managemememaining the same (8.7%) as shown
in the respondents’ comments:

It required me to develop a set of nursing skhkst twas normally
neglected in a medical settingdental health unit, secondary hospital.)

Acute setting mental health learning to identiffigrats that may go
unnoticed on wardgMental health, tertiary hospital.)

Getting a good grounding in all cardiac, metabaied other medical
conditions. Knowledge of commonly used dr{igedical ward,
secondary hospital.)

Builds nursing skills very well, ability to workdapendently.
(Perioperative unit, tertiary hospital.)

By the third rotation an additional themeaooinfidencehad become evident
with 7.8% of respondents indicating it to bbemefitof that rotation. This finding
supports the theory that for the novice nurse teelbp self-assurance in their
nursing practice, the path to proficiency requsesicient time to build upon basic

knowledge and skills, as is revealed in the folligWGRN textual data:

Increasing confidence, learning to manage surdiisaés. (Perioperative
unit, tertiary hospital.)

Getting to be more confident in dealing with siekdtac patients.
Working independently, very good environmg@titical care unit,
tertiary hospital.)

Great staff! Always willing to help if availablenproved my time
management skills and self criticigoritique). (Medical unit, large rural
hospital.)
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These comments clearly suggest that growing lesfedenfidence and nursing
skills are achieved with each new rotation, a cpheapported by similar research
(Evans, et al., 2008; Reilly, 2005; Reeves, 200¥Whether the same levels and rates
of confidence and competence would be gained ksethdo chose not to participate
in a GNP is not able to be determined from thiglgtbut is worthy of further

research.

5.4.6 Problems and Stressors of Specialty Rotations

To enable registration as a RN with the NMBA, tleevty graduated nurse
must possess the basic knowledge and competeptéise to the profession.
However, and as discussed previously in relatiainéaheory-practice gap, the
dichotomy of thought between academia and industryresult in expectations that
do not match reality. This often results in th&ine nurse encountering issues and
confronting experiences that are not found in notisér professions. For many
GRNs the transition from the relative safety of tieoretical arena to practice is a
highly stressful experience, and many fear thely the knowledge or skills to safely
deliver appropriate nursing care (Goh & Watt, 2008yett-Jones & Fitzgerald,
2005). Furthermore, expectations by unit staff GBRNs should be fully practice-
ready may be unrealistic. Such expectations atldmg to the degree of anxiety
experienced by the novice, but may reflect pooriytlee organisation as a supportive
environment (Morrow, 2009; Reilly, 2005). Adequatel timely support,
particularly in the initial stages of transitiongoactice, have been found to directly
impact on the sense of confidence and developingpetence of the newly

graduated nurse (Johnstone, et al., 2008).
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5.4.6.1 Perceived Problems

In their initial specialty rotation, GRN responderiso were in a secondary
level hospital were more likely to indicate thdaek of supportvas considered a
problem,with 26.7% denoting thus. Respondents from tgrt@spitals were the
least likely to report &ack of supportis gproblem Further breakdown showed that
more than half of those who depictadk of supportas aproblem(57.6%) were
aged less than 30 years, and almost half of tls8%) had not indicated any prior
employment in a health related occupation. Suth slaggests that those GRNs who
are older, and those with prior health care expeaemay perceive support levels in
a more positive light than those who are younged,without the benefit of previous
exposure to the healthcare environment. Thosehalddaattended University D as an
undergraduate nursing student showed a slightlydnigroportion of respondents
(22.2%) who indicated problems related to a lackupportthan did those from
other universities, with University A showing 21.2%niversity B 20.2%, and
University C the least (14.3%). These differingdis of perceived support may also
be related to the health sector the GRNs were graglm, as the greater proportion
of University D graduates indicated employmenta private sector and those from
University C were predominately within the tertiagctor. Conversely, University
D also had the greatest proportion of respondedisating that they hado
problemsin their first rotation and University C showee tlesser proportion of
graduates (9.5%) indicating they haal problemsluring their first rotation. It needs
to be noted however, that these two universitiestha least number of nurses in the
total graduate nurse research population, andftirefeany conclusions drawn from

the data need to be viewed with caution. The falg statements of perceived
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problemsseem to suggest, once more, that appropriate gupps an important

factor in shaping the GRNSs’ perceptions of theingitional experiences.

Assigned preceptor was part-time, then went ordagh so no set
preceptor - was an issue in terms of support wiidrucial in this first
rotation. (Surgical ward, secondary hospital.)

Staff not always supportive and grads often givestrdifficult patients.
(Medical unit, secondary hospital.)

Having little or no support from program coordinatand no staff
development at time@Medical unit, private organisation.)

Nurse manager very critical, occasionally abusi@¢her staff too busy
to help. Usually the only feedback you get was wioendid something
wrong.(Surgical ward, private hospital.)

High numbers of graduate nurses, ward staff noy Yaipful, negative
staff morale(Surgical unit, tertiary hospital.)

Lack of 1 or 2 support people that were dedicatettansition period

and assessmeni$Surgical, community, emergency, periop, largalrur

hospital.)

Research by Bartram, et al. (2004) found that gilsfaction increased and
stress decreased when there was positive suppert th the GRN from nursing
colleagues and supervisors, a finding that was g by Tervo-Heikkinen, et al.

(2008), who also discussed the concept that aeaserin nursing practice standards

corresponded with a reduction in adverse patieahsv

Three respondents cited they had felt they werevholly using their
knowledge and skills gained during their undergead@education. All three had
indicated their undergraduate nursing program wamaversity A; were in the 20 to
29 year-old age bracket; female; and had not spdqifrior health care experience
before graduating. The age group and lack of gréaith care experience may be

relevant in terms of contributing to the theorygiree gap and consequently feeling
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that there was dissonance between the knowledgehtteacquired in university,
and their ability to apply it to the workplace. ébpecialties they were assigned to
for their first rotation were paediatrics, rehaiiiion and mental health, all of which
are somewhat more challenging than most speciadtrestherefore, may not have
received sufficient exposure to them during thedergraduate years. Two of the
three GRNs indicated future careers in nursing,evas; the third had resigned

during her graduate program to pursue a non-nuckiggee:

Feeling of losing basics learnt at uni, supportfstet at this hospital,
even though part of prograr(Paediatrics, tertiary.)
Note:this nurse indicated a future career glaot in nursing’.

Felt that | didn’t consolidate knowledge learntuati as that was more
focused on medical and surgical nursiflgental health.)

It was boring, no use of uni knowledge; lack of s@ducation for
looking after ‘ward outlier’ patientgPatients who do not fit the unit
specialty profile) (Rehabilitation.)

In subsequent rotations, there were greater priopsrbf respondents notating
that they hadhot experienceghroblematicareas. The primary theme depicted by
those respondents who did report areas they fel preblematicwas agaiack of
support,and was more commonly reported in their secoratioot than in their first.
As discussed previously, this may have been asisecuence of support staff
considering the GRN required less support thaheir earlier rotation, and the
initial level of support shifting to new intakes giaduate nurseBusyness, lack of
competence, poor skill-mandbullying and harassmembntinued to be reported by
the graduates as perceived problems, and at asiraik to that of the first rotation.
Additionally, themes opoor communicatioli6.5%) andunprofessional behaviour
(5.6%) emerged in this rotation, which may indicateemerging awareness of the

less favourable aspects of some organisationalreslt Again, those who believed
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they werenot using skilldearned in their undergraduate nursing prograd@f,. or
where the work wasepetitive or boring4.7%) were apparent. The issue of
program structurédegan to feature in this rotation with 4.7% (n)arlicating thus,

as depicted in the following comments:

Complex assignments while trying to learn a congbjatew area.
(Perioperative, private hospital.)

Not enough study day@viedical unit, large rural hospital.)
Lack of supernumerary timgsurgical unit, tertiary hospital.)

Lack of adequate supernumerary tirfidedical / surgical unit, large
rural.)

In their second rotation, those GRNs who had agdndhiversity B as an
undergraduate nursing student indicated the higiregiortion (32.4%) of problems
related tasupportin comparison to the other universities; Univerdgitattendees
indicated 22.4% haslupportrelated problems, University D demonstrated nangba
from the first rotation (22.2%), and University Gain, showed the least, but with
somewhat more (21%) than that reported in the fatsttion (14.3%). The
University B cohort indicated the greatest (35.E) University C the least
(10.5%) proportion of their graduates denoting thay hacho problemsluring
their second rotation. Some the issues the GRIN®&/éee a problem during their

second specialty rotation are depicted in the Walhg comments:

Lots of GRNs but not always enough senior statirgical ward, tertiary
organisation.)

Some staff members expecting and pressuring graslti@tdo more work
than they can handléMedical unit, secondary hospital.)

Not trained in mental health. Limited support cathing.(Community
mental health, large rural hospital.)
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No clinical coach available due to budget restocs.(Surgical unit,
tertiary hospital.)

Adjusting from the way RNs worked in the countrg@sosed to the city,
as in communication with colleagues and issuesndigg clients.
(Domiciliary, small rural hospital.)

Ward very heavy and busy, sometimes no actual sugadf, so you had
to rely on ward staff and they were busy {&urgical ward, tertiary
hospital.)

Further exploration into the number of undergradwdinical placements, and

their type and duration may reveal plausible asdmeris between them and the

resultant transitional perceptions of the novicesau

While possibly indicative of an evolution in gradei@onfidence and
assertiveness with colleagues, plus a greater aessef what is, and is not,
acceptable behaviour in the workplace, the increasemments related fwoor

communicationunprofessional behaviowandbullying is of concern:

The ward was a basket case, poorly run. Many ptadssues on this
ward. | could feel myself becoming increasinglyrdeped and deskilled.
(Medical / surgical unit, private hospital.)

Note:this nurse transferred to a different private hiadpo complete a
second GNP year but was clearly affected by thatnegexperience in
her second rotation.

Some of the staff were unprofessional and unwetapmiour first
month.(Medical unit, tertiary hospital.)

Bitchiness between staff, arrogant surgeons to aghl (Medical/
surgical unit, private hospital.)

Nurse Manager was difficult to approach, did natpect rostering
requests and personal nee(dedical/ surgical unit, tertiary hospital.)

Some doctors are very rude to nurses and you cothgtaad to chase
them up to do thinggMedical and surgical unit, tertiary hospital.)
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It is possible that those charged with managinficdit behaviours in the
workplace are not sufficiently skilled in negotiagithis difficult process, and
consequently, the negative culture remains unclirageis suggested in the above

GRN comments.

Only a few respondents (n = 8) indicated that th&y participated in a fifth
specialty rotation. Although the cohort was smalhew theme emerged related to
problemsand was coded dack of respect

Some staff not prepared to accept my judgementenidike a student.
(Emergency, large rural.)

Lack of respect from younger stgf¥ledical, surgical and emergency,
large rural.)

As both these respondents were of the 50-plus @ggary, it is conceivable
that their perceptions could suggest that the grsduwere beginning to develop a
sense of identity and competence as they became pnaficient in their RN role, or
alternatively, may stem from a generational gapitdkr, et al., (2009) suggest that
the differing values held between the generati@velthe potential to generate
conflict within the workplace and that the oldeaduwate nurse may find it
confronting to take direction from a possibly mycunger, albeit more clinically

experienced, colleague.

5.4.6.2 Perceived Stress

As well as seeking information related to what@&®Ns had perceived as
problematic areas within a specialty, a secondtopreasked ‘what caused the most
stressfor you in this rotation?’ The rationale for inding a separate question in
relation to the difficulties encountered by the GRMas based upon research by

Evans (2005) suggesting that some experiences mpgioeived as a problem but
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are not always considered a stressor, and vicavdrsis notion was evident in the
current research wheveorkloademerged as the leading cause of percesedsas
reported by the GRNs; as opposedhitk of supporthat was the more prevailing
theme of perceivedroblems Notwithstanding thidack of supporstill featured

strongly amongst thetressorthemes.

While in the first and second rotations commenistee toworkloadandlack
of supportformed the majority of thetressorthemes, in the third specialty, the more
common theme emerged lask of support It is feasible that as the GRN became
more proficient, and was able to manage assignnmeaoits effectively, the
perception of heavy workloads eased. The secorumpitals had the greatest ratio
of respondents citing a perception that tirkloadwas a majostressor and
respondents from the tertiary organisations hadethst. It is possible these
disparities reflect inadequate nurse-to-patiendvsah the smaller sites. Concepts of

workloadcausingstressare described in the following GRN comments:

Work routine. Caring for critically ill patients.lAmachine settings, ECG
monitor, ventilator, blood test reading, all reguig a lot of study.
(Critical care, tertiary hospital.)

Poor skill mix on ward. Stress amongst staff andager, pressure from
manager on staf{Surgical ward, private hospital.)

Patients going septic quickly, palliative patieats their family.
(Surgical ward, tertiary hospital.)

The heavy workload and greater expectations onnexperience caused
my health to suffe(Medical unit, secondary hospital.)

Physical demands of lifting, rolling patients ofteithout enough staff to
assist.(Medical ward, private hospital.)

Thrown in — everyone too busy — very stresgfrergency unit,
secondary hospital.)
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The rural sector had the largest proportion of sesients who perceived that
lack of supportvas a majostressorand is consistent with previous discussions
related to areas perceived by the GRNrablems As was found in the section that
related to perceiveproblems the smallest proportion of respondents whack of

supportwas considered a causestifesswas from the tertiary hospitals.

In the consequent rotations, and unlike the fosation, the second most
commonly mentioned source stfesswas alack of knowledge When tabulated
against the type of organisation that the respanderked in, both the tertiary and
the secondary sectors demonstrated the largesbpiapof respondents reporting a
lack of knowledgéad contributed tetress This emerging perception may be
related to a growing self-awareness within the GR&lthey begin to develop basic
skills in critical thinking and, as a consequemeepgnise the enormity of the
knowledge scope that the profession of nursing mpesses. Their undergraduate
education is aimed at providing the foundation upach the novice nurse will
build their clinical knowledge and skills, and thétl lead them to ongoing
competence and proficiency. Consequently, thailegracquired in the
undergraduate nursing education is often of a diffenature than that experienced
in an ongoing industry setting (McKenna & NewtoA08). The following GRN
comments are indicative of the stress experientattémpting to apply their skills

and knowledge to rapidly changing clinical situato

Learning how to deal with machine alarms and deglinth ‘crashing’
patients.(Medical unit, tertiary hospital.)

Patients’ conditions can change so quickly andaaltthinking(needed)
plus, plus, plus. Have to be fully alert and knaywvhat to do(Critical
care, tertiary hospital.)
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Lack of experience, feeling unsafe to pract{eirgical unit, tertiary
hospital.)

The novice is required to quickly and consistedtyelop new skills and learn
to be assertive in communicating with not only plagient, but with colleagues as
well, including those who may appear less thanptee to a junior member of staff
(Delaney, 2003). On several occasions, poonmunicatiorwas cited as an issue
causingstressand related mostly to colleagues and, on two aooasto medical
staff. Such occurred predominately in the tertsegtor (n = 6), with four

respondents working in surgical and one each inicakdnd perioperative units:

The staff being hard to communicate w{Bame day unit, tertiary
hospital.)

Strong personalities amongst staff; conflicting iadv(Perioperative unit,
tertiary hospital.)

Lack of staff, increased workload. Destruction afifidence by other
staff.(Surgical ward, private hospital.)

Being excluded from ward meetings because ‘I'maaigiack of
support by ward staf{Surgical ward, tertiary hospital.)

Novice nurses often struggle with coming to ternith whe demands of their
new RN role. Such a stressor may be compounded sér@or, and apparently
more experienced nurses demonstrate hostile orrgorbehaviours (Duchscher,
2009). Most people have a natural desire to wafedl part of a group and
socialisation forms part of adaptation to a newiremment (Turner, 2009).
Occasions of unfair allocation of workload and/asaciable shifts (weekends and
evenings) were cited by the GRNSs in the currerdaesh and are issues that have
also been reported in other studies of graduateenuansition (Evans, 2005; Lea &

Cruickshank, 2007). When there are perceptionstdir work allocation, or
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communications, GRNs are generally reluctant talkspg due to a desire to be part
of the unit culture; for fear of ridicule; or beimgade to feel incompetent
(Duchscher, 2009; Evans, et al., 2008). Additipnalder, non-university educated
nurses are often likely to be implicated in isstgdated to poor communication
(Kelly & Ahern, 2009; Leiter, et al., 2009). Comsely, the experienced,
knowledgeable nurse is in a prime position to meata support the novice nurse
through these experiences and many of the comnreatker sections clearly
demonstrate this to be the case. It is feasilaetttese occurrences of seemingly
poor communication and workload allocation may haeen ameliorated if a

suitable mentor was available to intervene on tR&G behalf.

The importance of an appropriate mentor with whben&RN is able to
debrief and perhaps, improve their experiencesiduhieir GNP is highlighted in
some of the responses reflecting the graduatesstil situations. The following
comments rather succinctly demonstrate the vaokigsues the GRN may

experience transitioning from novice to competansa.

