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Abstract 

The first year of sustained practice for New Graduate Nurses is a significant period of 

professional growth and development. Having never been registered nurses, New 

Graduate Nurses are simultaneously being and becoming registered nurses. This 

qualitative study aims to contribute to a deeper understanding of New Graduate Nurses’ 

experiences of professional becoming. Nine New Graduate Nurses participating in 

Transition to Practice Programs at three regional Victorian health services between 2013 

and 2014 volunteered to share their experiences for this study.  

Hermeneutic phenomenology was chosen to explore participants’ lived experiences and 

to answer the question:  

 What are the experiences of New Graduate Nurses that shape their professional 

becoming?  

To answer this question the following sub-questions were posed: 

o What enables and constrains New Graduate Nurses’ professional becoming?  

o What do New Graduate Nurses’ experiences mean for their care and caring 

practices? 

Data was collected from participants using three methods: i) two semi-structured 

interviews, the first of which included visual elicitation; ii) participant observation; and 

iii) a participant creative artefact. Three artefacts were chosen to provide a basis for initial 

data analysis and are re-presented in the findings chapters in this thesis as ‘metaphor made 

real’.  

New Graduate Nurses encounter an avalanche of newness upon commencement of their 

employment, which can contribute to a cognitive busyness which constrains their 

professional becoming and leads to cognitive short cuts. Calming cognitive busyness is 

neither time-bound nor linear.  

As they begin to feel more in control, New Graduate Nurses’ busyness subsides and they 

begin to ‘see’ patients’ responses to their own situations. Their professional nursing 

responses become commensurate with their education and experience. This shift in 

attention can create professional and personal tensions. Tensions come from the intimate, 

privileged nature of nursing work that is beyond social norms of relating to strangers. 
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Time to gain experience in their new roles and contextualise their experiences is important 

for their practice and for New Graduate Nurses as people.  

The intra-professional environments New Graduate Nurses enter are revealed in their 

experiences of work unit cultures and broader professional discourse. Systemic and 

endemic tensions within the profession’s discourse about New Graduate Nurses’ 

preparation for practice are beyond their control. Yet they bear the burden of deficit views 

about their professional capabilities. Collectively supporting their professional 

development to become practitioners capable of providing integrated, skilled and 

embodied care is a professional imperative.  

New Graduate Nurses learn about themselves as people. The personal changes they 

experience are significant to their professional becoming because their encounters in 

practice impact them personally and professionally. Integrating their role as a registered 

nurse within their broader life is a feature of professional becoming that requires 

navigation of uncomfortable silences.  

Literal, epistemological and ontological silence reflect personal discomfort and private 

efforts to ascribe meaning to professional experiences. Through reflexivity, opportunities 

to question and challenge assumptions and biases during self-evaluation and self-critique 

can move New Graduate Nurses beyond improving direct patient care to knowing oneself 

in practice by returning to ‘being’ and (professional) becoming.  
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Glossary of terms 

 

Clinical reasoning ‘The process by which nurses collect cues, process the 
information, come to an understanding of a patient problem or 
situation, plan and implement interventions, evaluate 
outcomes, and reflect on and learn from the process’ (Levett-
Jones et al., 2010, p. 515). 
 

Cognitive busyness An internalised pressure created by a perception of limited time 
to complete work (Thompson et al., 2008; Yallop et al., 2005). 
 

Cognitive shortcuts Face value acceptance of a patient’s situation without due 
consideration of the context. 
 

Creative artefact A representation of a participant’s experience, used to explore 
and express complex ideas and stories to deepen understanding 
and meaning. 
 

First year of 
sustained practice 

A New Graduate Nurse’s first year of employment as a 
registered nurse, in which they are immersed in nursing 
situations across the entire year. 
 

Graduate Nurse 
Program/Transition 
to Practice Program 
 

A professional development program offered by a health 
service to support newly graduated nurses’ transition to 
professional practice.  
 

Graduate Nurse 
Program Co-
ordinator 
 

A registered nurse responsible for development, 
implementation and evaluation of a Graduate Nurse Program in 
a health service. 

Intra-professional 
environment 

The intra-professional environment is presented in this 
study as an extension of ‘the nursing situation’ (Boykin & 
Schoenhofer, 2001, p. 13).  
 This includes the professional environment of 

nursing, rather than the broader health service 
working environment, in which New Graduate 
Nurses’ perspectives of nursing widen and deepen as 
they come to more completely know nursing as a 
profession and as professionals.  
 

 The intra-professional environment includes 
profession-based discourse about New Graduate 
Nurses, which is grounded in professional history.  

 
Learning for practice Undergraduate learning to meet minimum requirements for 

registration with the Nursing and Midwifery Board of 
Australia. It includes academic preparation and a minimum of 
800 hours of workplace learning. 
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New Graduate Nurse A registered nurse who has completed an undergraduate degree 
accredited by the Australian Nursing and Midwifery 
Accreditation Council, registered with the Australian Health 
Practitioner Regulation Agency and is, for the first time, taking 
up the role and responsibilities attributed to registered nurses. 
‘New Graduate Nurse’ has been capitalised throughout the thesis to 
differentiate these practitioners from other registered nurses. 
 

Nursing situation Context-bound practical and social contexts of nursing that 
include clinical nursing practice and intra-professional contexts 
where the intrinsic beliefs, values and symbols of nursing’s 
professional culture dwell and become known. 
 

Professional 
becoming 

A uniquely personal process of change, emerging through 
acquisition of knowledge and its application in authentic 
situations that facilitates coming to know the world of nursing 
through its practice. This term has been italicised throughout 
the body of the thesis as reminder of the phenomenon being 
investigated. 
 

Professional 
maturity 

Integration of knowledge and skill, and adapting practice based 
upon new insights, rather than chronological age or time-bound 
experience. 
 

Scope of practice ‘That in which nurses are educated, competent to perform and 
permitted by law. The actual scope of practice is influenced by 
the context in which the nurse practises, the health needs of 
people, the level of competence and confidence of the nurse and 
the policy requirements of the service provider’ (Nursing and 
Midwifery Board of Australia, 2016b, p. 6). 
 

Underbelly  the weakest or most unpleasant part of something 
(https://dictionary.cambridge.org/dictionary/english/underb
elly, accessed 12/3/2019) 
 

 a dark, seamy, often hidden area or side 
(https://www.dictionary.com/browse/underbelly, accessed 
12/3/2019). 

 
Visual elicitation The use of photographs and images to stimulate conversation 

in interviews produces a different type of information than 
words alone because photographs ‘evoke deeper elements of 
human consciousness’ (Harper, 2002, p. 13). 
 

Workplace learning A minimum of 800 hours of workplace experience, not 
inclusive of simulation activities, incorporated into 
undergraduate nursing programs and conducted in a variety of 
health-care settings that provide exposure to suitable 
opportunities and conditions for students to attain the current 
Registered nurse standards for practice (Australian Nursing 
and Midwifery Accreditation Council, 2012; Nursing and 
Midwifery Board of Australia, 2016b). 

https://www.dictionary.com/browse/underbelly%20Accessed%2012/3/2019
https://www.dictionary.com/browse/underbelly%20Accessed%2012/3/2019
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Work unit  Traditionally referred to as wards or departments such as 

Medical Ward or Emergency Department. 
 

 Refers to part of a health service in which patient care is 
provided, usually based upon a clinical specialty or 
patient acuity. 
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Chapter 1: Introduction 

1.1 Background to this study 

This story began a long time ago, but is not a ‘Once upon a time …’ story with a ‘happily 

ever after’ ending. It is neither a tale of nostalgia for the starched caps, aprons and veils 

of generations ago, nor the days when I left home to ‘go nursing’ and was ‘trained’ at a 

metropolitan community hospital. This story is about experiences of professional 

becoming among contemporary New Graduate Nurses during their first year of sustained 

practice. It recognises that New Graduate Nurses’ experiences are very different to my 

own immersive experiences as a student and newly qualified ‘staff nurse’. 

Before I commenced this study my neighbour’s parent was diagnosed with cancer in a 

metropolitan hospital and had a prognosis of weeks rather than months. We talked of 

many things during that time. In particular his experiences of the health service system, 

and what he perceived to be a lack of care, stood out for me. He had a sense of nurses 

doing tasks rather than giving care to a person he loved – a person who was a parent, 

grandparent, spouse and sibling. Those conversations drew me back to my experiences 

as a daughter during my father’s admissions to hospital. Now, as the mother of an 

adolescent and the daughter of an ageing mother, professional nursing care has been and 

will continue to be important in health service delivery for my own family – in the 

community, at a hospital, and perhaps in an aged care facility. My neighbour’s and my 

stories divulged similar themes about care and caring.  

Nursing, health care and health service delivery have changed dramatically since I 

trained. Increasing acuity, chronic and complex patient diagnoses, eHealth and digitalised 

practices, increasing cultural diversity among patients and an emphasis on health service 

delivery as a business secondary to a social service, see nurses’ practice caught in tensions 

between economic and moral imperatives. In addition, substantial changes in nurse 

education since my own immersive training means that nursing students complete their 

degrees and register with the Australian Health Practitioner Regulation Agency with a 

generalist preparation for practice that causes their ‘work readiness’ to be consistently 

contested. This has led me to wonder about New Graduate Nurses’ experiences as they 

become professionals in their own right and what those experiences mean for their caring 

practice. 

Informing this study is my belief that ‘being’ is never static and reality is constructed 

from personal experiences that are subjectively interpreted. We make our own meaning 
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of experiences and events which inform who we are, what we know, and how we respond 

to and understand our (broader) world. In other words, we shape, and are shaped by, the 

world around us through experience and interpretation.  

To locate myself as a researcher within this study, I have been drawn to a qualitative 

methodology based upon experiences during completion of my Master of Arts (Social 

Ecology). The use of creative arts during that program connected and reconnected me 

with personal and professional experiences and the wider socio-cultural and political 

contexts of the times. The artefacts I generated revealed concealed experiences that I 

could not articulate at the time and enabled a deeper self-understanding. The personal and 

professional stories illuminated during that program of study have been profoundly 

important in shaping my ways of being and becoming, both personally and professionally. 

In nursing some experiences are beyond words. In this study, to overcome participants’ 

loss of words and to gather the richest possible descriptions of their experiences, visual 

elicitation and creative artefacts were used as adjuncts to semi-structured interviews.  

Immersing myself in the mass of rich data from participants involved a continuous spiral 

of reading, writing, reflecting, editing and questioning. Reflexivity invited a critical 

awareness of myself as a new researcher, which emerged out of periods of frustration and 

through periods of epistemological and ontological silence. Knowing, but being unable 

to articulate knowledge, understanding or experiences, placed me in a similar position to 

that of the research participants. Finding answers that at the same time raised more 

questions about the study, the data, and myself was part of the immersive process of 

becoming a (new) researcher. Allowing the silences to be and returning to being in the 

midst of doing was particularly challenging.  

