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Preface

Welcome to the fourth edition of Transitions in Nursing: Preparing for Professional Practice. As with the first, second and third editions, this book has been developed to assist undergraduate students, new registered nurses and other professionals interested in issues and challenges associated with the transition from higher education to practice. For the majority of new graduates this rite of passage is associated with a degree of stress, strain and culture shock. These are issues that have existed in nursing, internationally, for decades. The literature shows that this transition is a multidimensional and complex process. Intensive socialisation brings to the surface many challenges and opportunities for new registered nurses as they assimilate into their professional work roles. Research has shed much light on the issues associated with transition and has uncovered knowledge, including strategies that can be useful in negotiating the process.

The book has been designed to provide comprehensive information on key issues associated with transition. Readers will find viewpoints that are challenging and sometimes disconcerting, but at the same time motivating and thought-provoking. The fourth edition is divided into three sections. Section 1 examines issues from student to graduate nurse. Section 2 looks at skills for dealing with the world of work. Section 3 discusses the organisational environments. This edition also includes three new chapters in the area of evidence-based practice/knowledge translation: a practical guide; establishing and maintaining a professional identity: portfolios and career progression; and transition into practice: the regulatory framework for nursing. Understanding the context in which we work is crucial to effective functioning in the workplace. Knowing how to provide care for patients and their families in the health system is not sufficient: we need to learn how to care for ourselves in order to care for our patients effectively. The exercises and learning activities that appear throughout the book offer readers a range of helpful suggestions in understanding the nursing context, managing stress and caring for themselves. In addition, each chapter includes recommended readings, case studies and reflective questions for further exploration.

Our intention was to involve clinicians and academics in producing a resource that is scholarly, accessible, reality-based and practical. More importantly, it is a resource for every student, practising nurse, educator and administrator in understanding the issues of transition for new registered nurses. By reading the book, reflecting on the issues and posing possible answers, readers should be able to gain a comprehensive view of the issues, challenges and opportunities that lie ahead of them. The journey during this period can be rewarding, with implications for a long-term career for new nurses, particularly when educators, administrators and clinicians collaboratively anticipate and manage the socialisation process.

We extend our sincere appreciation to the contributors to the book for their shared interest in and concern for the issues and challenges of transitioning from student to registered nurse. This book would not be possible without them. We would like to extend our special appreciation to Natalie Hamad, Libby Houston, Karthikeyan Murthy, Robyn Flemming and the rest of the team at Elsevier for their encouragement and support. Elsevier Australia joins us in thanking the reviewers for their feedback on the manuscript. We would also like to thank our partners and families for their support. Finally, we wish to dedicate this text to our past, present and future students.

Esther Chang, John Daly
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Chapter 1

Managing the transition from student to graduate nurse

Esther Chang, John Daly
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Learning Objectives

When you have completed this chapter you will be able to:


▲ describe the process of transition from student to graduate nurse

▲ appreciate a range of factors and issues that influence the transition from student to graduate nurse

▲ consider strategies to ease the tension associated with adjustment to the realities of nursing practice for new registered nurses

▲ recognise the importance of a positive, proactive approach to managing transition on an individual level

▲ identify and access resources which have been shown to facilitate adjustment to nursing practice for new registered nurses.






Introduction

Nursing attracts people from many walks of life, motivated largely by a concern and a desire to understand and help people who are confronted by a range of actual or potential health problems and challenges. Many of these experiences cause major disruption in people's lives – for example, illness, suffering, loss, grief and trauma. According to Englert,1 ‘such experiences are both the privilege and burden of nurses and of others who share the drama, the humour and the tragedy of other people’s lives’ (p 1). Englert, a leader in administration of nursing services, encouraged members of the nursing profession to ‘reflect for a moment … to recall some of those high and low points of the beginning years as a registered nurse’ (p 1). She went on:



I believe that the situation of our nursing students and new graduates today is not so very different. Their motivations in entering nursing are much the same as were ours. They too share an idealism based on the desire to help their fellow human beings, an apprehension that they will be found wanting when the crisis occurs, a certain awkwardness in accepting advice, however kindly given, and an admiration for those whom they see as epitomising the best of nursing.1

The nursing profession in Australia and elsewhere continues to be concerned with the process of transition for graduates of undergraduate nursing courses on entry to the world of clinical practice.2–9 This concern exists for several reasons: (1) it has remained an issue of concern in nurse education in Australia because of ongoing changes in the clinical practice environment; (2) research data continue to show that this period of transition can be stressful;5 (3) professional, service and economic issues can impact recruitment and retention; and (4) there are related questions about adequate preparation of new graduate nurses.

One key issue here is the relevance and quality of clinical education in undergraduate courses. Indeed, in recent times, access to an adequate number of quality clinical placements has become a serious challenge to educators in nursing, medicine and allied health. This has fostered a number of innovations, including the development of more sophisticated clinical simulation teaching and learning environments.10 The impact of such innovations on clinical competence of graduates in the health professions will require ongoing research and evaluation.

These challenges are international, particularly in developed countries that are struggling with health sector reforms, cost containment challenges, the growing burden of chronic disease, ageing populations and human resources for health issues. In the United States, a provocative and scholarly report for the Carnegie Foundation for the Advancement of Teaching called recently for a reinvention of preregistration nursing education.11 The authors' argument is based on a number of factors, one dimension being the relevance of current models of undergraduate nursing education in the present-day context of health system re-engineering. The Council of Australian Governments established Health Workforce Australia (HWA) in 2010, which had a role to play in creating solutions to clinical education challenges (www.hwa.gov.au). HWA had a concern with ‘improving and expanding access to quality clinical training for health professionals in training across the public and private and non-government sectors. This will be achieved through funding programs which expand capacity, improve quality, reform delivery systems and offer diversity in learning opportunities’ (p 2).12

However, the Australian federal government closed HWA in 2014 and transferred its role and functions to the Commonwealth Department of Health. Undoubtedly, challenges will persist with supply of and access to quality clinical placements across health professional education, including undergraduate nursing.

In addition, recruitment and retention of new graduates are issues from time to time, both nationally and internationally. Demand for, and supply of, registered nurses is cyclical, and occasionally healthcare systems are confronted by a shortage of nurses. Such shortages can reach crisis proportions, a phenomenon that is seen in Australia and overseas from time to time as a result of an ageing workforce and the undersupply of graduates in many areas.13 Recent HWA predictions pointed to a likely workforce shortage of 109,225 registered nurses by 2025 due to demographic changes in society and the profession of nursing.14

Other reasons for this concern with the experience of transition include changing attitudes in society towards nursing as a career, a decline in the number of people choosing to enter undergraduate nursing courses, and the need to create sustainable nursing. It also appears that healthcare system reform has created an environment that has a negative impact on the quality of worklife for nurses and other health professionals, and on the quality of patient care. Nursing leaders are currently investigating these issues and searching for strategies to enhance the quality of undergraduate clinical education, the image of nursing as a career, transition for new graduates, quality of worklife, and the recruitment and retention of qualified staff in the nursing workforce.

There is a large amount of literature on the process of transition from senior student to graduate nurse. It is clear from this literature that transition is multifaceted and complex, and that problems often described and discussed in relation to the process are not new.7,15,16 In Australia, nursing education has undergone rapid transformation since the late 1980s. The system of basic nurse education (BNE) is now university-based with 3-year degree programs leading to eligibility to register as a nurse. In addition, the national healthcare system has undergone radical change in the last decade in particular. Much of this system change has been driven by the shift to an economic model for designing and managing health services. This has led to changes in the nursing practice environment that have implications for new graduates entering employment.