Drug errors | made(Surgical unit, tertiary hospital.)

Struggling with whether or not nursing was for ifi2gay procedure unit,
tertiary hospital.)

Note: this nurse left the profession to study &ed#nt, health related
career.

Nature of the ward, very distressing and sad somegti(Medical ward,
tertiary hospital.)

Not having someone to talk to when nee@edical unit, secondary
hospital.)

The seriousness of some situatiq&snergency department, tertiary
hospital.)
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Difficult events experienced in the workplace ceesiress and anxiety. Open
disclosure and frank discussion are important ttmleduce the emotional impact of
these experiences and to monitor that coping giegere appropriate. Informal
opportunities to debrief are often unavailableaalthcare workers due to the
increasing busyness of their workloads, but altieras, generally in the form of
counselling, such as Employee Assistance Programasjsually made available. In
the current study, many GRNs found that the stusdvere an opportunity to
network with fellow graduates and rated this oppaity highly, particularly in terms
of being able to discuss their experiences. It b@pf benefit to the novice nurse to
ensure adequate provision of regular, informal netwg opportunities, where they
are able to share their experiences in a moreedlarnd supportive environment
(Welding, 2011); or alternatively, make certaintttineey are fully cognisant of how
to source support systems should these be requiineah effort to facilitate an
informal communication network for GRNs, the NMGstracently explored the
option of developing a facebook page to enableodise between nursing peers.
This is still to be finalised (R. Newton, Marketi@gevents, NMO, WA Health

Department, personal communication, May 28, 2012).

Formal debriefing is particularly important for tevolved in sentinel events
where a patient has experienced either serioumgs from the provision of
medical care, or indeed, has deceased. The ent¢ngeme of patient death as a
stress inducer came primarily from the GRNs whoaweorking in the tertiary
sector. Many of the associated specialty rotatwoa® in either medical wards or
critical care units, locations where there areghér likelihood of such events

occurring. Witnessing a person’s end of life oélways confronting and is an
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experience that is difficult to prepare for, partarly when the patient has yet to

experience life to any real extent.

Emotionally coming to terms as a young nurse thdten get sick and
die. (Paediatrics unit, private hospital.)

In my first week on my own, 3 patients that | fladked afterpassed
away, there was no form of debriefing for rfdedical unit, tertiary
hospital.)

On a very busy ward with very sick patients and yragaths(Medical
unit, tertiary hospital.)

Learning about nursing management for stroke p&tias it wasn't
something | had come across. Plus it was my firgt 1 had nursed a
palliative patient who then died during my shiedical unit, secondary
hospital.)

In a US study of transition experiences, similatréiss was experienced by
graduate nurses when they were first confrontell thi¢ issue of death and dying
(Delaney, 2003). The author of that study conduithat death and dying, and
developing strategies to cope with the event, wapia that required more attention
and further discussion in the undergraduate cdtou An education package
would seem a valuable option and was describedhoyripson (2007) as including
formal clinical experience within a hospice fagilihat involved pre and post
briefing within a protective environment. Debrigfifollowing a patient’s death
enables those who have been involved in the p&atieate to explore coping
strategies, and to help manage the emotional dssthat is part of witnessing such
an event. It would appear that appropriate meadoreassisting the GRN to deal

with such stressful situations may be lacking ims@rganisations.

The third specialty rotation data demonstratecharease in comments related

to a sense of lackingpmpetencynd may be indicative of the GRN developing their
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ability to self reflect and to better understanel tomplexity of the role of the RN.
Deficits in understanding the needs of the novizes@ in some sectors were also

apparent, as is demonstrated in the following GRMments:

Sense of a lack of training to be prepared fordhea of mental health
nursing (Mental health unit, secondary hospital.)

Initially working out drug dosages much smallerriizefore (Paediatric
unit, private hospital.)

With limited critical care experience; looking aftitical patients can
be stressful at timegCritical care, tertiary hospital.)

Only myself on shift. Dealing with A&Rccident and Emergency
[Department])patients with limited knowledg€lhird rotation, large
rural hospital.)

The final comment is of concern. The graduateeamordinator from a large
rural organisation indicated that towards the tadtage of their program the graduate
was the only RN on a shift. As the graduate watiltibe consolidating knowledge
and skills at this stage, this poses a significahtto the organisation in terms of safe
patient care, as well as placing considerablestipen the nurse as is demonstrated

by the following comment.

Not having enough experience to work in accidedt@mergency.
(Emergency Department, first rotation, large rgral.

Note:in relation to night duty, this nurse also commdnté did not
believe | had enough experience to have the regpbtysof working
night duty as I, being the RN, was working withmmhajonly) ENs.

Graduate nurse coordinators from both a metropotisondary and a small
rural hospital indicated that their graduates oftenked with only one other RN.
This is likely to create situations where the gitdihas the entire responsibility for a
unit, for example, in times of meal breaks, or sheave taken by the other RN, and

is forced to exceed their scope of practice (Ducbs2009; Lea & Cruickshank,
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2007). Morrow (2009) states that “patient safetystrbe at the fore when planning
and implementing nursing human resource allocatrading the support of
fledgling nurses into the staff mix” (p. 283). Whttrere is a deficit in nurse staffing
levels, expecting an inexperienced nurse to takadalitional responsibilities only
exacerbates the hazardous situation (Cowin & Héegger-Sims, 2006; Evans, et
al., 2008; Garling, 2008); and has already had @bresequences within the
Australian healthcare context where this has oedufDeath caused by unsafe

staffing levels, 2008; Record of Investigation adfdih, Ref No: 12/12, 2012).

In subsequent rotations, the proportion of responseelation tostress
comments recorded ad increased to 31.5%. Tipatients/ clientoriginating
perceptions o$tresswere seen as a concern. It is feasible that,eagrémduate
becomes more competent and confident, they areaddld more complex patients to
care for, including those who have little respectthe ‘zero tolerance to abuse’
directives. The WA Health Department has long adted a policy of no tolerance
to abuse of staff by patients and/or their relativiheir policy and guidelines
stipulate the necessary regulatory requiremengmsare that training and controls
are in place to manage and minimise workplace aggre and violence, and to
ensure staff are safe in their workplace (Departroéhlealth, WA, 2004). The
following comments suggest that despite these messsuch experiences are still

stressful to the nurse involved:

The unpredictability and volatility of patient mipon the ward(Mental
health, secondary hospital.)

To deal with difficult families of the patief®urgical unit, tertiary
hospital.)

Difficult patients and learning how to manage theffiectively (Medical
unit, tertiary hospital.)
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Overall, and throughout the consequent rotatidrs@RN responses have
demonstrated a maturing professional, a conceptthad be interpreted as an

indication of a successful transition from novioeptoficient nurse.

5.4.7 Additional Perceptions from Specialty Rotations

At the end of the section for each specialty rotgta final open-ended
question asked for any further comment that thdgates wished to make in regards
to their rotation. For ease of grouping, these roemts were coded on a five-point
Likert-type scale fronvery positiveto very negative First rotation responses were
predominatelypositive(61%), implying that the GRNs overall outlook teld to
their first transitional experiences is optimistied conducive to affirmative
experiences.

| thoroughly enjoyed my first placement of my gtdyprogram.
(Medical ward, private hospital.)

Loved it. Chose to continue on this ward after goaoigram.(Surgical
unit, secondary hospital.)

| was made very welcome and supported well by B¢ &d other staff
during this time(Surgical ward, secondary hospital.)

Excellent support, good rapport amongst staffyally supportive.
(Domiciliary placement, community health.)

It was a great ward and | now work there full-tingBurgical ward,
tertiary hospital.)

It had been a very positive, productive and beradfgtart of my career.
(Perioperative unit, tertiary hospital.)

These comments clearly show that positive expegeeace conducive to
retention within the workforce, and in particular those areas where the encounter

has occurred (Johnstone, et al., 2008; Morrow, 20BRich of the literature related
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to graduate nursing transition tends to focus emegative viewpoint. The current
research has shown that the greater majority oéitianal experiences are, on the
whole, much more positive than other studies inf@llyang & Hancock, 2003;
Evans, 2005; Kelly & Ahern, 2009), and as suchs¢haspects should be the focal
point of future planning and the development ofdglines for transition programs

within WA.

Only five responses of thadditionalcomments were coded @asry negative
with a further 22 as mostly negative (37% totalateg). Of thevery negativethe
spread of designated workplace was from acrossgdinisational categories, which
would suggest that the experience was more liledbted to the individual, rather

than the sector.

Our ward was very understaffed and nurses expeotpitk up the slack.
I had workers comp injury her@edical unit, private hospital.)

Felt like you were dropped into nursing. You haditk or swim, unsafe
for patients care(Medical / surgical, rural.)

Was not preceptored, made to feel a nuisance. 8&a# not friendly.
(Medical unit, small rural.)

A small proportion of the responses that indictezel GRNs had encountered
both positiveandnegativeaspects of their specialty rotation were themearased

experience, as is shown in the following:

I've enjoyed this rotation and have learnt a lots&flls. Need more
support from senior staffMedical ward, tertiary hospital.)

Very supportive SDN. Not rostered on with Preceptdris a waste of
time being assigned on@edical and surgical, tertiary hospital.)

High acuity and turnover = increased stress. Oftesaded going to
work. Often staying back. Great, friendly stafcalent graduate
program support — would come and help when calleedical unit,
secondary hospital.)
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It provided a good entry point to nursing, howeseffing shortages and
management decisions proved a dangerous combindhtadical unit,
secondary hospital.)

For their second specialty rotation, 74 respondeutis the opportunity to
providefurther information;12 of these were themed\asy positiveand an
additional 28 asnostly positive. While this was slightly less than that recorded for
the previous rotation, there were also moderathef coded agery negativer
mostly negative Between the specialty rotations, the GRN resgefiom the
tertiary and private sectors showed minimal chandke proportions, however,
there was a considerable increase inptbstiveresponses from the rural sector and a
small decrease in those from the secondary hospitithout additional data it is
difficult to speculate as to why this has occurrétds possible that in the initial
stages of their program the GRNs in rural areas maa felt more isolated from
their peers, and as they progressed in their ttansassimilated more easily into the
team. Again, the responses demonstrate the favieurapact that positive

experiences have upon the GRN’s concept of thegimg role:

Fantastic education enhanced learning experie(@argical ward,
tertiary hospital.)

| thoroughly enjoyed my second rotation and wowddrterested in
returning to this area in the futuréSurgical unit, tertiary hospital.)

Weekly updates on new events and policies weré. dgtept everyone up
to date and issues could be looked at quickly ¥ approachable
management. Loved my work and going to work. Fhesiaff with a
huge knowledge base. Always someone who could apsurequestions
using theory and policies to back up what they .dagdt very safe as
everyone used the policies — no dodgy practi¢&sediatric critical care,
tertiary hospital.)

This was a fantastic ward to develop nursing skiMyg preceptor would
check my observations were complete, my drugs eeerect and offer
help in any patient deterioratiolSurgical ward, tertiary hospital.)
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Fantastic rotation. Great introduction to busy pogterative ward, great
team.(Surgical ward, small rural hospital.)

I loved it. | like mental healti{Mental health unit, private hospital.)

Loved it, and it's where I'm stayin{Perioperative unit, tertiary
hospital.)

Conversely, some experiences were not so condtxi@eonstructive
experience and led a few to thinking about leaviregprogram. Takase (2010)
found that thoughts, and verbalisation of interietve, were early signs of nursing
staff turnover, and that such incidents are ofteacerbated by work overload and
even workplace injury. Ongoing issues with instiéint human and material
resources, that are a necessity for any nursddotiely and safely provide

optimum patient care, are depicted in the GRNS' memts:

| couldn’t wait for it to end{Surgical ward, tertiary hospital.)
Highly stressful rotation(Medical ward, tertiary hospital.)

Very bad SDN. | got sent to another ward my seeoeek | was there
and got another back injury — not the right equipinfer heavy patients.
(Medical / surgical, private hospital.)

The most un-enjoyable rotation. Worst experienaditey to thoughts of

quitting nursing for good(Surgical ward, tertiary hospital.)

Note:this nurse continued, enjoyed the next rotatiod, did not resign

Of the 73 GRNs who completed a third specialtytrote only slightly more
than half took the opportunity to proviflegther commentOf these, 16 were themed
as eithewery positiveor mostly positiveand 13 asery negativer mostly negative;
the remaining texts were considered to contaixedresponses. The responses

continued to demonstrate the influence that the GRXperiences had on their

perception of the specialty rotation relative te thagnitude of that experience:
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| really enjoyed this rotation and would like toesjalise in nephrology
nursing.(Dialysis unit, large rural hospital.)

Have only been here about 3 weeks — the 2 SDNshemreamazing and
very supportive and thorougfMedical unit, tertiary hospital.)
Enjoyed this rotation(Surgical unit, private hospital.)

The staff in the critical care area are much manportive than on the
wards.(Critical care, tertiary hospital.)

| really enjoyed this rotation and feel it helped so much in my next
rotation. (Perioperative, tertiary hospital.)

Absolutely impossible to get study days to thetpolrere | considered
transfer to another hospital! Even though we arstled to them.
(Medical unit, secondary hospital.)

A very negative experience so far, permanent geaiff ‘clicky’ and
exclude grads(Surgical ward, tertiary hospital.)

My preceptor left in my second week. | paged my ®IDNtimes over
my next two shifts, | went to her office and heggravas off. | was
given a new preceptor who worked nights and waRIdr had gone
through uni with but who had chosen not to do adgreogram!
(Surgical unit, tertiary hospital.)

The absence of the SDN related in the above commmeficoncern and, as
discussed in Cubit and Ryan (2011), deprives thdl @Ran important resource in
terms of support and assistance to integrate gahit. Additionally, the
experience level of the newly assigned preceptpears to be inadequate. Many
respondents cited that units were often too busthi® GRNSs to be released from
them in order to attend scheduled study days. rESigiction is obviously
disadvantageous to the novice’s further developratdiinical knowledge, and also
reduces their opportunity to network with fellowaduates; a concept that has been
discussed as important to the novice’s successedjration and psychological

wellbeing (Adlam, et al., 2009). Inability to skaheir experiences with their peers
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is also likely to detrimentally influence their opan of the unit as being supportive

to them.

5.4.8 Benefits of the Graduate Nurse Program

The GRN survey questionnaire respondents were dekaefly describe
what components of their graduate program theybetl were the mosieneficial
and facilitated their transition to the role of faceent RN. Of those responding to
this question the largest group (45.3%) statedstuaty daysvere the most
beneficial followed bysupport(35.8%) and theeducatorg20.9%). This
combination of themes suggests that a robust pmogtaucture that includes
appropriate guidance, ongoing and relevant learopgprtunities, and professional
exemplars is appreciated by the graduate nursésa®dn to be helpful to them
progressing during their transition to proficiencihe related responses also indicate
the importance of suitable and strong support syst® demonstrate that the
organisation genuinely desires the novice to dgvelto a confident, competent and
compassionate practitioner. As previously alluttedhese positive components of
the current GNP should be emphasized and developgedher enhance future

programs.

In addition to the positive elements, responder@gevalso asked if they
believed there were any components of the graguraggam that they felt werrgot
beneficialin facilitating their transition to the role of RN'he greater majority
(70%) of respondents indicated that there wereampponents of the GNP that they
felt werenon-beneficial. While these results are very heartening,rbe-beneficial
components identified by the respondents still nedak considered; with an aim to

develop strategies to overcome the issues, anohtinaally improve processes and
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graduate experiences; as well as to maximise teatren of nurses within the

workforce.

The majority ofnegativeresponse themes were related, once morelattkaof
support followed by (too many or unrelated¥signmentand included comments
questioning the relevancy of clinical governancea asbject at a novice level of
learning. The data does not allow any indicatfpby clinical governance, the
graduates are referring to quality improvemeninasgality, the terms relate to
similar, but different aspects of improving praeticA knowledge of quality
improvement principles is usually a criterion irrsing job descriptions for selection
purposes, and hence, should be included in the &GiiRulum; whereas, knowledge
of clinical governance principles would be gengratinsidered a requisite for more
senior levels of nursing. Of the totagativeresponses to beneficial components of
the GNP, there was a mixtureioklevantor repetitive study daystaffing

workloadandrotationsall with similar ratios of responses, as follows:

Spending so much time in the day procedure und.rmany assignments
for the program — only added to the stregsrge rural.)

Inflexibility, unreasonable working hour@rivate.)

Very poor course coordination never saw our suggeihad to chase
for information, emails, phone, etc., very frusingt (Small rural.)

There were a lot of study days that covered theesaiaterial over and
over again, which became quite tedio{izertiary.)

The stuff about clinical governance in first yealso the ancient books
and performance evaluation — identical to work dasestudents.
(Private.)

The fact that this particular hospital takes on toany graduates and
then no jobs at the end of program. Too much ob&klvad with
assignments — too stressful in first year ¢8econdary.)
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The transition to nursing was a waste of time. iCihgovernance highly
irrelevant to a grad nurse trying to lear(Gecondary.)