Informing this study is my belief that being is neither static nor ordered, and that 

becoming is a constant, open-ended state of transition. Time for experiences with and 

without the other, and time for silences, have enabled deep engagement with the 

participants’ data and illuminated their experiences beyond what was explicit. Some of 

the participants’ descriptions validated my experiences in clinical practice – returning to 

silent dwelling and questioning, then moving forward to current understanding grounded 

in accumulated professional experiences. Informed historically and contemporaneously, 

a new horizon has emerged that provides a deeper understanding of New Graduate 

Nurses’ experiences of professional becoming during their first year of sustained practice. 

The same process has enabled a deeper understanding of hermeneutic phenomenology 
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and a revised perspective of myself as a practitioner-researcher. This has meant 

challenging personal assumptions about New Graduate Nurses’ has illuminated structural 

and professional enablers and constraints on their professional becoming that were not 

part of my own experience as a newly qualified registered nurse.  

This study aims to gain a deeper understanding of the lived experiences of New Graduate 

Nurses’ professional becoming during their first year of sustained practice. Perspectives 

about New Graduate Nurses could be gleaned using a number of research methodologies; 

however, the lived experiences of professional becoming for New Graduate Nurses is an 

identified gap in nursing literature. Filling this gap from a phenomenological perspective 

establishes this study as qualitative, in the interpretive paradigm and adopting a 

hermeneutic phenomenological approach. Hermeneutic phenomenology is a research 

method used in qualitative research in certain fields of human sciences, including nursing. 

The methodological basis and design of this study will be discussed in detail in Chapter 

3 of this thesis.  

The discussion that follows within this chapter identifies the geographic location of the 

study. Chapter summaries are then provided to give readers an overview of the entire 

study.  

 

1.2 Location of this study 

This study has been conducted with New Graduate Nurses from three regional health 

services in the Hume Region of the Victorian Department of Health, Australia.  In the 

Hume Region public hospitals located in the regional centres have affiliations with 

universities for education and training opportunities and research. Using a hub and spoke 

model of service delivery, some services are provided from the regional centres to 

outlying areas. The regionally based health services also become part of a spoke for 

metropolitan health services to provide outreach specialist services to regional and rural 

populations.  

The Hume Region includes north-eastern Victoria and the Goulburn Valley. It is bounded 

by the Murray River to the north and extends to the rural fringe of metropolitan 

Melbourne in the south. It is a geographically diverse region that includes parts of 

Victoria’s alpine areas, some relatively remote farming communities and the major 

regional centres of Albury Wodonga, Wangaratta and Shepparton (Victorian Department 
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of Health, 2014). The catchment area of the Hume region extends into the southern 

Riverina area of New South Wales.  

Figure 1 identifies the ten local government areas within the region. The area in white 

depicts the additional catchment area. 

 

Figure 1: Map of Hume region and administrative areas  
(Victorian Department of Health, 2013) 

 

Each health service had their own program, with content and structure developed locally. Overall, 

each program was one year in length, and New Graduate Nurses were employed be the health 

services at 0.8 effective full time equivalent.  Program participants rotated through acute, sub-

acute and specialty clinical units, such as Emergency Department, Intensive Care and District 

Nursing Services of the health services  These rotations are consistent with Transition to 

professional practice programs nationally and internationally, and offer New Graduate Nurses  

opportunities for supported professional and clinical development; and, experience in , and 

exploration of clinical practice environments (Levett-Jones & FitzGerald, 2005; Phillips, 

Esterman, & Kenny, 2015) 

  



5 

Figure 2 locates the Hume Region within the state of Victoria and demonstrates the 

proximity of the southern part of the region to metropolitan Melbourne. 

 

Figure 2: Victorian Government Regions  
(http://www.health.vic.gov.au/images/dh-lga-regional.jpg, accessed November 2014) 

 

The Hume Region was chosen as the location of this study because it is a defined 

geographic area with three regional health services that offered New Graduate Nurse 

Transition to Practice Programs. Upon reviewing the literature about New Graduate 

Nurses, research specifically related to them in regional health services was not evident. 

I will elaborate on this further in Chapter 2 of this thesis.  

The three regional Victorian health services were located within a three-hour drive of my 

home and employment. Proximity and driving time were important considerations 

associated with my professional and personal commitments. Additional considerations 

related to this choice were maximising the possible pool of participants, and reducing the 

risk of participant identification in the final thesis if a single site was chosen.  

http://www.health.vic.gov.au/images/dh-lga-regional.jpg
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1.3 Chapter summaries 

1.3.1 Chapter 2: Literature review 

This chapter presents a discussion of literature relevant to New Graduate Nurses’ 

contemporary preparation for practice and the notion of professional becoming. To situate 

contemporary preparation for nursing practice, a historical perspective, showing where 

the seeds of professional nursing were sown, is provided to identify threads that connect 

nurses and nursing across time. Relevant national and international social, educational 

and health service reforms of the latter half of the 20th Century conclude the historical 

discussion. Contemporary undergraduate preparation for practice as a registered nurse in 

Australia is outlined to provide the legal and accreditation framework under which New 

Graduate Nurses are educated and prepared for practice as registered nurses. Work 

readiness of New Graduate Nurses and supported Transition to Practice Programs are 

discussed, using the concept of professional becoming in nursing as a basis for this study.  

 

1.3.2 Chapter 3: Methodology 

The philosophical framework for the study, the research design, ethical considerations 

and approvals, data collection methods, and data management and analysis are presented 

in this chapter. The rationale for each methodological and data collection decision is 

provided to enable clarity about the research framework and design. Flow charts and 

diagrams are included as visual summaries of the text. Direction to relevant appendices 

is provided.  

Data analysis was a constant, spiralling, iterative process of interpretation that identified 

themes, subthemes and elements of experiences. To honour the work participants 

contributed to this study, three artefacts were chosen to provide a basis for initial 

collaborative data analysis and a subsequent framework to present the findings chapters 

as ‘metaphor made real’. Two of the findings chapters hold the title of participants’ 

artefacts. Wherever possible, the words of participants have been used as chapter 

subheadings within the findings. 
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1.3.3 Chapter 4: Metaphor made real: Journeys to becoming a nurse 

This chapter presents two themes: ‘transitions’ and ‘so much more to learn’. The first 

theme presented in this chapter begins with the subtheme ‘Old life prequels’, which 

presents the backgrounds to participants’ respective journeys. ‘Time and experience’ was 

a common topic throughout participant interviews and is the second subtheme to be 

explored. The final subtheme to be explored in this theme was also a regular topic among 

participants: ‘Confidence ebbs and flows’. 

Consistent with research into this significant period of professional growth and 

development, participants in this study emphasised a tremendous amount of learning 

during their first year of sustained practice. Within the theme ‘so much more to learn’, 

two subthemes will be explored: ‘Searching for rhythms, recognising patterns’, and 

‘Consolidation and integration’.  

 

1.3.4 Chapter 5: Metaphor made real: Wider and deeper perspectives 

In this chapter, essential features of professional becoming  in relation to ‘wider and 

deeper perspectives’ of nursing practice and nursing as a profession are explored through 

three themes: ‘Overwhelmed, overloaded and overtired’; ‘Maturing in practice’; and 

‘Thriving-surviving: Surviving-thriving as professionals’. These themes explore the 

professional and personal tumult experienced by New Graduate Nurses, balanced with 

descriptions of professional and personal change. The first two themes predominantly 

locate participants’ experiences in clinical contexts, while the final theme of this chapter 

moves attention to work units and professional cultures.  

 

1.3.5 Chapter 6: Metaphor made real: Destination not yet 

In this chapter, two themes are explored: ‘new ways of being’ and ‘a never ending story’. 

The first theme considers the issues of redefining self and integrating personal attributes 

into professional contexts. The second theme acknowledges the participants’ sense of 

achievement and focuses on continuing integration of personal and professional selves. 

‘New life sequelae’ is the final subtheme, which relates to the participants’ planning and 

goal setting for their respective futures. 
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1.3.6 Chapter 7: Discussion 

The purpose of this chapter is to critically evaluate New Graduate Nurses’ descriptions 

of their experiences during their first year of sustained practice, in order to synthesise 

meaning and form ‘new horizons’ (Gadamer, 1989/2004, p. 301) for professional 

becoming. ‘Time for experience in professional practice’ explores time and experience 

conceptually, linking the relevance of both these ideas to professional caring in practice 

and nursing situations. ‘The nursing situation’ is clarified in this discussion and provides 

a framework for the ensuing discussion – ‘Professional becoming: A process of coming 

to know in nursing situations’. Participants’ experiences are brought together as they 

come to know the profession in clinical and intra-professional contexts as professionals. 

Critical evaluation of these predominant themes is synthesised in ‘Professional becoming: 

A silent process of coming to know oneself as a professional’ and the summary remarks 

of the chapter. 

 

1.3.7 Chapter 8: Conclusion and recommendations 

A summary of the study is presented, providing an overview of the purpose of the study. 

To locate the researcher in this process, researcher becoming and reflexivity is outlined. 

The strategies adopted to avoid researcher bias in data analysis are also outlined and 

inclusion/exclusion of some elements of experience is explained. 

Significant findings and outcomes of the study are provided to conclude the chapter. 

Recommendations from this study are presented in relation to undergraduate preparation 

for practice, intra-professional and inter-sectorial collaborative opportunities, New 

Graduate Nurse transition and further research.  

To locate this study more comprehensively, a review of literature relevant to nurses’ 

contemporary preparation for practice and Australian legal and accreditation frameworks 

follows. The work readiness of New Graduate Nurses and supported Transition to 

Practice Programs are discussed, using the concept of professional becoming in nursing 

as a basis for this study.  
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Chapter 2: Review of literature 

2.1 Introduction 

At its simplest, the overall purpose of a literature review is to explore ideas and concepts, 

identify seminal works and gaps in knowledge, and establish the need for a particular 

research project.  There is a plethora of qualitative and quantitative research about New 

Graduate Nurses.  This could be an argument for conducting a systematic/integrative 

review.  The expectation that a doctoral thesis literature review is constructed as a 

systematic/integrative review, however, is not widely accepted and not an explicit 

requirement (Tenham-Baloyi & Jordan, 2016, Hodgson, 2020).  Further, conducting 

literature reviews in qualitative research is a contested area of guidance, and advice for 

novice researchers on how to undertake a literature review for a phenomenological study 

is limited (Fry, Scammell & Barker, 2017; Tenham-Baloyi & Jordan, 2016; Polit & Beck, 

2012; Denzin, 2011).  This literature review provides a background that locates this study 

in an historical, sociological and political context before focusing attention on 

contemporary issues associated with New Graduate Nurses through a lens of professional 

becoming.   

