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Chapter 9.

Bringing It All Together

“It’s the journey, not the destination, but that doesn’t
make sense until you get there”
J.R. Rim

Chapter nine brought the major themes together from the three phases in this
longitudinal study. Due to plentiful data supported by the abundance of quotes used
for plausibility and transferability of this study, the discussion was kept to the key
themes from the time GRNMs made the decision to enter nursing and then through
their journey to the end of their RN transition year. However, to ensure sufficient
dissemination of the GRNMs’ lived experiences enabled their voice to be heard, and
to maintain an idiographic focus through the inclusion of the particular, the
individual GRNM’s perceived experiential meaning, publications from this study
have occurred prior to completion of this thesis.
Contrary to Kwan’s (2013) Hong Kong study where novice researchers begrudged
the time spent on publishing; although time consuming, it was time well spent for
this project. The early publications enabled robustness in the research process and
in-depth reflection on research authorship. Further, assisted with the communication
and distribution of relevant findings pertinent to the specific periods in the GRNMs
journey that had the potential to be overshadowed in the overall summation of this
research project. Moreover, concurred with Wisker (2013) in that publishing ensured
that “the knowledge we construct is articulated and communicated effectively to
others” (p. 354). Hence, some of the viewpoints from this study’s earlier
publications were used in the discussion. These publications included:


Juliff, D., Russell, K., & Bulsara, C. (2017). The essence of helping:
Significant others and nurses in action draw men into nursing. Contemporary
Nurse, 53(2): 156-66. (Appendix H)



Juliff, D., Russell, K., & Bulsara, C. (2016). Male or nurse what comes first?
Challenges men face on their journey to nurse registration. Australian Journal
of Advanced Nursing, 34(2): 45-52. (Appendix I)
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Juliff, D., Russell, K., & Bulsara, C. (2015). The value of male faculty from
the perspective of newly graduated male registered nurses. Australian
Nursing and Midwifery Journal, 23(5): 25. (Appendix J)



Graduate nurses face frustration in gaining registered nurse experience
by Dianne Juliff in News, Opinion, Top Stories, Workforce August 9, 2017.
(Appendix G)



Nursing leadership influence on male graduate nurses retention experiences
explored in the professional practice environment. (Appendix L)

Although IPA is not theoretically driven, this study had relevance to existing theories
used as part of the study’s conceptual framework. Therefore the discussion included
reference to relevant literature and how the results expand on the conceptual
framework in relation to the phenomena under investigation, the lived experience of
the Western Australian GRNM. Much of the relevant literature has been previously
revealed in Chapter two, though there was recent literature that surfaced when indepth literature search occurred concurrently with the data analysis and the data
collection as part of the research process.
The discussion that followed centred on my endeavour, as the researcher within this
study, to elicit the meaning and the essence of the GRNMs’ responses as they
attempted to make sense of their own perceived experiences during their journey.
With the focus on understanding the GRNMs' perceptions and viewpoints, the
discussion was contained within the limited guiding research questions used in this
study. These questions were:


How do the GRNMs choose nursing as their career, in particular what
motivated them to decide to enter the nursing profession?



How do GRNMs perceive their professional practice experiences within their
first twelve months employed as a GRN, and were their expectations met?



At the end of their graduate year, how do the GRNMs place themselves in
terms of a future career pathway?

In consideration of the above study questions, the key themes (Table 6: Summary of
key themes) aligned with the essence of helping overall meaning as it evolved over
the GRNMs journey; thus formed the structure for the discussion.

137

138

9.1

Desire to help

The question of how do the GRNMs choose nursing as their career, in particular
what motivated them to decide to enter the nursing profession was investigated from
the time the GRNMs made the decision to enter nursing up until they gained their
RN registration. The overall finding was the essence of helping derived from
external motivators and the GRNMs altruism, described as the helper within. This
essence of helping, ‘the desire to help’, was the driver for the GRNMs continuation
of their journey as they entered the professional practice development world as an
undergraduate nurse and their experiences as a GRNM. This desire to help others
has been reported in previous studies (Price, McGillis Hall, Angus, & Peter, 2013;
Wu, Low, Tan, Lopez, & Liaw, 2015) as an intrinsic factor for the motivation to
enter nursing. Table 7 was extracted from Table 6 to outline the key themes and
areas for the desire to help discussion.
Table 7

9.1.1

Desire to help discussion

Motivation to enter nursing

Motivation to enter nursing presented an insight from the GRNMs lived experiences
and existent literature during their decision period before their entry into the nursing
profession. The discussion centred on the identified motivators and included
altruism from the helper within aspect and the GRNMs desire to help. Specifically,
significant others influence and support as motivators, the second career men why
they join nursing, and career choice triggers including seeking meaningful work,
empathetic caring and the helper within.
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9.1.1.1

Significant others influence and support

The current study GRNMs motivation to enter the nursing profession and commence
their journey to RN registration was synonymous with copious literature where
significant others, in particular close friends and family members in health related
professions (Rajacich et al., 2013; Traynor & Buus, 2016) such as nurses (Harding,
2009) and academic parents (Hardie, 2015), provided positive influence on the
GRNMs decision (Chou & Lee, 2007; McLaughlin et al., 2009). Furthermore, the
majority of the GRNMs were in agreement that most encouragement and support
came from the influential females from within their families and females in their
close social circles (Stott, 2007).
The GRNMs primary response for this motivation, like others before them (Hodes,
2005; Ierardi et al., 2010; Jirwe & Rudman, 2012; Whittock & Leonard, 2003), was
their wanting to help others; moreover, ‘the desire to care’ (Mooney, Glacken, &
O’Brien, 2008). This wanting to help was further accentuated after being exposed to
positive role models who help/care for others, whether this be a family member
working in health or a health professional in action such as a nurse (Mooney et al.,
2008). Although, in McLaughlin’s (2009) study that drew on Holland’s (1958)
model of vocational choice, 68 undergraduate Northern Ireland nursing students
participants who were mainly females, revealed in their essays the perceptions from
their families for “suitability and value of nursing as a career were mixed” (p. 406).
This was not the case for the current GRNMs where they reported positive support
and encouragement from all family members and close friends.
The majority of the nine GRNMs, like some of the 19 male RN New Jersey
participants in Snyder’s (2011) study, voiced that caring had a broader emphasis for
them; it was not just about nurturing and bedside caring, the GRNMs felt caring was
more about ‘helping as a whole’, ‘to give back to society’ and ‘being able to help
people’. They further concurred with the belief that “although male and female
nurses perform clinical tasks in the same manner, men do bring special skills to the
job” (p32). For example, these skills include being less emotional in crisis situations
such as trauma. In contrast to Snyder’s male participants who focused on physical
strength, camaraderie and unionist interests, the current GRNMs voiced technical
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attributes such computer applications, administration and project management, and
critical intelligence in complex situations as the skills they bring to nursing.
9.1.1.1.1

Second career

This element of bringing other skills into nursing was due to the fact that most of the
current GRNMs had undertaken nursing as a second career and brought with them
life and work-related skills . This being not uncommon as recent studies (Moore &
Dienemann, 2014; Rajacich et al., 2013) have reported that men were more likely to
enter nursing as a second career. Moreover, the second career GRNMs aligned with
previous studies where they voiced that their previous non-nursing experience would
be advantageous to their nursing careers (Raines, 2010). Further, being older was
beneficial due to the acquired life skills that equipped them for their complex roles as
nurses (McLaughlin et al., 2009). The second career GRNMs, included two of the
three GRNMs from entry level health-related work, also concurred with the
aforementioned studies that nursing was not a career that they had entertained as they
commenced their early working life. In addition, the GRNMs purported that being a
gender minority in this female dominant nursing profession at an earlier age would
be too challenging for those males without life skills.
Furthermore, the GRNMs reported not being fulfilled in their previous occupations,
thus in seeking satisfying work turned their attention to nursing. This was not
dissimilar to Raines (2010) findings where 66 stories from second career participants
revealed ‘seeking satisfying work’ as a major theme, which on observing nurses in
action providing care demonstrated the satisfaction they were seeking. This seeking
satisfying work was also evident in the GRNMs who had come from entry level
health-related work with the added reveal, similar again to Raines participants, where
nursing provided them the opportunity to develop nursing skills and technical skills
and use critical thinking. Although, contrary to Raines study where participants
made no mention of self or family hospitalisation as influencing factors in their
career decision, the current GRNMs revealed that these factors had indeed ignited
their interest in nursing and for some was the trigger for their decision to enter
nursing.
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9.1.1.2

Career choice triggers

As reported in an earlier publication of this study (Appendix H), for the majority of
the GRNMs what specifically enhanced their interest in a career in nursing,
comparable to existent literature, was encounters with RNs (McLaughlin et al., 2009;
O'Lynn & Tranbarger, 2007; Wilson, 2005), in particular those RNMs (Christensen
& Knight, 2014; McLaughlin et al., 2009; Rajacich et al., 2013). As with two male
participants in Rajacich and colleagues (2013) Canadian qualitative study of 16 men
on how they entered nursing, the current GRNMs had specific encounters with
RNMs in action that ignited their interest in a nursing career. These encounters
included being patients themselves or having relatives being cared for by RNMs, and
witnessing first-hand these RNMs helping behaviours. Although, for one GRNM it
was an impressible event where the feeling of inadequacy as a helper at a motor
vehicle accident that instigated his desire to do nursing. For the two eldest GRNMs
(aged 28 years & 32 years on entry to nursing) the intrinsic factor was their desire to
give back to society; this was consistent with Raines (2010) study where this desire
to give back was strongest in the older person entering nursing.
Additional augmentation of the GRNMs motivations to undertake nursing varied.
Some GRNMs voiced that nursing provided more career opportunities in the same
way as Traynor and Buus (2016) study of 49 United Kingdom nursing students
where some of them saw a nursing career as “more advantageous compared to other
career opportunities” (p. 189). More explicitly, nursing was seen as a career that
provided job security (LaRocco, 2007; Rambur et al., 2011), career advancement
(Ierardi et al., 2010; MacWilliams et al., 2013), and career diversity (Jirwe &
Rudman, 2012). The opportunity to travel (McLaughlin et al., 2009; Mooney et al.,
2008) and be a team member (McLaughlin et al., 2010) revealed by the two younger
GRNMs as additional factors that enticed them into nursing. For the GRNMs with
previous entry level health-related backgrounds it was their desire for career
advancement and technical nursing skills attainment that saw them enter nursing as a
career (Ierardi et al., 2010; Snyder, 2011).
9.1.1.2.1