Lack of support and direction on site. Withdrawbpoogram rotations
vital to all round care in the rural settinglLarge rural.)

Overall, there was a greater proportiomegativeresponses from the non-
tertiary sector, and in particular, the rural andaie sectors. It needs to be noted
however, that when considering these findings, teltded to the private sector are
inclusive of private tertiary, secondary and runaanisations, and may
consequently suffer from similar resource issugsudnic sector organisations of

similar size.

5.4.8.1 Graduate Nurse Program Improvements

When asked for suggestions of how they believed3iN@ could be improved,
almost half the respondents indicated that eleemprovement to the GNP was
required, or did not give a response. The mosthcomtheme for improvement was
(more)supportwhich included general, clinical and SDN supptinis was followed
by program structurewith some suggesting fewer rotations, and as npamgyosing
additional rotations; and several respondents atirggan increase to the program

length to enable additional rotations to the m@ecglised areas.

Train grad nurses with skills — don’t put grad nessunder so much
pressure to do something to fill criteria if th@senot funding to provide
support.(Secondary.)

Improve communication between staff and staff dpweént — what they
need to do as a preceptdf.ertiary.)

More supernumerary shifts. A graduate program tteat continue for 2
years and a chance to work in the critical careaagTertiary.)

More support for those graduates located at diffiéteospitals - as we
tended to be forgotten aboyTertiary.)
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Clear guidelines prior to grad program would haveged me
understand work-load, as this was very stressfaleMeducation for

staff member§oreceptors, etdp help increase communication between
grads and staff, e.g., staff unaware of requirermgBecondary.)

Definitely need full-time staff development/preoefgb-to person.
Supernumerary time for new work areas needs tab®bed with.
(Large rural.)

Do what they say they offer: more support, morestigpment,
supernumerary days, zero-tolerance to bullying aation it. Better
skill-mix and better rostering — it was a reliefftoish the grad year —
you feel you are not part of the team (only theragorarily) and
therefore get all théworst) patients andworst)loads.(Secondary.)

Increase staff development nurse role on wardrstt When beginning
rotation — then there is always someone to pointipahe right
direction. All graduate nurses should be inviteghtesentations by other
graduate nurses to learn from each oth@&econdary.)

Offer the option for a'8 rotation. The feedback we get feels very generic
— for example, we passed competencies, followddgwis — it would be
nice to have an interview or review session to #did&ut the plusses and
minuses and how to work on the things that neec rattention. | feel
senior staff are quick to blame but rarely givediegck.(Tertiary.)

| believe there should be more clinical supportewgraduates first
start. Someone to be there to answer any littlestjoles, so as to not
make coordinators’ and other nurses’ workloads Huy&enall rural.)

More staff development nurses; more of an intradaanto the hospital
systems; nurse who coordinated program was too bwggre too many
hats.(Tertiary.)

More study days to complete ward competenciesAlL&S(Advanced
Life Support) epidural, IVI(intravenous infusion)and catheter
competencies — all had to be done in our own tifoatge rural.)

More in-depth analysis and teaching of pathophygjglof disease
processes - enables nurses to think ‘outside abdlxewhen planning
interventions(Tertiary.)

Once more, respondents from the non-tertiary aseas the predominate
group to advocate improvements, with 79% from tieape sector believing that

there were ways the program could be improved 6énaind 65% respectively, of the
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secondary and rural sector respondents suggestwg tlat they believed their
transitional experience could have been enhaneEadherimprovementhemes

included:

. appropriate training of preceptors, with clear glirtes of the expectations
and limitations of the GRNs who were allocatedhient;

. better compliance with supernumerary time;

. patient allocation, workload and rostering thanisre appropriate to the
GRN's level of experience;

. improved feedback and review sessions; and

. an option of additional program time to allow raiat to the more

specialised areas.

Interestingly, many are reflective of the UWA (20@0udy recommendations
that are summarised in section 1.3 of the firsptdra If these components that the
GRN believe are conducive to a supportive and baakfransitional program were
clearly articulated, they would provide a sounahfeavork for a constructive guide to
those who are charged with managing such progranasfor facilitating the

progression of the novice nurse to a skilled anal\kadgeable practitioner.

5.4.8.2 Program Evaluation

Feedback in relation to transition programs is gahesought from the GRNs
via formal evaluations, either during and/or ateéhne of a program. This feedback is
important for organisations to enable them to deitee the effectiveness of their
program, and to allow identification of areas remg improvement. Further,

measurable evidence of program efficacy tends lstantiate program funding.
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Sites most likely to have formal evaluation proesss place were from
tertiary (88%) and secondary (86%) organisatiofisose less likely to have
provided evaluation of their GNP were respondemtshfthe private and rural
sectors, with 70 and 73% of respondents respegtindicating thus. Reeves (2007)
research into Victorian graduate nurse transitimymms reported the majority of
GRN respondents had evaluated their programs hagidythat this related to higher

levels of satisfaction.

5.4.8.3 Graduate Program Guidelines

The graduate nurse coordinators who participateddrweb-based survey
were asked to provide a brief outline of the gurtkd that they used to govern the

administration of their graduate nurse transitiggralgrams (Appendix F).

There is little doubt from their responses thatdgreduate nurse coordinators
intend to provide a positive experience for thesesrtransitioning from novice to
proficient practitioner within their organisationslowever, it would appear from the
feedback of both the graduate nurse survey questice) and the graduate nurse
coordinator web-based survey, that comprehensigehjective guidelines relating
purely to the aspects of graduate nurse programtate, management and
assessment are lacking. This is a considerablsigh by organisations in ensuring
their transitional programs are well executed drad they wholly facilitate the
development of a competent and professional nursorgforce that is available to
provide optimal health care to the population of WAis also of concern in the
current financial environment that suitable measwfdiscal accountability, in

relation to the Government funding for GNPs, arereadily apparent.
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5.4.8.4 Transition Programs Innovations

To determine what innovations or strategies may@ntributed to the
further development of their respective transitlggragrams, the graduate nurse
coordinators were asked to describe what changesédither been made, or are
planned to improve their graduate programs. Thparses were generally
comprehensive and insightful, with the majorityirdbrmation from the tertiary
sectors, and are presented in Appendix F. Sortleeahetropolitan secondary
hospitals appeared to have a less structured agptodheir transition programs,
and fewer resources than the larger tertiary diteisdid give the impression that
they were committed to support the graduate nutssevthey were able to. The
small sample, and limited information from the piter organisations reduced the
ability to draw any definitive conclusions, howeMeoth graduate nurse coordinator
respondents indicated a partnership with a unityetisat enabled their GRNs to gain
the Graduate Certificate in Clinical Nursing at twenpletion of their transition
program. The feedback from the rural sites wasrhst informative in relation to
the tyranny of distance and the resultant lackuppsrt for the graduate nurse

coordinators to implement the changes that theyldvioave liked to.

The breadth and detail of the innovations, as desgiby the tertiary hospital
graduate nurse coordinators, and in comparisongonore seemingly reactive
changes put forward by the secondary and rurabseatould appear to demonstrate
how an evidence-based approach is able to providera robust and structured
framework with which to design a successful traosiprogram. It is obvious that
the greater the graduate nurse coordinator anfddeaélopment input there is into

the GNP, the more positive the experiences thessurave in their transition phase.
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The following comments show the different expereashof GRNs who did, and did

not have supportive SDNs and graduate nurse caioisn

Staff on the ward gave you great support and egméent loads to
begin with; clinical coaches and supernumerary déyts of in-services,
encouragement and positive feedback from Stdfftro tertiary.)

Level of support | received gkx Hospital was excellent. Staff
development nurses were extremely helpful as wemaentors/
preceptors(Metro tertiary.)

Monthly seminars organised by grad coordinatorggance of clinical
coaches during 1-2 weeks post orientation, sedaled learning
packages and ward based assessm@ese benefits of GNP{Metro
tertiary.)

PDNs(Professional Development NurseGNMs(Clinical Nurse
Managerspand some staff did not offer adequate support ohry
rotations.(Metro secondary.)

Not beneficial at the time, but the lack of a pangrcoordinator
encouraged self direction and motivatigharge rural.)

Lack of support, full patient loads from day-1 @tle ward(told we had
2-days supernumerary on each wasw) no orientation. Lazy and
unapproachable staff development nurg¢bketro secondary.)

Program coordinator and staff development haddittiput.(Large
rural.)

Once more, these comments clarify how importanstipport of program
coordinators, SDNs and preceptors are to the GR#lhaw they appear to
appreciate the ability to assimilate into a newiemment when suitable

supernumerary time and appropriate learning oppii#s are provided.

5.4.9 Final Registered Nurse Integration Comments

The final open-ended question of the newly gradiiateses invited further

comments from the respondents to assist in idengjfigow they felt about their

CHAPTER 5. Discussion 286



integration into the workforce as a RN. Equivalprdportions of those who had
participated in a GNP, and those who had not chtigsroption to transition,
responded to the invitation to comment. The respsnvere once more coded on a
five-point Likert-type scale ofery positiveto very negativeo determine trends.
While the greater proportion of responses (37.2%g deemegositive only slightly
fewer were consideretegative However, when separated into the groups of GNP
participants and non-participants, the comparisamsre quite distinct. Of those
respondents who had participated in a GNP, 41%edf tesponses were deemed
positive and 28%negative the remainder where codedrasxcedas the responses
were felt to contain both positive and negativeralats. Of those respondents who
did not participate in a GNP, only 21% of theirpesses wergositive while 36%
were themed asegative with the remainder considered torbexed A small

portion of comments were related to staffing, whidg-balance and a single
comment recounted bullying. The following sampéendnstrates how difficult it
was for some of the newly graduated RNs to tramsifiiom novice nurse to

competent practitioner:

Hard work! Enjoyable at times, stressful at tim@aderpaid! Feel |
definitely would have been more confident andnfglte able to deal with
the pressure if I had spent more time on the waudllass in the
classroom (as an undergraduat€)ertiary hospital, Uni B for
undergraduate program.)

Thank you for doing this survey! It feels greab&heard for once. It has
been a scary bumpy and unsupportive time. If |'titkve a passion for
nursing, | probably would have changed professi@Rgyvate
organisation, Uni C for undergraduate program.)

First 6-weeks of first rotation quite stressfulgetting used to everything
— a bit freaked out with the responsibility of some's life and how
poorly written some me@nedication)charts are(Tertiary hospital, Uni
B for undergraduate program.)
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Coming back into Australia looking for work havingt done a graduate
program, | found it very hard to find worfGP, Uni A for undergraduate
program — non-GNP.)

Some ward/units welcome graduates and support Wrelimwhile others
fail to see that without graduates the professidhdie. There are still
quite a few RNs, CNs and CNSs that ‘eat their younpo do not want
to support graduates, and if you are placed witsth you will see that
the retention rate fallgTertiary hospital, Uni B for undergraduate
program.)

Found it quite a harrowing experience at times kimgya patient’s life
was in my handgTertiary hospital, Uni A for undergraduate program

As | had prior experience as an EN | was forturatéelieve | would
have left the profession otherwise(tdeere washo educator/preceptor.
(Private organisation, Uni D for undergraduate pgog— non-GNP.)

The work is much harder than | ever thought. leésytiring and shift
work makes it difficult to get into a routin@rivate organisation, Uni C
for undergraduate program.)

The staff in the wards are generally helpful andderful, but | have
seen what bullying has done to friends and myisedticed that some of
these bullies really have no idea how badly théyctze others. There
should be an intervention program or somethingedip these people to
recognise and change their behaviour. While theyfantastic at
managing a ward, they lack skills to manage pedplertiary hospital,
Uni A for undergraduate program.)

The grad year was a bit brutal for me. | only sued due to the effort
put into the study with babies at home. Recogaisé always did, the
crucial importance of experience. Currently, | femich more part of a
team, able to assist and equally able to ask fétw he needed, without
damage to identity as an RN. This is partly dumyoexperience but also
very good morale on the warertiary hospital, Uni A for
undergraduate program.)

Conversely, the positive comments related to thecemurse’s integration
into the workforce provide strong evidence that whemmencing in their new role
of responsibility and professional development,dgpoogram structure and support
are greatly appreciated by them; and endorsedfitnt & d resources invested in

transitioning them to the profession of nursing:

CHAPTER 5. Discussion 288



The graduate program is a great concept as it ptesiyou with a
helping hand and more support and education througlyour first
year. | also believe it is beneficial to incorpcgad medical and surgical
rotation into the graduate program to diversify ip@aduates’ learning
experience(Tertiary hospital, Uni B for undergraduate program

The grad program has made me a much better nurgscbgasing my
exposure to different hospital settingBertiary hospital, Uni A for
undergraduate program.)

| am very proud of the profession | have chosed,would recommend
it to anyone if they have a desire to learn, bus &n ongoing life-long
commitment to learning. Graduate programs needetita place to
allow new nurses to grow and learn before leapimg an area of
choice. Get the basics down fir€Lertiary hospital, Uni A for
undergraduate program.)

I have enjoyed the transition from student to getduo Registered
Nurse. It has been stressful at times, but overaly rewarding and
challenging. | now preceptor students and it isogaple to help them
through their practical experience and offer advicetheir own
transition. (Private organisation, Uni A for undergraduate paog)

Thank you for this further study into the expergnof my peers of their
graduate programs. | feel that this contributestperception of
nursing as a profession(Tertiary, Uni C for undergraduate program.)

It is lovely to have so much support from moshefstaff within my
hospital, which made my transition from studeriRemistered Nurse a
lot easier and less pressurd&econdary organisation, Uni B for
undergraduate program.)

| am happy that my grad year was completed in gdgublic tertiary
hospital, as talking to fellow students it appetirdt much more support
has been offered than in private hospitals, or $endlospitals.

(Tertiary hospital, Uni B for undergraduate program

It was lovely to hide under the title of ‘graduatefelt protected and not
really judged. It was a good grad program with &dd support on the
first rotation from staff and SDNs. Now I'm gladd’lost the grad bit
from my name badgé€Private organisation, Uni C for undergraduate
program.)

These comments clearly demonstrate the maturitigeafiovice nurse into a

confident practitioner. In addition, it is plairdypparent that the notion of the newly
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graduated nurse being assisted by a structuredgmy@nd supportive organisation
throughout their interim transition is a worthwhifevestment in achieving

proficiency in their nursing skills, and ongoinguedtion.

5.5 Career Pathway Following Transition

RQ 3: What perceived effect does the Graduate Neirsgram have on

predicted career longevity of newly graduated resgisd nurses?

The general intent of a GNP is to provide suitablpports to the newly
graduated nurse and facilitate their transitiobeéooming a proficient member of the
nursing workforce. The transition period is an @appne time to nurture the novice
nurse and to encourage their retention within tteégssion. To answer the final
research question, two sections of the GRN suruegtipnnaire elicited information
from the respondents to determine what influeneggtladuates’ transitional
experience may have had on their choices relatdteipcurrent or intended career

pathways, and to their five-year professional visio

5.5.1 Career Pathway Intention / Choices

In response to the question pertaining to theended pathway following the
GNP, 56% of the GRN respondents indicated that liaelystayed in either the last
specialty rotation of their program, or returnedie that they had experienced
earlier in the program; and a further 17.6% hagestavithin the organisation, but
chose to work in a unit different to those they bagderienced in their GNP. Only
13.9% of those responding to the question had mtvedlifferent organisation;
suggesting that a formal GNP has a positive imib@eupon a novice nurses’

intention to continue tenure with the transitiooeganisation. Of those who had
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moved to a different organisation, the greatesp@rtion was from the private (28%
of all private respondents) and rural (30%) sectdiise least likely to move to a
different organisation were from the tertiary (6%@b tertiary respondents) and
secondary (13%) sectors. Many of those who chaoggahisations had reported
issues pertaining to a lack of support, work owalcand poor attitudes that had been
demonstrated to them by colleagues and senior stait would suggest that these
types of issues, already discussed extensivelyaptevious sections and further
depicted in the comments below, are indeed a soginif factor in influencing the

retention of nurses within a workplace.

When asked to comment on how they perceived tmadugte experiences had
influenced their choice of career path followingittprogram, the majority of GRN
respondents, particularly those from the rural@egiave a response that was
generally positive. There were some, however, désxrribed suboptimal
experiences and how these had resulted in thensuiga less preferred option.
The parentheses contain the GRN'’s chosen pathwayemded pathway following

their transitional program:

Gave me a chance to discover what area of nursgrgdyed. Gave me
an opportunity to experience different areas ofsmg.(Same
organisation, earlier rotation, private.)

Being able to experience the different areas ofkwoeant being able to
discover which areas | enjoy working in, and whietits would work in
well with my family life(Same organisation, earlier rotation, tertiary.)

| am determined to continue with paediatric nursinpved my graduate
program and think it's a great way to introduce newses to the
profession. In the next year | am looking into arse to further my
knowledge in NICUWneonatal intensive care unityrsing. | don’t know if
I'd still be in nursing without the support and &ty to experience
different wards in my graduate yea(slnemployed — travelling, tertiary.)
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Widened my vision; enhanced my knowledge; gained noumfidence;
ability to deal with different situations; realiséew hard(it is) to be a
nurse.(Last rotation, tertiary.)