This chapter presents a discussion of literature relevant to New Graduate Nurses’ 

contemporary preparation for practice and the notion of professional becoming. To situate 

contemporary preparation for nursing practice, a historical perspective, showing where 

the seeds of professional nursing were sown, is provided to identify threads that connect 

nurses and nursing across time. Relevant national and international social, educational 

and health service reforms of the latter half of the 20th Century conclude the historical 

discussion. Contemporary undergraduate preparation for practice as a registered nurse in 

Australia is outlined to provide the legal and accreditation framework under which New 

Graduate Nurses are educated and prepared for practice as registered nurses.  

Specific discussion about New Graduate Nurses is informed by national and international 

literature which serves to highlight contemporary experiences of New Graduate Nurses 

for health service providers, policy makers, academics, and the profession more broadly.  

There is a dearth of knowledge about their professional becoming and the purpose of this 

study is to address this gap in understanding of this significant period of professional 

growth and development.  A brief discussion about Transition to Practice Programs has 

been included in the Literature Review because participants in this study were recruited 

through those programs. 
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The phenomenon of interest, professional becoming, is discussed, conceptualised and 

defined for the purpose of the thesis because no clear definition could be identified 

elsewhere.  A discussion of the aim and significance of the study concludes the chapter. 

 

2.2 A historical perspective: Vocation to professional discipline 

The historical development of modern nursing aligns with social changes during the 19th 

and 20th Centuries. Until the mid-19th Century, as part of their vocational calling and 

service in God’s name, religious women were recognised as traditionally ministering to 

the needs of the underclasses and sick (Binnie & Titchen, 1999; O’Brien, 2011). In other 

quarters, reflecting the social conditions of the era, charlatans and drunkards tended to 

the needs of their own people (Donahue, 1996; Woodham-Smith, 1950). This overview 

of the education and organisation of nurses as health professionals begins with Florence 

Nightingale.  

Nightingale’s influence in England from the mid-19th Century led to the development of 

nurse training programs and the shift from seeing nursing as a vocation to viewing it as a 

professional discipline. Ethel Bedford-Fenwick extended Nightingale’s work by 

improving the standard of nursing through a training system of practical work and 

theoretical instruction, eventually leading to the Nurses Registration Act 1919 in England. 

In Australia, Nightingale-trained graduates arrived in Sydney in 1868, led by Sister Lucy 

Osburn. These graduates established Nightingale’s system of nurse training in this 

country and it remained substantially unchanged for a century. The transition of nurse 

education from an apprenticeship-style training based in hospitals, to an academic 

qualification in the higher education sector, occurred during the late 20th Century. In the 

21st Century, nurse education and professional organisation is driven by ongoing reform 

and change within the health sector, propelled by a rapidly changing social and health 

environment. It is in this environment of constant change that New Graduate Nurses begin 

their practice as registered nurses. 

 

2.2.1 Education and organisation of nurses  

Responding to a ‘call from God’, Nightingale completed three months’ nursing training 

at a hospital and school for deaconesses at Kaiserswerth, Germany in 1851. This training 

enabled her to take up the Superintendent role at the Establishment for Gentlewomen in 
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1853 (Royal College of Nursing, 2010). In 1854 she was recruited to supervise the 

introduction of female nurses into military hospitals during the Crimean War. Her 

detailed observation and documentation of conditions in military, and later civilian, 

hospitals and work to improve conditions for the sick and wounded are the basis of her 

reputation as a hospital reformer (Donahue, 1996; Royal College of Nursing, 2010; 

Woodham-Smith, 1950). Nightingale established a school for nurse training at St 

Thomas’ Hospital, London, in 1860, which embedded recognition of her status as the 

founder of modern nursing (Royal College of Nursing, 2010). Nightingale (1859/1946) 

expanded the scope of nursing practice from the ‘administration of medicines and 

application of poultices’ to ‘the proper use of fresh air, light, warmth, cleanliness, quiet 

and the proper selection and administration of diet’ to enable nature’s ‘reparative process’ 

(Nightingale, 1859/1946, p. 6).  

Nightingale’s advocacy for fresh air, sanitation, rest, observation and nourishment 

illuminates public health issues associated with the urban environment of the time and 

reveals a moral duty to care for and about the public good, as well as individuals. She 

identified issues associated with poverty, unsanitary conditions and overcrowding which 

are understood today as social determinants of health (Baum, Laris, Fisher, Newman, & 

MacDougall, 2013; Pfettscher, 2010). Patients were, however, for the most part passive. 

Nurses did ‘to’ and ‘for’ the patient and controlled all aspects of the environment to enable 

recovery. In this context, becoming a nurse could be seen as a vocational calling to the 

service of others.  

A Christian tradition of ‘devotion to care of the sick’ (Binnie & Titchen, 1999, p. 10) and 

a hierarchical organisation of nurses were distinct priorities for Nightingale. She insisted 

on ‘her’ nurses being of fine moral character, disciplined, obedient and selfless in their 

service, and encouraged nurses to consider the impacts of their behaviours on patients, 

advising them about such activities as reading to patients, speed of movement and rustling 

crinolines (Binnie & Titchen, 1999; Nightingale, 1859/1946; Reverby, 1987). Further, 

she identified behaviours, professional skills, knowledge and character traits required for 

the practice of nursing (Nightingale, 1859/1946; Pfettscher, 2010; Reverby, 1987). It 

could be concluded that, to become a nurse, women were required to have a vocational 

calling and behave in ways that did not draw attention to themselves.  

Nightingale prepared a text, Notes on nursing (1859/1946), which reveals a humanitarian 

social conscience and service to the community. She claimed her text was ‘meant simply 

to give hints for thought to women who have personal charge of the health of others’ and 
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to advise about how to ‘think like a nurse’ (Nightingale, 1859/1946, p. 6). Her writing 

moves between care in private homes, beseeching ‘mothers of families’ (p. 6) to recognise 

their own expertise, to the application of pathology and its implications for human 

recovery. The phrase ‘think like a nurse’ implies that to be a nurse was more than use of 

maternal or female instinct, while the application of pathology suggests a need for nurses 

to be educated about science.  

Nightingale emphasised the ongoing use of skilled observation and performance of tasks 

based on the level of a nurse’s training. The school for nurse training at St Thomas’ 

Hospital grew amid opposition from physicians and surgeons, some of whom asserted 

that nurses and ward-maids should learn little more than poultice making (Donahue, 

1996). This view reflects an elitist desire to control the education and activities of nurses, 

but establishment of the first nursing school was significant for the very reason that it 

highlighted the importance of nurse education and training. Through graduates of the 

school for nurse training, hospital reforms spread across England and later throughout 

parts of the British Commonwealth. 

Ethel Bedford-Fenwick (nee Gordon-Manson), a Nightingale trainee, was appointed 

Matron at St Bartholomew’s Hospital, London, in 1881 and immediately set about 

improving the standard of nursing through training and theoretical instruction. Her point 

of departure from Nightingale’s work, however, was acting on the need for protection of 

nurses from employer exploitation and protection of the public from untrained women 

purporting to be nurses (Reverby, 1987; Royal College of Nursing, 2013; Woodham-

Smith, 1950). The need for registration and regulation of nursing indicates that untrained 

women were able to assume the role and title of ‘nurse’ without regard for training, 

education or knowledge. 

After six years at St Bartholomew’s Hospital Gordon-Manson resigned, married Dr 

Bedford-Fenwick and began to advocate for the registration and professional organisation 

of trained nurses. Support for and protection of nurses’ interests through registration and 

a raised professional standard were her aims (Royal College of Nursing, 2013; Woodham-

Smith, 1950). She identified registration as an opportunity for legal recognition of nurses 

and ‘the lever to that high, irreproachable position to which all nurses should aspire’ 

(British Journal of Nursing, 15 May 1920, p. 288, as cited in Royal College of Nursing, 

2013). For Bedford-Fenwick and her associates, three principles for registration and 

regulation of nursing could not be conceded: a minimum standard of three years’ training 

as the qualification for registration; a standard curriculum and examination for all nurses; 
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and the appointment of a central Nursing Council to govern the profession (Royal College 

of Nursing, 2013). Public sparring about the organisation and registration of nurses across 

three decades, through professional journals and in both Houses of the British Parliament, 

eventually led to The Nurses Registration Act 1919 (Royal College of Nursing, 2013).  

In Australia, transportation of convicts from England to the colony of New South Wales 

ended officially in 1840. Settlements were established in Queensland, Victoria, South 

Australia and Tasmania, and by 1850 hospitals had been established based upon an 

English model of charitable benevolence, offering refuge to the poor sick. The 

governance and administration structures supporting these hospitals were male dominated 

and the nurses who worked in them were seen as maidservants (McCoppin & Gardner, 

1994). In Sydney, discontent with the management of the Infirmary and all too common 

evidence of filth and vermin led Sir Henry Parkes, Colonial Secretary of New South 

Wales and social reformer, to write to Nightingale in 1866. He requested that she despatch 

nurses who had completed her training to the colony, to introduce her reforms and training 

(Burrows, 2018; McDonald, 2011; Willetts, 2015). In 1868 six graduates arrived in 

Sydney, led by Sister Lucy Osburn, who was to take up the position of Lady 

Superintendent of the Sydney Infirmary and Dispensary.  

As Lady Superintendent, Osburn took charge of the internal management of wards and 

female staff. Throughout her sixteen years in Australia, her work could be described as a 

battle against appalling environmental conditions for patients and nurses, associated with 

interference, corruption and prejudice, and abuses of power within the governance 

structure combined with general lack of respect, which fuelled resentment and opposition 

to the reforms that she was endeavouring to implement (Burrows, 2018; McCoppin & 

Gardner, 1994; McDonald, 2011; Willetts, 2015). She established and supervised training 

of nurses at the Infirmary. Together with the five nurses who arrived with Osburn, the 

nurses whose training she supervised took up roles as superintendents and matrons in 

small and large centres across the colonies (Commonwealth of Australia, 1994). In this 

way, the system of nurse training established by Nightingale became established in 

Australia and remained substantially unchanged for a century.  