To date, the Australian government has commissioned two national reviews2,17 of undergraduate nurse education since the national shift of BNE from hospital schools of nursing to the higher-education sector. The second review (the Heath report) was published in 2002.2 Two major matters of concern uncovered by the first national review committee were ‘the adequacy of clinical education provided during pre-registration nursing courses and the best means of facilitating the transition from higher education to work’ (p 4).17 The first national review of BNE made a number of recommendations designed to enhance the quality of educational endeavours in both these areas and outcomes for course graduates and nursing services providers. These concerns remain and were also considered by the second national review2 and the Australian Senate inquiry into nursing.3 The National Nursing and Nursing Education Taskforce, which was established to implement the recommendations of the Heath report2 and which concluded its work in 2006, also considered the issue of transition.4 In the Heath report,2 transition was addressed through recommendation 14, standards for transition programs. It was recommended that:



to ensure consistency and quality in the development and delivery of transition programs a national framework be developed for transition to provide guidelines and standards for institutions. State and territory nursing registration boards should accredit transition programs; employing institutions should be responsible for meeting the standards (p 22).2

Preregistration nursing courses today need to prepare graduates for a work environment that has undergone enormous change in the last decade. The practice environment is constantly changing, and this has implications for the type of knowledge and skills that new graduates will require. University schools of nursing are constantly challenged to ensure that their courses are designed to give graduates the best possible preparation for entry to nursing practice as new registered nurses, and to optimise their ability to move through the transition process confidently and successfully. Experience has shown that this is best done in cooperation with nursing service leaders and providers. Preparation of new graduates in nursing is best viewed as a shared responsibility between the universities and nursing service sectors.18

University schools of nursing aim to prepare flexible, critical thinkers for the practice of professional nursing. They emphasise individual client- or patient-centred holistic care and lifelong learning as key values. All preregistration nursing courses are required to provide a clinical education component to ensure that course graduates meet the clinical competency expectations of beginning registered nurses. In many surveys, however, new graduates report that the clinical practice and clinical education components of their undergraduate course were too short and that the course was too theoretical.16 Other research work has found that, on entry to the workforce, graduates perceive that employers do not understand what they actually know and are capable of doing.19

Nursing service providers often report that new graduates ‘are inadequately prepared for clinical practice in that they are deficient in certain skills’ (p 17).18 This reflects a clear mismatch in expectations of new graduate nurses between the education and service sectors.

Preregistration nursing courses do not aim to produce expert practitioners on graduation. Research has demonstrated that development of clinical expertise requires some years of constant immersion in clinical experience following entry to nursing practice as a registered nurse.20 It would be ideal if newly registered nurses could meet all expectations required by the healthcare settings immediately following entry to the workforce. Experience has shown that few individuals are able to perform at this level, and for the majority of new graduates this is an unrealistic and difficult expectation.

Nursing has a long history of anti-intellectualism,21 and at one time it was believed that nurses who are too academic tend to be hamstrung when it comes to clinical practice. Paradoxically, many authorities argue that contemporary nursing requires intelligent, flexible, critical thinkers and problem solvers who are able to demonstrate the ability to deliver safe, competent care in a range of environments. Many of the environments in which nurses work are highly complex and demand higher-order cognitive skills. The ability to ‘do’ is prized in clinical nursing – this is understandable to a large degree, but there has to be acceptance of some middle ground in debates about these issues. Nursing requires adequate theoretical preparation and competence in clinical practice. Conway and McMillan22 argue that the transition from student to graduate and practitioner requires the development of the ability to examine critically our own and others' practice and be accountable for our own actions. These abilities are often linked to the idea of being a lifelong learner and are seen as increasingly important to professional nursing practice in the 21st century.

It is important, therefore, that new graduates are provided with support, tolerance, patience and encouragement as they learn to assimilate values, beliefs and practices acquired in their undergraduate education with the practice values and beliefs that are dominant in the clinical work world. It is no surprise that in this context the transition process presents many challenges and potential rewards for the new graduate in nursing. The first 3–6 months as a new registered nurse have been identified as potentially the most challenging and stressful period in professional adjustment.5,15,18,23–26 This period is ‘crucial in determining new graduates’ commitment to nursing as well as their acquisition of technical, clinical and patient management skills' (p 20).18 Perhaps the key to successful negotiation of this phase is anticipation and psychological preparation. This requires you to be adequately informed of what is known about the process and what you can do to ease your transition into practice as a new registered nurse. In addition, nurses in service need to place greater emphasis on the clinical area as a place where learning is ongoing27 and a lifelong process.

A survey of the table of contents in this book will show that component chapters are concerned with preparation for entry into the nursing workforce and the development of a successful, sustainable and rewarding career in nursing. Chapter topics can be classified according to a number of themes: managing self in clinical practice; caring for self; understanding the forces that shape the practice environment; learning to manage different approaches to nursing care delivery; collaborating and working with colleagues and patients/clients; and professional development strategies.




Transition: a Process

The transition from student to graduate nurse is characterised by a period of intense socialisation into the culture of the clinical work world. Socialisation, in this context, may be defined as ‘a reciprocal process by which the neophyte nurses learn what others will demand of them in a specific role and, in turn, learn to exert control over their new environments’ (p 1).28 Myers and Arbor describe this process as one of ‘give and take’, a process through which new registered nurses ‘learn to behave as nurses in the hospital setting’. It is through this process that the new nurse learns to behave ‘according to the culturally prescribed rules and standards’ of the clinical work world (pp 120–1).28 Corwin29 believes there is a ‘turning point’ between graduating from a nursing school and induction into employment for students. This turning point in a career produces role conflict between professional (idealised) role conceptions and bureaucratic (actualised) role conceptions in the working environment. Consequently, a sense of conflicting loyalties towards bureaucratic and professional systems of work organisation emerges.

The gap between what students are taught to expect and what is actually experienced in the early stages of work has been termed ‘reality shock’.30 Marlene Kramer, a nurse researcher, first recognised the problem in 1966. The difference between professional and bureaucratic role conceptions is a source of conflict for the nurse.26,30,31 The strong dissimilarity in the expectations of these two systems often gives rise to nursing role conflicts.

Most studies of transition for new registered nurses have shown that there are challenges and difficulties associated with the process.15,16,18,28,29,31,32–40 Common reactions to initial employment as a registered nurse include:



physical and emotional exhaustion; a sense of inadequacy; frustration; loss of ideals and, at the extreme, the abandonment of nursing as a career. In other cases, where they [new graduates] have received support and encouragement and advice from more experienced nurses and from their own peers and families, initiation into the world of nursing is reported to be less stressful (p 3).16

Common problems that surface during transition include the theory–practice gap41 (where theory learnt in the classroom does not match the theory said to be required in clinical practice),16 limited proficiency in managing and executing technical procedures, time management, drug administration, patient assessment and report-writing skills.1 Other issues include:


▪ managing nursing care responsibilities for a number of patients simultaneously

▪ working in teams

▪ coping with a beginning level of skill as a new registered nurse relative to job demands and workload

▪ the acceptance of accountability

▪ independently taking action and making decisions

▪ coping with unexpected events

▪ supervising other nurses

▪ shift work

▪ learning how to collaborate with other nurses and health professionals, including liaison and discussion about the total care of patients

▪ developing competence in planning and organising.15,32,36,42–47



In some research studies, heavy patient loads were found to create excessive tiredness in many new graduate nurses because they were often allocated high-dependency patient loads. This was further affected by low staffing ratios, which resulted in additional stress for the graduates as they attempted to adjust to their new culture (p 56).35 A common issue for new graduates in many studies was having inadequate staff and time to complete all client care.15,36,42,43 Many new registered nurses were also having to adjust not only to their own role, but also to the health service organisation. Because of the pressures in hospitals, many new nurses felt they lacked a receptive climate in which to enact many of the aspects of what they perceived should comprise a professional nurse's role, such as having autonomy and more responsibility to assess and plan care. This need to care for others well has been found to be related to personal satisfaction, as has appreciation for one's efforts.48


Role Ambiguity and Role Overload

Role ambiguity and role overload have also been identified as sources of stress during role transition and have been linked to organisational dynamics and subsequent job dissatisfaction and turnover. Many research studies, as far back as the 1970s, show a relationship between role ambiguity and voluntary turnover.49–51 According to some authors, role ambiguity was more influential than role conflict in an individual leaving the organisation. In general, role ambiguity is defined as the lack of clear, consistent information about the behaviour expected in a role (p 23).52

There are two types of role ambiguity in relation to the uncertainty felt by the individual: (1) objective ambiguity, which arises from lack of the information needed for role definition and role performance; and (2) subjective ambiguity, which is related to the social–psychological aspects of role performance. This occurs where individuals are concerned about how others perceive them in relation to attainment of their personal goals.52 Studies with registered nurses have shown, in all relationships, that role conflict or role ambiguity was a basis of negative influence, causing decreased job satisfaction.15,48,53,54