Graduate year has cemented together my trainingraade me more
confident and competent in my work practi¢east rotation, secondary.)

No choice — we were given a position where theme wacancies and we
had experience ir{Last rotation, secondary.)

Having a good grad program with wonderful suppooinh the
coordinators helped me decide where my future aitheare was.
Experiencing all aspects of hospital care in a loma close to my
residence also helpe@Same organisation, earlier rotation, secondary.)

| found it very beneficial as it has given me thafeence and
competence to work in other tertiary hospitéBifferent organisation,
similar unit, tertiary.)

Had no choice, was all that was offered or woulteoivise have been
unemployed. Was out of work for 3-mon{&&me organisation, different
unit, tertiary.)

My graduate year has driven me toward moving ihtogublic sector
post this rotation. | have been unable to leavensoalue to lack of jobs
and so have had to remain in a 3-year grad progtametain a job. My
time in this program has not allowed me to rotau® ithe areas of
nursing | had requested, so | am still unsure ef¢hreer pathway | am
yet to take. | have not been supported throughdégsion process either
and have been forced to double up on areas | haeady gained
experience in(Different organisation, different unit, privatedpstal.)

No influence at all. | have gained a grad certifieavhich is good — what

I learned from the program was little. | had no paop at all from L&D
(learning and developmeni)his program is not set up to help nurses — it
is money for L&D anduniversity) No support or compassion at all to
people as nurses — would never recommer{®itferent organisation,
different unit, secondary hospital.)

My graduate experience influenced my choice of wlaedause | feel |
did not get the experience of a surgical ward. Alsostaff on the
medical ward were helpful and easy to get alongpwitelt confident
enough to give my best on the medical ward. Wheaslgiven the DPU
(Day Procedure Unitas my surgical rotation | did ask if | could sptito
3-months DPU, 3-months surgical — this was not jbessl was told that
there were a lot of graduates to place. | stilllfiesissed out(Same
organisation, earlier rotation, tertiary hospital.)
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Did not enjoy A&Haccident and emergencg3 | had limited knowledge
and sometimes complex patients, no support. Loged eare before |
started my RN and | did not want to keep dislikingjob, so | went back
to Aged Care as a RN, which | enj@ifferent org, different unit, large
rural.)

I would have loved to have stayed on in theatresipitast rotation;
however, | had to move state. | will look for a jatsimilar areas to my
last rotation. | confidently worked in a fast pacadgical ward in a
tertiary hospital; | can work anywhere and be cdefit in my skills.
(Unemployed, tertiary.)

My final surgical rotation made me want to leave pgrofession. |
received very high grades in my grad program and wféered a job in
PACU (post anaesthesia care unifjich usually requires a longer
nursing history. | was very concerned about myl dkevelopment on my
final rotation, and realised in situations | wasapéd in | was the only RN
working, therefore, | was responsible for all o fhatients should there
be any patient event§Same organisation, earlier rotation, tertiary.)

It is evident from the feedback that, overall, siéion programs do allow the
graduate nurse to consolidate their learning; egpee different aspects of nursing;
and determine their preferred areas of practidee majority of those nurses who
indicated a preference for returning to a priorcsgéy rotation, or to remain in their
current area had described positive experiencesdltireir GNP. Of the seven
GRN respondents who patrticipated in Mental He#lthed Care and Community
specialty rotations, all remained within those arestrongly suggesting there is merit
in encouraging graduates to experience these sipesiavith a view to ultimately
improving recruitment of nurses to them. As suttvould be reasonable to suggest
that a good program does have an affirming infleemmon the novice nurse in
retaining them within the workforce; in their demeing into confident and proficient

RNs; and in positively shaping their nursing caigegh.

It was disappointing to see that 6% of the GRN oeslents to this section

were no longer in nursing, with 1.3% (n = 2) in paursing employment and 4.7%
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(n =7) unemployed. Extrapolating these propoditmthe whole newly Registered
Nurse population for 2008, these figures accounafimtal of 51 novice RNs no
longer in the nursing workforce. While the majpif attrition is explicable, some

reasons may be industry related:

No job available due to health budget c{&econdary hospital.)

Travelling this year(Tertiary hospital.)

Currently on maternity leav€Tertiary hospital.)

Spent 5-months volunteer work overseas after my gragram.(Private
sector.)

Moving interstate and looking for wor@ertiary hospital.)

The Health Workforce Australia’s (2012) repbi¢alth Workforce 2025
forecasts that WA will experience a shortfall ofesist 12,000 nurses by the year
2025. While in this study the number of novice Rigsing out of the workforce
early in their career equate to only a small proporof this target, it is still an
opportunity lost if the profession fails to do iltan to optimise their retention.
Added to this is the concern that not all nursesligating as a RN from Australian
universities are able to find suitable positiosd.a ‘Health Australia Forumin
Adelaide, Head of the University of South Australi&chool of Nursing, Professor
Helen McCutcheon, expressed concern that in sonsgrdlian states there were a
lack of sufficient positions available for newlyagiuated nurses, and that this
situation indicated a substantial lack of foresigihd planning between the Federal
and State governments, as well as national nurgorgforce bodies (Health
Workforce Australia, 2011a). This would suggesitt tivhile the nursing industry is
aware that there is an issue in regards to suitahf@oyment options for

transitioning novice nurses, there may be moredaatbe done by the industry in
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terms of provision of sustainable opportunitiegmsure longevity of these nurses

within the nursing profession.

5.5.2 Permanent Contract Influence on Choice of Employer

Organisations differ with regards to offering arpanent contract of
employment to a newly graduated nurse. In the gaste employers offered
contracts only for the term of a transitional paigr whereas others saw the offer of
a permanent position as an additional marketing torecent years, however, and
as a result of the GFC, some organisations haveegdthe number of novice nurses
that they employ. The number of graduate positawaslable has consequently
decreased, and as such, permanent contracts aeéirs@s1no longer an option
(Nursing & Midwifery Office, 2009). This change aircumstances is reflected in
some of the respondents’ feedback given in relabguosition availability following
their program. Eighty percent of respondents voffiered a permanent contract at
the beginning of their program, and half of thesgenpositively influenced by the
offer when choosing the organisation for their siian. A further 53.4% indicated
that the offer of a permanent contract had no @érfte upon their choices:

Only able to get part-time contract, not full-tinf&€ertiary.)

No graduates were offered permanent contractswiolig grad program
due to rumoured jobs freeze. One grad out of tteowk a permanent
position at the hospital prior to the program finisg. (Private.)

My grad program has a guaranteed permanent posdiaihe end — very
important in the currengjobs) climate.(Tertiary.)

No permanent jobs available due to: increase ofliEhgqwurses being
brought over for recruitment; health budget cutydaffectedhospital)
being able to employ more staff. 1 out of 6 grastsagob.(Secondary.)

| was not offered a permanent contract becauses evea temporary visa.
(Tertiary.)
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Although at the end of my studémtidwife) role there were no positions,
had to continue for 3-months on an extended stuctanttact until a
position became available. Stressful for that tim@éting for confirmation.
Now | have positionSecondary.)

Offered only if | gained permanent resident stafBsivate.)

It would seem that the offer of a permanent confsaan important factor to
many nurses when seeking employment. The curirgartdial climate pressures
organisations to further reduce establishment bisdged, as such, may influence the

numbers of nurses who would seek the security afagueed employment.

It is evident from the GRN comments that theresaneimber of graduate
nurses employed from overseas on a temporary tagass which implies the need to
recruit nurses from further afield. It appearsaste of resources when nurses from
abroad incur the expense and emotions associatedneving to a new country and
then find the need to search for alternative emplenyt. This is a matter requiring
further investigation, especially considering tieesonal and the organisational
investment in their education and development égpkbint of novice practitioner.
Their novice status may also restrict their oppaties of applying for alternative
nursing positions, as, before committing to furthisa nominations, many
organisations prefer new nursing recruits to be &bldemonstrate a reasonable

degree of prior nursing experience.

5.5.3 Future Professional Pathway

When asked to indicate where they saw themselhadegwionally in five years
time, several respondents envisioned themselvagromotional position, with
27.5% indicating a preferred post as a Level-2 &Ml 3.6% as a Senior Registered

Nurse (Level-3 and above) or a Nurse PractitioB&N Level-7). In a study of
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newly qualified nurses in Canada, Dearmun (2000hdothat thoughts of promotion
or changing to a new, more challenging position mamly occurred in the latter part
of the graduate’s first year. With almost a trofdhe GRN respondents looking to
higher level positions in the current research dég would seem to concur with this
observation. Additional findings indicated thatmpaGRNSs (21.2%) planned further
study, and another 2.1% intended future studyrredical degree. Almost 10% of
the respondents aimed to pursue midwifery, and @f7féspondents planned to
nurse in rural areas. Many of these latter respotsdindicated their current
employment in non-rural areas, so it would appleatr this is a future intention and,
as such, will improve the numbers who have alredmbgen this sector in which to
work. Equivalent proportions of respondents pre@ola® continue in their current
specialties of either perioperative nursing orncaitcare areas of ICU, coronary care,
or emergency medicine (3.6% each). Disappointingtyy small numbers indicated
their preference for Mental Health (2.6%) and A@=de (2.1%). It is possible the
reason so few have chosen these areas for theirangareer is, as previously
discussed, an initial lack of marketing to studentses and exposure to the
specialties during clinical practice; and a congequeduction in exposure during

their RN transitional program.

To promote areas of need as suitable options fsimyicareer choices a
feasible strategy would be the provision of voaaicguidance. This could occur
during both the undergraduate nursing program disas¢he GNP. There are a
multitude of career options within the professibattare available to nurses, but
many nurses may not be aware of these. The NM&sonsible for promotion of
nursing as a profession, and has made consideyedgieess in advancing the image

of nursing, as well as in developing some exceltatbways for nurses with which
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to enhance their professional experience and fudéeelop their proficiency.

While most universities invite the NMO to infornmudent nurses of the available
options pending graduation, some student nurseainemmaware of these resources,
presumably due to non-attendance at such presamgpersonal communication,

student nurse, 29 May 2012).

5.6 Summary

This chapter has discussed the findings of thearekanto graduate nurse
transition programs in WA in response to the redeguestions. Establishing the
basic demographics of the graduate RN has enrichiegonents of the research data
by providing demonstrable links between age-groapd, prior healthcare
experience. The research has compared the contarypmvice RN’s transitional
experiences with findings of the UWA (2000) stugbpn which this study has been
based. In addition, the perceived efficacy of @P in facilitating the GRN'’s
transition to competent practitioner, and consitleneof how the GNP might

influence the GRN’s future career pathway has ltksrussed.

In general, transitional programs for newly RegistieNurses within WA
appear to have improved considerably in the lasade or so in regards to the
available supports, the range of specialty expeegmvailable, and the benefits
perceived from participation in a formal progratnis clear that a positive
transitional experience has a valuable influencéhemrofessional future of the
novice RN and their retention within the nursingrikforce. The study has also
revealed opportunities to further improve the gesdwnurse transition pathway, and

to provide a benchmark for successful and saferpssgon for the nurse from a
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novice to a proficient and dependable practitioriers of vital importance that

novice nurses are aided in their transition toipreficy in the most sustainable way.

The following chapter draws conclusions from thiscdssion and, proffers

recommendations for future graduate nurse tramsgirograms within WA.
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CHAPTER 6: CONCLUSION & RECOMMENDATIONS

Somebody asked: “You're a nurse? That's cool; hted to do that when |
was a kid. How much do you make?” The nurse rdpfidow much do |
make? .... | can make holding your hand seem likertost important thing
in the world when you're scared; | can make youtdchreathe when they
stop; | can help your father survive a heart attalckan make myself get up
at 5 a.m. to make sure your mother has the medsheeeeds to live; |
work all day to save the lives of strangers; | makefamily wait for dinner
until I know your family member is taken care afake myself skip lunch
so that | can make sure that everything | did fourywife today is charted,;
I make myself work weekends and holidays becaugsdeodon’t just get
sick Monday to Friday. Today, | might save yote.liHow much do |
make? All I know is; | make a difference.” (An@0,12).

Nurses do make a difference, and improve the wahgof patients, and even

more so when well supported to becoming proficeard competent practitioners.

Introduction

The intent of this research has been to comparntiegs of a survey

guestionnaire, sent to newly graduated RNs in 2@4th, those from a similar study

conducted 10-years previously by the Universityudstern Australia (2000). For

the purpose of further expanding the data, anddtaletermining the efficacy of

formal transitional programs within the Western talan nursing context, the

current study took the opportunity to elicit adalital information to that requested in

the 2000 study. The new data expanded on the GRNsition perceptions, and

aided in further discerning how the programs migfitience the career paths of the

novice nurse, and their continuing tenure withia tlursing workforce. In the

convention of mixed methods research, and to ae@airroborating evidence, a

small web-based survey of graduate nurse coordmatas incorporated into the

CHAPTER 6. Conclusion and Recommendations 300



research. This allowed further validation of theearch findings, and expansion of

the knowledge of contemporary graduate nurse tianggrograms within WA.

Findings from the comparative component of theysarg discussed (6.2) and
include information related to the current undedgigte nursing programs. The next
section (6.3) proffers the majority of the recomufaions and a table of key
components based on the findings is provided (T@dlg These findings provide
evidence upon which guidelines for future RN tréasiprograms may be
established. The third research question is adddes the section (6.4) related to
career planning. Recommendations from this rebese summarised (6.5) and
further concepts for consideration generated frloetfindings are presented in
section 6.6 and summarised in 6.7. An outlinéhefdtudy limitations and the
generalisability of the research findings are pnése in the next two sections (6.8
and 6.9). Finally, a summary of the chapter presid synopsis of the research,

conclusions and recommendations (section 6.10).

6.2 Comparative Studies

The findings of this research have clearly demaiestr the positive influence
that a supportive and well structured transitiomgoam has on the novice nurse’s
journey to proficiency. The comparative data sstjtjeat graduate nurse transition

programs have evolved over the past decade.

6.2.1 Key Findings of Comparative Studies

The foremost findings in the comparative studiesavilkat:
. There was a substantial increase in the propodidhe 2010 study

respondents who felt their undergraduate nursingnam had adequately
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prepared them for their role as an RN when compiaréae UWA (2000)
study. However, there were still many who felttttheere were deficiencies
in their undergraduate program, particularly in éineas of adequate clinical
practice, for example, Mental Health; some basising care skills; and
further clinical topics such as pharmacology anth@ahysiology.

. The vast majority of GRNs in both studies belietlegir GNP had made
them feel more confident and competent in theirrBIN.

. Consistency of Preceptor support continues to bala. In the current
study, satisfaction with the degree of Preceptppsut provided throughout
their program was generally mixed. The model obsip works well when
there are strong paradigms of Preceptor trainimysaipport, however, falls
short when the nominated Preceptor is unsure aéxpectations and
requirements of the role, or is not consistentlgilable to the novice nurse
especially in the early, more vulnerable stagebh@if transition.

. Supernumerary time at the commencement of newapeanits is
important to ensure the GRN practices within teeope, and patient safety
is not jeopardised. While there were considerabf@ovements in the
allocation of supernumerary time between the twdyperiods, there were
still instances of insufficient time allocation thaarrant concern and
require addressing to ensure patient safety isoopromised.

. Despite a greater proportion of GRNSs in the curstundly allocated to the
night shifts in less than six months of commendhegr program, there was
greater consensus from them that they felt adelyuyattepared for the
experience. Prior experience as an EN appeanedtigate the experience

for the GRN.
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. Undergraduate preparation of the RN would appetalitshort in some

areas of meeting the needs and expectations gfr#urating nurse.

6.2.2 Undergraduate Education

Much has been written about the inconsistent pa&imepf nursing that is
conveyed to the student nurse during their unddugte education and the often
stark ‘reality’ that they experience upon entetting workplace (Crookes, et al,
2010; Dearmun, 2000; Duchscher, 2009; Wolff, et24110). Reality shocks a term
that is used to describe the disparity between wWighew GRN is expecting to
experience in the transition from student to grégldiaurse, and what these novice
nurses actually encounter when entering the nussorgforce. Cowin &
Hengstberger-Sims (2006) suggest that this irpt@se of the transition is when the
GRN is feeling powerless and confused, and is whemovice is most vulnerable in

terms of their intention to remain within the pregeon.

The concept of the divide between the academicaaad the workplace that
is termed theheory-practice gapvas evident in many of the responses from the
GRNSs, particularly among those related to causgefeived problems and stress.
Amongst the responses that related to how the GieNsved their undergraduate
education could be improved, there were a numbeowiments associated with
insufficient opportunities for practical experiengeparticular Mental Health; as
well as deficits in some clinical topics such aanphmacology, and pathophysiology.
Benner, Sutphen, Leonard and Day (2010), concur thé need to provide more

contemporary education to the undergraduate nurse:

To practice safely and effectively, today’s newsearmust understand a

range of nursing knowledge and science, from noandl pathological
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physiology to genomics, pharmacology, biochemioalications of
laboratory medicine for the patient’s therapies thysics of gas
exchange in the lungs, cell-level transport of @tyépr the acutely ill
patient, as well as the human experience of illr@gsnormal growth and

development — and much more (p. 1).