Meaningful work

With the second career GRNMs being in the majority in this study’s cohort, seeking
meaningful work was further explored as it became a recurring theme throughout
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their interviews. As with the many respondents in Malloy et al. (2015) study, the
current GRNMs viewed nursing as a commitment to compassionate caring due to
their exposure to significant others such as having mothers as nurses, with nursing
giving the respondents an identity and meaning to their lives. Further, alike with
Malloy et al. respondents, the GRNMs found that the core to meaningful work was
relationship development such as others within the workplace or patient
connectedness, both of which the current GRNMs were seeking.
Although the current GRNMs were not forthcoming in using the word caring, they
tended to use the word helping in its place. This gave credence to recent studies
where it has been supposed that gender norms may inhibit caring expression in NMs
(MacWilliams et al., 2013); where males view the provision of care as part of
nursing so will promote practical reasons for their decision to enter nursing
(Kluczyńska, 2017); or play down the emergent motivation of caring and nurturing
using other factors instead (O’Connor, 2015). Thus, may have assisted them in
handling their fears in choosing a feminized profession (Kluczyńska, 2017).
9.1.1.2.1.1

Empathic caring

The current GRNMs voiced the ‘desire to help’ with multiple other reasons as to why
they chose nursing and in doing so may have hoped to lessen the focus on empathetic
caring. Although, empathy has been described “as a predominantly cognitive
attribute that involves an understanding of patients’ experiences combined with a
capacity to communicate this understanding and an intention to provide help to the
patient” (Fields et al., 2011, p287-8).
Contrary to the opinions that NMs were not empathetic (Grady, Stewardson, & Hall,
2008) and lacked the ability to provide caring as well as females (Cudé & Winfrey,
2007), Penprase and colleagues (2015) study revealed when comparing a large
sample of nursing (390, 54 being male) to non-nursing (1,482) students, “that men
who are attracted to nursing do so because of their high empathizing traits” (p. 6).
Further commented that “men can bring strong empathetic traits of compassion and
caring attitudes to the nursing field” (p. 7). Thus added weight that nurses who are
men themselves believed whilst keeping their male dominant characteristics they had
empathic caring traits of a nurse (Loughrey, 2008), that were linked to their

143

particular biography and personality (Traynor & Buus, 2016). Derntl and colleagues
(2010) from functional MRI studies found gender differences within the components
of empathy. Further noted that females tend to use more emotion-related regions of
the brain and males utilise more cognitive-related regions, even though both females
and males rely on divergent processing strategies when solving emotional tasks.
Thus underpinned the belief that the current GRNMs motivation for entering nursing
was their personality traits within; moreover, their altruism expressed as the helper
within.
9.1.1.2.2

Helper within

The GRNMs’ helper within traits aligned with Holland’s (1997) typology of
personality theory. As mentioned in Chapter two, nurses revealed strong traits in
Social followed by Artistic and Investigative types respectively. Figure 17 modified
Holland’s Typology of Personality Theory diagram by the use of words in red to
indicate the SAI traits the GRNMs portrayed.

Figure 17

GRNMs alignment with Holland’s Personality Types
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In the narratives of all the GRNMs they professed a strong urge to help others that
highlighted the meaning behind their desire to enter nursing as a career focused on
the essence of helping. They also alluded to being caring, patient-centred,
responsible and friendly through their narratives, all of which according to Holland
(1997), places their major personality type, in relation to occupation interests, in the
social field of his typology of personality theory. Artistic type came through with the
GRNMs being emotional and expressive, and sensitive and supportive of equality for
all. From the investigative type there was evidence of the GRNMs desire to learn
and value learning, having inquiring minds, being analytical and curious, wanting to
use critical thinking in their nursing practice and being intellectual. Overall, these
findings indicated that the current GRNMs have the SAI personality traits. The
ability to help community, noted in both Wilkes et al. (2015) and Eley, Eley and
Rogers-Clark (2010) studies, also featured in the narratives of the current GRNMs
where they voiced wanting to have the opportunity to help for others.
The current GRNMs desire to help was reflected in what they perceived as their
preferred nursing specialties that often aligned with the skills and knowledge they
brought with them into nursing. Following RN graduation, as reported in an earlier
publication of the Phase two findings of this study (Appendix H) and in concurrence
with existent literature (Penprase et al., 2015; Rambur et al., 2011; Stott, 2007), the
majority of the GRNMs revealed that they were empathic in nature. Further with
their preferences toward the technical specialties areas was in their belief that areas
such as critical care, operating theatres and emergency departments suited them the
most. The GRNMs, similar to Penprase et al. (2015) participants, revealed the need
for exposure to complex areas such as emergency and critical care, to enhance their
professional practice satisfaction. Only one GRNM had specifically voiced his
interest in mental health nursing initially; however as the GRNMs neared the
completion of their graduate year more GRNMs had become interested in mental
health as a nursing career option.
This study’s findings contributed to the long held impression that males are attracted
to nursing for the same reason females are, the desire to help others. What this study
brought to existent literature was that promoting nursing as a caring profession did
not ignite their interest for the majority of them as caring can be seen as effeminate
and as such the GRNMs explicitly focused more on the helping aspect of nursing
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instead. These GRNMs believed that the desire to help is fundamental in nursing and
in becoming a RN.

9.1.2

Becoming a registered nurse

Becoming a RNM for the GRNMs was contentious with specific issues that they
needed to digest as they journeyed along their career path. This path began with
their professional practice entry within the academic environment that gave credence
to the importance of male faculty, and highlighted their initial experiences in relation
to their anticipatory socialisation versus their actual socialisation. Furthermore, gave
an insight into gender nuances that the GRNMs encountered on their professional
practice entry.
9.1.2.1

Professional practice entry

The current GRNMs, as with existent literature (McKinlay et al., 2010; Simpson,
2011), had thought hard and long before they commenced their nursing degree
knowing that the stereotypical nurse is viewed as a female. Regardless of whether
the GRNMs were straight from school or from health-related work or second career
men, they all had ponded extensively about nursing as a career due to their awareness
of the implications in entering this female-dominant profession and the ramifications
this might bring into the academic setting. Further, consistent with literature, the
majority of the GRNMs were concerned initially with the media portrayal and public
perception stereotyping men who are nurses as effeminate (McKinlay et al., 2010).
However, they overcame these concerns with encouragement from their families,
close friends or NMs they knew (Mooney et al., 2008) to continue with their journey
into the nursing academic environment.
Contrary to studies that suggest targeting high school males for entry into nursing
(LaRocco, 2007; Rajacich et al., 2013), the majority of the GRNMs concurred with
McLaughlin and colleagues (2009) that timing of entry to nursing is crucial. Further,
until nursing becomes more gender balanced these GRNMs believe that being older
and having acquired life skills equipped them for nursing. Although, most of the
GRNMs had come from other employment, they all had the initial overwhelmed
feeling with episodes of vulnerability and marginalisation, similar to that of being the
outsider within the female-dominant profession reported by other men as they
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entered nursing (Christensen & Knight, 2014). For some men this outsider within is
the driver for their gravitation towards male collegial groups (Christensen & Knight,
2014; Stott, 2007), as was the case for the majority of the current GRNMs in this
study. Further, the current GRNMs support the suggestions that have been purported
on the need to promote male networks in nursing (Moore & Dienemann, 2014), and
they stressed that both formal and informal networks are warranted especially in their
undergraduate years as they grapple with their minority status.
9.1.2.1.1

Academic environment

Some of the GRNM participants felt that text book references to nurses highlighted
their minority status by using ‘she/her’ and images of nurses being female (BellScriber, 2008; Sherrod, Rasch, & Brad, 2005). Further to this, the reality of being
outnumbered by females came for one GRNM on his first day walking into the
lecture room of over 100 nursing students. He was overwhelmed with the lack of
men present. The other GRNMs likewise admitted being overawed by the sheer
numbers of females, with the majority of them seeking out other males present.
The current GRNMs at times perceived they were treated differently than the female
students by the nursing faculty. Nevertheless, unlike previous studies that reported
the lack of support and negativity received from the faculty staff (Keogh & O'Lynn,
2007; Stott, 2007), the GRNMs empathised that for them this was more about the
female faculty being excessively supportive and all inclusive. These female faculty
unintentionally were at times ‘over the top’ with their enthusiasm that they perceived
drew too much attention to the GRNMs gender difference. The exclusion from the
clinical setting previously reported (Christensen & Knight, 2014; Inoue et al., 2006;
Kouta & Kaite, 2011) was not verbalised by the current GRNMs either. Moreover,
the GRNMs commented that overall they had positive experiences in the clinical
setting and enjoyed their time in the academic environment; thus supported similar
findings with the students in Ierardi et al. (2010) study regarding their educational
experiences. Ierardi and colleagues qualitative American study of seven male
students in nursing that explored their educational experiences, like the majority of
the current GRNMs, revealed that they were caring individuals who were committed
to nursing having left previous careers with a desire to help for others; and they were
both complimentary and positive about their nursing education. The GRNMs further
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conceded that they had learnt a lot from the presence of male role models in nursing
(Stott, 2007), especially the male faculty within nursing academia.
9.1.2.1.2