Beginning their careers twenty-five years apart, Nightingale and Bedford-Fenwick have 

left substantial legacies within the nursing profession. The school for nurse training 

established at St Thomas’ Hospital elevated institutional nursing from its less than 

salubrious origins of charlatans and drunkards to a vocation for middle-class women of 

the English Victorian era, emphasising the altruistic ‘essence of nursing as a Christian 
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vocation’ (Binnie & Titchen, 1999, p. 10; see also Donahue, 1996; Reverby, 1987; 

Woodham-Smith, 1950). Whilst appreciating the influence of Christian principles in 

hospitals, Mrs Bedford-Fenwick viewed nursing as a career worthy of self-regulated 

professional standing for intelligent, educated and qualified women (Binnie & Titchen, 

1999; Royal College of Nursing, 2013). The vocational and professional views of nursing 

of Nightingale and Bedford-Fenwick respectively introduced ‘a dichotomy between the 

duty to care for others and the right to control … activities in the name of caring’ 

(Reverby, 1987, p. 5), which has reverberated ever since. Significantly though, 

Nightingale and Bedford-Fenwick both emphasised the importance of training and 

education in becoming a nurse. 

Nightingale, Bedford-Fenwick and Osburn established reforms in hospital service 

delivery for the benefit of patients and trained nurses amid solid opposition. Nurses may 

have controlled patient environments to enable recovery but the work of nurses was 

controlled by others within hospitals and in some quarter’s nurses and nursing practice 

were seen as being subservient to doctors and medical practice (Burrows, 2018; 

McCoppin & Gardner, 1994; Reverby, 1987). The emergence of nurse education 

programs and organisation of nurses as a professional discipline was perceived as a threat 

to the status quo of medicine and administration of hospitals.  

Hospital administrators recognised an opportunity, however, to employ cheap labour for 

their organisations and maintain control over nurses and their work through the 

establishment of nursing schools. The labour needs of organisations were prioritised over 

the educational needs of employees and nursing lectures were diluted versions of medical 

lectures. These classes were typically delivered by physicians or older nurses in the 

students’ own time, often following extended periods of ward work (Reverby, 1987; 

Royal College of Nursing, 2013). Nurse training emphasised organisational ways of 

doing tasks, establishing ritualistic adherence to a set of rules and procedures within a 

militaristic hierarchy (McCoppin & Gardner, 1994; Reverby, 1987). Although nursing 

students were receiving an education, discipline specific knowledge and evidence based 

practice was not a feature of their training (Burrows, 2018). Becoming a nurse in such an 

environment involved rote learning of information relevant to the particularities of 

delivering hospital services.  

Organisation and registration of nurses in Australia became an emerging battle at this 

time. The New South Wales Trained Nurses Association (later to become the Australian 

Trained Nurses Association) was formed in 1899 and established branches in all states, 
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except Victoria, in the ensuing years. In Victoria the Victorian Trained Nurses 

Association introduced state wide examinations for admission to its Register in 1902. The 

nursing associations were instrumental in enforcing standards, maintaining state-based 

registers and extending training programs to three years (Burrows, 2018). Later, Acts of 

state parliaments provided legislative frameworks for nursing registration. 

The push for professional nursing independence and identity emerged amid the dynamic 

social, scientific and technological changes of the late 19th Century and throughout the 

20th Century. The establishment of the International Council of Nurses (ICN) in 1899 was 

a significant milestone that coincided with a rise in advocacy for women’s rights. The 

ICN was envisioned as an international federation for national nursing organisations, run 

by nurses for nurses and free of state control. Ethel Bedford-Fenwick was among the 

founders and became the inaugural President (International Council of Nurses, 2015; 

Lynaugh & Brush, 1999). Australia joined the ICN in 1904.  

The global socio-political environment of the first half of the 20th Century was disruptive 

to the work of the ICN. Nurses served on battlefields across Europe in World War 1 

(1914–1918), during which time nursing leaders could do little to progress nursing as a 

profession or discipline. In the aftermath of the war, the ICN fought to maintain global 

stewardship of nursing. As the 1930s progressed, the German Nurses Association (a 

founding member of the ICN) was disbanded and war once again became an imminent 

international threat (International Council of Nurses, 2015; Lynaugh & Brush, 1999). 

Significantly, nurses from member countries self-funded their activities and attendance 

at meetings across the globe in order to accomplish the goals of the ICN. The ICN 

received no funding apart from member contributions and was not aligned with any 

international organisation until after World War 2. 

Following World War 2 the ICN became more active, reaching out to national nursing 

organisations and significantly increasing membership and representation of nurses at 

international forums. Relocating to Geneva, Switzerland in 1965, the ICN’s direct 

working links with the United Nations, the World Health Organisation and International 

Labour Organisation were strengthened (International Council of Nurses, 2015). The ICN 

remains an independent representative body for all nurses of member nations. Among the 

first tasks of the ICN following World War Two was to determine ‘who is a professional 

nurse’ (Lynaugh, 1999, p. 133).  
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2.2.2 Professional discipline  

Efforts to define nursing and identify ‘who is a professional nurse’ (Lynaugh, 1999, p. 

133), to detail the general principles of nursing, and to clarify nursing’s role in institutions 

and health policy were a fraught process. Early definitions were linked to the educational 

preparation of nurses. Virginia Henderson, a significant nurse theorist, proposed a 

unifying definition, which was published by the ICN in 1961: 

The unique function of the nurse is to assist the individual, sick or well, in the 
performance of those activities contributing to health or its recovery (or to 
peaceful death) that he [sic] would perform unaided if he had the necessary 
strength, will or knowledge; and to do this in such a way as to help him gain 
independence as rapidly as possible (as cited in Pokorny, 2010, p. 56 and 
Lynaugh, 1999, p. 136). 

This definition focused attention on patients maintaining or regaining individual health 

and independence, through assistance from nurses. Henderson’s definition points to care 

of the person through assistive activities and tasks that nurses undertake in the service of 

those who are unable to act of their own volition, or who require assistance in meeting 

their daily needs. This definition had little to say about nursing as a profession, being a 

professional nurse, or becoming a professional nurse. Further, the definition did not 

address the breadth of environments in which nurses practised at the time and continue to 

practise in. 

The most recent ICN definition of professional nursing, whilst maintaining a focus on 

care of individuals, broadens the scope of nursing practice: 

Nursing encompasses autonomous and collaborative care of individuals of all 
ages, families, groups and communities, sick or well and in all settings. 
Nursing includes the promotion of health, prevention of illness, and the care 
of ill, disabled and dying people. Advocacy, promotion of a safe environment, 
research, participation in shaping health policy and in patient and health 
systems management, and education are also key nursing roles (International 
Council of Nurses, 2002). 

Implicit in this definition are relationships of care and responsiveness through advocacy, 

research and participation in health policy, management and education that reflect 

professional nursing. The inclusion of ‘families, groups and communities’ moves nursing 

from an institutionally based one-to-one helper role, to a distinct professional practice 

discipline that reflects the social contract and human science of contemporary nursing 

and nursing practice (Benner, Sutphen, Leonard, & Day, 2010; Benner & Wrubel, 1989; 

Boykin & Schoenhofer, 2001; Watson, 2008, 2012). The current ICN definition 

encapsulates the breadth of nursing practice and includes the influence that nurses can 
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have in shaping and reforming health service delivery across the community, in similar 

ways to the achievements of Nightingale, Bedford-Fenwick and Osburn.  

Nevertheless, the health service–based training founded by Nightingale, and maintained 

by hospital administrators, came to seem inadequate for the task of preparing nurses for 

the breadth of practice identified by the ICN. Nursing has been described as a ‘practice 

discipline’ and a ‘professional discipline’ (Cameron-Traub, 1991, p. 31; Gray & Pratt, 

1991, p. 3). The core of a discipline is knowledge and ideas which, for nursing, are applied 

to and derived from practice through scholarship, research and education that enable the 

development of a pertinent and specific body of professional knowledge (Cameron-

Traub, 1991; Gray & Pratt, 1991; McDonald, 2011). Efforts to change where and how 

nurses were educated had commenced.  

 

2.2.3 An environment of constant reform and change  

Internationally, moves to relocate nursing education to the tertiary education sector began 

during the mid-20th Century amid significant periods of social change (Benner et al., 

2010; Davis & George, 1993; McCoppin & Gardner, 1994; McDonald, 2011). 

Additionally, the World Health Organization and International Labour Office released 

several reports that were influential in changing the scope of education for nurses 

(McCoppin & Gardner, 1994; McDonald, 2011). Preparation of nurses for future practice 

in a wide range of environments and an assortment of roles became an imperative.  

In Australia, amid organisational reform environments in the health and education 

sectors, the 1978 Sax Report advocated a tertiary education for Australian nurses 

(McCoppin & Gardner, 1994; McDonald, 2011). Tertiary education of nurses was 

identified as an opening to enhance opportunities for Australian nurses to contribute to 

the development of nursing as a discipline (Cameron-Traub, 1991). During the 1980s, 

colleges of advanced education and universities merged to create an enlarged higher 

education sector. Pre-registration nursing programs were included in this merger.  

Competency based training was another layer of change in post-secondary education that 

impacted on nurse education, particularly during the late 1980s–1990s (Grealish, 2012; 

McDonald, 2011). The Australian Nursing and Midwifery Accreditation Council adopted 

the National Competency Standards for Registered Nurses in the early 1990s and these 

standards were recognised as the mechanism to classify nursing performance (Grealish, 

2012; Nursing and Midwifery Board of Australia, 2008). The transition of nurse 
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education from an apprenticeship-style training based in hospitals to the higher education 

sector occurred between 1985 and 1993 (Bradley, Noonan, Nugent, & Scales, 2008; 

Commonwealth of Australia, 1994). However, in an era of change and reform the 

transition was not without its growing pains. 

The National Review of Nurse Education in the Higher Education Sector 1994 was 

critical of the educational preparation of nurse teachers, teaching practices and learning 

outcomes (Commonwealth of Australia, 1994; McDonald, 2011). Issues such as teaching 

quality, quality assurance, evaluation, instructional design, teaching and learning 

strategies, scholarship in nurse education, research, curriculum development/design, 

program content, interdisciplinary learning, and preparation for changing social and 

health environments were among the areas identified as critical to the development of 

nurse education. By 2002 little seemed to have changed.  

The Australian University Teaching Committee (Commonwealth of Australia, 2002) 

identified issues associated with curriculum design, teaching, learning and assessment 

and a lack of distinct educational preparation related to the national health priority areas 

(Clare, White, Edwards, & van Loon, 2002). The causes for these deficits were identified 

as excessive teaching workloads, ill-defined learning objectives, multiple teaching and 

assessment modes, clinical educator casualisation with subsequent lack of support for 

students during workplace learning, and academics who were not up to date with current 

nursing practice (Commonwealth of Australia, 2002). These issues remain consistent with 

current national and international literature.  

Common themes of concern for nurse academics in Australia and America include work 

role pressures, organisational cultures, keeping abreast of rapid changes across higher 

education and health sectors, professional isolation and concern for the profession. 