Other GRN comments implied that the undergradudeaion was, at times,
inadequate in preparing the nurse for their rolerms of the responsibility placed
upon them; the difficulty of shiftwork; dealing Wwidifficult personalities; and the

reality of patient morbidity and mortality.

Further shortfalls in the undergraduate preparaiidhe GRN seemed to be
insufficient exposure to certain specialties, irtipalar, Mental Health, Community
Health, and Aged Care. The consequence of thideveer nurses who chose these
areas for specialty rotations. Benner, et al. (2@Liggest that the emphasis on acute
care during undergraduate training detracts fracrurement to the areas of nursing
that are increasing in focus, namely, home camaneonity and school health; and in
Australia, Aged Care, Mental Health and the ruegkar. While it is recognised that
the undergraduate nursing curriculum strugglesdoriporate the totality of nursing
subjects, and to find sufficient and suitable ciaiplacements (Belardi, 2012b;
Usher & Mills, 2012), broadening the scope of datipractice to these areas during

the undergraduate nursing program is a topic wastHyrther consideration.

The ever increasing complexity of nursing makeikfftcult for the
undergraduate curriculum content to keep pacegraeducators to fit in additional

contemporary components of education or clinicatpce (Dragon, 2009). There
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have been recent calls from professional bodiextend the undergraduate nursing
degree to a four-year program (Belardi, 2012b) daded upon the outcomes of the
current research, have merit. Such a move woldavdurther consolidation of the
theory-practice continuum, plus it would provide iimproved curriculum content in
relation to those topics that both, the graduatetha nursing industry considers are

currently lacking.

Recommendation 1: Universities that offer undergraduate nursinggpams should
consider extending the length of their programtditate inclusion of an extended
range of clinical experience; a focus on more comelimical skills; and an
increased exposure to the specialties of Aged Géeatal Health, Community
Nursing and Rural Health.

Despite these apparent failings related to therfhpractice divide, there were
many positive findings in relation to the GNP teaggest, on the whole, the GRNs’
undergraduate experiences had contributed positigeheir transition from

undergraduate student to novice nurse, and ultljyateproficient practitioner.

6.3 Contemporary Graduate Nurse Programs in Western
Australia

This research has demonstrated that investmenivedlatructured, supportive
transition program for newly graduated nurseswsehwhile venture to ensure the
provision of a competent and proficient RN workfofor the future of WA health.
What has been made clear by the research is tlgefoiethe nursing profession to
formalise guidelines and performance indicatorgtierconduct of transition
programs. As well as providing robust programdtrtes, such guidelines will
support comprehensive improvements in areas thvat Ibeen identified as lacking

and provide accountability for associated goverrimiamding.
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6.3.1 Key Findings from Contemporary Graduate Nurse Programs

The findings from the contemporary GNP componerhisf study include:

. Areas such as Mental Health, Domiciliary Nursingn@nunity Health and
Rural Health are underrepresented in GRN subsonipt these sectors.

. Strong and consistent support to enhance the y@sikperience and
development of the GRN is not always availabledscpate.

. Preceptor education and training appears to be@adind in some cases,
nonexistent, thus potentially compromising the dasipport needs of the
novice nurse.

. Current GNP guidelines appear to be inadequaténaodsistent in
providing a framework for a robust program for tievice nurse transition
to competent practitioner.

. Occasions of bullying are apparent in some areas.

6.3.2 Increasing Options for Areas of Need

It is evident from this research that since the U{Z800) study, there has
been a reduction in the participation rate in {hecglty of Mental Health. Other
sectors that were poorly represented within the Gpitialty options were Aged
Care, Community Health, and Rural Nursing. Simitathe Mental Health options,
collaborative arrangements to increase the oppibigarior the novice nurse to
experience a greater variety of these specialtiesld be considered. This would
aid in further developing skills within these syadites and improve recruitment of
the necessary nursing workforce to them. Withenuhban health services there are
usually associatedopulation Health Unitshat provide primary education and care

to the populace, with the intent to improve headiig thereby reduce the burden
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upon secondary health services. These primarythgailvices are also associated
with child health centres, maternal and parentiohgcation, and school health. Aged
Care and Community Health are areas with which@pate negotiations would
open up greater opportunities to improve accefisetspecialties and additional
options for the GRN transitional experience. Fee#ftfrom the GRNs indicated that
although some of their specialty rotations weretheir preferred option, they did
become their area of choice to continue workinfpilowing their program. This
suggests that exposure to the specialties may atengipreference to work within

them.

To ensure access to appropriate support resourd¢esms of suitable
preceptors and SDNs, robust processes and shased@ments would need to be
incorporated into the development of such partnpsshMore importantly, sectors
that are known to be lacking in sufficient resost@ich as secondary hospitals and
the rural sector, ought to be provided with the mset@ provision that support.
Hayman-White, et al. (2007) describe GNPs “as aprégal strategy for the
development and sustainability of the nursing Bsifen. A central goal of these
programs is to promote the recruitment and retandfaa suitable qualified and

experienced workforce” (p. 197).
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Recommendation 2: Options to develop collaborative programs betwssstors that
experience limited recruitment should be consideviéd a view to improving GRN
subscription to them, and thereby improving numieérzroficient nurses in the
specialties. These sectors include Aged Care, DbancNursing, Community
Health, and Rural Nursing.

Additionally, a greater focus on the marketinglwde specialty sector
programs may benefit recruitment of a larger cobbrturses to these sectors.
Rearrangement of the available program choiceb®GNC website to better

emphasise those sectors with the least subscriptagnbe a worthwhile exercise.

Recommendation 3: Consultation should occur with the GNC consorti@garding
the feasibility of rearranging the presentationeorof the graduate programs
available so that those sectors most in need ofiitsavere listed first; and to then
determine if there is any effect on the choiceseragdthe newly graduated nurses
choosing where they place their first preferenoeglfeir graduate program.

n

6.3.3 Graduate Nurse Support

The overall feedback from the GRNs reinforced Hugquate and appropriate
levels of support have a positive effect on thadii@oning nurse. The qualitative
comments in particular, demonstrate the importarictrong and consistent support

systems.

6.3.3.1  Preceptor Support and Training

Preceptor support has been described as essertti@ hew nurse to enable
socialisation into a unit, and to help reduce gwedihgs of fear and trepidation that
are reported by many graduates when they arecbrgtonted with the responsibility
of their new role; and in tempering their inten8do leave the workforce (Delaney,
2003; Evans, 2005; Hayman-White, et al., 2007trdasingly, busy work units;

poor staffing skill-mix; and lack of awareness loé importance of the preceptor role
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to the GRN integration are some of the reasond oitey a number of preceptors are
unable to fulfil their obligations to the new staifember (Levett-Jones & Fitzgerald,
2005; Patterson, Bayley, Burnell, & Rhoads, 201dpst literature relating to the
difficulty of providing suitable preceptor suppokscribes a need to address the

factors that prevent adequate fulfilment of the rahd include:

. Decreasing the preceptor’s workload to enable tteeatlocate time and
energy to the novice nurse (Evans, et al., 200&H& Della, 2001);

. Specific incentives to reward preceptors for theitawhal impost required
of them in relation to an already busy and strésstukload (Cowin &
Jacobsson, 2003; Senate Community Affairs Commigee2); and

. Appropriate preparation for the role in terms ofieation (Adlam, et al.,

2009).

The notion of an appropriate remuneration systeprdgide an incentive for
preceptors including organisational recognitionrki@ad reduction, financial or
other means, has long been proposed, but selddigatesi (Charlston & Happell,

2005; Pinch & Della, 2001; Senate Community Affaliemmittee, 2002).

Recommendation 4: The nursing industry and nursing leaders consadeodel
whereby preceptors are adequately resourced araided/for taking responsibility
for guiding the novice nurse.

The preceptor must possess a suitable level ofriexpe and clinical
knowledge within the specialty to impart appropgiatandards of nursing practice.
Appropriate training packages might need to be ldgesl at State level and

mandated for current and potential preceptors.
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Recommendation 5: Any organisation facilitating graduate nurse siéian
programs should have standardised education modnéeengoing support for the
GRN preceptors. Guidelines for these modules otmgbimanate from the GNC
consortium to ensure that they are consistent @loaist. Additionally, the
consortium ought to be responsible for monitoringpliance with the guidelines.

6.3.3.2 Clinical Coach

The recent introduction of the ‘Clinical Coach’ nebdh two of the
metropolitan tertiary hospitals involved in thisdy appears to be a very successful
approach to providing consistent and exclusive stigp the very new GRN. The
role is implemented only during the initial phag$dransition, so is a cost effective
means of supporting the neophyte nurse, as wétleaSDN and ward staff during

this intense stage of GRN transition.

6.3.4 Graduate Nurse Program Guidelines

The findings from this research have shown how napee it is for suitable
and appropriate education and training to be pexvidr those involved in the
development of the novice nurse. Clear guidelireeed to be articulated and
communicated to all concerned parties, to enswakthiey are fully aware of the
vulnerability of the newly graduated nurse. It Wbtherefore be prudent for health
services involved in formal transition programslévelop comprehensive
guidelines, as well as performance indicatorstieirtprograms. As the WA Nursing
and Midwifery Office manage the GNC consortium asldted funding, this Office
would seem to be the most appropriate for genegyafindelines and for provisioning

a centralised governance framework.
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Recommendation 6: The Nursing and Midwifery Office coordinates the
development of graduate nurse transition guidelihasclearly states minimum
standards for programs. These guidelines ougtantain performance indicators
that would enable evaluation of program effectigsne

Table 6.1 provides suggested guidelines that maysbd as the genesis of any

prospective publication. This has been conceivethe basis of the GRN feedback

and the literature.
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Table 6.1. Suggested Transition Program Guidelines

Component

Parameter

Comment

Program length
Additional
options
Minimum
contact hours
Specialty
rotation length

Supernumerary
time

Support

Supervision

Preceptor

Study days

Networking

Performance
assessment

12-months minimum

6 or 12 months

1,600 hours

Minimum 4-months;
Maximum 6-months

Minimum 4-days;
Minimum 2-days;
Minimum 2-weeks

First rotation 1-month;

Consequent rotations;
Independent advocate

For entire program

1:1 for first month of
rotation

Minimum 10 per year

Peers;
Specialty experts

Minimum 3-monthly;
Collaborative
approach (SDN,
Preceptor, supervisor)

First 6-months in surgical or medical specialties to
consolidate Undergraduate learning.

Available for unique specialty areas such as Critical
Care — possibly linked to Post Graduate Certificate.

Includes ward/unit time and study days. Any time
less than this to be added to the length of the
program.

Allows for unit induction and consolidation of
experience. Minimises clinical stagnation.

For first rotation, and following unique specialties;
For consequent rotations;

For unique specialties e.g. critical care,
perioperative.

Minimum preceptor 1:1 and SDN constantly
available;

Minimum preceptor 1:1 first month; SDN available;
Senior and experienced person identified that is
able to campaign for the GRN if necessary.

Minimum experienced RN always available;
First-year GRN should NEVER be the only RN on the
ward/unit.

Must be experienced and competent in specialty;
have formal training and assessment in role
requirements; understand GRN’s competency
levels and learning needs; quarantined time for
clinical review; network with other preceptors;
appropriate remuneration.

Early focus on personal skills building. Attention to
time management; stress management;
interpersonal skills including communication and
assertiveness training; pharmacology and
pathophysiology revision; clinical technology;
basics such as complex wound dressings, IDC
insertion, wound drain removal; minimal
assignments.

Available for informal debriefing;
Avenue for advice, mentoring, advocacy.

Ensures the GRN is progressing satisfactorily;
identifies issues prior to becoming problems;
confirms learning needs are being met.
Collaborative approach to avoid personal and
subjective judgements.
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Component Parameter Comment

GNP Minimum SRN level More senior level facilitates negotiation for
Coordinator resources and adherence to guidelines.
Supervisors and  Change bullying Need to have adequate education and training to
Managers culture manage and avoid bullying cultures. Need

sufficient executive support to implement change.

Recognition of Previous EN or AIN All GRNs ought to have the same learning
prior learning experience opportunities and support regardless of prior roles.
Career Advice Central Advice Bureau  GRNs ought to have access to comprehensive

advice to assist in planning their future within the
nursing workforce, inclusive of employment
opportunities, further education, and pathways to
senior positions.

Program At the completion of All GRNs formally evaluate the GNP. Needs to be a

Evaluation each program standardised process enabling measurement of
Key Performance Indicators, such as satisfaction
levels with support and supervision provided,
program structure and adequacy of specialty
rotations and learning experiences.

6.3.4.1 Work-Life Balance

The WA Health Department has mandated that heatthces consider the
need to be flexible with work hours in order to @@enodate people with competing
responsibilities, such as child or parental carep@tment of Health, n.d.).
Although only a few instances were identified irstfesearch, there were still RN
graduates who felt they were disadvantaged whenwieee unable to secure part-
time positions, and as such, more part-time optought to be made available.
Notwithstanding the need to cater for fewer hoorssbme graduates during their
GNP, it should be recognised that a minimum dungfitw the transition program
should be prescribed to ensure that part-time GR&te equally exposed to the vital
learning experiences as are their full-time coypdds. It is suggested that this

minimum should be set at 1,600-hours clinical andytime.
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6.3.4.2 Supernumerary Time to Full Patient Load

It is imperative for staff and patient safety, tbeganisations recognise the
significance of adequate supernumerary time for aetvinexperienced staff. The
supernumerary times should reflect the varying eegiof complexity for specific
specialties. For example, more time would be meguior critical care areas than
would be necessary for general nursing areas. eltimags would also take into
account the GRN'’s previous specialty rotation eigpere, for instance, if the GRN
had their first specialty rotation in a perioperatunit then their consequent rotation
would require as much supernumerary time as if fiolowing rotation were their
first. This is due to the vast differences in iclal application between the two

specialties, thus having fewer transferrable kndggeand skills.

Recommendation 7: Guidelines for graduate nurse transition prograeed to be
specific in the amount of supernumerary time alieddo the novice nurse for each
specialty rotation to allow suitable orientatiom&w areas of work.

6.4 Career Pathways

The data from this research strongly suggestedhlea&NP did have a
positive effect in terms of influencing the GRNremain within the nursing

workforce and in forming their intended careerdcégry.

6.4.1 Key Findings

. A perception of feeling supported and valued inittigal transition phase
appears to have a positive influence on the GRBFsar path choices.

. The GNP appears to have a positive effect in terhnsfluencing the GRN
to remain within the nursing workforce and in pautar, those areas that

they have experienced during their GNP.
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. Opportunities to seek advice regarding career optiollowing the GNP

appear to be lacking.

6.4.2 Career Advice

While the majority of GRNs indicated that the GN&Itpositively influenced
their choice of future career direction, there waslence that a more formal process
of consultation may have been beneficial in guidimgr choices. A number of
GRNs commented on either having to accept a pagitiey were not particularly
keen on, or not being able to find a nursing positollowing their program. A
better network throughout the State would assiSN&R identifying employment

opportunities following their transition to practic

Such a network could present alternative caredr @ations for those areas
that are less standard, but still provide excitageer development opportunities, for
the GRN to consider. These may include careeckild health, remote area
nursing, Nurse Practitioner roles, and a myriadertbat the novice nurse may not
be aware of, or know how to access the pathwaysibald facilitate progression to

these and other options.

Recommendation 8: Opportunities to access career advice shoulddeaded to the
GRN towards the end of their transition, eithesitd, or through the Nursing and
Midwifery Office. This could be facilitated by tH@NC consortium.

6.5 Summary of Recommendations
For ease of reference, the recommendations progbemejhout this chapter,

are replicated below:

CHAPTER 6. Conclusion and Recommendations 315



Recommendation 1: Universities that offer undergraduate nursinggpams should
consider extending the length of their programidditate inclusion of an extended
range of clinical experience; a focus on more comelimical skills; and an
increased exposure to the specialties of Aged Géeatal Health, Community

Nursing and Rural Health.

Recommendation 2: Options to develop collaborative programs betwasstors that
experience limited recruitment should be considevitd a view to improving GRN
subscription to them, and thereby improving numloéisroficient nurses in those
specialties. These sectors include Aged Care, Bibany Nursing, Community

Health, and Rural Nursing.

Recommendation 3: Consultation should occur with the GNC consorti@garding
the feasibility of rearranging the presentationeorof the graduate programs
available so that those sectors most in need ofiitsavere listed first; and to then
determine if there is any effect on the choicesenadthe newly graduated nurses in

choosing where they place their first preferencesHeir graduate program.

Recommendation 4: The nursing industry and nursing leaders consadeodel
whereby preceptors are adequately resourced aratded for taking responsibility

for guiding the novice nurse.