Male nursing faculty

The current GRNMs due to frequent contact with male faculty in their undergraduate
nursing years reiterated that the feeling of uncertainty and a sense of isolation as
reported by men in nursing schools (Cudé & Winfrey, 2007) when there were a lack
of role models (O'Lynn, 2004) was not an issue for them. In contrast, the GRNMs
revealed that they experienced a sense of belonging; moreover supported the
inference that this belonging enhanced their learning both in clinical practice (LevettJones & Lathlean, 2008) and in the academic setting from the male faculty role
modelling how men in nursing deliver nursing care. Although as expected, and
consistent with literature, the GRNMs viewed that too few male role models in
nursing as problematic (Stanley, 2012) as they conceded that NMs and NFs care
differently (Evans, 2002; Fisher, 2009). An Australian study (Fisher, 2009)
examined 21 RNMs life stories in relation to the labour processes of NMs
performing bodywork with bodywork defined as “the direct work on others’ bodies,
and involves interactions of bodies and the control of emotions” (p. 2338). The
narratives provided by the current GRNMs mirrored those in Fisher’s (2009) study
and were synonymous with the following (pp. 2675-2676) :
The conflict for study participants between being a male and having a
masculine identity and the culturally constructed nurse as feminine
creates a state of confusion in their identity. The need for these men to
take precautions and perform (masculinity and nursing practice) in
various safe ways to avoid being labelled a deviant.
The performing in a masculine way during the nursing practice, likewise, the
delivery of nursing care was highlighted in the value of male faculty reported in an
earlier publication of the Phase one findings of this study (refer to Appendix J).
Congruent with literature (Etheridge, 2007), the GRNMs saw the male faculty as role
models. It was the positive attitudes and professional behaviour of the male faculty
(Baldwin, Mills, Birks, & Budden, 2014), and their role modelling how NMs deliver
nursing care (Grady et al., 2008), that negated a lot of the confusion and concerns
that the GRNMs had about their nursing care delivery. In particular, the concern that
most of the GRNMs focused on was whether nursing was for them that intermittently
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surfaced at stressful times as they journeyed to RN registration. Further, this role
modelling by the male faculty, as reported elsewhere (Morrissette & DotySweetnam, 2010), was undertaken in a safe environment devoid of embarrassment
that augmented the GRNMs learning in nursing care delivery; and established the
attitudes and behaviours that the GRNMs voiced they would carry forward into in the
clinical setting (Horsfall, Cleary, & Hunt, 2012; Sparacino, 2016). Moreover, the
GRNMs reinforced Watson’s (1996) theory of transpersonal caring, in particular
between the faculty and students (Bevis & Watson, 1989) that mimicked the
professional-client relationship (Watson, 1988). For these GRNMs the professional
values they were taking into the professional practice environment were those of
being person-centred, kind and caring, and a commitment to learning, all of which
gained from the exposure to male faculty and inspiring clinical nurse role models,
both male and female, whom they came into contact with. These same values of
person-centred, kindness and caring, and commitment to learning were reported
recently by Lyneham and Levett-Jones (2016) as the professional values expressed
by 14 Australian graduating nursing students. Further, both Lyneham and LevettJones’ participants and the current GRNMs, revealed these aforementioned values
gained from the clinical behaviours of the RNs they worked with were the ones that
they wanted to emulate as they become RNs.
9.1.2.1.3

Initial experience

On their entry to professional practice as a RN, all except for one of the GRNMs had
been successful in obtaining GRN programs that necessitated them working in
general surgical and medical wards as part of the program rotations before they could
pursue their preferred nursing areas. The majority of the GRNMs, especially the
older second career participants, agreed that their anticipatory socialisation did not
match their actual socialisation, however they were not deterred by this. Although
they all admitted to mixed emotions from being excited and scared at the same time
on their initial entry into their new RN career. This initial entry point has been
acknowledged where graduates will have their anticipatory socialisation challenged
as they confront the realities of their workplace (Cowin & Johnson, 2015), which
was certainly the case for the GRNMs in this study.
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The current GRNMs had expected acceptance of their novice status with adjusted
workloads in accordance with their limited skills and minimal RN experience, but
still thought they would have a say in decision-making as a qualified RN, and thus be
eased into their professional RN role. This was not so for the current GRNMs, and
as evident in existent literature, they voiced concerns with their actual induction
being ad hoc and experiencing inadequate orientations to the professional practice
environment (Parker et al., 2014); where they had limited collegial support and
unrealistic patient allocations (Johnstone et al., 2008; Phillips et al., 2014); all added
to their emotions of despair, being overwhelmed and self-doubt (Duchscher, 2009).
Further, the GRNMs concurred with the UK National Health Service inquiry
submitted by Robert Francis QC (2013), Report of the Mid Staffordshire NHS
Foundation Trust Public Inquiry, where it was reported (Section 23.48, p. 1513):
Most of those entering the nursing profession do so because of a wish
to undertake work helping and caring for others . . . the stark
differences between nursing as they imagined it to be and the reality
will challenge their ability to maintain their motivation.
The GRNMs agreed with existent literature that as student nurses they had been
sheltered from the full extent of the RN role, and thus were not fully prepared for this
new role (Jewell, 2013; Kelly & Ahern, 2009). However, the GRNMs thought this
was the natural process, and again muted their belief that this situation would be
accommodated by the health services they were entering which was not the actual
reality.
9.1.2.2

Professional practice reality

The guiding question for the Phase two interviews focused on how do GRNMs
perceive their professional practice experiences within their first twelve months
employed as a GRN and were their expectations met? In the early stage at the
commencement of their RN journey the GRNMs displayed what Kramer (1974)
called the honeymoon phase with their excitement and idealistic views of their new
role, even those GRNMs with previous health-related experience, before they were
confronted with the actual professional practice reality. The GRNMs sought both
individual support and a supportive professional practice environment as they
believed this was critical for them to function safely in their new GRN role but found
this was not forth coming. They purported this was needed at least for the first few
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months, just to have someone there to ask questions, provide guidance and to bounce
things off to enhance practice readiness for them.
9.1.2.3

Practice ready

Practice ready for the current GRNMs was the acknowledgement of their novice
status with their knowledge obtained from nursing theory and skills gained in their
clinical practicums needing to be transferred to their RN professional practice.
Further, they recognised the steep learning curve they were embarking on, although
nervous at the same time they were enthusiastic to get on with putting theory into
practice. As reality hit this practice readiness became contentious with the GRNMs
reveals being in agreement with Johnstone and colleagues (2008) Australian study
findings. These findings revealed that the lack of support perceived to be due to staff
shortages and a large number of part-time staff impacting on the consistency of
preceptors, workload issues and poor staff mix impeding on the level of support they
sought. Further Johnstone et al. (2008) suggested that
Support is critical to the process of graduate nurse transition, and that
integration into “the system” is best provided during the first 4 weeks
of a graduate nurse transition program . . . that “informal teachers”
and the graduate nurses themselves are often the best sources of
support (p. 46).
The current GRNMs revealed, similar to existent literature (Johnstone et al., 2008),
that they valued the support provided by the nursing staff who had recently finished
their own RN graduate year. There was a sense that these staff could relate to the
feelings and challenges that the current GRNMs were experiencing. Further, they
gave the GRNMs encouragement that it would get better as the year goes on and
assisted the GRNMs in their socialisation. Although this support was limited at
times due to increased workloads and complex patient care demands. Even so, the
GRNMs still felt unprepared within those first few weeks as a GRN.
9.1.2.3.1

Unprepared

The GRNMs admitted that in the first few weeks after their initial induction into the
professional practice environment they felt stressed, anxious and often confused; thus
moving into Kramer’s (1974) second phase of reality shock from the honeymoon
first phase. Consistent with previous studies, they voiced being daunted from not
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having the safety net of a protected university environment and being supernumerary
in clinical practice to the responsibilities of their unfamiliar RN role (Cowin &
Johnson, 2015; Duchscher, 2009); whilst the health care providers expect graduates
to be practice ready (El Haddad, Moxham, & Broadbent, 2016) to “hit the ground
running” (Phillips et al., 2014, p. 106). The majority of the GRNMs perceived,
similar to existent literature, that it was expected of them to be able to perform as a
fully functioning RN from the beginning, and when this did not happen, a sense of
guilt prevailed (Etheridge, 2007; Newton & McKenna, 2007). As a consequence, the
GRNMs revealed, like others before them, of feeling responsible but inadequate ‘like
a fish out of water’ and ‘been thrown into the deep end’, being in a ‘sink or swim’
environment adding to their self-doubts in their ability to provide safe patient care
(Duchscher, 2009; Kelly & McAllister, 2013; Odland et al., 2014). Similarly, Kelly
and Ahern (2009) revealed half of the 13 GRNs in their Australian
phenomenological study as being unprepared for the accountability and
responsibility they were taking on and feeling unsupported in their early stage of
transition.
9.1.2.3.2

Transition

Ultimately, the GRNMs felt overwhelmed with the allocated workload and what was
expected of them in this early stage of their GRN journey. Further, the GRNMs
themselves conceded this was a reality shock for them, all of which aligned with the
ten years plus of seminal research by Duchscher around the transition experience of
newly graduate nurses that lead to her internationally acknowledged work on role
transition and role shock (Duchscher, 2008). The experiences the GRNMs had in
their initial first few months, even the GRNMs with previous health-related
experience was mirrored in the Transition Concept Model (Boychuk Duchscher
2007) depicted by Figure 18.
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Figure 18 Transition Concept Model
Source: Duchscher (2009, p. 1107)
The current GRNMs recalled the impact of shift work, especially the late to early
shift combinations, as physically draining with periods of extreme intellectual
exhaustion often impairing their psychological health with sleeping problems,
inadequate eating and ad hoc daily routines featuring during this time. Poor sleep
quality, reduced sleep efficiency and daily dysfunction associated with shift-work
nurses has been acknowledged (Zhang, Sun, Li, & Tao, 2016). The poor sleep
quality reported by the majority of the GRNMs they believed contributed to their
lack of control emotionally, when normally they perceived themselves as level
headed and positive. Further, they became fearful of not succeeding in the role they
had trained for and appearing incompetent in front of other nurses. Whilst the other
GRNMs played down their emotional stance and were matter of fact that all this
upheaval in their professional lives they were experiencing would pass as they
transitioned through their GRN year. Although these GRNMs did admit to seeking
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validation on their performances during this time and needing reassurance that they
were on the right track, especially in the areas of time management and nursing
priorities. All of which has been reported in existent literature as revealed in
Arrowsmith and colleagues (2016) mixed methods systematic of peer reviewed
primary empirical research between 1990 to the end of 2014 that included
Duchscher’s studies (2001, 2008, 2009). The conclusion in Duchscher’s (2009, p.
1111) study provided a summation that mirrored the initial stages of the current
GRNMs graduate journey, the passage of note being:
The initial 3–4 months of professional role transition for the newly
graduated nurse as a process of adjustment that is developmental,
intellectual, sociocultural and physical and which is both motivated
and mediated by changing roles, responsibilities, relationships and
levels of knowledge in the personal and professional lives of the new
professionals.
As a conceptual framework used in this study, the Transition Stages Model (Boychuk
Duchscher, 2007) proved to be an accurate reflection on the transition pathway of
doing, being, and knowing for all of the GRNMs. The stages of ‘doing’, ‘being’, and
‘knowing’ are visually represented in Figure 3 and were previously outlined in
Chapter two of this thesis:

Figure 3: Transition Stages Model
Source: Duchscher (2008, p. 443). Duplicated from Chapter two.
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There was a noticeable shift from the ‘doing’ stage to the ‘being’ stage as the
GRNMs practice adjustment occurred. Of note was their mastering time
management and nursing priorities. The timing of this adjustment was not finite,
however for the majority of the GRNMs it occurred around the four month mark that
aligned with Duchscher’s transition timeline in her 2007 transition stages model.
Although two GRNMs reported for them the timing was more towards the seventh
month mark. Furthermore, the GRNMs indicated they had undertaken the elements
of learning, performing, concealing, adjusting and accommodation to varying
degrees during this stage; which accounted for their reveals of feeling overwhelmed,
fearful, insecure, and lacking confidence in their skill levels and their ability to
perform, as previously reported in Duchscher’s (2008) study.
Past this four month mark, the GRNMs moved from their reactive practice behaviour
and individual thoughts of needing to accomplish skills and tasks to help their
allocated patients to more of a proactive team focus where they were searching and
examining how they fit in to this profession as they headed into the ‘being stage’.
The end of this stage found to be the most challenging for the GRNMs. For some
they were left doubting as to whether this was the right job for them, feeling
emotionally and physically exhausted and experiencing disillusionment with their
situation. Although most became at ease with their RN roles before commencing
their second rotation of the GRN program around the end of the sixth month. Similar
to existent literature, for the GRNMs in GRN programs, the majority felt confident
towards the end of their first ward rotations (Johnstone et al., 2008). However, as the
GRNMs commenced their second rotations they experienced a regression noted by
their common retorts, ‘seemed to be back at square one’, though this was short lived.
This regression has been reported previously by Johnstone and colleagues in data
from a yearlong Australian study (2008) of 11 newly graduated nurses and in
Duchscher’s seminal work with Canadian nurse graduates. This was around the
same time that the majority of the GRNMs experienced what Boychuk Duchscher
(2007) Transition Stages Model highlighted as the transition crisis (Duchscher,
2008). This regression added to what the majority of the GRNMs divulged, similar
to Missen, McKenna and Beauchamp’s (2014) systematic review on the satisfaction
of newly graduated nurses in transition-to-practice programmes, where their
satisfaction waned. Missen and colleagues noted this as heightened ‘reality shock’.
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However, the current GRNMs revealed this was more of a transition crisis as they
had experienced reality shock right from the onset of their GRN journey, all of which
came to a head around the five to six months mark, thus liking this more to a crisis.
This crisis grew out of uncertainty, now being in their second rotation, where they
are expected to take on more responsibility that heightened their fears of making
mistakes in their decision making and feeling out of their depth, which impacted on
their confidence and self-image, and where job dissatisfaction crept in.
9.1.2.4

Job dissatisfaction

The GRNMs verbalised this job dissatisfaction whilst reflecting back over their
initial few months into their new RN role. They concurred with existent literature
where they were expected to take on RN roles and responsibilities in complex
situations when they were not practice ready (Duchscher, 2009; Dyess & Sherman,
2009; Dyess & Sherman, 2010); during a period where they were developing RN
skills (El Haddada, Moxham, & Broadbent, 2013); facing managerial challenges in
prioritising and coordinating care (Hezaveh, Rafii, & Seyedfatemi, 2014); having
adjustment difficulties (Phillips et al., 2014); and attempting to fit into the
professional practice environment based on teamwork (Phillips, Esterman, & Kenny,
2015); with limited support leaving them feeling physically and mentally exhausted
(Johnstone et al., 2008); and often disillusioned with their professional role transition
(Duchscher & Myrick, 2008) due to the loss in their preconceived ideal of the RN
role (Mooney, 2007) and the management support where they worked (Rajacich et
al., 2013). In contrast, two of GRNMs seemed to take their job dissatisfaction in
their stride and accepted it as part of the course in their transition. However, all the
GRNMs did concede that their dissatisfaction and disillusionment was accentuated
by the visible lack of nursing leadership.
9.1.2.4.1

Nursing leadership

Without nurse leaders support, although ad hoc at times, from experienced RNs and
nurse managers providing collegial guidance within their professional practice
environment, half of the GRNMs revealed that they would have left nursing. These
GRNMs expressed a sense of isolation, congruent with literature (Dyess & Sherman,
2009; Hezaveh et al., 2014), that added to their frustration and their physical and
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mental fatigue levels where they sought advice and debriefing to work through the
issues they faced. Further, being consistent with Duchscher’s (2008) findings, the
GRNMs feelings of abandonment occurred “when left without experienced nurses to
reach out to in unfamiliar, unexpected, or unstable situations” (p. 446). As revealed
in Appendix L, it was during this crisis stage the GRNMs felt that nurse leadership
support was paramount.
Collegial guidance and debriefing support GRNM found more readily in those nurses
whom had recently completed their own graduate year, who on numerous occasions
functioned, reported elsewhere, as “informal clinical teachers” (Johnstone et al.,
2008, p. 50) The current GRNMs acknowledged that these ‘informal teachers’, even
more so if they were male, were pivotal in assisting the GRNMs to move from the
needing help from others to helping others themselves. The role model of helping,
both as a professional RN and as a RNM in the delivery of nursing care proved
valuable to the GRNMs as they became comfortable in their RN roles and associated
responsibilities, ‘the knowing stage’, that occurred around the seven to eight month
of their GRN journey. These experiences also aligned with Duchscher’s (2012)
process of ‘surviving to thriving’, where the GRNMs were moving towards the
thriving aspect although they admitted to still being moderately stressed even with
their increased RN knowledge and self-confidence, and being more able to deal with
incivility and gender nuances.
9.1.2.4.2

Incivility

Caring and compassion toward patients acknowledged as the core of the nursing
professional’s personal satisfaction (Traynor & Buus, 2016). Although according to the
current GRNMs a lot of the time this is not extended to others such as younger nurses from
older nurses and between nursing peers. As with previous research (Anderson &
Morgan, 2017; Boychuk Duchscher & Cowin, 2004; Johnstone et al., 2008), the
GRNMs found there was also marginalisation and less than helpful attitudes from the
hospital based older nurses towards GRNs both male and female. However, the
current GRNMs took this in their stride as they perceived this was something that
happens to new nurses although the majority of them thought this behaviour was
unprofessional. Similar to previous research, the GRNMs were bewildered by the
hostile treatment between females (Hodes, 2005); and further concurred with Kelly
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and Ahern’s (2009, p. 916) study where the graduate participants “were overwhelmed by the way some nurses spoke to each other and the overt display of a lack
of unity within the profession”. Further, this lack of unity within the profession and the
unprofessional covert behaviour witnessed by the GRNMs included nurses berating other
nurses behind their backs, back stabbing, gossiping, ignoring and refusing to helping
out of favour peers and unjust workload allocations; and at other times actual
‘bitchiness’ with sarcasm and verbal hostility that lingered, commonly referred to as
horizontal violence. These witnessed accounts shared commonality with existent literature
on horizontal violence (Myers et al., 2016) and supported the long-time notion that ‘nurses
eat their young’ (Anderson & Morgan, 2017; Kelly & Ahern, 2009; Sauer, 2012). The
GRNMs clarified that ‘young’ in their case was referring to being new in the profession not
one’s age and therefore this eating their young was intergenerational (Anderson & Morgan,
2017). While the GRNMs were new to the profession, this eating their young they
perceived was not targeted at them because of their gender, an element that was not found
in existent literature of note. The GRNMs voiced that they tended to stay out of the firing
line during incivility episodes, putting this down to the females knowing that males
generally would not tolerate this type of behaviour and males being more upfront when
displeased with each other. Further, they thought that the open hostility was reduced when
they were present as they did not readily engage in such behaviour. This finding supported
Kelly and Ahern’s (2009) Australian research where their participants thought the
horizontal violence tended to reduce in the presence of males. Though, perceived not to be
directly implicated in this incivility, the GRNMs still found it unpleasant and believed the
culture of incivility ultimately affected nursing care and patient safety, thus had them
rethinking their own career pathways.
An issue that was raised by one of the GRNMs and witnessed by the majority of the
GRNMs was upward incivility of disrespectful and challenging misbehaviours such as eye
rolling and side glancing between some of the unregulated and lower level care workers,
usually females, towards GRNs. This misbehaviour more prominent when the GRNs were
delegating tasks to these workers. The antecedents to horizontal violence occurrence have
been purported as imbalance or lack of power, personal oppression and a professionally
uncooperative culture (Embree & White, 2010; Weaver, 2013), which maybe the
case in this instance of upward incivility. With limited literature on upward incivility
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from non-regulated and lower level heath workers towards RNs and the gender aspects of
horizontal violence this study may add further dimensions to incivility in these instances.
9.1.2.5