Role ambiguity is often increased by the fact that each ward is a specialty unit in an organisation, and has different personnel and unique patient management. New graduates not only have to adjust to the nursing role, but also adapt to the transition within complicated social networks. Role ambiguity can be further compounded by role overload, when graduates lack skills in handling role demands, establishing priorities and allocating their time wisely.15,55,56

Chang15 conducted two longitudinal surveys on role stress. The first survey showed that role overload and ambiguity were negatively related to job satisfaction in the first few months of employment. However, in the second survey role overload was not significantly related to job satisfaction. In spite of the overload prevalent in the role of registered nurses, many of the graduates did not relate this to job satisfaction after 11–12 months of employment. It appears to be easier for graduates to deal with role overload after 1 year of employment. This may be a reflection of the graduates' coping abilities and experience gained in their role, which can ultimately make a difference in dealing with problems in the work environment (p 140).57




Factors Affecting Role Transition

According to a major Australian study undertaken by Madjar and colleagues in 1997:



how well and how quickly newly graduated nurses are able to demonstrate mastery of their new role, acting in a safe, competent, sensitive, and confident manner, depends on a range of factors. In broad terms these may include:


▪ personal qualities of each beginning registered nurse, including age, maturity, previous work experiences, motivation, aspirations, and availability of personal supports;

▪ the quality and extent of the educational preparation, including the nature and duration of structured clinical experiences during the pre-registration course, and the quality and rigour of formative and summative assessments within the course;

▪ the quality and duration of orientation/transition programs for new graduates provided by employing institutions;

▪ the expectations, attitudes, reactions, and behaviour of more experienced clinical nurses, nurse managers and other staff toward new graduates, the role modelling of expected behaviour by more senior nurses, and the prevailing ethos of the institution;

▪ the exigencies of clinical situations, staffing levels, and other demands placed on the registered nurse (p 3).16



The complexity of the process of transition is illustrated by the many factors that can influence individual experience. For most new graduates this is a time of stress and strain, learning and assimilation. It is also a time of upheaval and adjustment affecting all aspects of life (p 79).16 During this time decisions are made about a long-term commitment to nursing. It is reassuring to note, however, that the majority of participants in the study reported that the transition process was worthwhile and culminated in ‘a sense of satisfaction and personal achievement’ (p 79).16







New Graduates: Skills and Strengths

Against this background of challenges and difficulties it is important to acknowledge the skills and strengths that new graduates have on entry to the workforce.15,58 In a major longitudinal study of new graduates by Chang15 conducted in New South Wales, Australia, both nursing unit managers and graduates believed that the graduates were well prepared in three main areas: (1) communication skills with patients; (2) psychosocial assessment skills; and (3) accountability for their actions.

These areas of strength were consistent with the findings of several other researchers who found that graduates excelled in identifying patients' psychological needs and in communicating with them. Even though more was thought to be needed in the development of technical and clinical skills, both graduates and their managers considered the overall performance to be adequate and felt that their education had been quite sufficient in preparing them for the job. Over time, graduates felt more confident and demonstrated significant improvement in performance. This may well have been expected, but strong significant improvement was observed across all areas of their role. In addition, nursing unit managers rated the overall performance of the graduates more positively compared with hospital-trained nurses. The graduates had mostly positive feelings about their tertiary program, and perceived that it had provided them with a theoretical background to care for the multidimensional needs of their patients – not only physical needs, but economic, spiritual and psychosocial needs as well.15,35,58,59

Other research studies36,43 show that, over a period of time, graduates were working more autonomously, establishing relationships with their clients and coping with their new role. They saw the importance of their professional role, including being a health teacher, a provider of care, a communicator, an advocate, a coordinator of care, a decision maker and making suggestions for change in practice. These values are consistent with findings from studies in Australia and overseas which have examined the professional or value systems of graduates.15,35,60,61 There is also evidence of greater skill acquisition in relation to assessing clients more quickly and in giving advice to other staff (p 41).36 Skill acquisition was an important issue for many graduates as they progressed from novice to advanced beginner.20




Strategies to Facilitate Transition

Several strategies have been shown to be of use in easing the transition from student to new registered nurse. Cooperation between service and education plays a key role in the success or otherwise of many of these strategies. Many experts in nursing believe that:



the key to bringing respective expectations [i.e. those of providers of BNE and clinical nursing services] into line with each other … [is] the establishment of a more cooperative framework in which higher education and health agencies both contribute to improvements in clinical practice and in the graduate's transition to work (p 5).17

In relation to specific strategies, a positive preceptor relationship, adequate support systems and assignment congruence have been shown to have positive outcomes in the first 6 months of employment as a new registered nurse.62 Preceptorship programs are one practical strategy offered to reduce culture shock and to assist new registered nurses in the integration of theory and practice. There is extensive literature on preceptorship programs.34,63–67 One version of this strategy is called the professional nurturance preceptorship program, which can be jointly sponsored by healthcare and tertiary institutions. Reports of graduate nurse preceptorship programs have demonstrated that these programs are an effective means of facilitating the transition process for new graduates, including clinical learning. Such programs could also be incorporated as a subject in the final year of undergraduate nursing courses. During the preceptorship experience, the student is guided by the registered nurse preceptor in caring for appropriate patients. Initially, preceptor and student work closely together; as students develop greater confidence and competence, they are given more autonomy in patient care. A similar approach can be used with the experienced nurse preceptor and the new registered nurse.

Many important variables make the work environment either positive or negative for graduates. The key factors that appear to facilitate successful transition include a supportive environment that accommodates incremental development in clinical skill acquisition and patient management skills.7,18 A graduate nurse who is assigned too many patients within a short timeframe may not be proficient enough to provide for patients' physical and psychosocial care. It is crucial that the workload is structured to provide opportunities for newly registered nurses to see the effective outcomes of their work.

In the practice environments that accept new graduates in nursing there needs to be ready recognition of, and support for, the fact that learning, especially clinical learning, is a lifelong process. Another positive influence on transition is preparedness and commitment by experienced registered nurses to value and nurture new registered nurses as they move through the transition process. The first national review of nurse education carried out in Australia (in 1994) made specific recommendations about transition support for beginning graduates of nursing. Relevant recommendations include that:



graduates be provided with employer-funded assistance for transition to employment, including appropriate induction and orientation activities, peer support and mentoring as appropriate, and introduction to specific clinical requirements … [and] … where relevant infrastructure is not available (for example in rural and remote areas), funds be made available to provide appropriate levels of support (p 21).17

Some employers appear to be high performers in the way they manage new graduates entering employment. Consequently, a number of hospitals and community settings appear to function as ‘magnets’ for new registered nurses on the basis of the reputation they have built up for supporting and developing new graduate nurses. Other research has found that the attitudes of staff and a welcoming and positive environment also encourage graduates to adjust to the workplace.68,69

Knowing how to provide patient care is not enough for new graduates, although this, in itself, is a complex process requiring appropriate exposure and clinical learning. It is important that nurses are able to manage job stressors successfully. Health professionals, including nurses, need to learn how to care for themselves in order to care effectively for their patients. This requires a balanced approach to all facets of life and stress management skills.2

It is important to raise issues of concern during transition with appropriate colleagues and support systems. Discussion of these issues will lead to the identification of appropriate ways of managing problems early. This approach can be invaluable in reducing anxiety and stress, and facilitating successful adjustment to nursing practice.

Quality of worklife is a concept that is gaining currency, and health service providers need to address it to ensure adequate recruitment and retention of nursing staff. Sources of dissatisfaction in clinical nursing have been found to include inadequate staffing patterns, conflict with other healthcare providers, lack of support in dealing with death and dying, unresponsiveness in leadership, poor communication among staff and poor administration.70,71 There is a clear need for leaders in nursing education to work with leaders in nursing service to develop short- and long-term strategies to promote and ensure sustainable nursing. This will require attention to a number of factors and processes that influence commitment to nursing; for example, socialisation programs affect the general satisfaction of staff and their feelings of autonomy and personal influence.