Additional challenges are associated with class sizes, increasingly diverse student 

populations with high learning support needs, work role overload and a competitive work 

environment for nurse academics (Benner et al., 2010; McAllister, Williams, Gamble, 

Malko-Nyhan, & Jones, 2011; Williams & Stickley, 2010).  

To overcome some of these challenges, clinical simulation education is being proposed 

to provide immersive practice-based experiences for undergraduate students to improve 

preparedness for practice. It is advocated as a way to overcome limitations in the capacity 

to provide workplace learning for undergraduates, as has occurred internationally 

(Blodgett, Blodgett, & Bleza, 2016; Bogossian et al., 2018; Cant, Levett-Jones, & James, 
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2018; Mason, 2013). It is claimed that, through clinical simulation, students are afforded 

opportunities to practise and learn in safe environments, improving their skills, 

confidence and competence through active participation in simulated scenarios (Arthur, 

Levett-Jones, & Kable, 2013; Blodgett et al., 2016; Cant et al., 2018; Cummings & 

Connelly, 2016; Levett-Jones et al., 2015; Shin, Sok, Hyun, & Kim, 2015). The context 

of academic preparation for future nursing practice, whilst not part of this study, reflects 

an increasingly complex educational environment in which undergraduates are prepared 

for practice and from which New Graduate Nurses emerge. 

In parallel with changes to nurse education during the late 20th Century, health service 

reforms were associated with management and financial arrangements such as case mix 

funding, devolution of management roles and functions, emergence of quality assurance, 

and increasing organisational accountability and efficiency in public sector organisations 

(Bradley et al., 2008; Commonwealth of Australia, 1994; Davis & George, 1993). Health 

service provision was becoming more business-like and bureaucratic. At the same time 

health service users had become more informed, length of stay in hospitals was 

decreasing, community-based services were becoming more mainstream, and there was 

an increasing emphasis on illness prevention and health promotion (Commonwealth of 

Australia, 1994). Marginalised population groups such as Indigenous Australians were 

finding their voices, mental health care was being de-institutionalised, the implications of 

a changing age demographic of the country were beginning to be realised, and 

behavioural and lifestyle factors associated with illness and disease were gaining 

prominence (Commonwealth of Australia, 1994; Harper, Holman, & Dawes, 1994; 

National Aboriginal Health Strategy Working Party, 1989; Whiteford & Buingham, 

2005). More recently the provision of primary health care services, preparation for an 

ageing population, increasing numbers of people with chronic and complex care needs 

and illnesses and lifestyle diseases, and rapidly changing health and illness related 

technologies and models of care have required ongoing reform and change within the 

health sector (Australian Government, 2009a; 2009b; 2010). In this environment of 

constant change, New Graduate Nurses begin their practice as registered nurses.  
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2.3 Contemporary preparation for practice and Transition to Practice Programs: 

Professional, legislative and health service environments 

As noted above, nurse education in Australia moved from an institution-based 

apprenticeship style to the higher education sector between 1985 and 1993. Professional 

and legislative frameworks guide the preparation of nursing undergraduates to meet 

established professional standards for practice. Minimum undergraduate course 

requirements are set by an independent accrediting body. Beyond an undergraduate 

degree and registration, one pathway for New Graduate Nurses to enter the workforce is 

to participate in a Transition to Practice, or Graduate Nurse, Program. These programs 

are beyond the professional and legislative frameworks required for practice and are a 

contested area in nursing research.  

To locate this study in the plethora of research about New Graduate Nurses searches were 

conducted across CINHAL via EBSCO Host, Medline via Ovid, and Proquest databases 

were searched between the years 2000 to 2018.  Key concepts for the search terms were 

New Graduate Nurse, transition, professional becoming and practice environment. 

Inclusion of studies in this literature review was based on concepts derived from the 
research aim and target population, as follows: 

Inclusion criteria were: 

 New Graduate Nurses (or equivalent). 
 Transition to practice program, transition support program (or equivalent). 
 Professional becoming, becoming professional; organisational environment; 

socialisation; learning environment; 
 The hospital practice environment; regional. 

Exclusion criteria were: 

 Post graduate nurses; undergraduate; ‘health professionals’; allied health 
professionals, doctors/medical officers 

 Program evaluation; specific work unit/ward transition.  
 Induction or orientation programs;  
 Rural/remote environments; 

Key concepts and Search terms are summarised in Table 1 below. 
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Key 
concept Search Terms  

New 
Graduate 
Nurse 

 

AND 

Graduate OR New* qualified OR New* Graduate* OR Graduate nurse 
OR New* licens* OR Novice nurse* OR Beginning registered nurse* 

Transition 

 

AND 

Graduate year OR Residency OR Internship OR Transition to work OR 
University-workplace transition OR Transition* OR program* OR 
Socialis* OR socializ*; Transition program* OR Support program* 
 

Becoming 

 

AND 

Becoming a nurse OR Professional becoming OR Becoming 
professional OR Human becoming OR Belonging OR Professional 
identity OR Professional self-concept OR Nurse self-concept 

Practice 
environme
nt 

Hospital setting OR Learning environment OR Nursing practice OR  
Clinical Competence OR Skill acquisition OR Skill development OR 
Work environment OR Regional 
 

Table 1: Key concepts and search terms 

 

After removal of duplicate records, 295 articles were identified.  The titles and abstracts 

of these papers were screened based on the Inclusion-Exclusion criteria. Thirty six articles 

were reviewed in detail and an additional nine articles were sourced following review of 

reference lists and author searches.  In total, 22 studies were identified for inclusion.  

Significantly, only one article was explicitly about, or referred to, professional becoming, 

and one article referred to New Graduate Nurses in regional health service. Figure 3 

provides a visual summary of the process described above.  
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Figure 3: Article identification, screening and inclusion 

 

2.3.1 Professional and legislative framework 

Nursing courses are now part of the suite of undergraduate and postgraduate study options 

at Australian universities. The standards for accreditation of undergraduate and 

postgraduate nursing courses are set by the Australian Nursing and Midwifery 

Accreditation Council (ANMAC). These standards emphasise education providers’ 

responsibilities in relation to governance, curriculum framework and development, 

consistency of content with registered nurse standards for practice, student recruitment 

and assessment, teaching and learning resources, workplace learning management and 

quality improvement and risk management processes. Professional course accreditation 
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is concerned with the quality of the profession and its work, from the perspective of public 

interest and public safety. More broadly, professional accreditation assures the 

community that New Graduate Nurses ‘have achieved agreed professional outcomes and 

are … equipped with the necessary foundation knowledge, professional attitudes and 

essential skills’ (Australian Nursing and Midwifery Accreditation Council, 2012, p. 2) 

for practice. The Nursing and Midwifery Board of Australia (2019) lists 76 approved 

undergraduate university degree programs. Some of those programs are multi-campus 

offerings, such as those offered through Charles Sturt University or Australian Catholic 

University.  

Accredited nurse education programs ‘aim to produce nurses who are beginning 

practitioners’ (Australian Nursing and Midwifery Accreditation Council, 2012; 

Greenwood, 2000, p. 19). In Australia, recognition of prior learning can occur upon entry 

to an undergraduate degree in accordance with university credit policies and based upon 

successful completion of accredited programs of study from other education providers, 

such as Technical and Further Education providers (Australian Nursing and Midwifery 

Accreditation Council, 2012). A minimum equivalent three years of tertiary education 

must be completed, which includes a minimum 800 hours of workplace learning in an 

assortment of clinical practice environments.  

Accredited undergraduate programs are required to comprehensively address national 

standards for registered nurses. In addition, education providers are required to ensure 

that graduates have demonstrated the transferable skills, knowledge, behaviours and 

attitudes upon which to build the competencies required for practice (Australian Nursing 

and Midwifery Accreditation Council, 2012). The purpose of course accreditation is to 

assure the community that graduates have completed an accredited program of study and 

are safe, competent beginning practitioners.  

During undergraduate preparation, nursing students enrolled in an approved program of 

study are registered with the Nursing and Midwifery Board of Australia (Australian 

Health Practitioner Regulation Agency, 2013). Registration of students is a legislative 

requirement for protection of the public and enables professional boards to manage 

notifications about students (Australian Health Practitioner Regulation Agency, 2013). 

Registration of nursing students brings obligations and responsibilities that 

undergraduates should begin to learn about and assume throughout their degrees.  
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Undergraduate preparation for practice is a contentious area in nursing research. Evidence 

from the United Kingdom and Canada emphasises ongoing tensions in relation to 

undergraduate nurse preparation and the nurse graduate’s ability to care for patients. In 

addition, tensions within the academy between the conception of nursing as ‘tasks and 

procedures’ and nursing as an academic discipline are reported (Andrew, Ferguson, 

Wilkie, Corcoran, & Simpson, 2009; Pijl-Zieber, Barton, Konkin, Awosoga, & Caine, 

2014). Other criticisms include: i) the heart of nursing is being sacrificed in the pursuit of 

the idea of professionalisation; ii) through scientific enquiry the person is removed from 

practice; and iii) there is increasing content layered into crowded curricula that lack vision 

and are seldom reviewed for relevance to current or future (health) needs of the 

community (Benner et al., 2010; Binding, Morck, & Moules, 2010; Fisher & Owen, 2008; 

Williams & Stickley, 2010). Curriculum content and the purpose of undergraduate 

nursing education are professional issues of continuing interest. Removal of the person 

and the personal from practice ignores the essence of human care and caring that is central 

to nursing practice. 

 

2.3.2 Graduation and registration  

New Graduate Nurses complete their nurse education and achieve registration as a 

registered nurse through a range of pathways including: first choice careers after leaving 

high school; completion of an enrolled nurse qualification, followed by a bachelor degree, 

with credit for prior learning; and new careers, having worked elsewhere for extended 

periods of time (Benner et al., 2010; Commonwealth of Australia, 1994; Pellico, Brewer, 

& Kovner, 2009). Successful completion of an accredited undergraduate nursing degree 

leads to eligibility to register through the Nursing and Midwifery Board of Australia and 

to practise as a registered nurse. Graduation with a university award is public 

acknowledgement of a graduate’s academic achievements. Registration confers the 

professional and legal responsibilities of practice in their new status and role.  

 

2.3.3 Transition to Practice Programs in health service environments 

Transition to Practice Programs for New Graduate Nurses are part of the nursing and 

health service landscape internationally. They are not a formal part of New Graduate 

Nurses’ preparation for practice, but could be considered as an extension of their 
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education and could also be viewed as a way of addressing some of the limitations of 

undergraduate workplace learning (Edwards, Hawker, Carrier, & Rees, 2015). These 

programs are one employment option for New Graduate Nurses in Australia and positions 

within them are rated very highly by many graduates (Newton & McKenna, 2007). Not 

all graduate applicants are offered positions in the programs and some New Graduate 

Nurses choose to apply directly for registered nurse positions rather than undertake a 

Transition to Practice Program. 

