1 University of Notre Dame Australia
ResearchOnline ND ResearchOnline@ND

Theses

2012

Graduate Nurse Transition Programs in Western Australia: A Comparative Study of

their Percieved Efhcacy

Ce (Cecilia) Kealley
University of Notre Dame Australia

Follow this and additional works at: http://researchonline.nd.edu.au/theses

b Part of the Nursing Commons

COMMONWEALTH OF AUSTRALIA
Copyright Regulations 1969

WARNING
The material in this communication may be subject to copyright under the Act. Any further copying or communication of this material
by you may be the subject of copyright protection under the Act.
Do not remove this notice.

Publication Details

Kealley, C. (2012). Graduate Nurse Transition Programs in Western Australia: A Comparative Study of their Percieved Efficacy
(Doctor of Nursing (ND)). University of Notre Dame Australia. http://researchonline.nd.edu.au/theses/75

This dissertation/thesis is brought to you by ResearchOnline@ND. It has

been accepted for inclusion in Theses by an authorized administrator of

THE UNIVERMIITY OF

I NOTRE DAME

ResearchOnline@ND. For more information, please contact

researchonline@nd.edu.au. ety | - B et R RN i



http://researchonline.nd.edu.au/?utm_source=researchonline.nd.edu.au%2Ftheses%2F75&utm_medium=PDF&utm_campaign=PDFCoverPages
http://researchonline.nd.edu.au/?utm_source=researchonline.nd.edu.au%2Ftheses%2F75&utm_medium=PDF&utm_campaign=PDFCoverPages
http://researchonline.nd.edu.au?utm_source=researchonline.nd.edu.au%2Ftheses%2F75&utm_medium=PDF&utm_campaign=PDFCoverPages
http://researchonline.nd.edu.au/theses?utm_source=researchonline.nd.edu.au%2Ftheses%2F75&utm_medium=PDF&utm_campaign=PDFCoverPages
http://researchonline.nd.edu.au/theses?utm_source=researchonline.nd.edu.au%2Ftheses%2F75&utm_medium=PDF&utm_campaign=PDFCoverPages
http://network.bepress.com/hgg/discipline/718?utm_source=researchonline.nd.edu.au%2Ftheses%2F75&utm_medium=PDF&utm_campaign=PDFCoverPages
http://researchonline.nd.edu.au/theses/75?utm_source=researchonline.nd.edu.au%2Ftheses%2F75&utm_medium=PDF&utm_campaign=PDFCoverPages
mailto:researchonline@nd.edu.au
http://www.nd.edu.au/?utm_source=researchonline.nd.edu.au%2Ftheses%2F75&utm_medium=PDF&utm_campaign=PDFCoverPages
http://www.nd.edu.au/?utm_source=researchonline.nd.edu.au%2Ftheses%2F75&utm_medium=PDF&utm_campaign=PDFCoverPages

CHAPTER 5: DISCUSSION

5.1 Introduction

The previous chapter presented the research findings and briefly commented on
these in general. This section adopts a detailed approach to these findings to provide
deeper insight into contemporary practice in graduate nurse transition within the
Western Australian context. The research questions framing this study are:

1. Inwhat ways are novice Registered Nurses’ experiences different today
from those reported in the 2000 University of Western Australia study?

2.  From the Graduate Registered Nurse’s perception, how efficacious are
graduate nurse programs in helping novice nurses to make the transition to
competent practitioner?

3.  What perceived effect does the Graduate Nurse Program have on predicted

career longevity of newly graduated Registered Nurses?

The first section (5.2) of this chapter presents demographic information giving
insight into the cohort. Such data is used to comment on relationships between age
groups, gender, prior experience, undergraduate institutions, transitional choices and
perceptions of transitional experiences. This was important to consider as the UWA
(2000) survey questionnaire did not elicit data related to these elements, and such
data has provided broader contrasts in relation to the newly graduated RN'’s

experiences.

The second section (5.3) examines comparative data between the UWA and the
present study. This section answers the first research question and considers the

types of healthcare sector the respondents were employed in; 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
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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,

CHAPTER 5. Discussion 210



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.)
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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

CHAPTER 5. Discussion 218



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.)
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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
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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:
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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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