Other factors known to facilitate transition include:


▪ formal unit orientation programs that incorporate realistic goals17,69

▪ a unit climate of open communication and timely provision of constructive feedback on performance69,72,73

▪ assignment congruence – that is, not being given tasks beyond the new graduate's sphere of competence65

▪ participative, democratic governance74,75

▪ appropriate guidance from senior staff76,77

▪ continuing staff development opportunities78

▪ the provision of support and counselling for new employees73

▪ using personal strategies such as exercise or recreational activity to reduce stress levels.57



It is important that senior students in undergraduate nursing courses and new registered nurses anticipate the issues and challenges associated with transition. By building knowledge and understanding of these phenomena it is possible to plan to manage the transition period.16 Managing involves the selection of a range of strategies designed to facilitate positive adjustment to the professional registered nurse role.




Conclusion

All graduates of nursing courses will experience a degree of culture shock on entry to the world of clinical practice. This experience is complex and multidimensional. Research has uncovered a number of issues and challenges that confront new graduates on entry to the workforce as registered nurses. In addition, a number of strategies have been found to be useful in easing the stress and strain associated with transition. Careful planning and use of resources in the practice environment can also facilitate positive adjustment to employment as a registered nurse. Nursing education and nursing service need to monitor the transition process continually to optimise the number of new registered nurses who manage this phenomenon successfully and go on to enjoy fulfilling, rewarding careers in their chosen profession.


Case Study 1.1

Jane, a final-semester third-year student in a Bachelor of Nursing program, is preparing a plan to assist her in moving into a registered nurse role. She is apprehensive and anxious to excel in her new role. She knows that she can prepare for transition by drawing on the literature and other resources available to her. In this situation, Jane considers the following questions in preparing to develop her transition plan.


Reflective Questions


1. What do we know and understand from the literature about factors influencing transition?

2. What strategies have been found to be successful in enhancing transition to practice?

3. What types of resources can be accessed to facilitate individual transition?









Case Study 1.2

Geoff, a nursing unit manager in a cardiac step-down unit, has a number of new graduate registered nurses starting work in his clinical area. He needs to develop an orientation program that will assist them in adjusting to their new roles and responsibilities. What advice could you give him regarding the needs of the new graduates?


Reflective Questions


1. What specific topics could be covered in the program, and why?

2. How could Geoff prepare his senior registered nurse colleagues to meet the support needs of the new graduates?









Case Study 1.3

Mary Anne is a new graduate registered nurse who has worked in an aged care unit for 6 months. She is keen to enhance and extend her level of competence in the area of dementia care.


Reflective Questions


1. What professional competency frameworks can Mary Anne access to meet her needs?

2. How can she document and validate her learning needs and develop competence for this area of practice?
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Chapter 2

Becoming a competent, confident, professional registered nurse
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Learning Objectives

When you have completed this chapter you will be able to:


▲ develop an understanding of the complexity of the development of practice knowledge

▲ appreciate the deeply contextual nature of professional practice knowledge

▲ understand the transformation in skill acquisition from novice to expert

▲ construct a personal plan for reflective practice

▲ develop a positive perception of yourself as being on a career-long journey of refining understandings of nursing practice.






Introduction

On graduation one of the hardest things to come to terms with is the apparent discrepancy between the way you, as a new graduate, see a clinical situation and the way an expert nurse might see it. At university the focus seemed to be on understanding the signs, symptoms and diagnoses, and making decisions through the exercise of ‘clinical judgment’. This usually involves breaking the situation down into understandable, ‘bite-sized’ pieces and then reintegrating them. Experienced nurses rarely seem to do this in their practice. How do I get from where I am now to that sort of confidence and competence? is a question that, as a new graduate, you may sometimes find yourself asking. Why didn't my university studies prepare me properly for the real world? And what is this competent/competence/competency anyway?




Competence in Nursing Practice

At university, nursing programs focus on the development of competence as meaning the ‘skills, knowledge, attitudes, values and abilities that underpin effective … performance in a profession/occupational area’ as defined in the Nursing and Midwifery Board of Australia competencies document, National Competency Standards for the Registered Nurse, commonly referred to as the Australian Nursing and Midwifery Council competencies.1 These are a set of minimum competencies accepted by the national registration authority in Australia as core standards for registration. They are a means by which expectations of standards of nursing practice can be communicated within the profession, across health professions and to consumers.

There are currently ten competency standards involving responsibilities related to four domains. These domains are: (1) professional practice (including practising ethically and within the law); (2) critical thinking and analysis (including professional development, and valuing and using evidence and research); (3) provision and coordination of care (including coordination, organisation, comprehensive assessment, and the provision and evaluation of care); and (4) collaborative and therapeutic practice (including professional relationships with individuals and groups, and communication and collaboration within interdisciplinary healthcare teams). By now you will be familiar with these as they will have been the benchmarks against which you will be, or will have been, assessed in the clinical environment to be competent prior to graduation.

University, however, can only do part of the job of preparing a confident, competent professional nurse. It is in the nature of the acquisition of practice understanding that it takes layer upon layer of personal clinical experiences to move towards competence in the practice reality of nursing, as opposed to assessment of ‘competence’ following graduation from university and the beginning of practice as a registered nurse.




Skill Acquisition

The cardinal work of Patricia Benner2 provides us with a useful map for understanding the notion of skill acquisition within practice. Benner's work was a refinement and application of the work on skill development by Dreyfus and Dreyfus,3 who developed this schema by studying airline pilots and chess players. From this study, Dreyfus and Dreyfus came up with five levels of skill acquisition: (1) novice; (2) advanced beginner; (3) competent; (4) proficient; and (5) expert. (Yes, there is that word again. It's very confusing when the word ‘competent’ is used by so many to mean so many different things.)

The novice in Benner's work has no experience of a situation and requires context-free rules to be available in order to make sense of what would otherwise be an impenetrably messy, undifferentiated situation. Remember what it felt like when you approached your first few clinical practice experiences?

The advanced beginner has coped with sufficient clinical situations to have grasped what to do in a global sense and can demonstrate what Benner2 describes as ‘marginally acceptable performance’. It is still difficult for advanced beginners to be really sure of what is important in a situation, and rapidly changing situations or subtle changes often elude them. This time the question is not ‘Do you remember this?’, but ‘Do you recognise this?’. Benner suggests that new graduates are advanced beginners and that they remain so until they have spent upwards of a year-and-a-half in one type of clinical setting, at which time they reach Benner's level of skill acquisition of ‘competent’.4 She further states that transferring to a very different clinical environment brings the nurse quickly back to advanced beginner status, despite expertise in another field of nursing.

The biggest jump in practice skill development occurs between the competent nurse and the proficient one, as this represents a move in cognitive grasp from perceiving aspects of a situation to perceiving the situation as a whole. It is at this stage that it becomes easier to tell whether a patient is moving along an expected path, or is moving subtly into difficulties.

The movement through the levels of skill acquisition is characterised by:



… a movement from reliance on abstract principles to the use of past concrete experiences; a change in the learner's perception of the demand of the situation, in which the situation is seen as less and less a compilation of equally relevant bits, and more and more as a complete whole in which certain parts are more relevant; and a passage from detached observer to involved performer.2

The expert involved performer is defined by Benner2 as one who:



… no longer relies on an analytic principle to connect her or his understanding of the situation to an appropriate action. The expert – with an enormous background of experience – now has an intuitive grasp of each situation.

But hang on, isn't intuition the thing that we have without formal education – the ‘just knowing’ that is demonstrated so well by adolescents?




Intuition

Two of the most confusing words that are constants of the new environment of work are ‘competence’ and ‘intuition’, and trying to gain a sense of shared understanding about them seems difficult.

‘Intuition’ is an often used, frequently misunderstood word – we use it colloquially to mean ‘undifferentiated gut feeling’ and at other times very specifically to mean ‘expert clinical judgment’. One of the main confusions in looking at this concept is that we do not often stop to explore and ensure that our use of the word is received with shared meaning.

In a systematic review of the literature on intuition within the discipline of nursing from 1981 to 2006, Rew and Barrow5 devised the following definition from the literature:



A way of knowing something immediately as a whole that improves with experience, informs their judgements and decisions, and leads them to take action within the caring relationship.