As undergraduates, expectations about the first year of sustained practice within a 

Transition to Practice Program are generally positive and include consolidation of clinical 

skills, supported adjustment to their new role and organisational processes and 

procedures, and continuing acquisition of knowledge (Heslop, McIntyre, & Ives, 2001). 

The programs offer supported transition to workplace environments with consistent lived 

experience of nursing as a profession and are an opportunity for New Graduate Nurses to 

experience being registered nurses in workplaces (Commonwealth of Australia, 2002; 

Levett-Jones & FitzGerald, 2005). The programs are, however, a contested area in nursing 

research.  

New Graduate Nurse Transition to Practice Programs have been, and continue to be, 

critiqued and questioned widely since their inception.  Of particular note, through formal 

reviews (for example: Commonwealth of Australia, 1994, 2002; Levett-Jones & 

FitzGerald, 2005) the length, structure and content of programs, and the support afforded 

New Graduate Nurses within them remains questionable (Missen, McKenna & 

Beauchamp, 2014).  Reviews of Transition to Practice Programs indicate they are 

necessary to create working environments that accommodate the needs of New Graduate 

Nurses; however, their structure and length remain a topic for debate.  Variable periods 

of orientation, implementation of preceptor/mentor programs, frequency of rotations 

through assorted clinical areas with subsequent support, and socialisation processes are 

among the issues identified (Ankers, Barton & Parry, 2018; Chanya & Pataraporn, 2017; 

Kramer, Brewer & Maguire, 2013; Levett-Jones & FitzGerald, 2005; Missen et al., 2014; 

Parker, Giles, Lantry, & McMillan, 2014; Phillips, Esterman, & Kenny, 2015). These 

structural issues do not recognise the significance of New Graduate Nurses’ professional 

becoming as part of Transition to Practice Programs. Transition to Practice Programs can 

facilitate the development of confidence among New Graduate Nurses; are effective in 

conveying practices associated with tasks and task completion; and offer strategies and 

support in adapting to challenging work environments (d’Ambra & Andrews, 2014; 
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Henderson, Ossenberg, & Tyler, 2015). Becoming capable in task execution and 

completion and developing strategies to adapt to workplace challenges may enable New 

Graduate Nurses to survive their first year of sustained practice. Their professional 

becoming through the associated acculturation has not been explored in the literature.  

While Transition to Practice Programs appear to be beneficial, further research is needed 

to identify effective support strategies that address the needs of New Graduate Nurses, 

health service organisations and the profession (Edwards et al., 2015; Ortiz, 2016; Parker 

et al., 2014). Among the recommended foci for further research are: attitudes and 

behaviours of experienced staff towards New Graduate Nurses; leadership development 

for nurse managers; preceptorship, mentorship and interpersonal relationships; 

development and evaluation of evidence based approaches to, and models for, transition 

to practice; organisational expectations and strategies; and use of objective and reliable 

outcome measures that enable comparative research about confidence, competence, 

knowledge, stress and anxiety, and retention rates beyond the first year of sustained 

practice (Ankers et al., 2018; Edwards et al., 2015; Freeling & Parker, 2015; Murray, 

Sundin & Cope, 2019; Ortiz, 2016; Phillips et al., 2015; Regan et al., 2017; Wing, Regan, 

& Spence Laschinger, 2015). This literature appears to emphasise strategies for 

improving the New Graduate Nurse’s capability in changeable acute care environments 

of contemporary health services where prominence is given to meeting organisational 

needs. These are systemic strategies that lack attention to New Graduate Nurses’ 

professional becoming. Such attention could go some way to enhancing their retention in 

the profession.  

New Graduate Nurses’ transition experiences have been linked to intention to leave the 

profession (Ankers et al., 2018; Johnstone, Kanitsaki, & Currie, 2008; Parker et al., 2014; 

Phillips, Kenny, Esterman, & Smith, 2014). Reasons for considering other careers and, in 

some instances, leaving the profession, are reported as a lack of support during their 

transition to professional practice; workplace incivility, bullying and horizontal violence; 

stress and distress associated with high patient acuity, unrealistic expectations about their 

capabilities, short staffing and inadequate skill mix; lack of respect; and assumptions 

about prior life and/or professional experiences (Halpin, Terry, & Curzio, 2017; 

Johnstone et al., 2008; Kelly & Ahern, 2009; Laschinger et al., 2016; Pellico et al., 2009; 

Phillips et al., 2015). These are significant professional, organisational and systemic 

issues that are beyond the control of New Graduate Nurses; however, their impact on 

professional becoming is not discussed in current literature. 
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Organisational economic imperatives and patient safety are commonly cited reasons for 

addressing New Graduate Nurses’ job satisfaction and retention. Improved job 

satisfaction for, and retention of, New Graduate Nurses are essential for nursing as a 

profession and health service delivery more broadly (Health Workforce Australia, 2011, 

2012b; Missen et al., 2014; Nurray, et al., 2019; Parker et al., 2014; Phillips et al., 2015; 

Phillips et al., 2014). Closer examination of New Graduate Nurses’ experiences in 

relation to job satisfaction and employment intentions, however, identifies personal and 

interpersonal reasons for dissatisfaction and intent to leave, or remain within, the 

profession.  

Of particular note are experiences of horizontal violence and incivility towards New 

Graduate Nurses, which are reported to be an interpersonal reason for dissatisfaction and 

attrition. Research has identified environments where there is variable support and 

feedback, and work unit cultures with hierarchical power relationships, as settings in 

which New Graduate Nurses can fall prey to incivility and horizontal violence due to their 

anxiety and limited confidence in their professional capability and role (Gardiner & 

Sheen, 2017; Kelly & Ahern, 2009; Laschinger & Grau, 2012; McKenna, Smith, Poole, 

& Coverdale, 2003; Wing et al., 2015). New Graduate Nurses enter an arena of 

established professional and organisational practices, cultures, hierarchies and rules that 

are reflected symbolically and behaviourally (Newton & McKenna, 2007; Parker et al., 

2014). For some, shift work, shaky and shaken confidence, and unprofessional behaviours 

within teams are a ‘reality shock’ (Kramer, 1974) that heightens their anxiety and stress 

(Boychuk Duchscher, 2008, 2009; Clare & van Loon, 2003; Johnstone et al., 2008; 

Newton & McKenna, 2007; Regan et al., 2017; Wing et al., 2015). This means the reality 

of their practice environments are not as they imagined or anticipated. Furthermore, an 

emphasis on efficiency and organisational productivity leads to role ambiguity and moral 

distress that can disrupt the New Graduate Nurse’s journey and processes of professional 

becoming (Chang & Hancock, 2003; Parker et al., 2014; Phillips et al., 2015; Phillips et 

al., 2014; van Wijlen, 2017). New Graduate Nurses’ experiences of adaptation to their 

professional role as an element of professional becoming have not been explored in any 

detail within current literature. 

New Graduate Nurses are making a transition from undergraduate student to registered 

nurse. Their role transition is significant because they have never been registered nurses, 

nor have they had the responsibility associated with the role. Many New Graduate Nurses 

are employed in acute health services, either through Graduate Nurse Transition to 
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Practice Programs, or directly as registered nurses. Transition to Practice Programs are 

(arguably) a means of providing support for New Graduate Nurses as they move into the 

nursing workforce and adapt to their role as a registered nurse. In view of reports of 

intention to leave the profession and ongoing debate about the structure, length and 

content of programs, it could be argued that Transition to Practice Programs may not 

enable environments that accommodate or address the needs of New Graduate Nurses.  

Current research does not provide evidence that professional becoming is fostered by 

Transition to Practice Programs. The outcomes and recommendations of the current 

national review of nursing education related to ‘the role and appropriateness of transition 

to practice programs however named’ (Commonwealth of Australia, 2019, p. 1) will not 

be known until after submission of this thesis. In addition to (arguably) offering supported 

transition to practice, within these programs New Graduate Nurses encounter nursing 

situations that can lead to shifts in consciousness and self-awareness/self-concept as 

registered nurses. This study aims to contribute to current evidence about New Graduate 

Nurses and their support needs as they transition to their new roles by gaining a deeper 

understanding of their experiences of professional becoming. 

 

2.4 New Graduate Nurses 

There is a substantial body of research about New Graduate Nurses. Within the discussion 

that follows contemporary issues associated with New Graduate Nurses’ transition to 

professional practice and professional becoming will be explored. Support, as an 

identified need of New Graduate Nurses, is discussed and questions about their 

preparedness for practice are probed. This section will conclude with an exploration of 

professional becoming from a number of perspectives, including the work of nurse 

theorists Parse (1995, 1998) and Watson (2008, 2012). New Graduate Nurses’ desires and 

concerns as they enter their first year of sustained practice reflect nervousness about 

transitioning from their familiar undergraduate status to that of professional registered 

nurse – their professional becoming. 

 

2.4.1 Role transition  

Transitions imply periods of evolution or change and shifts in consciousness. Transition 

is ‘a passage from one life phase, condition or status to another’ that is both a process and 
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outcome of complex interactions between a person, or people, and their environment 

(Meleis & Trangenstein, 1994, p. 256). New Graduate Nurses are making a transition 

from a familiar role of undergraduate student to a less familiar role of registered nurse as 

they enter their first year of sustained practice. A substantial body of international 

research about New Graduate Nurses over more than four decades has identified that this 

transition period is significant. Boychuk Duchscher (2008, p. 444), building on the work 

of Kramer (1974), described the first year of sustained practice as a journey and ‘process 

of becoming’ that is both professional and personal, evolutionary, nonlinear and 

transformative, but neither prescriptive nor always progressive. This suggests that role 

transition is both a journey and process of becoming.  

International research indicates that New Graduate Nurses’ confidence in their new role 

is varied and illustrates that they may be simultaneously excited and anxious (Bjerknes 

& Bjork, 2012; Goh & Watt, 2003; Heslop et al., 2001; Kelly1998; Newton & McKenna, 

2007; Odland, Sneltvedt, & Sörlie, 2014; Scott, Keehner Engelke, & Swanson, 2008; 

Thrysoe, Hounsgaard, Dohn, & Wagner, 2011). Concerns about developing confidence 

in practice, time management, competency with clinical skills and fitting in to a new 

workplace are initial preoccupations for New Graduate Nurses (Kelly & Ahern, 2009; 

Malouf & West, 2011). Their desire to be seen as capable registered nurses, in some 

instances, is overshadowed by concerns about time management, prioritising, interacting 

with doctors and feeling unprepared or lacking in practice (Ankers, et al., 2018; Boychuk 

Duchscher, 2001, 2008, 2009; Heslop et al., 2001; Odland et al., 2014; Phillips et al., 

2015; Thrysoe et al., 2011). Developing professional confidence has been identified as a 

dynamic process that occurs throughout the first year of sustained practice (Ortiz, 2016). 