Recommendation 5: Any organisation facilitating graduate nurse siéian
programs should have standardised education modateengoing support for the
GRN preceptors. Guidelines for these modules otagbimanate from the GNC
consortium to ensure that they are consistent @logist. Additionally, the

consortium ought to be responsible for monitoringpliance with the guidelines.
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Recommendation 6: The Nursing and Midwifery Office coordinates the
development of graduate nurse transition guidelihasclearly states minimum
standards for programs. These guidelines ougtantain performance indicators

that would enable evaluation of program effectiasne

Recommendation 7: Guidelines for graduate nurse transition prograeed to be
specific in the amount of supernumerary time alleddo the novice nurse for each

specialty rotation to allow suitable orientatiom&w areas of work.

Recommendation 8: Opportunities to access career advice shoulddeaded to the
GRN towards the end of their transition, eithesitd, or through the Nursing and

Midwifery Office. This could be facilitated by tH@NC consortium.

When compared to the Summary of Transition ProgR@rommendations
(Table 1.1) from Chapter One, the similarity of #i®ve recommendations suggests
that implementation is a complex process. Howewerppportunity to maximise
the graduate nurse transition experiences, antitoately improve the numbers of

appropriately qualified, experienced nurses invilbekforce needs to be availed.

6.6 Further Concepts for Graduate Nurse Programs

Findings from this research also suggest that éardiptions to improve
graduate nurse transition within the Western Alisinacontext ought to be

considered.
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6.6.1 Outof Hours Support and Supervision

It is important that senior staff consider the lesfesupport, and the service
areas that are available within an organisatiosidatregular hours (for example,
weekend or night shift), and the impact this cavehapon decision making related to
unpredictable patient-related events. The graduatge may also be in the
vulnerable position of seeking a permanent conwadtmay not wish to be
perceived in a less than favourable light by reggsbeing rostered to shifts he/she is

not clinically comfortable with.

Concept 1: Where the GRN is rostered to a shift outside lagaperating hours,

there ought to be adequate support, in terms afréxpced preceptors and/or SDN
to provide a safe environment for both the novigesa and the patients assigned to
their care.

iz

6.6.2 Collaborative Models of Support

All metropolitan public hospitals in WA are parta ‘area’ Health Service,
and as such, include at least one tertiary hospitiaé the secondary, and some
community and mental health units. By the natdrdeir size, the tertiary hospitals
have access to more appropriate resources, angtlasase in a better position to
offer a more collaborative liaison with their sneallarea’ sites. In addition, the
graduate nurse coordinator respondents from thargsites were the only ones to
describe any form of transition program structur8maller hospitals do not have the
economy of scale of the larger and tertiary orgatross, however, one possible
solution is to work towards developing strongettparships between the tertiary and
other organisations. Given innovative planningadfealth Services ought to be
able to provide improved partnerships and oppatiesfor not only the graduate
nurses, but also to those involved in their tramsit A suggested scenario is one

whereby a GRN is able to do the majority of rotasi@t a tertiary site, and a single
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rotation at a secondary hospital or primary hesdttvice. This will provide a
broadness of experience and improved choices fordicareer paths. Overall
coordination of these collaborative rotations wottehe from the better resourced

senior level program coordinator at the tertiatg.si

Concept 2: Health Services ought to consider an area-widéainaf graduate nurse
transition programs. This would include optionstfte GRN to participate in
specialty rotations at both tertiary and secondégs. Coordination of the model
would come from the larger sites.

Such an initiative would enable professional depelent on several different
levels, particularly for those coordinating andypding graduate nurse support
mechanisms. The initiative might also provide ioy&ad succession planning for
those areas that find it more difficult to recrautitable personnel. In addition, such
collaborations have the potential of allowing tlkeetsrs with better resources to
augment those areas struggling to either attragiravide the required clinical

supports for the GRNSs.

Concept 3: An area-wide model of graduate nurse transitimy@mms would include
options for the program coordinators and SDNs fgeeence both levels of health
provision. Cross-pollination would provide oppanities for staff from the smaller,
secondary sites to further develop their progrgmassonal skills and professional
portfolios.

The GNC consortium provides an ideal forum for mensites to network,
share concepts, contribute to program innovatiod,iaitiate change. Additionally,
those members with evidence of successful transgiocesses are in a prime
position to offer constructive support and advizéhe sectors that have less

substantive frameworks.
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6.6.3 Rural Resources

The tyranny of distance within the WACHS impacts #ttraction of suitable
and sufficient medical, nursing and allied heattifs It also makes it difficult to
provide specific expertise to the more rural popores when required. The advent
of video conferencing may assist in this regard. sAch, it behoves smaller
organisations to ensure that the optimal use ofnconication facilities is employed
to provide the GRN with the best possible oppottesito enable them to develop

into a confident and competent practitioner.

Concept 4: Rural sites that provide graduate nurse tramspi@grams must have
adequate and constant access to appropriate cometionisystems to ensure that
the graduate nurse is supported at all times.

The current combination of options available togreduand nurse for rural
rotations provides for a variety of experiences gederally includes a larger
regional site. GRN comments indicated that, dues$ource limitations in the
smaller sites, there were times when support waseaadlily available, and the
learning opportunities were limited. To overcorhis toncern, rural sites could be
linked to a metropolitan tertiary site where theNG®Rould spend their first rotation,
consolidating basic nursing skills, and prior tbseguent rotations at their preferred
rural site. This model may also encourage a great@ber of graduates to choose

rural nursing as an option.

Concept 5: Rural sites that provide graduate nurse tramsgiimgrams consider
partnerships with metropolitan tertiary hospitalgtovide an initial consolidation qgf
nursing skills for the GRN, prior to subsequenatioins at rural sites.
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Such a partnership might include opportunitiesifigrrural graduate nurse
coordinators to spend time at the metropolitantsifgrovide opportunities for
further professional development. In addition,japs for the metropolitan graduate
nurse support staff to spend time within ruralssiteuld also be considered. This
would facilitate opportunities for providing leaxaief, assist in the provision of
more consistent support for the GRN, and improweharge of program innovations

and initiatives.

Comments from rural GRNs indicated that a meamgtter network with
colleagues and senior, experienced nurses woulaherftheir transitional
experiences. Such opportunities would allow therparticipate in discussion
forums and explore possible solutions to any peeceproblems by informal
debriefing. One such option would be a social netvsite that allowed interaction
between the GRNs regardless of their location, elbag options to consult expert

practitioners should the GRN feel the need.

Concept 6: Controlled networking sites are enabled withewto making it
possible for GRNs with less access to peers angosufp have equal opportunities
to participate in discussion forums, and to seakcadrom senior nurses.

6.6.4 Transition Program Improvements

While the overall impression from the GRN feedba@s positive, it is evident
from the variance in program models that the cunmensing transition programs
within WA may benefit from further reform. One apt might be to model the GNP
on the intern programs adopted by other professguth as Medicine. Such a
model would include robust and comprehensive ginds| as well as a more

structured and secure platform from which the neviarse could safely develop the
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required competencies and confidence. Such a ponaild accord a guaranteed
protective environment for the GRN’s transition gmdvide consistency in the way
novice nurses are guided to proficiency, as we#lresiring greater accountability

from program providers.

Concept 7: Nurse leaders consider the notion of remodelinagfirst year of
transition, from undergraduate to Registered Nurgegecommending the first year
of professional practice become a compulsory yeaupervision.

6.6.5 Nursing Roles

Amongst the GRNs it was evident that a greater istaeding of the different
nursing roles, particularly those involved in syp&on, would facilitate not only a
better clarity and appreciation of the roles, bauld also help to reduce some of the
misconceptions, and perhaps provide more reatististructs for junior nurses upon
which to base their career planning (Dearmun, 20003ny junior nurses who
aspire to promotional roles appear to have vetlg ldoncept of the particular
position responsibilities and may be merely atgddb the additional prestige and
remuneration. Such confusion might be further elaated by the increase in the
number and variety of nursing roles and titlespsitoon that accords with similar

findings from other studies (Duffield, Chang, R&/Stasa, 2011; Reeves, 2007).

6.7 Summary of Concepts

As with the recommendations, the concepts for &rrtimprovements to the

graduate nurse transition program are summarisesvbe

Concept 1: Where the GRN is rostered to a shift outside laagaperating hours,

there ought to be adequate support, in terms adréxpced preceptors and/or SDNs,
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to provide a safe environment for both the novigesa and the patients assigned to

their care.

Concept 2: Health Services ought to consider an area-widéaiaof graduate nurse
transition programs. This would include optionstfte GRN to participate in
specialty rotations at both tertiary and secondégs. Coordination of the model

would come from the larger sites.

Concept 3: An area-wide model of graduate nurse transitimgmams would include
options for the program coordinators and SDNs fgeeence both levels of health
provision. Cross-pollination would provide opparities for staff from the smaller,
secondary sites to further develop their programassonal skills and professional

portfolios.

Concept 4: Rural sites that provide graduate nurse tramspi@grams must have
adequate and constant access to appropriate cometionisystems to ensure that

the graduate nurse is supported at all times.

Concept 5: Rural sites that provide graduate nurse tramsgimgrams consider
partnerships with metropolitan tertiary hospitalgtovide an initial consolidation of

nursing skills for the GRN, prior to subsequenatioins at rural sites.

Concept 6: Controlled networking sites are enabled withewto making it
possible for GRNs with less access to peers angosuf have equal opportunities

to participate in discussion forums, and to seakcadrom senior nurses.
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Concept 7: Nurse Leaders consider the notion of remodeliivegfirst year of
transition, from undergraduate to Registered Nibgeecommending the first year

of professional practice become a compulsory yeaupervision.

6.8 Study Limitations

Although not critical to the research per se, #searcher remained cognisant

of certain limitations of the study. These arenitfeed in what follows.

6.81 UWA (2000) data

The raw data from the UWA (2000) study was not lawée, and the
methodology and analysis not readily apparent frimareport utilised for
comparison to the 2010 data. As a result, sonsedbdata comparison may have
occurred in relation to the UWA (2000) data thasweouped together for reporting.
For example, 4.4.3.2 describes how in the earigtysa breakdown of categories of
responses was given within tsagreeandstrongly disagregroups, but in the
‘perceived confidence gained from a GNP’ respomg&® grouped together, thus

limiting the ability to fully compare the degreesdisagreement.

6.8.2 2010 Survey Questionnaire Response Rate

While in general terms the response rate of 24é6insidered slightly above
average (Sax, et al., 2003) a higher responsemayehave produced slightly
different trends. Although a higher response wdaadde been desirable, it is

unlikely that this would have significantly alterde resultant outcome.
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6.8.3 Comparative Data Time Differences

Between the UWA (2000) and the 2010 study periatbua factors would
have influenced the two study populations. As wslthe maturation of the graduate
nurse transitional programs as a result of the URF00) recommendations,
political and social changes will have influenckd program structures, frameworks,
and funding. While such time-lag variances areitable when comparing groups,
refinement of the question response options andegsing of the data helped
mitigate many of these, for example, providing undiial response options for

support personnel.

6.9 Generalisability of the Study

While the current study was confined to nursesgamtidg from university and
registering with the NMBWA in 2008, the similaribf GNPs within Australia
support the general intent of the findings, andgtthe recommendations being
generalised to a National nursing population. rim&onal programs have many
similar concepts and, consequently, components asichinimum supernumerary
time, and levels of support, ought to be easilypsethto other graduate nurse
transition programs. Other characteristics, suctha suggested collaborative
arrangements of programs, might require furtheptden to local requirements if

they were to be considered for international progra

6.10 Future Research

Data related to the undergraduate program expesamnas limited in this
study as it was not the focus of the researchfuiitber determine if differences in

undergraduate nursing program structure betweeartiversities may influence the
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experiences of the transitioning nurse would regjaiwholly different study. Such
information would, however, provide valuable contiExthe transition experiences

of the graduating nurse and is worthy of considenafor future research.

6.11 Summary

This chapter has identified the key findings frdma tesearch into graduate
nurse transition programs within Western Austrak@om these findings, eight
recommendations have been developed that will geoaiframework for
establishing consistent and contemporary guidelmel®cal Graduate Registered
Nurse transition programs. Further options torep graduate nurse transition
experiences within the Western Australian contextehalso been considered in the

form of seven ‘concepts’.

Limitations to the research have been consideretaa the potential for
generalisation of the study findings to other pagiohs and opportunities for future

research.

The novice RNs’ experiencese different today when compared to those
reported in the UWA (2000) study, in that the GNiRs much more structured, and
the GRNs are more satisfied with their efficactyshould be recognised that due to
the increase in the complexity of nursing scietice,undergraduate education is no
longer able to comprehensively prepare the studanrsie for instant nursing practice.

In such an environment, transition programs becomeially important.

The GRNs in this study have indicated that a roMP is conducive to a

successful transition to competent practitiondemms of improving confidence and
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competence. Adequate and appropriate supportrivstef suitable preceptors and
knowledgeable SDNs and program coordinators has theesingle most consistent
theme for satisfactory transition. Developmenpaitnerships between those sectors
that have demonstrated successful transition pnegyrand those which have shown
less success is seen as being highly beneficmlenBure all nurses graduating from
universities as an RN are appropriately supporidzecoming competent
practitioners, a mandatory period of transitioreisommended. This transitional
period requires State-wide consistency to ensuiferamity of practice and the

attainment of standards.

In addition, the findings have demonstrated that@&NP positively influences
the GRN career pathway, and their tenure withimtlsing workforce.
Nevertheless, for most novice nurses there isiaitief knowledge of how to find
appropriate advice on how best to further theismg career, and as such, the

development of a career advice network is indicated

This research has been a rewarding process anddmasied issues, and
developed recommendations to facilitate continuoysovements in nurse
transition programs. The research also contribistéise body of knowledge into
health workforce, and nursing recruitment and t&en As such, it has the potential

to inform planning, funding and education policies.
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APPENDIX A: Graduate Nurse Information sheet

HE UNIVERSITY OF

NOTRE DAME

A U S T R A L I A

INFORMATION SHEET

Graduate nurse transition programs in Western Australia: A comparative study of
their perceived efficacy.

Dear Colleague

| am a Professional Doctorate of Nursing student at The University of Notre Dame
Australia (Fremantle Campus) researching the efficacy of Graduate Registered
Nurse programs and their influence on retention of nurses within the nursing
workforce.

My study population is all Registered Nurses who have graduated from a university
School of Nursing and registered with the Nurses and Midwives Board of Western
Australia (NMBWA) during the year 2008. On my behalf, the NMBWA has generated
a list of these graduates and will be forwarding you a survey gquestionnaire in the
near future. This method has been used to ensure your response anonymity.

The questionnaire is designed to collect information from you about your
experiences following graduation from your nursing course. Even if you have not
continued in nursing, this information is still valuable to assist me in forming a true
picture of current trends with graduates and the novice nursing workforce.

It is envisaged the research will be completed within 12 months and results from the
final thesis written up for publication in relevant journals. If you would like notification
of any publications as a result of this research, my contact details will be included in
the information sheet of the questionnaire.

| would like to assure you that all the information gathered for this study will be held
in strict confidence. All efforts will be made to ensure that only fair and unbiased
reporting occurs.

Data will be stored securely as per University regulations in the School of Nursing at
The University of Notre Dame Australia for five years.

| thank you in anticipation for supporting this important area of research into
developing best practice programs for transition from graduate to competent
Registered Nurse.

Kind regards,

Ms Ce Kealley
Researcher

Dr Jenny Prentice is supervising this project. If you have any queries regarding the research,
please contact Dr Prentice by email at Jenny.Prentice @health.wa.gov.au or me directly on
0417 944 776 / email: ckealley@student.nd.edu.au

If participants have any complaint regarding the manner in which a research project is
conducted, it may be given to the researcher or, alternatively, to the Executive Officer,
Research Office, The University of Notre Dame Australia, PO Box 1225 Fremantle WA 6959,
phone (08) 9433 0941.
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APPENDIX B: Graduate Nurse Survey Questionnaire

THE UNIYERSITY OF

NOTRE DAME

Al I1ITEHARTLTIA

Graduate Registered Nurse
Transition Survey Questionnaire

Dear Colleagus,

You would recently have received notification from me about the attached survey
questionnaire. As described in my previous letter, | am a Professional Doctorate of Nursing
student at The University of Notre Dame Australia, Fremantle Campus, researching the efficacy
of graduate registerad nurse programs and their influence on retention of nurses within the
nursing workfonge,

This questionnaire is designed to collect information from you about your experien ces
following graduation from your nursing course. Even if you have not continued in nursing,
this information is still valuable to assist me in forming a true picture of current trends with
graduates and the novice nursing workforce. Completion of the questionnaire should take
approximately 20 minutes.

It is envisaged this research will be completed within 12 months and results from the final
thesis written up for publication in relevant joumals. If you would like notification of any
resultant publications my contact details are induded at the end of this page and the
questionnaire.