Gender nuances

For the current GRNMs gender nuances prevailed with their sense of marginalisation
when often being called ‘the male nurse’ with the majority feeling as though they
were the outsider within the nursing profession, ‘the visible minority’. These
findings, consistent with literature, where men in nursing do not see themselves as
‘the male nurse’ noted that they are nurses (LaRocco, 2007; Muldoon & Reilly,
2003); and often mistaken for medical students and even doctors (Meadus &
Twomey, 2011; Rajacich et al., 2013). As reported in an early publication from this
study (Appendix I), the current GRNMs did not want to ‘the visible minority’ nor
singled out as a nurses who is nurse, they wanted to have the professional identity of
a RN in their own right with no gender attached and certainly not the outsider within.
9.1.2.5.1

Outsider within

In common with the Hodes Study (2005) of 498 men in nursing who completed an
online survey, some of the GRNMs when sharing their lived experiences repeatedly
mentioned themselves as the ‘outsider within’. As reported in an earlier publication
Appendix I, these GRNMs used the term the ‘outsider within’ to highlight their
feelings of marginalisation, singled out as a minority within nursing, and being called
‘the male nurse’. Furthermore, added that the feeling like an outsider who does not
belong was consuming in the first half of the graduate year although lessened as they
neared completion of the year. Herakova (2012) put men’s minority in nursing
through the perspective of co-cultural experiences and used the term a sense of
otherness; this ‘otherness’ in turn contributed to negative feelings about the quality
of work-life for the eight NMs participants in her study. Likewise the current
GRNMs expressed concerns about their quality of work-life as ‘the outsider within’
but reiterated that until more men enter nursing and nursing is seen as a genderneutral profession they will always be the outsiders within; so it is something that
they felt they needed to adjust too if they wanted to continue with nursing as a career.
What the current findings add to existent literature was that marginalisation still
continues today and that nothing has changed over time in regards to promoting
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nursing as gender-neutral profession. The consensus of the current GRNMs being
that in a gender-neutral profession they could still maintain their masculinity as well
as be an RN and so to for the registered NFs they could still maintain their femineity
as well as be an RN. An Irish quantitative study (Loughrey, 2008) of 250 RNMs
revealed that men who are nurses actually do identify with stereotypical male and
masculine values, which gave credence to the GRNMs consensus.
9.1.2.5.2

Masculinity and care provision

For some of the GRNMs, their masculinity being questioned was an issue as covert
evident emerged throughout their interviews and consistent with literature, with them
not acknowledging that they were nurses outside the professional practice
environment (Moore & Dienemann, 2014) or using every opportunity to mention his
girlfriend or wife, being engaged or getting married or speaking in a macho way
(Fisher, 2009). They did concede that the public perception was that most NMs are
effeminate (Harding, 2007; Stanley, 2012).
Literature purported that NMs maintain their masculine role by distancing
themselves from traditional bedside care by going into low touch specialties (Black,
2014) and mental health nursing due to it been seen as more masculine (Simpson,
2005). Although the GRNMs disagreed with the idea of moving into low touch
specialities as avoidance strategies to reduce intimate care involvement. For them it
was more about the type of nursing that suited their skills that they brought into
nursing and where they felt they could be of best value to all. Their skills of
technical and logistical acumen and excelling in high pressure areas thought best
suited to areas such as operating theatre, intensive care and emergency. However,
they all admitted to being cautious care givers (Evans, 2002) but thought all nurses,
male and female, should be cautious about the care they provided due the diversity of
patients that now frequent the health services, believing that cultural sensitive care
was paramount.
There was an abundance of literature on NMs experiencing vulnerability and being
cautious while touching patients during nursing care provision (Evans, 2002; Fisher,
2009; MacWilliams et al., 2013); with this being problematic for men in nursing
(Harding et al., 2008; O'Lynn & Krautscheid, 2014). This was true for the current
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GRNMs who have an awareness of their care provision vulnerability. Further, the
GRNMs reiterated that they fully explain any care they are about to provide and they
are careful to seek permission before providing any touch type nursing care such as
physical assessments, performing procedures and assisting with personal hygiene.
As in the literature, the GRNMs maintained that overall patients were nondiscriminatory towards the gender of the nurse providing their care (Cudé &
Winfrey, 2007). Although a recent Australian study (Stanley et al., 2016) explored
the perception of men in nursing from the perspective of NMs and NFs, revealed that
over a third of the participating nurses believe that some female patients are still
reluctant to be cared for by males.
In addition, Stanley et al. (2016) study discovered that over half the participants
suggested that men in nursing were often used as ‘muscle’ by female colleagues.
However, only one current GRNM supported this suggestion whereas the other
GRNMs revealed more of a reciprocal culture in existence. This culture of
reciprocity has been reported previously (Hodes, 2005; Rajacich et al., 2013) where
male colleagues were called upon to assist with physically demanding tasks such as
dealing with heavy or aggressive patients, in turn female colleagues assisted them
with female patients who were uncomfortable with males providing nursing care.
The GRMs in this study also revealed that they were often called upon by female
colleagues to assist with male patients who were uncomfortable with females
providing the care, believing that collegiality being an essential part of nursing.
9.1.2.5.3

Communication

The current GRNMs advocated that effective communication was the core to this
collegiality and to providing optimal patient care. Although they concurred with
others that communication was problematic in nursing generally and more so from
both a GRN and a male in a predominant female profession (Herakova, 2012;
MacWilliams et al., 2013).
From a GRN perspective, consistent with literature (Anderson & Morgan, 2017;
Dyess & Sherman, 2009), the majority of the GRNMs felt that initially as new nurses
they were often dismissed, not listened to and their contributions not acknowledged
by colleagues and doctors; even though they were tasked with the full responsibility
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for their patients. They also concurred with others (Fenwick & Nerland, 2014;
Newton, Henderson, Jolly, & Greaves, 2015) such exclusions perpetuated feelings of
‘being an outsider’ that inhibited their opportunity for professional learning. Further,
the majority of the GRNMs, as previously mentioned, found difficulty in their
delegation to unlicensed assistive staff and sighted incidents where these staff did not
respond to the GRNMs requests. While they found the need to adjust their
communication style to respond to patients and families effectively, for them it was
about being more assertive as patients’ advocates with their colleagues, those they
delegate to and doctors alike. Although the majority of the GRNMs did admit, like
those in Raines (2010) study, that previous life experience had a strong influence on
their communication and conflict resolution skills. They further revealed a ‘been
there and done that before attitude’ so the adjustment for them was mainly their
recognition of the communication culture within their professional practice
environment and adjusting accordingly.
This adjustment from the RNM aspect, comparable with Fisher’s (2009) Australian
study of 21 RNMs, where right from the start of their GRN journey the GRNMs
knew the importance of building trust between them and their patients. This trust
building occurred by providing clear explanations in a culturally sensitive manner
and by obtaining informed permission prior to their delivery of nursing care to ensure
the patients’ needs were met, and that their demeanour was appropriate. Appropriate
demeanour was important for the GRNMs so that they were not misunderstood or
their actions misinterpreted by either the patients or their female colleagues.
9.1.2.5.3.1

Co-cultural communication

When working with female colleagues, the key issue for the GRNMs was in trying to
understand staff expectations of them and in learning how to behave in a way was
‘acceptable’ whilst searching for a sense of belonging and their professional identity
as a RN. The GRNMs in this study, similar to the study findings by Nilsson and
colleagues (2005), reported that female colleagues used a non-direct or ‘round-about’
style of communication and were more relationship orientated; whereas GRNMs
themselves had a more direct matter of fact communication style that has technical
‘practical’ and more detached orientation. Further, females seemed conditioned both
as nurses and as women to take passive roles (Roberts et al., 2009) and in relation to
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communication enhanced that stance whereby registered NFs tend to use in-direct
and emotional based communication techniques. Thus, the GRNMs identified more
with what Pullen and Simpson (2009) in their descriptions of how they care, in this
case in RNM demeanour within the professional practice environment, as direct and
matter of fact and seemingly having a ‘cool headed detachment’. Although the
GRNMs added that at times these distinct styles were not conducive to a harmonious
professional practice environment.
Despite the abundance of literature on communication between nurses and other
health disciplines such as doctors, non-regulated health workers, and patient and
families, there was a dearth of literature on communication between male and female
gendered nurses. Although, Orbe’s co-cultural theory does provide some
understanding to the communication disparities between the NMs and those who are
female. According to Lapinski and Orbe (2007, pp. 138-139), the co-cultural theory
provided “the process by which individual co-cultural group members negotiate their
‘cultural differentness’ with others (both with others like, and unlike, themselves)”.
Furthermore, their summary of the theory was comparative to the GRNMs
experiences:
Situated within a particular field of experience that governs their
perceptions of the costs and rewards associated with, as well as their
capability to engage in, various communicative practices, co-cultural
group members will adopt certain communication orientations, based
on their preferred outcomes and communication approaches, to fit the
circumstances of a specific situation. (Lapinski & Orbe, 2007, p. 139)
The GRNMs referred to “having to watch their ‘Ps’ and ‘Qs’”, in other words be
mindful of both their manners and language, so as not to offend especially when
using humour as a form of communication. They emphasised that their use of
humour was used for reducing stressful situations with both patients and colleagues,
and in general conversation depending on the situation at the time. According to
Williams (2009) humour was an important communication tool for men. Whilst,
NFs in Haydon, van der Reit and Browne’s (2015) narrative inquiry gave credence to
humour as a male trait, they added that humour can change and be a derogative at
times, even sleazy. Here in lies the dilemma for the GRNMs, especially when using
humour to communicate with female colleagues to ensure that their humour was not
misunderstood. Deborah Tannen (1991) in her book, ‘You just don’t understand:
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women and men in conversation’ revealed that men and women have equally valid
styles of communication although different; moreover, they communicate in the
ways of speaking as men and women that seek very different things which can lead
to frustration. Thus, as the current GRNMs suggested the different communication
styles was at times not conductive to themselves nor for helping others.