New Graduate Nurses’ desires and concerns as they enter their first year of sustained 

practice reflect nervousness about transitioning from a familiar undergraduate student 

status to that of professional registered nurse, while a dynamic process of developing 

confidence indicates changes that impact their professional becoming. This concept of 

professional becoming is fundamental to understanding the experience of New Graduate 

Nurses. 

Noteworthy intervals during graduate transition have been identified as 0–3 months, 4–9 

months and 10–18 months (Boychuk Duchscher, 2008, 2009; Newton & McKenna, 2007; 

Schoessler & Waldo, 2006). These authors document changes in perceptions and needs 

among graduates during their initial period of sustained practice. Boychuk Duchscher’s 

(2008, 2009) research highlights a transition continuum through three stages. The first 
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stage, ‘Doing’, reflects a need for direction about what should be done, or how to respond. 

‘Being’ (Boychuk Duchscher, 2008, p. 445) is the second stage of Boychuk Duchscher’s 

theory and identifies the New Graduate Nurse’s need for clarification and confirmation 

about their decision making, as well as a sense of recovery from their initial ‘transition 

shock’. The final stage, ‘Knowing’ (Boychuk Duchscher, 2008, p. 449), highlights New 

Graduate Nurses’ substantial progress in self-organisation, their ability to manage their 

stress and cope with their roles and responsibilities, as well as their ability to recognise 

systemic or socio-cultural issues within organisations. The stages identified in Boychuk 

Duchscher’s (2008) theory emphasise becoming capable as a registered nurse.  

Within the stages of transition Boychuk Duchscher (2009) identified ‘transition shock’ as 

a phenomenon experienced by New Graduate Nurses as they enter their first year of 

clinical practice. She described ‘transition shock … as the most immediate, acute and 

dramatic stage in the process of professional role adaptation’ and an experience in which 

there is a ‘contrast between the relationships, roles, responsibilities, knowledge and 

performance expectations required’ (Boychuk Duchscher, 2009, pp. 1104–1105). Beyond 

becoming capable, Boychuk Duchscher’s theory of transition shock points to the 

substantial series of experiences and adaptations being made by New Graduate Nurses 

that impact their professional becoming; however she does not explore this phenomenon 

in any detail. 

The transition from undergraduate to New Graduate Nurses has been described as a period 

of tremendous stress, trauma and tumult; dependence on others; overwhelming 

responsibility; self-absorption; personal, interpersonal and professional conflict; role 

adjustment; shock; and shifts in consciousness and self-awareness/self-concept (Boychuk 

Duchscher, 2001, 2009; Casey, Fink, Mary, & Propst, 2004; Chang & Hancock, 2003; 

Cowin & Hengstberger-Sims, 2006; Goh & Watt, 2003; Greenwood, 2000; Kramer, 

1974; Pellico et al., 2009). Research about experiences of being a New Graduate Nurse 

has reported descriptors such as mentally, physically and emotionally demanding; 

abusive; frustrating; overwhelming; inconsistent organisational and collegial support; and 

oppressive (Ankers et al, 2018; Boychuk Duchscher & Myrick, 2008; Kelly & Ahern, 

2009; Lea & Cruickshank, 2007; Parker et al., 2014). Increasingly frustration, burnout, 

disillusionment, despair and intent to leave the profession are reported in research about 

New Graduate Nurses. Further research about their experiences of professional becoming 

could inform ongoing development of evidence based strategies, including Transition to 
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Practice Programs, to support New Graduate Nurses’ role transition during their first year 

of sustained practice. 

 

2.4.2 Support during transition 

Identified as a critical period of professional growth and development for New Graduate 

Nurses, support during their first year of sustained practice is a recurring theme in 

research about their transition for many years.  As noted above, Transition to Practice 

Programs offer supported transition to workplace environments. The importance of 

supportive environments, inclusive of staff dedicated to facilitating New Graduate 

Nurses’ transition to practice are highlighted in relation to their transition (Ankers et al., 

2018; Harwood, 2011; Madjar, McMillan, Sharke, & Cadd, 1997).  Murray et al (2019) 

and Phillips et al (2017)  reinforce the need for support of New Graduate Nurses through 

mentoring and positive reinforcement to improve job satisfaction and commitment to the 

profession. Supportive nursing leaders and work unit cultures are advocated to enhance 

transition experiences for New Graduate Nurses in order to optimise retention and 

maximise the possible contributions New Graduate Nurses could make to health services 

and quality patient care (Newton & McKenna, 2007; Regan et al., 2017).  Feedback is 

identified as a foundation element of support for New Grauduate Nurse, to address 

clinical performance, allay anxiety and enhance  patient safety (Gardiner & Sheen, 2017;  

Phillips et al, 2017; Regan et al., 2017).   Emphasising on support to meet organisational 

needs and retention risks removing the person and personal from discussion about New 

Graduate Nurses.  In the context of graduate nurse transition programs Johnstone et al. 

(2008, p. 52) offer the following definition of support in the context of graduate nurse 

transition programs: 

a complex process that aids, encourages, and strengthens and thereby gives 
courage and confidence to a nurse or a group of nurses to practice 
competently, safely, and effectively in the levels and areas they have been 
educationally prepared to work.  

While this definition could add to tensions about New Graduate Nurses’ preparation for 

practice it also points to support as a ‘complex process’ within a complex process of 

transition and emphasises competence as an outcome within the New Graduate Nurse’s 

scope of practice. Support in professional becoming for New Graduate Nurses is not 

explicitly mentioned within the definition. 
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Johnstone et al. (2008) point to changes in the type of support New Graduate Nurses need 

across their first year of sustained practice, consistent with their increasing confidence as 

professionals identified by Boychuk Duchscher (2009). Significantly, sustained 

opportunities to expand their experience has been identified as one of the most practical 

ways of providing support to New Graduate Nurses (Ankers et al., 2018; Johnstone et al., 

2008; Missen et al., 2014; Murray et al., 2019; Phillips, Kenny, & Esterman, 2017). 

Opportunities for continuity of experience suggest a need for immersion in clinical 

practice environments where nursing situations can be encountered to enable a process of 

professional becoming for New Graduate Nurses. 

Immersion in clinical practice environments suggests a ‘sink or swim’ approach to New 

Graduate Nurses’ encounters of nursing situations. While the descriptors and experiences 

above highlight negative aspects of role transition for New Graduate Nurses, research 

also identifies experiences of heightened professional growth and development. 

Numerous studies have documented challenging circumstances through which New 

Graduate Nurses have learnt and grown professionally (Newton & McKenna, 2007, 2009; 

Ortiz, 2016; Wangensteen et al., 2008). This includes supported and supportive 

professional socialisation that preserves self-identity and integrity to reduce moral 

distress and reality shock (Kelly1998; Kelly & Ahern, 2009). Positive and negative 

experiences have been identified as essential to New Graduate Nurses’ development 

during the first year of sustained practice (Ortiz, 2016). Professional growth and 

development emerging from experiences in and of nursing could be considered an 

element of professional becoming for New Graduate Nurses because they come to know 

nursing through their own practice, which leads to shifts in understanding about 

professional nursing and oneself as a professional.  

Support strategies provided and introduced through Transition to Practice Programs and 

support, as defined by Johnstone et al. (2008), emphasise capability in practice. 

Supporting New Graduate Nurses’ learning and growth as professionals involves 

organisational, professional and personal support, with each having a significant 

influence on their transition experience (Dwyer & Hunter Revell, 2016). Support, 

however, can be intangible and its impact can extend beyond capability.  

Apart from Transition to Practice Programs offered by health service organisations, 

organisational environments that are supportive incorporate structures that are 

empowering. These environments have been described as enabling staff to meaningfully 

complete their work and achieve organisational goals through access to information, 
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resources, support and learning opportunities (Wing et al., 2015). Access to information 

includes policies and procedures as well as technical knowledge and expertise while 

resources to complete work include time, materials and equipment (Wing et al., 2015). 

Significantly, access to support includes timely feedback and guidance, social and 

emotional support, assistance and advice from others (Cubit & Ryan, 2011; Gardiner & 

Sheen, 2017; Phillips et al., 2017; Wing et al., 2015). Supportive practice environments 

reduce intent to leave, reality shock, moral distress and emotional exhaustion (Kramer, 

Brewer, & Maguire, 2013; Spence Laschinger, Wong, & Grau, 2012; van Wijlen, 2017; 

Wing et al., 2015). New Graduate Nurses’ confidence in their capabilities, clinical skills 

and professional practice improves and their learning in practice is enabled when their 

practice environment is supportive (Gardiner & Sheen, 2017; Parker et al., 2014; Phillips 

et al., 2015). Supportive practice environments and support for New Graduate Nurses 

enable successful transition beyond being capable. New Graduate Nurses’ identified need 

for support, however, raises questions about their education and preparation for practice. 

 

2.4.3 Educated for practice: Questions of preparedness 

New Graduate Nurses are registered nurses; however, debate about their preparedness for 

practice upon entry to the workforce remains a significant issue. Formal preparatory 

education for nurses has changed significantly since Nightingale’s inception of a school 

for nursing training and continues to evolve. A generation of international criticism about 

nurse education, from within and external to the profession, continues to raise questions 

about the competence of New Graduate Nurses (El Haddad, Moxham, & Broadbent, 

2013; Freeling & Parker, 2015; Greenwood, 2000; Jackson & Daly, 2008; Laschinger et 

al., 2016). Among the criticisms are: i) that New Graduate Nurses have a theory–practice 

gap (Ajani & Moez, 2011; Freeling & Parker, 2015; Hewison & Wildman, 1996; Kelly 

& Courts, 2007; Rolfe, 1993; Scully, 2011); and ii) that they have limited capacity to ‘hit 

the ground running’ (Greenwood, 2000, p. 17) as work ready employees (Ajani & Moez, 

2011; Freeling & Parker, 2015; Harwood, 2011; Huston et al., 2018; Levett-Jones & 

FitzGerald, 2005; Milligan, 2014; Wolff, Pesut, & Regan, 2010). Ongoing competing 

requirements and expectations between employers, education providers and the 

profession more broadly reinforce a view that New Graduate Nurses enter the workforce 

with a theory practice gap. 
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As a construct in nursing, a theory practice gap is associated with an ongoing tensions 

about how nurses are educated and prepared for practice; debates about which sector 

(higher education or health service) is responsible and accountable for their preparation; 

and a perception that New Graduate Nurses are ill-prepared for practice (Ankers et al., 

2018; Bennett, 2017; Freeling & Parker, 2015; Gallagher, 2004; Greenwood, 2000; 

Hewison & Wildman, 1996; Wolff et al., 2010). These tensions, debates and perceptions 

have been revealed in research that reflects on the evolution of nursing education and 

practice in historical and social contexts and appraises how it informs contemporary 

views about undergraduate preparation for nursing practice (Bennett, 2017; Boychuk 

Duchscher & Cowin, 2006; Freeling & Parker, 2015; Hamilton, 2005; McKenna, 

Thompson, Watson, & Norman, 2006; Murray et al., 2019; Wolff et al., 2010). In 

addition, efficiency-driven business models of health service delivery that create tensions 

between professional and organisational expectations of employees are evident in the 

health service environments where many New Graduate Nurses begin their clinical 

practice careers (Casey et al., 2004; Freeling & Parker, 2015; Huston et al., 2018; Kelly 

& Courts, 2007; Maben, Latter, & Clark, 2006; Pellico et al., 2009; Phillips et al., 2015; 

Watson, 2009).  