We have all heard people say they ‘just knew’ something, that they had a ‘gut feeling’, but what is it that distinguishes the type of intuition ascribed to the expert practitioner and that ‘knowing’ that we refer to as naive, mystical thinking or simple prejudice? Intuition is not something commonly regarded as descriptive of expert behaviour, and yet in the clinical literature it is often seen as the hallmark of expert practice. Perhaps if we look at the practice-focused literature on intuition we may find a clue.

The term ‘intuition’ appears to have entered the clinical literature in the 1980s with the work on skill development in practice by Dreyfus and Dreyfus3 and Schon,6 and within nursing by Benner and others.2,4

The key aspects that Dreyfus and Dreyfus3 saw as representing this intuitive judgment were:


▪ pattern recognition – similarities and links with previous experiences

▪ similarity recognition – ‘fuzzy’ resemblances, similarities despite differences

▪ common-sense understanding – knowing the practice setting and its patterns

▪ skilled know-how – mastery of the job

▪ sense of salience – recognition of some events as more important than others

▪ deliberative rationality – exploring what might stand out as significant if one's perspective were changed.



It is obvious when we look at these aspects of intuitive judgment that they are predicated on deep contextual knowing of a practice situation. So, it is time to be kind to yourself, and to think of this as an opportunity to look at how you can take best advantage of your new clinical access to begin to gather and mentally file your repertoire of pictures of clinical situations, rather than being harsh with yourself about what you do not know.

If we accept that there is an important component of expert practice that has, for good or ill, been called intuition, we return to the question of how we differentiate this from the more colloquial use of the term. The work of Belenky and colleagues, in Women's Ways of Knowing,7 may be helpful here. This research was influenced by the work of Kohlberg8 and Perry,9 two key figures in our understanding of psychological development, and by Gilligan's10 critique of these works as gender-distorted, as they were developed studying only men.

As a result of their extensive research with women, Belenky and colleagues7 found that the women's positions were better represented as five – rather than Perry's four – ways of knowing, and that women have a position previous to Perry's first level. The researchers called this level ‘silence’, where women perceive themselves as having no voice at all. The five ways of knowing are:


1. Silence: nothing worth saying.

2. Received knowledge: listening to the voices of others and holding them as ‘true’ – ‘black-and-white’ thinking.

3. Subjective knowledge: the inner voice – personal opinion.

4. Procedural knowledge: the voice of reason, of what is known.

5. Constructed knowledge: integrating the voices. Here it is possible to hold a personal opinion, having considered the available literature and being aware of the multiple other positions that might be held on the subject.



The reason for introducing this work here is that it provides us with a strong point of differentiation between the various ways in which the word ‘intuition’ is used. The chapter in Women's Ways of Knowing on subjective knowledge begins with the words of a young mother, Inez:



There's a part of me that I didn't know I had until recently – instinct, intuition, whatever. It helps me and protects me. It's perceptive and astute. I just listen to the inside of me and I know what to do.7

In this stage of subjective knowledge things cease to be clear-cut, and personal freedom and personal opinions are asserted. Inez continues:



I can only know with my gut. I've got it tuned to a point where I think and feel at the same time and I know what is right. My gut is my best friend – the one thing in the world that won't let me down or lie to me or back away from me.7

We do not wish to denigrate this powerful personal knowing. It is a deep point of inner strength on a journey of knowing, but it is a private knowing and, as such, has the limitations of ‘small sample size and limited generalisability’; it also suffers the inevitable influences of potency of an experience and recency of experience. First-hand experience and the intergenerational stories of those in close private spaces are critical to the development of this knowing. It is the ‘feel-right’ component of knowing, for example, one's children. It seems not dissimilar to the knowing described by Tanner and colleagues11 in their early work on ‘knowing the patient’, with its in-depth knowledge of the patterns of responses and the knowing of the patient as a person. (We return to knowing the patient later.)

Such personal knowing is the agency of maternal authority and is therefore not to be ignored. It is the unwise nurse or doctor who does not listen to the mother's report on her child's condition and, particularly, on subtle changes in condition. The mother knows her own child, but would not be in a position to make a judgment on the child of another mother. The knowing needs to be understood and responded to as highly contextually confined.

As an aside, an interesting difference in the wording of subjective knowledge and Perry's second level – called ‘multiplicity’ – is the masculine assertion, ‘I have a right to my opinion’, contrasted with the less confrontational position, ‘It’s just my opinion.’ The qualification ‘just’ characterises women's description of their intuitions, as does the description of the ‘feeling’ component.

In moving to procedural knowledge there is a profound shift – a shift to appreciating the fallibility of gut feelings and of the importance of shared knowledge and understanding which can be gained without direct experience of an event. Seeing outside our own frame of reference characterises this stage – setting personal experience within the context of extant knowledge of an informed community.

How, then, do we gain access to understanding something that we have not or could not experience directly? This is the research and theory base of the procedural knowledge of Belenky and colleagues7 and represents the theoretical and research base provided by formal education. It includes work such as the meta-analyses being undertaken by groups like the Cochrane Collaboration with their user-friendly outcome summaries, detailing those practices that reduce negative outcomes, those that appear promising, those that have unknown effects and, most importantly, those that should be abandoned.

The issue for practice and practitioners here is not necessarily the lack of research and theory but the issue of having practitioners incorporate the research findings into practice, particularly those identified as ‘should be abandoned’. Procedural knowledge gives the novice-to-competent nurse a basis for determining: What can be wrong? What can go wrong? What can be done? This then allows the nurse to enter the clinical field with a framework of generalised knowledge from which to personalise and contextualise for a specific patient: What should be done for this person, at this time, in this circumstance? Inherent in this is an element that we might call ‘knowing the patient’. This, importantly, is where you find yourself now.




Knowing the Patient

In later refinements of the concept of expert practice, Tanner and colleagues11 took Benner's notion of ‘involved performer’ and explored it further through what they called ‘knowing the patient’. They saw this as a precursor to the exercise of intuitive judgments and therefore to moving from the stage of competent to that of proficient or expert nurse. Two specific elements to ‘knowing the patient’ were found: ‘in-depth knowledge of the patient’s responses’ and ‘knowing the patient as a person’. In-depth knowledge of the patient's patterns of responses included responses to therapeutic measures, routines and habits, coping resources, physical capacities and endurance, and body typology and characteristics.

This was illustrated by the following clinical exemplar:



… you look at this kid, because you know this kid and you know what he looked like two hours ago. It's a dramatic difference to you but [it] is hard to describe that to someone in words.11

Knowing the patient as a person, on the other hand, was seen as the need to be able to know the person outside his or her present situation, particularly where the patient was a baby or an unconscious adult.



I had never ever spoken to this man, but I grew to know him because of the family, because I became real close to his wife and son and knew what he was like before.11

An extension of this work by Liaschenko and Fisher12 gave even greater clarity to this notion. They suggest there are three types of knowledge, which they call ‘case’, ‘patient’ and ‘person’ knowledge. Case knowledge is that generalised knowledge which we were just discussing. The two types of particular interest here are patient and person knowledge. These are differentiated as follows.

Patient knowledge includes knowledge of how the individual is identified as a patient, the individual's responses to therapeutics, how to get things done for the person within and between institutions, and a knowledge of other providers involved in the care of the person. This places the person in the context of healthcare and treatment as an individual.

Person knowledge is knowledge of personal biography. Person knowledge is a potent reminder that the life lived is the life of the recipient of care. Nurses use their person knowledge to defend their arguments for an alternative management of disease trajectories and to justify their actions when those actions support an individual's agency, even though this can conflict with established biomedical or institutional courses of action.

Stein-Parbury and Liaschenko13 took this concept further when exploring the collaborative work of nurses and doctors in the intensive care context. They used the classifications of case, patient and person knowledge to analyse situations in which interprofessional collaboration broke down. They found that ‘collaboration broke down when doctors dismissed nurses’ concerns because they did not fit into a schema of case knowledge'. Managing the confused patient was seen as a problem to be solved by nurses, as it requires ‘knowing the patient’ in order to be able to respond to the person's particular behaviour, and ‘making sense’ of behaviour is made possible when one could put it in the context of the specific person – that is through having patient knowledge.