9.2

Helping others

The question was explored as to how GRNMs perceive their professional practice
experiences within their first twelve months employed as a GRN, and were their
expectations met? This was investigated from the time the GRNMs commenced
their RN graduate year into the mid stage of their second half of the year for the
majority of the GRNMs. Although two GRNMs required the full twelve months to
reach their interpretations of their lived experiences where they were helping others.
The overall finding of their professional practice experiences, although challenging
and overwhelming initially, provided the platform for their growth in their ability to
help others. Their ability to help others, the GRNMs felt developed from gaining
experience through their exposure to the skills of other helpers. Further, the skills of
leadership in the art of helping evolved from exposure to significant others, mainly
nurse leaders when visible although limited at times as previously discussed earlier
in this chapter. Table 8 was extracted from Table 6 to outline the key themes and
areas for the helping others discussion.
Table 8

Helping others discussion

The GRNMs, congruent with existent literature, showed that leader role modelling
was paramount for positive socialisation and enhancement of others to synthesis
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theory into practice especially “the ability to manage crisis while guided by a set of
moral principles” (Anonson et al., 2014, p. 127). Further, the role modelling the art
of helping of ‘being around, being there, being wise’ (Smith & Smith, 2008) and
recognition of the value in men’s, thus these GRNMs, ability to help others during
difficult times (Rajacich et al., 2013), was the essence of helping that drew these
GRNMs into nursing in the first place. Of note that emerged from this current study,
and reported elsewhere recently (Zahourek, 2016), was the GRNMs discovery that
they needed to focus on their own self-care needs in order to holistically care for
others. Due to the GRNMs synthesising this information on helping others and
reflection on their own self-care needs, they felt there was augmentation of their own
helper skills that enabled them to help others and develop in their own self-leadership
persona; all of which, ultimately lead to their perceptions of becoming a valued
nursing team member.

9.2.1

Becoming a valued team member

The ‘becoming a valued team member’ was regarded by the GRNMs as their turning
point in their professional RN progression. The majority of the GRNMs indicated
that this point was around the eight month mark, whilst for two of them it was more
towards the end of the graduate year closer to the twelve month mark. Yet again this
timing demonstrated their GRN journey alignment with the Stages of Transition
Theory (Duchscher, 2008), where on this continuum they had transitioned through
‘the doing’ and ‘the being’ stages and were now positioned in ‘the knowing’ stage.
The GRNMs were now in this knowing stage affiliated with the Transition Stages
Model (Duchscher, 2007) where they utilised the ordered processes of separating,
recovering, exploring, critiquing and accepting to complete the overall becoming
stages of a GRN in their full socialisation as a professional RN.
9.2.1.1

Registered nurse socialisation

The GRNMs in this study found that bridging the gap between theory and practice
was accepted as they entered the professional practice environment but also found
the adjustment to the environment unnerving and difficult at times. However they
were unable to decipher if this was their status as a GRN or as a GRNM. The full
extent of the socialisation process, moving from their novice state of needing help
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from others to an autonomous RN that provided help to others was challenging for
the GRNMs, something that they had not expected as their entered their GRN
journey. Similar to Moore’s (2006) reveal on the experience as a student
transitioning to a RN role although be it that this role was a qualified Royal Air
Force staff nurse, the GRNMs had mixed feelings in regards to level of responsibility
and accountability they took on in their RN roles; and although very stressful at
times, acknowledged this anxiety did provide them with the opportunity to become
autonomous in their practice.
For the current GRNMs, they saw the procurement of full RN socialisation in their
becoming a valued team member; as in the same way as Andersson and colleagues
(2010) Swedish study portrayed leaving the ‘rookie stage’ as the sign of maturity in
their role, was their ability to time manage allocated workloads. In completed their
allocated workloads, the GRNMs had additional time to be with their patients; and
ultimately for the GRNMs freed up value time to be able to assist their colleagues.
Although in contrast to Andersson et al.’s finding, the GRNMs revealed that being a
valid member of the team was part of being a valued team member and as such in
their thinking was not part of being a novice ‘rookie’. The reasoning for this was
that the GRNMs felt like ‘the outsider within’ so they never really felt like a valid
nor valued team member until they could show their worth. This sense of worth for
the GRNMs was when they were recognised and accepted as a valued nursing team
member giving them a sense of belonging that enhanced their professional identity.
9.2.1.1.1

Professional identity

As they journeyed into the last third of their graduate year, the GRNMs focused more
on defining their professional identity and pursuing the meaning of being a RN.
Although for most of them this took the full twelve months and longer to reach this
stage. Finding their professional identity proved to be challenging for the GRNMs
due to the minority of men in nursing whom they sought out as role models as the
GRNMs acknowledged that men and women approach the delivery of nursing care
differently. What was disconcerting was the suggestion that graduate nurses were
not being properly socialised until completion of their graduate year thus affecting
their professional identity augmentation. Professional identity was found necessary
for nurses to function at an appropriate level with the prerequisite being a sense of
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belonging and acceptance to the profession (Zarshenas et al., 2014). In contrast, it
has been reported that the “sense of belonging does not occur until post graduate year
once graduates feel they belong to a specific setting” (McKenna & Newton, 2008, p.
12), which maybe the case for the current GRNMs in this current study.
Furthermore, the majority of the GRNMs concurred with the graduates in McKenna
and Newton’s (2008, p. 14) Australian study where they “did not see themselves as
fully fledged registered nurses during the graduate program, rather they were
‘graduates’ somewhere between student and registered nurse”. What was evident
from the GRNMs responses, although they regard nursing a gender-neutral
profession, they purported that positive RNM role models were important in their
progression towards establishment of their professional identity and their ability to be
an effective team member.
9.2.1.1.2

Team member

Being an effective member within a team transpired for the current GRNMs when
they perceived that they had mastered their prioritisation skills of both self and the
team they lead. For the majority of them this occurred post the eighth month mark of
their GRN journey with two GRNMs still not at that stage as they finished their first
graduate year. It was in this ‘knowing stage’ (Duchscher, 2008) where the majority
of the GRNMs conceded that they felt synthesis of their experiences and their
learning of what their RN role was within the professional practice environment, that
provided a greater awareness of their fit within the nursing profession. . The current
GRNMs had become more comfortable and confident with, what Wangensteen,
Johansson, and Nordström’s (2008) nurse informants reported as, “having an
overview, knowing the patients, knowing the co-workers and most of all being able
to delegate seemed to be the key to managing the leadership role as a nurse” (p.
1881).

Although all the GRNMs acknowledged that delegation was difficult initially, even
those who have previous management roles, as they sighted the lack of respect for
their RN position was an issue. However as the majority of the GRNMs progressed
through their graduate year and faced the delegation challenges head on, they
perceived that they demonstrated their worth and ability to manage situations before
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them. Thus confidence within the team grew that gave the GRNMs a sense that they
were valued and now trusted. All the while being careful with their communication
for reasons as previously discussed, noting that co-cultural communication was an
added factor that influenced their delegation and leadership acceptance.

9.2.2

Professional self

The current GRNMs felt that both the ability to delegate and their leadership acumen
defined their professional self. Moreover, they impressed the importance of selfawareness in obtaining their professional self. Moreover, they GRNMs concurred
with other studies (Dyess & Sherman, 2011; Ekström & Idvall, 2015) that this selfawareness focused on their recognition and management of emotional states and
limitations. This then further focused on their taking responsibility for their own
professional development in the essential areas of the RN role. They perceived these
essential areas to be clinical and professional leadership and the delegation and
delivery of safe nursing care. The GRNMs, similar to Kelly and Courts (2007)
findings, revealed that the more confident they got the more they identified with their
colleagues, which gave them a greater sense of control and enhancement of their
professional self that contributed to their sense of RN mastery.
9.2.2.1

Registered nurse mastery

Two areas identified by the GRNMs in this study that influenced their RN mastery
was workplace culture and attainment of their competent RN status. As previously
mentioned the majority of the current GRNMs perceived that they reached this
mastery midway through the ‘knowing stage’ post the eighth month mark; although
two of the GRMs felt that they had not reached RN mastery at the end of their
graduate year. However, these two GRNMs were confident that they would reach
this mastery within the following six months post their graduate year, revealing that
they just needed more RN experience to fully feel competent and gain their sense of
belonging. This being in line with previous studies (Dyess & Sherman, 2009;
McKenna & Newton, 2008) where it has been revealed that it can take up to twelve
months or more to reach this stage of belonging. The consensus from the GRNMs
was that it depended on the professional practice environment and the workplace
culture embedded in that environment as to when RN mastery was attained.
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9.2.2.1.1

Workplace culture

The findings of this study supported other studies that have examined the GRN
experience in the acknowledgment of workplace culture influence on the
socialisation and transition of new GRNs (Duchscher, 2008; Walker et al., 2013).
The majority of the current GRNMs gave credence to the Duchscher and Myrick
(2008) remit of ‘the prevailing winds of oppression’ with factors, such as
understaffed and overworked seasoned nurses, role ambiguity, increased patient
acuity, low morale and exhaustion in senior staff; all whilst the new GRNs attempted
to adjust to unrealistic and unachievable work expectations with their lack of
confidence and uncertainty in their practice; further added to the dissatisfaction,
disillusionment and distress in the transitioning new GRNs.
Only two of the current GRNMs revealed experiencing a supportive and inclusive
collegial workplace culture during their initial transition into their clinical practice.
They felt this type of workplace culture was empowering and provided them with the
foundations of their RN mastery much earlier than their GRN colleagues who were
experiencing unsupportive workplace cultures, as was the case for the other GRNMs
in this study. These two GRNMs, similar to Wangensteen, Johansson, and
Nordström, (2008) study nurse informants, although admitted at times it was tough
going they actually never felt a sense of despair putting this down to their exposure
to an inclusive and welcoming workplace culture with supportive co-workers who
provided consistent constructive feedback. Further, they added that the visible nurse
leadership within this environment paved the way for their competent RN self.
9.2.2.1.2