Your contribution will assist in developing recommendations for transition programs to ensura
new graduates receive the optimum experience in their journey to becorming competent
registered nurses delivering the best possible care in whichewver field of nursing they choose.

| would like to assure you that all the information gathered for this study will be held in strict
confidence and all efforts will be made to ensure that only fair and unbiased reporting oocurs.
Data will be stored securely as per university regulations in the School of Nursing at The
University of Motre Dame Australia for five years.

| thank you in anticipation of supporting this important area of research into developing best
practice programs for transition from graduate to competent registered nurse.

Pleasa return the questicnnaire in the envelope provided by the 21st March 2010.

Kind regards,

Ms Ce Kealley
Researcher

Cir Jenny Prentice is supenvising this project. f you have any queries regarding the research, please

contact Dr Prentice by email &t Jenny. Prentice@hedth. wa.gov.au or me directly on telephone:

0417 844 776 ar email: chealley@studant.nd.edu.au.

If participants hawe any complaint regarding the manner in which a research project is conducted, it may be given
to the resaarcher or, alternatively, to the Executive Officer, Research Office, The University of Motre Dame Australia,
PO Box 1225 Fremantle WA 6959, telephone: (08) 2433 (941,

GRADUATE REGISTERED NURSE TREANEITION SURVEY QUESTIONHAIRE 1
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APPENDIX B: Graduate Nurse Survey Questionnaire

Instructions

FMease complete this survey by 31 March 2010 and return in the enveloped provided to:

Ce Kealley

/- Murses & Midwives Board of Western Australia
Locked Bag &

East Perth WA 6892

To complete the questions fill in the drcle for the appropriate response with a BLACK pen. If you make an
arror, strike through the error and fill in the circle comesponding to your chosen responsa.

Fease provide comment where indicated.

Remember, even if you have not continued in nursing, or if you did not do a graduate nurse program, your
information is still important to this research to give an indication of the number of graduating nurses and
their various career paths.

Prowvision has been made for up to five rotations during a araduate program. If you had none or less than
five, follow the instructions to proceed to Question 21 on page 13.

If you had more than five rotations during your graduate program, indicate this on the last page of the
questions relating to the fifth rotation on page 10.

Once again, | thank you for taking the time to complete this important part of research into how newly
graduated registered nurse transition programs can be improved.

2 GRADUATE REGISTERED MURSE TRANEITION SURVEY QUESTIONNAIRE
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APPENDIX B: Graduate Nurse Survey Questionnaire

Please complete this form as clearly as possible in black ink to assist us in the electronic data capture of responses

1 Gender
Male |:| Femala G
2 Age
21orunder [ 1229 [ 3039 4 4049 [ Soorover [
3 Health care experience prior to graduation (tick as many as applicabla)
Enrollednurse [ Assistantin nursing [ Patient care assistant Ordery [
Mone [ Other {please spacify) | J

4 At which university did you complete your undergraduate program? (tick as many as applicabla)

Curtin (| Edith Cowan [ Murdoch [

Ol

Other {plaase spacify) |""' Seria mkry

]

5 What type of health care organisation are you currently employed in? (tick as many as applicable)

Tertiary hospital [] Secondary hospital [ Large rural hospital [ Small rural hospital [
Community O Privata sector A Mental health 3 (|
Cther health mre| ]

MNon-health care |

]

6 What type of health care organisation did you work in during 20087 {tick as many as applicable)

Tertiary hospital |:] Secondary hospital D Larga rural hospital D Small rural hospital D
Community |:] Privata sector E Mantal health D Aged care D
Other health mre| J
Non-health care | J

During your first year post registration, did you participate in a formal ‘graduate program'?
No [ Why was this?

P Flaase skip the following questions on programs and go to Quastion 21 on page 13

Yes [0 Please complete questions 8-20 about the program you have participated in

GRADUATE REGISTERED NURSE TREANEITION SURVEY QUESTIONHAIRE
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APPENDIX B: Graduate Nurse Survey Questionnaire

Please complete this form as dearly as possible in black ink to assist us in the electronic data capture of responses

8 What menth and year did you commence this program? (tic one)
January 08 []  February 0B] March08 [J  Apil08 [  May08 d nets O
July08 [  August08 []  September08[]  October08[yJ  Movember 08  December08[J
January09[J  February 09 March03 [J  April0e [ Other (please specﬂﬂlj
9 Hawve you completed this program?
Yes [ Pease tick when at Quastion 10
No D Do you expect to complete it?
Yos [ Please tick when at Question 10
Mo [ JWhy is this?
P Fiase go to Question 11 on page 5
10 What menth and year did you (or do you expect to) complete this program? itick one)
Julyos [] August08 []  September08[ ]  October08[]  MNovember08[]  December 0B[ ]
January 09  Februay 09 March09 [ Apil0e [  May09 d Jwmeos [
uyte [ August09 [J  September09[J  October09y§  Movember09(J  December 09[4
January 10[d  Februay 0[]  March10 [ Apil10 [ May10 @ wmetn [0
Other (please spec'r[ﬂ| a|
a

GRADUATE REGISTERED MURSE TRANEITION SURVEY QUESTIONNAIRE
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APPENDIX B: Graduate Nurse Survey Questionnaire

Please complete this form as clearly as possible in black ink to assist us In the electronlc data capture of responses

1

Please Identify ALL relevant components of each rotation of your program.
If you did not participate in a program, please go to (uestion 21 on page 13

First rotation

a Type of unit (tick as many as applicable)
Medical ] sumical [ Community [ Mental heatth[ ] Midwifery [
Paediatric [d  Domidiiary[4 Rural [ Emergangy [ Peri operative [
Critical care~ []  Aged care [ Other {plaasa specify) | ]

b Length of stay (tick one)
lessthan Bweeks [] 812 weeks [ 13-25weoeks [ 26-39weeks[ ]  40-52 weeks [ ]
More than 52 weeks [ ] Other plaase specify) | ]

Average number of graduate nurses In unit during your stay including yoursalf I:

d How many hours were you confracted to work per week (on average) in this rotation?
3840 ] 037 4 wnd Cther {please specify) | J

@ What level of support did you receive from each of the following in this rotation?
extensive werygood awerage  oocasional  megligible not applicable
Program coordinator
Staff dovelopmant nurse

Clinical nurse managern
spadalist/consultant

Preceptor
Wardfunit nursing staff

Other (please spad
== o o o o

How long did you work in the unit before you were given the responsibility of a
full patient/client load in this rotation?

Full load from day 1 [ 1 day [ 2-3 days [ A7 days [ 7-t4days [

Up to 1 month D Mare than 1 manth G Other (please specify) I:

g What areas were beneficial with this rotation?

L JL 0L LT ]
R
(PP o
iR
0 [
50 0 P 0 |

-

h What areas ware problematic with this rotation?

What caused the most stress for you In this rotation?

] Do you have any other comment you would like to make about this rotation?

If this was your only rotation, please go to Question 12 page 11 otherwise, continwe over page
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APPENDIX B: Graduate Nurse Survey Questionnaire

Please complete this form as dearly as possible In black ink to assist us in the electronic data capture of responses

11 comtiniea™— If you did not participate in a program, please go to Quastion 21 on page 13

Second rotation

a Type of unit ftick as many as applicable)

Meadical O  Surgical [ Community[ ] Menital health[ ] Midwifery [
Paediatric [d  Domidlian[3 Rural O Emergency [ 4 Pari operative [
Critical care [ Agedcane [ Other (plessa spafy) | ]

b Length of stay (tick cne)
lessthan Bwasks [ ]  B-12weeks [ ] 13-75weeks [ ] 26-39 weeks[ ]  40-52 weeks [ ]
More than 52 weeks [ Othar [plessa specify) | ]

¢ Auerage number of graduate nurses in unit during your stay Including yourself I:l

d How many hours were you contracted to work per week (on average) in this rotation?
3840 [ w7 [ w0 Oither (please specify) | J

e What lovel of support did you recelve from each of the following in this rotation?
extensive wvary good  average  occasional negligible not applicabla

Program coordinator [ 4 4 O [ P

Staff development nursa O | | [ | P

Clinical !

ey oo o O = L

Praceptor O P O P O O

Wardfunit nursing staff O d = O d O
[ 4

Other (please speci
i N = B R R

f How long did you work in the unit before you were given the responsibility of a
full patient/dient load In this rotation?

Full load from day 1 [ Tday [ 1-3days [] 4T days[ ] T-14days [

Up to 1 month G More than 1 manth G Other (please specify) I:

g What areas were beneficial with this rotation?

=3

What areas were problematic with this rotation?

What caused the most stress for you in this rotation?

Do you have any other comment you would like to make about this rotation?

If this was your last rotation, please go to Question 13 page 11 otharwiss, continue ovar page
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APPENDIX B: Graduate Nurse Survey Questionnaire

Please complete this form as clearly as possible in black ink to assist us In the electronlc data capture of responses

11 continued — if you did not participate in a program, pleasa go to Question 21 on paga 13

Third rotation

a Type of unit (tick as many as applicable)
Medical 1 sumical [ Community [ Mantal heatth[ ]
Paediatric D Domlr.:iliarﬂ] Rural D Emergency D

Midwifiery
Peri operative m

Critical care o]  Aged care [ Other (plasse specifyl |

b Length of stay (tick one)

lessthan Bwesks [ | 812 weeks [ ] 13-25waeks [ | 26-29weeks[ | 4052 weeks[ ]

More than 52 weeks [ Other {plaase specify) |

Average number of graduate nurses in unit during your stay including yoursalf I:

d How many hours were you contracted to work per week {on average) in this rotation?

3840 [ 037 [ 028 [  Other(please spacify) |

@ What level of support did you receive from each of the following In this rotation?

axtensive warygood awerage  oocasional  negligible

Program coordinator
Staff dovelopment nurse

Clinical nurse manager/
spadalist/consultant

Preceptor
Ward/unit nursing staff

Other {please spad
== § o o o

How long did you work in the unit before you were given the responsibility of a
full patient/cllent load in this rotation?

Full load from day 1 [ 1day [ 2-3 days [ ] a7 days[ ]

o
LILT L1 LIL]
¥
LD & Uf

[ 0 5 A P A

-

g What areas were beneficlal with this rotation?

not applicable

O OO0 0 a;

T-14days [ ]

Up to 1 month G More than 1 month G Other {please spacify) I:

h What areas were problematic with this rotation?

What caused the most stress for you in this rotation?

] Do you have any other comment you would like to make about this rotation?

I this was your last rotation, please go to Question 13 page 11 othernwise continue over page
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APPENDIX B: Graduate Nurse Survey Questionnaire

Please complete this form as dearly as possible In black ink to assist us in the electronic data capture of responses

11 comtiniea™— If you did not participate in a program, please go to Quastion 21 on page 13

Fourth rotation

a Type of unit ftick as many as applicable)

Meadical O  Surgical [ Community[ ] Menital health[ ] Midwifery [
Paediatric [d  Domidlian[3 Rural O Emergency [ 4 Pari operative [
Critical care [ Agedcane [ Other (plessa spafy) | ]

b Length of stay (tick cne)
lessthan Bwasks [ ]  B-12weeks [ ] 13-75weeks [ ] 26-39 weeks[ ]  40-52 weeks [ ]
More than 52 weeks [ Othar [plessa specify) | ]

¢ Auerage number of graduate nurses in unit during your stay Including yourself I:l

d How many hours were you contracted to work per week (on average) in this rotation?
3840 [ w7 [ w0 Oither (please specify) | J

e What lovel of support did you recelve from each of the following in this rotation?
extensive wvary good  average  occasional negligible not applicabla

Program coordinator [ 4 4 O [ P

Staff development nursa O | | [ | P

Clinical !

ey oo o O = L

Praceptor O P O P O O

Wardfunit nursing staff O d = O d O
[ 4

Other (please speci
i N = B R R

f How long did you work in the unit before you were given the responsibility of a
full patient/dient load In this rotation?

Full load from day 1 [ Tday [ 1-3days [] 4T days[ ] T-14days [

Up to 1 month G More than 1 manth G Other (please specify) I:

g What areas were beneficial with this rotation?

=3

What areas were problematic with this rotation?

What caused the most stress for you in this rotation?

Do you have any other comment you would like to make about this rotation?

If this was your last rotation, please go to Question 13 page 11 otharwiss, continue ovar page
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APPENDIX B: Graduate Nurse Survey Questionnaire

Please complete this form as clearly as possible in black ink to assist us In the electronlc data capture of responses

11 continved — If you did not particpate in a program, pleasa go to Question 21 on page 13

Fifth rotation

a Type of unit (tick as many as applicable)
Medical 0 sumical [ Community [ ] Mental heatth[ ]
Paediatric [d  Domidliary[4 Rural [ Emergangy [

Midwifery

Ol

Perl operative [

Criical care [ Aged care [ Other {pleasa spedfy) |

d

b Length of stay (tick one)

lessthan Bweaks [ 812 weeks [ 13-25weoeks [ 26-39weeks[ ]  40-52 weeks[ ]

More than 52 weeks [ Other (please specify) |

]

d How many hours were you contracted to work per week {(on average) in this rotation?

Average number of graduate nurses in unit during your stay including yoursalf I:

3840 [ 3037 [ 2029 []  Other{please specify) |

@ What level of support did you receive from each of the following in this rotation?
axtansive werygood  awerage  oocasional  negligible
Program coordinator [ o | [ [
Staff davelopment nurse O A | | [E
Clinical nurse manager!
sp-e::iaIist.n'cl:unsultf:-mtgI 0 U 4 L 0
Preceptor O O A Ol O
Wardfunit nursing staff [ B 3 (W] [
Othar (please spadfy)
O A 4 W -
f How long did you work in the unit before you were given the responsibility of a

full patient/client load in this rotation?
Full load from day 1 [ 1 day (4 2-3 days [ 47 days [

not applicable

0 o O o

7-14 days

O

Up to 1 manth [ Mara than 1 month [ Other {please spacify) :

g What areas were beneficial with this rotation?

h What areas were problematic with this rotation?

What caused the most stress for you In this rotation?

] Do you have any other comment you would like to make about this rotation?

I this was your [ast rotation, please go to Question 13 page 11 othenwse continie over page
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APPENDIX B: Graduate Nurse Survey Questionnaire

Please complete this form as dearly as possible in black ink to assist us in the electronic data capture of responses

12 Did you have any further rotations?
No [ Yes [ Please give details

10 GRADUATE REGISTERED MURSE TRANEITION SURVEY QUESTIONNAIRE
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APPENDIX B: Graduate Nurse Survey Questionnaire

Please complete this form as clearly as possible in black ink to assist us in the electronic data capture of responses

13 What components of the graduate program do you believe were beneficial in facilitating your
transition to the role of registered nurse?

14 Were there any components of the graduate program do you believe were NOT beneficial in facilitating
your transition to the role of registered nurse?

No[] Yes [ Please give details

15 Arg there any ways you believe the program could be improved?

16 How much do you agree that the graduate program made you feel mere COMPETENT
in your clinical practice?

Strongly agree [ Mostly agree [ Ursure [ Mostly disagraa[ ] Strongly disagrea [

Please add any comment you have on this (optional)

17 How mwuch do you agreed that the graduate program made you fesl more CONFIDENT
in your clinical practice
Strongly agree [ Mostly agree [ Ursure [ Mostly disagraa[ ] Strongly disagrea [

Please add any comment you have on this (optional)

GRADUATE REGISTERED NURSE TREANEITION SURVEY QUESTIONHAIRE 1"
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APPENDIX B: Graduate Nurse Survey Questionnaire

Please complete this form as dearly as possible in black ink to assist us in the electronic data capture of responses

18

Did you undertake a formal evaluation of your graduate program?
Yes [ Mo [

Haven't complated the program [

Mot applicable []

19

PMlease indicate below your career pathways/intentions following the program:

Stayed on in the unit of your (ast rotation [ Type of unit |

Stayad on in & unit of an earlier rotation [ Type of unit |

Stayed on in the crganisation but in  different unit [ J» Type of unit |

Gainad employment in a diffarent arganisation [ Type of organisation and unit

in similar type of unit to & rotation |

Gainad employment in a diffarent arganisation [ Type of organisation and unit

in differant unit to your rotatiors |

Gained employmant in & non-nursing capacity [ Please spedfy

You are no longer employed [P Mease spedfy why

Please comment on how you feel your graduate year experiences have influenced your cholces above:

12

GRADUATE REGISTERED MURSE TRANEITION SURVEY QUESTIONNAIRE
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APPENDIX B: Graduate Nurse Survey Questionnaire

Please complete this form as clearly as possible in black ink to assist us in the electronic data capture of responses

1 During the first 12 months as a registered nurse, how satisfied were you with the preceptoring/support
you received?
Very satisfied[ ]~ Mostly satisfied[ ]~ Mixed[ ]  Mosty dissatisfied[ )]  Very dissatisfied[J Ma[

axparience

Please add any comment you have on this (optional)

22 How long did you work before commencing night duty?
Lass than 3 months [_] 3-6 months [ &9 months [ 9-12months[,]  Haven'tdone[ ]

night duty

23 How well do you believe you were prepared for the responsibility of night duty?
Wellprepared[ ]  Somewhat prepared [ Poorly prapared [ Mo preparation [ |
Please add any comment you have on this (optional)

24 How often was your performance evaluated?
At end of each placement [ 4] Manthly [ 4 Every 2-2 months [ 4 Every 4-6 months [ 4]
Every 7-12 months | At completion of amployment P Mever [
Other {plaase spacify)

25 When evaluating your performance, who was most involved? (tick more than one if applicable)
Perceptor[ ] Staff development nurse [ Clinical nurse[ ] Unit manager[ ] Clinical nurse spacialist[ ]
Other (please speify) | J
Please add any comment you have on this (optional)

GRADUATE REGISTERED NURSE TREANEITION SURVEY QUESTIONHAIRE 13
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APPENDIX B: Graduate Nurse Survey Questionnaire

Please complete this form as clearly as possible in black ink to assist us in the electronic data capture of responses

Ed Where do you see yourself professionally in 5 years time?