Liaschenko and Fisher12 elaborated on the importance of social knowledge that links patient knowledge to person knowledge. They stressed the importance of understanding illness trajectories that go beyond the health system and into the world of the person who is the patient. This includes knowledge of:


▪ the social conditions in which the recipient lives

▪ the impact of the particular disease on the individual's ability to function and manage his or her disease in a variety of contexts

▪ the stigma attached to a given disease

▪ the degree to which the individual takes up the dominant cultural discourse about his or her particular disease.



This type of knowing is helped by providing opportunities to walk in the shoes of the other, and can be accessed through storytelling, by novels or books of accounts of illness experience, through poetry and in movies. These sources provide us with profound glimpses into the experiences of others, and increase our personal repertoire of knowing and therefore our readiness to interact appropriately with others. This knowing can be elaborated by narrative analysis, and by research using a variety of interpretive methodologies.

Understanding culture and its relationship to power, politics, language, identity, family and land connection is an essential part of knowing the person. It includes exploration of whose voices are privileged and whose voices are silenced. It seeks to expose and explore alternative conceptions of reality. Ramsden's14 ground-breaking work on cultural safety developed in New Zealand (kawa whakaruruhau) offers nursing the opportunity to explore its practice in relation to cultural recognition, respect and nurture. This dimension of our nursing knowledge is now being developed in Australia and presents much in the way of a challenge.15,16 This challenge is posed to all nurses by the Council for Aboriginal and Torres Strait Islander Nurses and Midwives (CATSNaM). We can enhance our cultural/political understandings through research grounded in critical theory such as action research, by critical ethnography, by feminist studies or by discourse analyses, but the fundamental element of cultural understanding is knowing oneself and challenging ‘taken-for-granteds’. Brookfield,17 although writing over two decades ago now, makes the point in a way we have not seen bettered when he states: ‘coming to realise that every belief we hold, every behaviour we cherish as normal, every social or economic arrangement we perceive as fixed and unalterable can be and is regarded by others as bizarre, inexplicable, and wholly irrational.’

Knowing the patient at all three levels of case, patient and person allows the nurse to accrue layer upon layer of clinical pictures and patient responses which, on reflection, enable the nurse to have a body of experience on which to draw ‘intuitively’ when faced with any of Dreyfus and Dreyfus's aspects of intuition – that is, pattern recognition; similarity recognition; common-sense understanding; skilled know-how; sense of salience; and deliberative rationality.

This is the experience described by Benner2 and Schon.6 It is experience that incorporates reflective practice. They both speak of experience as not simply being time spent in a situation, but rather as new understandings that come with a disturbing of the taken-for-granted and expected happenings through reflection in action or reflection on action. In Benner's2 words, experience results when ‘preconceived notions and expectations are challenged, refined, or disconfirmed in the actual situation’2 or, as she and her colleagues elaborate in a later text:



Experience, as defined here, is not the mere passage of time but rather is an active transformation and refinement of expectations and perceptions in evolving situations. The nurse shifts from exclusive use of objective characteristics and quantitative measures as guides to understanding and action with particular patients. Clinical reasoning is based on understanding patient changes through time – that is reasoning through transitions.4

This work has clear implications for organisational work practices of relevance to new graduates, particularly in terms of consistency of work environment and stable ward staffing to facilitate the development of collegial trust and the authority that comes with trust. It holds implications, too, for the introduction of models of care delivery that enhance opportunities for continuity of care and carer, a continuity that enables very thorough ‘knowing [of] the person’.

McCormack and McCance18 have developed a theoretical framework for person-centred nursing which is predicated on the work of Benner, Tanner and colleagues, Liaschenko and others, and captures these organisational and staffing issues as well as those of nursing skill acquisition. The framework has four central constructs:


▪ prerequisites, which focus on what they call the ‘attributes’ of the nurse

▪ the care environment, which focuses on the care context

▪ person-centred processes, which focus on the activities through which care is delivered

▪ expected outcomes, which come from effective person-centred nursing.



The attributes of the nurse which form McCormack and McCance's18 prerequisites include ‘being professionally competent; having developed interpersonal skills; being committed to the job; being able to demonstrate clarity of beliefs and values; and knowing self’.

The care environment elements that affect person-centred nursing include ‘appropriate skill mix; systems that facilitate shared decision-making; the sharing of power; effective staff relationships; organisational systems that are supportive; the potential for innovation and risk-taking; and the physical environment’. These elements are heavily dependent on skilled nursing leadership and an open and inquiring organisational culture. They influence the nurse's ability to know the patient and to observe and gain feedback from skilled colleagues.

Person-centred processes require working with the person's beliefs and values, sharing decision making and the provision of holistic care. With the above in place the outcomes should be manifest by the creation of a therapeutic environment within which the patient and family are satisfied with their care.

It is clear, then, that if the goal of nursing is the creation of a therapeutic environment in which patients receive safe, appropriate and quality care with which they are satisfied, developing the attributes described above is an essential step – that is, becoming a competent, confident, professional registered nurse.




Reflective Practice

This brings us to perhaps the most potent of all aspects of your continued learning – reflective practice, the key to learning from experience. Much has been written about the importance of reflection to the developing practitioner, most notably by Schon,6 but it has been elaborated on within nursing by many. Reflective practice is the subject of a chapter of its own (Chapter 18) but is referred to briefly here as it is critical to practise skill acquisition and movement towards expert practice. Johns19 provides an excellent example of the transformation of novice to expert learning from practice through reflection by using Belenky and colleagues' ways of knowing, as described earlier. This will give you a clear exemplar of this movement in thinking to the constructed voice or, as Johns calls it, ‘whole brain stuff using both hemispheres to marry logic, reason [and] analysis with creativity, curiosity and perception’. Rolfe20 is also helpful here, as he provides a framework for different levels of sophistication of reflective thinking. These he calls ‘descriptive’, ‘theory–knowledge building’ and ‘action-oriented’ reflection. Descriptive reflection asks: What? What happened? What was my role? What was the response? Theory–knowledge building reflection asks: So what? What does this teach me? What was I thinking? What could or should I have done better? Action-oriented reflection asks: Now what? What do I need to do to improve care?

There are many texts that will assist you in gaining reflective practice skills. Two of the most accessible ‘how to’ books are Bev Taylor's21 Reflective Practice for Health Professionals and Lioba Howatson-Jones's Reflective Practice in Nursing,22 where the skill development options are extensively laid out. Both books assist you to write, draw, meditate, use a diary – to do whatever will help you look back critically on what you did and how you did it, on how it may have affected people and on what else could have been done, on what you would do differently next time and what you have learnt from the experience.

Deep engagement in clinical practice, deep connection with patients in their circumstances and deep reflection on the process are the essential ingredients of what Belenky and colleagues7 call ‘constructed knowledge’. Constructed knowledge is the integration of the voices, obliterating the spaces between private and public knowing: ‘weaving together the strands of rational and emotive thought and of integrating objective and subjective knowing’. The real learning of artful practice is through the intelligent watching of the practice of ourselves and others and reflecting in and on that practice. This highest level of knowing, necessary for the development of expert practice, allows the very difficult work of the experienced, expert nurse who is often called upon to make judgments with imperfect and often contradictory information and to do so in a time-bound manner.





Conclusion

Bringing together intuition from our private life experiences (subjective knowing) and theoretical understanding through research undertaken in the public domain (procedural knowing) in their fullness through practice-based experience gains the other type of intuition (expert clinical practice). But let us call it what it is, the best of constructed knowledge in action – practice wisdom.

Bring forward the best of your theoretical learning as it has been modified and tested through your clinical experiences to date. Bring them together with the layer upon layer of clinical pictures you are beginning to collect and collate, enrich these through reflection on what you have learnt and are learning, deeply engage with your patients and colleagues, and be open to changing your current understandings of the meaning of illness, pain and suffering. You are ready. You are at the beginning of the rest of your journey towards being a competent, confident, professional registered nurse. Here is the best bit. The journey can last for as long as you choose to practise. The gaining of wisdom is a never-ending journey. Go well.