Competent registered nurse

In line with Phillips and colleagues (2014) secondary data analysis in relation to
GNs’ transition needs, the current GRNMs revealed that respect from senior staff and
being recognised repeatedly as doing the RN role well was the indicator that they had
succeeded in their transition to competent RNs. Further, receiving feedback on their
performance was described by the GRNMs and others (Phillips et al., 2014;
Wangensteen et al., 2008) as a pivotal process for attainment of RN experience that
enabled the successful transition to their competency level. The current GRNMs
performance feedback they obtained mainly focused on CT and their clinical
judgements.
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The GRNMs, similarly to Duchscher’s (2003) study new GRNs, revealed that
initially they relied heavily on their academic nursing theory and practice principles,
as they ‘put theory into practice’. The GRNMs added that it was not until they were
familiar with the ward procedures and routines that they had any time to critically
think and reflect on clinical judgments made. They further concurred with Tanner
(2006) that they only really gained RN experience when they began to understand
clinical situations and interpret the patients’ needs then having to make the decision
on the urgency of these needs based on the situation at the time.
The consensus from the majority of the GRNMs that critical thinking evolved
towards the third month with clinical judgements more towards the sixth month of
their graduate year, was consistent with Duchscher’s (2003) study. Although “there
is no universally accepted conceptual framework for describing and evaluating
critical thinking in nursing” (Zuriguel-Pérez et al., 2015, p. 827). Some of the
current GRNMs went into deep discussion on critical thinking and clinical judgment,
saying that what they experienced in professional practice was more complex than
critical thinking or clinical judgement but they were unable to provide a word for
such.
They believed that critical thinking and clinical judgment focused purely on the
patient and that they practiced from a holistic approach that was more encompassing.
From their narratives, situational even clinical reasoning seemed a reasonable
description of what they were trying to get across. Benner (2015) posited the
following:
From a focus on critical thinking alone, to emphasizing multiple ways
of thinking particularly in nursing to an emphasis on clinical
reasoning across time about particular changes in the patient and/ or
the clinician's understanding of the patient. . . .This situated-thinking
allows the student to develop a sense of salience about what the most
and least important is in a particular clinical situation (p. 2). . . .
Thinking-in-action meant the nurses' engagement in actively
discerning and problem solving the patient’s and their family's
immediate needs (p.4).
The majority of the current GRNMs had sporadic exposure to empowering and
engaging clinical nurse leaders, formal and informal and both male and female,
whom they admired and respected. The GRNMs felt that these leaders enhanced
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their critical thinking and informed their clinical judgments that added to their
clinical reasoning. These visible clinical leaders had traits that the current GRNMs
wanted to emulate in their own practice. These traits perceived by the GRNMs,
similar to those reported by Cook and Leathard (2004), were that these clinical nurse
leaders focused on quality patient care and critiqued practice to enhance
improvements, had enquiring minds that influenced others to think outside the box
that was done with respect, and they provided support when needed. Moreover,
these leaders ensured that the GRNMs were exposed to opportunistic learning where
most the RN competencies evolved. In considering the aforementioned traits there
was evidence to suggest the type of leadership the current GRNMs were exposed to,
although infrequently, and influenced by was that of the authentic leader (Wong &
Laschinger, 2013).
9.2.2.1.2.1

Authentic leader

The current GRNMs, as was the case with the participants in Laschinger and
colleagues (2015) study, revealed congruency with authentic leadership, although
sporadically, where they were provided with a supportive engagement with a
manageable workload, and encouraged ask for help when making clinical decisions.
This type of leader reinforced their confidence in their own capabilities and thus
added in their RN growth. Further, the GRNMs as followers concurred with existent
literature that the authentic leader’s role modelling of moral and ethical values, this
leader’s self-awareness and information sharing, being realistic, trustworthy and
inclusive provided the credibility that augmented the followers’ sense of selfefficiency (Gardner, Cogliser, Davis, & Dickens, 2011; Wang, Sui, Luthans, Wang,
& Wu, 2014). Moreover, the GRNMs valued the engagement, respectful, empathy
and listening attributes of the authentic leaders in their interactions with them and
voiced this as skills of a true professional helper in which they wanted to emulate in
their own practice.

9.3

Professional helper

The current GRNMs had a preference for helper rather than carer in relation to the
title ‘professional helper’ as it was their strong desire to help that drew them into
nursing in the first place. They aligned with Davis (2007) in that the GRNMs
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believed as Davis stated "inherent human qualities of the helper were crucial. . .
Helper qualities included respect ‘believing people can change’, genuineness,
empathy and humility” (p. 13).
The majority of the current GRNMs felt that they were now beginner professional
helpers as they supported new nurses, health students and other health professionals
in their socialisation into the professional practice environment. The GRNMs,
similar to Madsen’s (2014) article on collaborative helping, revealed that helping
was not a simple single process it was more complex pulling on all their knowledge
(theoretical and experimental) and skills gained to ensure that their helping was
effective to the person(s) who sought their help. Moreover, their narratives
concurred with Davis (2007, p. 13) where he described helping as an activity, a series
of complex and different tasks, and that “it was not just about ‘fixing it’ but about
being with people in a way that enables them to feel better about themselves”. In
addition, Hilton gave reference to the helping process with, " it is the nursing process
in some sense" included relationship building, exploration, understanding, goal
setting, strategy planning, implementation, review and ending” (p.13).
The GRNMs had become ‘the go to person’, who were able to answer questions,
mentor and assist others in their professional development. More importantly they
felt that they were making a difference to those in need whether this be patients and
patient families, other health staff or the community in general. They were
comfortable with making clinical and sometimes difficult decisions for the benefit of
those who sought help. For the majority of the GRNMs they had completed
Duchscher’s (2008) ‘becoming’ process. Figure 14 presented in Chapter 8 and
duplicated here provided the detail as to who was the external helper at what time
along their journey in relation to the development of their professional helper skills.
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Figure 14

Professional helper. Duplicated from Chapter eight.

From the professional helper aspect of the helper within on entry to nursing, the
GRNMs had a strong altruistic to help others. The exposure to significant others and
nurses in action who displayed the essence of helping draw these men into nursing.
During their initial journey as a GRNM in the first three to four months (‘the doing’
stage), they were putting their nursing theory into practice and consolidating their
RN role. Then up to the eight month mark, ‘the being’ stage, they were becoming
more aware of their RN role and its complexity. During these two stages of the
Transition Stages Model (Boychuk Duchscher, 2007), the presence of nursing
leaders; informal such as nursing colleagues in particular the recent former GRNs
and formal in their senior nursing staff in particular the nurse managers and clinical
nurses; and their visibility and role modelling of helping enabled the GRNMs
development of the helping skills required of a professional helper.
Around eight months and onwards consolidation of their art of helping and their
growth as a self-leader evolved in the presence of authentic leadership. If this
authentic leadership was absent then their art of helping consolidation and selfleadership can be stunted. As the GRNMs engaged in their professional helper role
embedded in their RN status they progressed through ‘the knowing’ stage of
Boychuk Duchscher’s (2007) Transition Stage Model processes of separating,
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recovering, exploring, critiquing and accepting in order to find their better RN fit.
Table 9 was extracted from Table 6 to outline the key themes and areas for the
professional helper areas for discussion inclusive of ‘better RN fit’.
Table 9

Professional helper discussion

9.3.1.1

Better registered nurse fit

The GRNMs posited that trying to enact authentic leadership can be exhausting
especially in the emotionally and physically demanding job of nursing. They found
this enactment took effort when a novice in this leadership area due to the amount of
self-reflection and feedback sought, and time restraints within the professional
practice environment. Further, they came to realise that the sporadic leadership
engagement they experienced may be due more to the professional practice
environment being fully overstretched and lacking in the relevant human resources,
such as experienced RNs. However, as time went on and with the GRNMs mantra of
being an authentic leader, for those GRNMs who had reach the stage of critiquing
and accepting formed their own self-leadership style reflective of the moment,
ensuring that they retained the transparency, trust, integrity, and ethical and moral
standards characteristics of the authentic leader.
9.3.1.1.1

Self-leadership

As a consequence, the current GRNMs believed that and in line with Gardner and
colleagues (2005, p. 345) “an authentic leader must achieve authenticity, through
self-awareness, self-acceptance, and authentic actions and relationships”. Further,
before this was achieved, both the exposure to authentic leader role models and
professional development was required to fully establish self-leadership from the
followers’ self-awareness and self-regulation to that of the authentic leaders’ self174

awareness and self-regulation. The majority of the GRNMs found accessing
professional development was problematic due to staff storages and not being able to
be released to attend. Therefore, they relied heavily on the experienced staff that
they deemed authentic leaders to observe and learn from.
The GRNMs purported and concurred with Jooste and Cairns (2014) study
participants on the importance of their RN professional identification before they
could establish accountability for their own action to enact self-leadership. This
obtained through being RN role self-aware, self-motivated and self-regulated. The
GRNMs felt that until they could ‘self-lead’ they could not lead others. Moreover,
this required them to take on responsibility and control over their own personal
actions. The achievement of self-leadership was when the GRNMs demonstrated
their ability to take ownership of their daily RN responsibilities and problem solving
the associated pressures and stress often when leading allocated teams and delegating
in their current RN role. They were mindful that this required their enactment of
self-leadership and effective communication skills, although these GRNMs are fully
aware of co-cultural communication behavioural styles needed and the inherent
scrutiny of being a minority within the female dominant profession of nursing,
The GRNMs purported, comparative with existent literature, that being selfmotivated in nursing meant having the courage to be a patient and staff advocate
(Johansson et al., 2010) through the use their professional helper skills needed to
enact the doing, that resulted in display of their self-confidence and positive attitudes
in action (Ross, 2014). This self-confidence and positive attitudes in action was part
of becoming a self-leader, who demonstrated nursing role self-awareness and selfregulation (Jooste & Cairns, 2014). According to the current GRNMs all of which
was influenced by their job satisfaction.
9.3.1.1.2