32 Do you have any further comments that may identify how you feel about your intagration into the
workforce as a registered nurse?

Thankyou wery much for taking the ime to participate in this survey.
Please placa your completed form in the stamped, self-addressed envelope provided and retum as soon as possible to me at:

Ce Kaallay

- Mursas & Midwives Board of Wastern Australia
Locked Bag &

East Parth WA 6832

Foous groups — your participation would be appredated

To help darify areas of this survey, | intend to conduct a series of focus groups within the next 2 to 3 months to enable
expansion on the discussion points abowve. If you would ba interested in the appartunity to contribute further by participating in
ona of these groups, please email me with your expression of interest and contact details at ckealley@student.nd.edu.au before
31 March 2010. A certificate of participation will be given to ba included in your professional portfolio

Thankyou again for your valuable assistance with this im portant area of rasearch,
Kind regards
Ce Kaalley, RN, BSc{HP), M{HSM}, MRCNA

GRADUATE REGISTERED NURSE TREANEITION SURVEY QUESTIONHAIRE 15
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APPENDIX C: GRN Survey Questionnaire Follow-up Letter

THE UNIVERSITY OF

NOTRE DAME

A U S T R A L I A

Graduate nurse transition programs in Western Australia: A comparative study of
their perceived efficacy.

Dear Colleague

You would have recently received correspondence and a questionnaire from me in regards
to my Professional Doctorate of Nursing research at The University of Notre Dame,
Fremantle Campus. | am researching the efficacy of Graduate Registered Nurse programs
and their influence on retention of nurses within the nursing workforce.

The questionnaire is designed to collect information from you about your experiences
following graduation from your nursing course. Even if you have not continued in nursing,
this information is still valuable to assist me in forming a true picture of current trends with
graduates and the novice nursing workforce.

If you have already completed and returned this questionnaire | thank you very much.

If you have yet to complete this questionnaire , | urge you to do so as soon as possible to
enable supporting this important area of research into developing best practice for programs
for transition of undergraduate to competent Registered Nurse and enhancing the future of
the nursing workforce.

Your contribution will assist in developing recommendations for transition programs to
ensure new graduates receive the optimum experience in their journey to becoming
competent Registered Nurses delivering the best possible care in whichever field of nursing
they choose.

It is envisaged the research will be completed within 12 months and results from the final
thesis written up for publication in relevant journals. If you would like notification of any
publications as a result of this research, my contact details will be included in the cover sheet
of the questionnaire.

I would like to assure you that all the information gathered for this study will be held in strict
confidence. All efforts will be made to ensure that only fair and unbiased reporting occurs.

Data will be stored securely as per University regulations in the School of Nursing at The
University of Notre Dame Australia for five years.

I thank you in anticipation of supporting this important area of research into developing best
practice programs for transition from graduate to competent Registered Nurse.

Please return the questionnaire in the envelope provided by the 31* March 2010.

Kind regards,

Ms Ce Kealley
Researcher

Dr Jenny Prentice is supervising the project. If you have any queries regarding the research,
please contact me directly on 0417 944 776 / email: ckealley@student.nd.edu.au or Dr
Prentice by email at Jenny.Prentice@health.wa.gov.au.

If participants have any complaint regarding the manner in which a research project is
conducted, it may be given to the researcher or, alternatively, to the Executive Officer,
Research Office, The University of Notre Dame Australia, PO Box 1225 Fremantle WA 6959,
phone (08) 9433 0941.
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APPENDIX D: Information Sheet for Graduate Nurse Coordinator Survey

INFORMATION SHEET

Graduate nurse transition programs in Western Australia: A comparative study of
their perceived efficacy.

Dear Colleague

| am a Professional Doctorate of Nursing student at The University of Notre Dame Australia
(Fremantle Campus) researching the efficacy of Graduate Registered Nurse programs and
their influence on retention of nurses within the nursing workforce.

My study population is all Registered Nurses who graduated from a university School of
Nursing and registered with the Nurses and Midwives Board of Western Australia (NMBWA)
during the year 2008. On my behalf, the NMBWA generated a list of these graduates and
forwarded a survey questionnaire in March 2010. The questionnaire was designed to collect
information about the GRN experiences following graduation from their nursing course.

Some of the resultant data requires detail clarification and, as such, | would be very grateful
for your assistance in this. The attached link to a Survey Monkey questionnaire will enable
collection of the additional information | require to more comprehensive report the study
findings.

It is envisaged the research will be completed within the next few months and results from
the final thesis written up for publication in relevant journals. If you would like naotification of
any publications as a result of this research, my contact details will be included in the
information sheet of the questionnaire.

I would like to assure you that all the information gathered for this study will be held in strict
confidence. All efforts will be made to ensure that only fair and unbiased reporting occurs.
Data will be stored securely as per University regulations in the School of Nursing at The
University of Notre Dame Australia for five years.

| thank you in anticipation for supporting this important area of research into developing best
practice programs for transition from graduate to competent Registered Nurse.

Kind regards,

Ms Ce Kealley

Researcher

Dr Jenny Prentice is supervising this project. If you have any queries regarding the research,
please contact Dr Prentice by email at Jenny.Prentice @health.wa.gov.au or me directly on
0417 944 776 | email: ckealley@iinet.net.au, or, ce.kealley@health.wa.gov.au, or,
ckealley@student.nd.edu.au

If participants have any complaint regarding the manner in which a research project is
conducted, it may be given to the researcher or, alternatively, to the Executive Officer,
Research Office, The University of Notre Dame Australia, PO Box 1225 Fremantle WA 6959,
phone (08) 9433 0941.
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APPENDIX E: Graduate Nurse Coordinator Web-based Survey

[SURVEY FREVIEW MODE] Graduate Nurse Program (GNF) Coordinator Survey Page 1 of 3

Graduate Nurse Program (GNP) Coordinator Survey [mp—

*

. Please indicate the type of healthcare organisation you belong to.
Metro Tertiary

Metro Secondary

Metro Private

Large Rural

Small Rural

Mental Health

Aged Care

Community

Other (please specify)

O Y Y Y Y Y O

¥ 2. How long (in months) are the GNPs in your organisation? (if you have
more than one type of program, please indicate each type).

* 3. How many rotations does a Graduate Registered Nurse (GRN) have in your
GNP? (Please indicate if different number for different types of programs)

* 4, What number of GRNs would be assigned to a single ward or unit for a
rotation? (Please give range, in particular, maximum number that would be
placed in one area).

% 5, What would the normal ratio of GRNs to other RNs be on a typical ward or
unit? (Again, if necessary, please give range).

http:/faranw surveymonkey.com/s.aspx?PREVIEW_MODE=DO NOT_USE_THIS_LI... 3/0972012
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APPENDIX E: Graduate Nurse Coordinator Web-based Survey

[SURVEY FREVIEW MODE] Graduate Nurse Program (GNF) Coordinator Survey Page 2 of 3

6. Please indicate the types of support personnel available to your GRNs; the
Award level of the support person; and the approximate number of GRNs each
support person is responsible for.

Available Award Level i G,RNE i)
Indiv

GNP Coordinatar [=] =] |=|
Staff Development Nurse El E El
Staff Development Educator =l -] =)
Clinical Coach . Fl = Fl
Mentor = = =
Other =] = [=]

Other (please specify)
| |

*7. How many hours per week would a FULL-TIME GRN be contracted for?

* 8, Please give a brief outline of what guidelines govern your GNP?

* 9, Please give a brief outline of what changesfinnovations you have applied,
or plan to apply, to your GNP?

10. Please provide any further comment or information you feel may be useful

to this survey. This is the final question - thank you so much for your time in
assisting me with my research.

hitp:/ ey surveymonkey com/s. aspr?PREVIEW _MODE=DO NOT _USE_THIS LI. 3/0872012
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APPENDIX E: Graduate Nurse Coordinator Web-based Survey

[SURVEY FREVIEW MODE] Graduate Nurse Program (GNF) Coordinator Survey Page 3 of 3

Powered by SurveyMonkey

Check aut our gamgls SUCVEVE and creats yaur KWn now!

http:/faranw surveymonkey.com/s.aspx?PREVIEW_MODE=DO NOT_USE_THIS_LI... 3/0972012
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APPENDIX F: Graduate Nurse Coordinator Qualitative Data

Graduate Nurse Coordinators Qualitative Data

Graduate Program Guidelines

Graduate nurse coordinators were asked to provimefaoutline of what
guidelines they used to govern the administratioih@ir GNPs. The purpose of this
guestion was to determine if any organisationsspatific objectives with which to
measure the outcomes of their programs. No regaadndicated an ongoing
method of prescribed program review; however, enigary organisation did
indicate the intention to formally evaluate thaiogram in the near future. This
same organisation appeared to have the most coenmiel framework and set of
performance indicators. According to the respohidéese were based upon
evidence-based practice and developed throughcegs®f ongoing focus groups
that were held regularly with relevant stakeholdeksother tertiary hospital
indicated the use of graduate program and humanires guidelines but did not
specify anything further. The same organisatigoressed the intent to implement a
formal framework of support for nurses at theiramgation. Two respondents, one
from a tertiary and the other from a metropolitanadary organisation did not
appear to understand the requuestse give a brief outline of what guidelines gove
your GNP This suggested that there may not have beerfisdfeameworks in
place with which to ensure the graduates are dgivemest transition opportunity

possible.

As should be the case with all nursing practicestngoaduate nurse
coordinator respondents discussed the use of tegalian Nursing and Midwifery

Council, National Competency Standards (ANMC, 2a06Jirect their assessment
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APPENDIX F: Graduate Nurse Coordinator Qualitative Data

of novice nurse practice. Both the private orgatn®s, two of the secondary, and
four of the rural graduate nurse coordinator redpais indicated that they
conducted their graduate program in conjunctiomaitiniversity, in order to offer a
Graduate Certificate in Clinical Nursing. Both faege and the small rural
organisation’s graduate nurse coordinators inditttat their transition program
guidelines came from the WA Country Health Ser{isACHS) GNP coordinator.
They also suggested their greatest issue was afaekources that impacted upon

their ability to provide standard support acrossias.

Recent or Planned Changes and Innovations to the Transition Program

To further understand local innovations and stiatethat have been shown to
improve their GNPs, information was sought from gh@duate nurse coordinators in
regards to what changes have either been mades ptasmned for their transitional

programs (Table App F.1).
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APPENDIX F: Graduate Nurse Coordinator Qualitative Data

Table App F.1. Program Innovations and Changes

Sector Changes/Innovations
Tertiary Reviewing study content and delivery.
Looking at making all assessment documents electronic.
Developing grad face-book page.
Investigating changing selection procedure away from interviews.
Tertiary Regular online surveys (Monkey) to identify:
- changes required in tutorial or study day content;
- graduate satisfaction with the amount of time | work and visit them in the
clinical area.
Implemented preceptor modules for the ward staff to ensure they are
prepared for their role as preceptors.
Implemented simulation education into each of the GRN study days - finding
GRNs are much more confident in their roles in emergency situations.
Tertiary GNP Framework devised in 2007 from a series of focus groups with

graduates and key participants of previous programs (SRNs, SDNs etc).

Hospital resourced development and implementation of framework
encompassing key themes from the focus groups and mirrors the gold
standards identified in the literature.

Changed orientation format.
Changed associated supports in the immediate transition period.

Introduced professional development study days aimed to develop
professional aspects of the graduate (Leadership/ Communication/ Career
Planning/ Preceptorship).

Clinical development seminars centred on specialty clinical knowledge, skills
and learning from error.

Graduate nurses now rotate to 57 different areas across 5 hospitals (all
areas bar ICU and Midwifery).

Developed guidelines for performance management, recruitment and
retention, based on best practice and industry standards.

In 2008 we introduced a graduate nurse program SDN service that provides
a unique service across all specialties and shifts; enables ward supports or
graduates, to make a referral for further support. Allows the graduate to
receive timely support when required (in the odd chance the ward support is
unavailable). Ensures communication between the graduate program, the
graduates and the ward staff who support them.

Review the program 3 times a year with the graduates.

Aim to employ a research consultant to do a formal evaluation at 5 years
(2012).

In the process of introducing a further addition to the framework: patient
safety. This will enable all educational content of the graduate nurse
programs to centre on patient safety by learning from human error and RCA
(root cause analysis). We envisage this will create more awareness of safety
for patients and promote a culture of disclosure whereby we can continue
to learn from our errors.
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APPENDIX F: Graduate Nurse Coordinator Qualitative Data

Sector

Changes/Innovations

Tertiary

Secondary

Secondary

Metro
Private

Metro
Private

Large Rural

Large Rural

Large Rural

Large Rural

Large Rural

Small Rural

Implemented clinical coach role.

Currently developing hospital-wide support model for all nurses.
Changed recruitment process to assessments, scenarios and interviews.
Evaluate each program and alter it accordingly.

In 2012 will increase to 10 RNs twice per year.

Use reflective worksheets to identify very early on those that do not have
ability to critically think and problem solve and can support them to achieve
it much sooner.

Main change has been working in partnership with Uni C since 2009.
Three-year development program opportunity for Certificate in Clinical
Nursing in partnership with Uni C paid by hospital.

Electronic provision of all learning and orientation requirements.
Recovery Room, Critical Care and ICU as rotation options in second year.
Two rather than 3 intakes of grads in 2012.

Have taken full and part-time grads in the past but we are trying to attract
all full-time placement in the future.

Grad Certificate through Uni C.
More dedicated time from staff educators.
One week supernumerary for first rotation.

Hoping to have full-time GNP coordinator that can travel to smaller
hospitals.

Due to feedback the rotations through Medical/Surgical, ED, Theatre,
Maternity, Palliative Care, Mental Health, and Coordination at a smaller site
will remain.

Breadth of experience in GNP a drawcard.

Monthly networking tutorials for our grads in our region (4 sites) via
videoconference. Coordinate 5 face to face study days - clinical skills days.

All grads attend the regional resource centre for the study days.

In 2007 our rotations were set in either med/surg or paeds as a result of lack
of Clinical support, skill shortage; e.g. in ED etc. - had dropped to 2 grads for
that year.

Reintroduced other areas to be competitive with other grad programs.

Input from all CNM of areas as to what kind of supernumerary time they
would feel comfortable with before the grad could then be counted on as
staff - helped in opening areas that had been closed. A business case was
then put forward to Management.

Other areas were also considered e.g. Mental Health, Remote, Community,
and Home Nursing, and Dialysis. These areas were often hard to recruit to
because there was little exposure to these areas by staff. This also gave RN's
a broader understanding of the facilities available in the community so when
discharging patients they had an understanding of where their clients were
going to and the problems they may encounter.

More supernumerary time if possible.
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APPENDIX F: Graduate Nurse Coordinator Qualitative Data

Further Comment from Graduate Nurse Coordinators

An option was given for the graduate nurse cootdinsao provide any further
comment they felt may have been useful to the sur@me valuable comments
were proffered by the secondary and rural areakjrageneral indicated that a lack
of resources was often a shortcoming in attemgordgliver a supportive and

comprehensive transitional program (Table App F.2).

Table App F.2. Further Comments from Graduate Nurse Coordinators

Sector Comments

Secondary We have good retention but many grads don’t want to do extra studies and
quite a few are mature grads who want part-time and are loyal and local
people. Doing post graduate study in the first year of clinical practice pushes
many too hard. Working full-time and learning and consolidating everything
they need is massive and they’re not at uni where they can just take their
time.

Secondary  Would prefer my only job was GNP coordinator so | could find the time to
introduce more innovations and changes.

Large Rural Our difficulty for our program is having a dedicated person. Being in the
(Area), if staff resign, it takes a while to recruit. This has led to some difficult
times in the past.

Small Rural Feedback from the grads indicates that travelling to different sites is
unsettling, rotating to different wards and areas is acceptable but changing
hospitals is more stressful than they anticipated. Note: this area has up to 10
rotations per program.

These, and the comments in Table App F.1, helpateglevelopment of the

Recommendations and Concepts in Chapter 6.
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