Case Study 2.1

Sally is the senior nurse on the general medical surgical ward to which Jane has been allocated for her second new graduate rotation. After dinner one evening, Mr Falter in bed 1 appears unwell and is complaining of epigastric pain but says it is just his heartburn playing up again. Jane reports this to Sally, who moves quickly into assessment action and appears to be taking the situation very seriously. And indeed, within a matter of minutes Mr Falter has suffered a heart attack. When Jane and Sally have time to debrief later during the shift, they discuss the differences in what they saw, what it may have signalled and what action they would have planned.


Reflective Questions


1. Take a few minutes at the end of a shift to write a brief account of a critical incident in which you were involved that day, one in which an experienced nurse also took part.

2. When you have finished your account, ask the experienced registered nurse to recount his or her recollection of the event and what he or she saw as the most significant aspects. How did your accounts differ? Why might this be so?









Case Study 2.2

Harriet Preacher is a 35-year-old woman from Roseville in Sydney. She was admitted to your hospital last night and is currently in the intensive care unit. She was admitted via ambulance after an episode of lack of consciousness, followed on arousal by complaints of severe neck and head pain. On scan she was diagnosed as having had a small bleed from an aneurysm, which was clipped in theatre prior to admission to the ward. Mrs Preacher has a picture of two children beside her bed and they appear to be a boy and girl in their early teens. She is currently being visited by her husband Sean, who tells you that she is very upset at missing the children's school drama production this evening and that she has asked Sean to bring her in some food to replace the hospital food, which she says is flavourless.


Reflective Questions


1. Which pieces of the above information are examples of ‘knowing the patient’ using Liaschenko and Fisher's topology: case knowledge, patient knowledge and person knowledge?

2. Explore your clinical work on your next shift and note examples of case knowledge, patient knowledge and person knowledge.

3. In what ways do these different ways of ‘knowing the patient’ help you to determine the basis for your care?









Case Study 2.3

Asham has been a registered nurse for 4 years and loves his job. He consistently volunteers to help mentor new graduates and staff who are new to the area. Patients really respond well to him, and the feedback the nursing unit manager receives is always that Asham is a nice person and an excellent communicator. He leads the ‘essentials of care’ team in the values clarification exercises, having already completed the facilitator's course, of which introspection and personal values clarification are inherent parts.


Reflective Questions


1. Assess Asham in terms of his attributes for engaging in person-centred nursing. What other information would you want to know before completing this assessment?

2. In McCormack and McCance's17 patient-centred nursing framework, give yourself a score out of five for the ‘prerequisites’ or ‘attributes’ of the nurse:

▪ professional competence

▪ interpersonal skills

▪ commitment to the job

▪ clarity of beliefs and values

▪ self-knowledge.

3. Studying these results, what actions might you take to increase your score so that it is closer to 5 out of 5?
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Becoming part of a team
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Learning Objectives

When you have completed this chapter you will be able to:


▲ identify realistically the challenges facing new graduates of nursing

▲ identify the significant characteristics of a nursing team and match them to personal and professional values and career aspirations

▲ recognise the importance of clarifying responsibility, accountability and authority within role boundaries

▲ understand the importance of self-awareness in order to assess reliably one's contribution to the team

▲ know the appropriate sources of critical feedback on performance.






Introduction

Introducing the concept of ‘becoming part of a team’ is hard without resort to platitudes, rhetoric and, frankly, more of the same old stuff. Ideals and theories surrounding teamwork abound; they sound moral (create and maintain mutual respect), sensible (choose the team carefully) and supportive (have a preceptor) – yet the reality is not so clear for many who join a team for the first time as registered nurses. Graduate nurse transition programs (GNTPs) of one type or another are the norm in Australia. The landscape of graduate nurse placement has changed significantly in recent years, due to an increased number of nursing graduates across the country that has occurred in line with workforce planning. This has resulted in non-traditional graduate nurse placements; for example, graduate nurses are now placed in acute specialty areas, primary healthcare, mental health and rural/remote settings.

While the GNTP nurse may be assigned a mentor or preceptor, there is no guarantee of how often they will work together; and, in order to gain a range of experience, new graduates may be allocated to teams as temporary members, rendering the notion of ‘choosing your team’ obsolete.

This chapter is written for both the GNTP and the first-year post-GNTP nurse. Following the program, with experience and more confidence, registered nurses are in a good position to find a team to suit their career aspirations and settle down to nurse successfully.

We write here about some of the ‘old stuff’, but hopefully it is with a measure of common sense born of experience in the health system. There is plenty of evidence (both anecdotal and research-based) that the first year can be both ‘tough’ and ‘tremendous’.1–9 We hope to write in a way that prepares the reader to dodge or ride the tough, and appreciate and capitalise on the tremendous. This involves:


▪ considering the make-up of any team, beginning with overt and covert values held by the team

▪ defining the new role, responsibilities and accountability mechanisms

▪ learning to assess as accurately as possible one's contribution to the team

▪ planning and organising in order to maximise chances of success in the new team.



In short, the process of transition from nursing student to registered nurse is one of socialisation.10 The new member of the team learns the knowledge, skills and behaviours of the group in order to become part of the team.7 The process is not automatic, and wise graduates will approach the transition with healthy amounts of common sense complemented by an ability to draw on prior learning, question the status quo and assess their place within the team.




Career or Job Aspirations

During the years of undergraduate study the goal is crystal clear – to register as a nurse and graduate from university. Longer-term plans may seem unreal, but it is expedient to spend some time questioning and clarifying career aspirations. If nurses have social priorities, they may ultimately choose an area that offers regular hours or one that is conveniently situated for travelling to work. Some nurses may have plans to travel. For these nurses, experience in areas that would make them a valuable casual employee overseas is the right choice. A few may want to become academics in the future and begin this course by enrolling in a GNTP that offers an Honours degree and later work in areas where they have a clinical research interest.11 Many will know of an area of specialisation that they would like to work in and should seek advice on the best experience that will make them attractive employees in that specialist area. For example, theatres may prefer new team members to have had experience in a surgical ward; a nursing home may prefer staff to have worked in a general medical ward. Some nurses may want to be leaders in nursing and choose areas where there is the likelihood of early promotion.

Although not specifically relating to teams, Glover and colleagues,12 in a survey of newly registered nurses, found that the reasons for choosing hospitals related to the following: the hospital's reputation, the location of the hospital, the conditions of employment, personal preferences and familiarity. Since that survey was conducted there has been a change in nurse labour force numbers and opportunities for newly registered nurses to capitalise on projected nursing shortages do exist, particularly in rural, mental health and elderly care.13 Be aware that there are very different versions of GNTPs across the country.14

Clear aspirations may help nurses to make convincing applications for a particular type of experience, even where managers allocate places. Acknowledgment of such aspirations may also help nurses to locate their own frustration in a particular, and possibly unwanted, allocation and to accept that the fault does not lie with the new team. Nurses who find themselves in an area that does not suit their plans are well advised to recognise that there is a range of generic nursing technologies that need to be practised and there is always something to be gained during an allocation. Any post-registration experience is considered valuable, and reports that nurses collect describing their ability to adapt and work well within a team are likely to impress future selection committees.




The Team Profile

Some teams have readily available information that describes the area, the service, the people (clients and multidisciplinary team), work systems, evaluation techniques, goals, values and beliefs about nursing. The information may be found in printed mission/philosophy statements and locally prepared documents and protocols.15 It is possible for new nurses to judge from these documents the degree to which the team matches their own ideas and ideals of how nursing should be and the degree to which they might ‘fit in’.

Surveys of new nursing graduates have shown that they tend towards having strong professional ideals5,16 which may or may not wane as they become socialised. These ideals also appear high in more experienced staff when they are asked about nursing as it should be.16,17 However, it may be difficult for both new and experienced nurses to translate ideals into practice in contemporary health service organisations. This particular point is shown in a study by Pearson and colleagues17,18 of patterns of nursing care in a fairly typical large Australian hospital. Comparisons were made between:


▪ stated philosophies

▪ verbal accounts of beliefs, values and work practices

▪ actual practice.