Job satisfaction

At the conclusion of their graduate year, the majority of the GRNMs were satisfied
with what they had achieved, although admitted that there had been some really
challenging times along the way and acknowledged that “there will be more to
come”. None of the current GRNMs were disappointed nor regretted their decision
to enter nursing, including the two GRNMs who had not reached what they felt as
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their full RN competency. All the GRNMs revealed that what they had imaged
nursing to be and what they actually experienced in their RN journey was not
congruent.
The GRNMs were seeking job satisfaction. Similar to D’Intino and colleagues
(2007), they sought personal work-life harmony and enjoyment from their new RN
career to gain the fulfilment of meaningful work. Although the majority of the
current GRNMs, alike with Skinner, Madison and Humphries (2012) Australian
study, experienced moderate amounts of work-related stress, these GRNMs were still
satisfied with their work. Moreover, the majority of the GRNMs felt more suited to
the current area they were in and expressed interests in staying in these areas. When
exploring the work-related stress further, the GRNMs found that as they gained their
professional RN identity and competency and had more autonomy in their selfleadership, they were better able to cope with the stress. They had accepted that
stress was part of the course in health due to the combination of patient care
complexity and inadequate nursing mix ever increasing. Although managing
ambiguous or problematic work situations with certainty still remained a challenge,
the GRNMs believed that as they gain more experience these types of challenges
they will be more manageable and less stressful. This was certainly the case in
Lavery and Patrick’s (2007) Australian study that revealed the more experienced
nurses demonstrated lower burnout and suggested that GRNs do not have the
necessary skills to adequately deal with every problematic situation in the workplace,
this only comes with experience.
The GRNMs maintained that burn out to them was associated with extreme physical
and mental exhaustion due to workload stress, compassion fatigue and job
dissatisfaction, all of which they had experienced at some point in their journey.
Hence, they were seeking job flexibility as a strategy for burnout reduction. This
was consistent with Lavery and Patrick (2007) where those who worked reduced
hours were likely to have more work-life balance than those who worked full-time.
In contrast, some of the current GRNMs thought it was not the full-time status that
was the issue that it was more the intensity of the work environment. One GRNM
revealed that he now worked in the acute hospital setting three days a week and then
takes on more hours in a subacute nursing area that was not so demanding to take his
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working hours to full-time status. This combination of work environments proved to
be both mentally and physically less stressful for him.
As the GRNMs were completing their graduate year, there was the potential for most
of them to negotiate both job flexibility and part-time work, although for most of
them this would be on fixed term contracts as was the current workforce climate
while they sought permanency. Some of the current GRNMs were remaining in the
mental health setting or applying for jobs this area, even though mental health
nursing initially was not their choice. These GRNMs have found that the mental
health setting was more conducive to NMs and they felt that they fitted in better in
this environment. They revealed during their graduate year working in mental health
had exposed them to comradeship that they felt was lacking in the general nursing
environment and that they were less vulnerable in regards to their communication
style and masculinity. Other GRNMs, were seeking or had gained jobs in the higher
acuity, more challenging and technical areas of nursing. Similar to (Penprase et al.,
2015) findings, these areas were believed by the GRNMs to be more suited to their
male aptitudes. Contrary to repeated reports elsewhere, the GRNMs expressed the
desire for the aforementioned areas was not due the issue of imitate touch care
delivery. Of the two GRNMs who were still to find their niche, one GRNM has been
accepted into a second year graduate program in remote and rural nursing, and the
other has now expressed a keen interest in neonatal intensive care due to his personal
experience as a parent in this area recently.
Would they recommend nursing to other interested males? Yes they would but they
were cautious in recommending nursing to males who were leaving school. As
mentioned previously, the majority of the GRNMs felt being that little bit older and
having work-life experiences equipped them better to the challenges they faced as a
male in a female-dominant nursing profession.

9.4

Summation

In bringing it all together this gave me an opportunity to reflect on both mine and the
participants’ journey as a whole. I remain committed to my realisation that GRNMs,
in fact men in nursing generally, more often than not genuinely face continual
challenges in the female dominant profession of nursing. I strongly maintain that
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this study has provided an insight into some of the issues that men in nursing
encountered on a regular basis. I remained surprised at how sensitive these GRNMs
were in relation to how they delivered nursing care and the importance of
recognition sought by them for their helping that reinforced the meaningfulness of
the work they do.
From my perspective the conceptual framework I followed has given a structure to
both the workability and readability of this thesis, and provided a foundation of
enquiry that informed the discussion that followed. Duchscher’s seminal work in
regards to graduate nurses’ stages of transition proved important and reflected the
journey that the GRNMs undertook through the stages of the doing, the being and the
knowing time line. With slight variations depending on their professional practice
environment experience in relation to their socialisation. They all indicated varying
degrees of transition shock with the majority reaching transition crisis just before or
around the midway mark. The two that did not appear to reach transition crisis
point were the two that were fortunate enough to enter positive and supportive
workplace cultures for both of their graduate program rotations. Thus giving
credence that nursing professional practice environments still have a long way to go
in providing a safe workplace environment that is inclusive of a supportive
workplace culture.
I applied Duchscher’s stages of transition model as one of the concepts in the
conceptual framework for this study more as a guideline pertaining to the
appropriate times to conduct the participant face-to-face interviews and have them
undertake reflective diaries. However, I came to realise that this model provided
more than just a guideline, it proved to be informative and reflective of GRNs
experiences that also is inclusive of GRNMs, was the case for the participants in this
study, therefore gender-neutral in the model’s approach. I purposefully did not read
Judy Duchscher’s (2012) book ‘from surviving to thriving: navigating the first year
of professional nursing practice’ early in this project. The reason for this being I
wanted to stay true the IPA process and needed to resist the temptation of using
directional questions at the individual face to face interviews and influencing my
reflexivity. Hence the reading of Judy’s book was done after I have completed the
data collection, transcriptions and undertaken my reflexivity on each longitudinal
phase of this study. This ensured I captured the GRNMs meanings behind their
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narratives not what I thought they meant from the insight gained had I undertaken
in-depth literature searches as part of the initial literature review. This in-depth
literature search and the reading ‘from surviving to thriving: navigating the first
year of professional nursing practice’ book only occurred during the analysis and
writing up stages in the IPA process.
Orbe’s co-cultural communication theory proved insightful and provided
explanations regarding why men in nursing communicate the way they do. Having
worked with RNMs early in my career and then managed RNMs later on, I now have
a new appreciation of their style and communication behaviours. Often when I
perceived that these men were aloof and not interested, even uncaring, with issues
brought up at mixed gender meetings, now on reflection this may have not been the
case. Occasionally after such meetings when the opportunity arose they would
individually further engage with me on such issue from their view point but when
challenged why their input was not brought up at the meeting I would receive nondescript replies, sometimes with humour such as a laughter when they added ‘they
[the registered NFs] might think I’m too big for my boots’, ‘I’ve got to work with this
lot everyday’, ‘I value my life too much’, etc.
For Holland’s typology of personal traits in my initial belief of their alignment with
classification of SAI, I found they stayed true to their strong desire to help others and
their personal sense of altruism. They also remained sensitive and supportive of
equality for all; with the extreme of one GRNM wanting to leave his area of interest
when he found that particular environment he was in proved to be unsafe for patients
and unsupportive of staff. The majority of the GRNMs indicated their further
interests in seeking nursing positions that required technical and high levels of
problem solving and analytical skills.
Incivility within nursing and limited nursing leadership were two of main areas that
influenced their job dissatisfaction. Their reaction to witnessing nurse-to-nurse
hostility and the insidious nature of inter- nurse conflict proved to be distressing for
the GRNMs in this study; which on the surface I would not have thought this would
be the case as men in nursing appear to remove themselves from such situations and
do not express their feeling of such readily. Their new interest in seeking out more
gender equal areas such as mental health and high technical areas where there was
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more of a one to one patient and better NF to NM ratio I now felt was more to do
with their desire to further remove themselves from the aforementioned incivility;
their seeking a more comradeship supportive environments; and had nothing to do
with imitate touch nursing care issues reported elsewhere.
I mulled over how best to describe what brought these men into nursing; the essence
behind their decision; the reasons behind what they were seeking; and how to best to
outline the phases needed for them to reach the point of obtaining meaningful work
which was the focus for the majority of these men in this study. After many attempts
to do so I kept coming back to the ultimate goal being the professional helper and
how they got to that stage. For affirmation that I may have captured such, at the
same time concluding this project with touching base with the participants four
months after the completion of their graduate year, I emailed all the participants. In
the email I attached the published articles from this study, and a final draft of
Chapter eight the essence of the journey and Chapter nine bringing it all together,
both that included the professional helper stance. Feedback and final member
checks, were affirmative with no alterations suggested. Exemplars of emails:
Hi Di, I loved reading it back. It feels so long ago that we had those
interviews and it's helped me feel reignited for nursing. I'm still in ED. Have
started a social group with each of the new grad starters and have a social
helping between us all. I'm now in Lead roles where I'm responsible for
small sections of ED. Looking at doing post-grad in ED next year. The paper
itself looks great, thoroughly enjoyed reading it. I think you captured each
of our voices well. I also like how you gave us each "roles/characteristics"
and think I very much am the logistics guy. (Connor email communication,
12th October, 2017)
Hey Di, it’s really quite interesting from all sides of the fence. It's that long
ago (but not that long ago) I'd really forgot what I'd said! But yes, its fine - a
fine depiction. What a great contribution you're making with this PhD, it's
good to see what the other guys think and what they're up to. Particularly
RE: mental health I really echo some of those sentiments. I'll be giving it a try
at some point - if nothing else but to tick off the box to say that I know
something about Medical, Surgical, Emergency and MH Nursing. But gotta
be honest, as I get older the political correctness of the general field, 'to get
with the feminine' so to speak, it wears on me. Despite all the general skills
I've learnt (which I'm glad to have done so, and are invaluable in their own
right) the cultural shift in work place may be the overarching factor that
could finally give me the sense of 'contentment and belonging' that makes
all the difference. (Dean email communication, 15th October, 2017)
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