In theory the teams espoused current nursing ideology such as care of the individual, holistic nursing, preserving human dignity, advocacy and health promotion. The nurses' practice was observed using a work-sampling technique that showed that ideals, in terms of time allocated to various aspects of nursing work, were not on the whole translated into practice. Proportionally, little time was spent in health promotion or social care of patients, and continuity of care was provided through reporting mechanisms rather than allocation of nurses to the same patients each day. Direct patient care time was spent predominantly in physical care of patients, rather than attending to social or psychological problems with either the patients or their families. When challenged, the nurses, quite reasonably, argued that with increasing acuity and shorter stays in hospital physical care is a priority for both nurses and patients.

From the taste of practice that most newly qualified nurses have had during undergraduate clinical placements they realise that it is not always possible to achieve idealistic standards of nursing. Philosophies and mission statements are indicators that allow new members to know how the team would like practice to be and the way towards improvement through change. New team members will not be popular if they are openly critical of custom and practice, especially before they have some experience of working in an area. They do, however, bring a fresh view to the area and their impressions may remind the team of their stated values and purposes. It is possible to adopt small changes, in line with the stated philosophy, to make improvements – for example, asking to look after the same group of patients, getting to know their families and improving discharge planning. Once individual nurses are established as permanent, trusted and respected members of the team it is more likely that they will be able to influence substantial change.

Nursing is hierarchical and it is worth working out who the different members of the team are and how much experience they have, so that it is known which staff member can help in specific circumstances and to whom the new team member should account. One GNTP nurse from the intensive care unit said:



… but the thing I found good in the first few weeks was the support from senior staff. I felt comfortable really from day one, in knowing, that if I was in trouble, I could just sing out, and there would be someone. And I asked a lot of questions.3

In the early days some kind of preceptorship or mentorship is essential. While traditional methods of one-to-one preceptorship continue, new models of preceptorship are emerging as clinical areas are faced with periods of instability. Workplace staff shortages, differing skill levels and increased patient acuity all have an impact on the success of individual preceptorship.19 The lack of structure and continuity between a preceptor/allocated nurse and novice/graduate nurse can have a negative impact upon the novice nurse's experience of the environment and can affect patient–nurse rapport, critical care skill development, clinical competence and confidence.20,21 Effective preceptorship models must be implemented to ensure nurses in transition to practice remain appropriately supported.22 Clinical areas may adopt the use of a team preceptorship model to support nurses new to clinical practice. Nurses in transition to practice can benefit from the support of expert nurses as well as less experienced preceptors who are often able to demonstrate support and empathy for the new nurse due to their own recent postgraduate experience.23 Newly registered nurses gain exposure to a broader and more diverse range of resources by the approach of different nurses within the team to preceptorship.23 In turn the novice nurse new to preceptorship can learn from experienced practitioners as they work in a collaborative relationship.23 Team preceptorship can facilitate effective socialisation of new nurses as it engenders a more supportive environment.23

Some areas – and some preceptors – are a lot better than others at providing this type of support. Determine what you want of the preceptor, make sure to capitalise on the shifts worked together, and determine how to get essential support if your preceptor is not on every shift that you work. It is worth remembering that a great deal is learnt when working alone. This forces the practitioner to work things out for himself or herself and to watch carefully to see the results of any decisions taken. Reid,24 drawing on the work of Daloz,25 contends that too much support can impede progress while a few challenges can promote progress.

In any organisation where there are obvious power differentials between staff there is the possibility that the more powerful will make the less powerful feel uncomfortable. The behaviour of some team members may intimidate new staff members and this will adversely affect their experience in the team. Much seemingly unreasonable behaviour is more understandable if there is a fair attempt to see the incident from the other person's perspective. Remember that the pace of work in some areas of nursing, coupled with the acuity of the patients and the added responsibility that comes with seniority, makes nursing stressful for more experienced nurses too. In these situations, think through the incident carefully and try not to take it personally – unless, that is, it was meant personally!

Madeline demonstrates how she settled down after she found confidence:



I found the first two or three months really, really stressful. Um, I found staff – half the staff, to be really supportive, and the other half of the staff didn't want to have a bar to do with you. So I found that really upsetting and what not. Umm … but the last three months, when everything started to fall into place, I really enjoyed myself.3

More than 10 years later new graduates are saying similar things.7 However, when people are encountered who abuse their power, a practical response is to find a neutral person who will talk through the situation with either party or both parties. There is evidence that bullying is rife in the nursing profession, and most worrying is that one's response is to become acculturated and in time mimic the bullying behaviour oneself.26,27 Griffin28 has studied bullying in nursing and offers practical advice to nurses about what constitutes bullying behaviour and how to respond assertively. Formal complaint processes are cumbersome, have serious repercussions and can be extremely stressful for the complainant. Nevertheless, if the behaviour amounts to bullying, a formal process should be pursued. The longer it takes for corrective measures to be taken, the worse the behaviour is likely to become. Bullies typically pick on people in the organisation who are perceived to have no power, and this makes the new nurse particularly vulnerable.




Knowledge for Practice

Deborah Mitchell wrote about her first placement after graduating that ‘the learning curve went straight up!’.2 Predominantly, learning will be from experience. The opportunity to rehearse new skills until they become almost like second nature is extremely rewarding. The techniques of critical reflection on practice, learnt in most undergraduate schools of nursing and detailed in Chapter 18, should help the new graduate to make sense of what is going on and to gain confidence.

Routines and procedures in any area of nursing are essential early learning because supervision is required until they are mastered. Although it sounds obvious, until new nurses know where stocks are kept they will have to interrupt other people's work to be shown, or waste time looking for themselves. Most nurses are busy and it will be appreciated if the new nurse is considerate and tries to save others time, but this has to be balanced against the risk of being perceived as slow and/or inefficient if you do not ask – it is a fine balancing act!

Watson29 describes the core and trim of nursing. Core nursing comprises those elements relevant to nursing, irrespective of specialty, and is organised by Watson into 12 carative factors. These elements of nursing will be familiar to new graduates, for they are the very substance of most nursing curricula. Trim, on the other hand, ‘refers to the practice setting, the procedures, the specialised clinical focus, and the techniques and specific terminology surrounding the diverse orientations and preoccupations of nursing’. New members of any team need to concentrate on trim skills and knowledge for, once they have mastered the specialist knowledge, they will be more confident about refining and extending their expertise in core skills such as nursing assessment, establishing and maintaining therapeutic relationships, health promotion and communication.30 All of the latter are covered in the undergraduate curriculum and therefore all new graduates are expected to be reasonably competent.

Nursing is becoming so specialised these days that there are bound to be equipment or procedures in each new area that the nurse has not encountered before. Mitchell2 said of her early experiences:



I had never encountered central lines and many of the oncology drugs and procedures mentioned in that first ward report. During the next few weeks I experienced stress as high as any I'd known … I am relieved to report that by week seven and eight, I was no longer overwhelmed. I knew enough to be reasonably confident, cheerful and more relaxed.

In our experience of undertaking ‘Fears, Hopes and Expectation’ exercises with graduate nurses on commencement of their first year, they most commonly cite medication management as being stressful and concerning; this is regardless of how educationally prepared they may feel. The successful socialisation to a team can have a direct impact on the graduate nurse's ability to manage patient medication safely, with feelings of isolation, and not wanting to bother busy colleagues and/or to question the decisions of senior nurses, all contributing to potential medication errors. However, safety cannot be compromised and therefore medication management should not deviate from the rules. This may mean that the new nurse needs to be assertive.9

It will be time to reopen the books and read about physiology and pathophysiology, medical treatments, pharmacology and best practice in the form of systematic reviews of available research and summary sheets available on the evidence-based practice sites listed. Watch the experienced clinicians as they perform procedures, ask questions, and relate their practice to theory in order to understand the processes. The following extract is from a GNTP nurse in the intensive care unit talking about her early experiences:



… you follow other nurses around, watch what they do, get their habits, and do the same thing … how someone might do this, or do a turn, or how someone might do suction, and how someone might check the ventilators … any little procedure, CVC [central venous catheter] lines, using the pumps.3

The multidisciplinary team members are also valuable sources of knowledge and expertise. Mitchell2 advises other nurses on graduate nurse programs to ask questions and to make frequent notes in a journal.
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