Employers continue to seek graduates who are work ready with minimal need for support, 

supervision, further training or orientation, and who are able to survive in the complex 

arena of service delivery to patients (Freeling & Parker, 2015; Kelly, 1998; Maben et al., 

2006). Claiming that New Graduate Nurses are ill prepared for practice and have a theory 

practice gap is a way to explain perceived inadequacies of the New Graduate Nurses’ 

clinical practice capabilities. The perceived gap between theory and practice is a well-

documented criticism of the transfer of nurse education from hospitals to universities and 

may be a legacy of the Nightingale system of nurse training. What organisational and 

professional tensions about the theory practice gap mean for New Graduate Nurses has 

not been explored in relation to their professional becoming. 

Research about New Graduate Nurses’ transition has focused on: i) knowledge, skill 

development and acquisition, and competence (Brown & Crookes, 2016a, 2016b; Newton 

& McKenna, 2007); ii) facilitation of successful transition (Kramer, Maguire, Halfer, 

Brewer, & Schmalenberg, 2013; Scott & Smith, 2008; Laschinger et al., 2016; Phillips et 

al., 2014; Regan et al., 2017); iii) workplaces as learning environments (Kramer et al, 

2013; Levett-Jones & FitzGerald, 2005); iv) recruitment and retention (Bennett, Barlow, 

Brown, & Jones, 2012; Cowin & Hengstberger-Sims, 2006; Lalonde & McGillis Hall, 
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2017; Lea & Cruickshank, 2007; Phillips et al., 2015; Scott et al., 2008); and v) 

differences between graduate expectations and reality (Boychuk Duchscher, 2009; Chang 

& Hancock, 2003; Kramer, 1974; Murray et al., 2019; Newton & McKenna, 2007; 

Odland et al., 2014). This body of literature draws attention to systemic and organisational 

issues associated with New Graduate Nurses’ transition to professional practice and 

strategies to overcome their deficits. New Graduate Nurses experiences of these issues 

and what they mean in their professional becoming is not discernible. 

Orientation programs, establishing and/or maintaining supportive work unit cultures, 

addressing workload expectations, education and training about the impacts of 

unprofessional behaviours, and consistent preceptors/mentors have been explicitly 

identified systemic and organisational strategies to enhance New Graduate Nurses’ 

transition to professional practice (Ankers et al., 2018; Freeling & Parker, 2015; Freeling, 

Parker, & Breaden, 2017; Kramer et al., 2013; Parker et al., 2014; Regan et al., 2017; 

Scott & Smith, 2008). These strategies have the potential to reduce stressors described by 

New Graduate Nurses, create supportive and healthy practice environments, reduce their 

reality or transition shock, and enhance retention (Dwyer & Hunter Revell, 2016; Kramer 

et al., 2013; Lalonde & McGillis Hall, 2017; Phillips, Esterman, Smith, & Kenny, 2013; 

Scott & Smith, 2008). Criticisms levelled at New Graduate Nurses in relation to their 

preparedness for practice could be considered a ‘territorial war’ between education 

providers, health services and employers, and reflect the ill-founded perceptions of some 

registered nurses. These issues are beyond the control of New Graduate Nurses and the 

impact of the debates on their professional becoming during their role transition is not 

discussed within the literature. 

 

2.4.4 Perspectives on ‘becoming’ 

Discussion in previous sections of this chapter has focused on factors that impact 

becoming as a registered nurse and, in doing so, highlighted an epistemological gap of 

New Graduate Nurses’ perspectives on their becoming. The discussion that follows draws 

together the work of authors from a number of professional backgrounds that informs the 

dimensions of the nurse, the self and the professional.  

Greenwood (1957) emphasises that a systematic organisation of knowledge, or ‘a body 

of theory’ (p. 46) emerging from research, should be mastered either prior to, or 

simultaneously with, skills to inform and focus a profession’s goals. Mastery, according 
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to Greenwood, confers professional authority that is demonstrated through licensure 

approved by the professional community. This is consistent with professional and 

legislative requirements for nursing and other regulated professions within Australia. 

Greenwood’s emphasis on knowledge and skills mastery for licensure, however, does not 

recognise that contexts of practice are seldom static and require contextual application of 

knowledge and skills to achieve a profession’s goals.  

Critiques of higher education identify a lack of attention to ‘becoming’ in relation to 

undergraduate preparation for professional practice. Barnett (2004) and Dall’Alba 

(2009a) contend that knowledge in and of itself is insufficient for practice in a rapidly 

changing environment because there will always be an ‘epistemological gap’ (Barnett, 

2004, p. 259) between what is known and the demands at the moment of practice because 

professional ways of being are overlooked in preparing for practice. A narrow focus on 

knowledge and procedural skills for practice in higher education undermines skilfulness 

for practice because integration of knowing, acting and being are neglected as part of the 

whole process of becoming a professional (Barnett, 2009; Dall’Alba & Barnacle, 2007; 

Dall’Alba, 2009b). It is important not to lose sight of the need to prepare undergraduates 

for current and future practice as nursing professionals, which includes attention to what 

undergraduate students are becoming.  

The same argument could be levelled at research about New Graduate Nurses and 

Transition to Practice Programs. Becoming a nurse is more than the acquisition of some 

knowledge and skills and a series of completed assessment tasks leading to a qualification 

and registration. Kramer et al. (2013, p. 462) identify ‘becoming’ during transition as part 

of professional socialisation processes in lived situations, during which knowledge, skills, 

values, roles attitudes and norms of practice are acquired and internalised. These authors 

emphasise a dependent apprentice learning for skill mastery through repetition and 

guidance. Professional becoming is informed in part by education, but there are additional 

dimensions that must be considered. This implies that professional becoming is a process 

that may begin during undergraduate education, but is not complete. Professional 

becoming has not been explored in research pertaining to New Graduate Nurses and is 

the focus of this study. 

Dall’Alba (2009b) highlights the need for research that addresses becoming ontologically 

for emerging professionals. Birks, Chapman and Francis (2010) conclude that 

‘dimensions of self, nurse and professional were fused’ (p. 31) through education, and 

that professional becoming can be considered a point of synthesis through socialisation 
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and re-socialisation. Trede (2009) metaphorically refers to a journey of professional 

becoming as a balancing act. She includes mastery of skills, being empathic and behaving 

ethically in serving society as part of the act and describes a ‘process of disintegration 

and emergence, of getting lost and finding something new’ (p. 4), implying that 

professional becoming is open-ended because we are always being while becoming 

something other than we are at any given time.  

Barnett (2009) and Benner et al. (2010) distinguish between knowledge as an outcome of 

education, and knowing as a process of becoming that leads to changes in being. 

Knowledge forms the basis of assessments through which what is known can be 

demonstrated. Barnett (2009, p. 432) and Benner et al. (2010, p. 86) characterise 

‘formation’ as becoming through evolutionary experiences within authentic situations, 

influenced by socialisation, and they emphasise the importance of enriched self-

understanding. Barnett (2009, p. 433) highlights that a position of knowing features 

formation that brings forward particular attributes and qualities through ‘coming to 

know’.  

Professional becoming among New Graduate Nurses could be described as ‘coming to 

know’ nursing through situated practice as a registered nurse. Nursing situations are 

central to the philosophies and theories of nursing developed by Boykin and Schoenhofer 

(2001), Watson (2008, 2012) and Parse (1998). These authors propose that nursing 

situations are the contexts in which nursing knowledge develops and becomes known, 

and in which opportunities to know nursing reside. It could be argued that, through 

nursing situations, New Graduate Nurses’ professional becoming can emerge as they 

‘come to know’ nursing in practice as registered nurses.  

Within nursing situations professional relationships of care emerge between ‘nurse and 

other’ (Watson, 2012, p. 70; see also Parse, 1998). These relationships are experienced 

subjectively and include the nurse’s consciousness, authentic presence in the situation, 

use of the senses, and words and silence (Boykin & Schoenhofer, 2001; Parse, 1998; 

Watson, 2012). The meaning of experiences then exists within each person as part of a 

‘process of being and becoming’ (Watson, 2012, p. 71; see also Boykin & Schoenhofer, 

2001) other than they have been. The process extends beyond the situation, or ‘caring 

moment’ (Watson, 2008, p. 82; 2012, p. 70), connecting past, present and future 

experiences (Parse, 1998). This implies that professional becoming in nursing is an open-

ended process associated with interactions with people in lived nursing situations. 

Workplace learning offers undergraduates exposure to professional relationships of care; 
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however, they are experienced as students and form part of the New Graduate Nurse’s 

past experience of nursing. 

Boykin and Schoenhofer (2001), Parse (1998) and Watson (2008, 2012) emphasise the 

person and personal in nursing situations for both nurse and other. Within nursing 

situations each response is slightly different and demands professional ways of being that 

are receptive and responsive to the ‘other’ in professional relationships of care. Factors 

that are important for nurses in these relationships include: i) a commitment to respecting 

and protecting personhood and autonomy; ii) an intent and will to affirm the other equally; 

iii) an ability to be present with the other in their situation; iv) an ability to assess and 

realise another’s condition; v) attending to that condition through an assortment of ways; 

and vi) including nurses’ own experiences, culture, background, values, qualities and 

attributes related to personal and professional growth, maturity and changing 

consciousness of self (Parse, 1998; Watson, 2008, 2012). These factors reflect values of 

nursing associated with personhood and humanity, and imply that experience in nursing 

situations is required to integrate the demands of practice into a cohesive response that 

all at once recognises, connects, acts and experiences the demands of each situation 

appropriately to enable professional becoming .  

The phenomenon of development of expert nursing practice through experience has been 

described in Benner’s (1984) seminal work, From novice to expert: Excellence and power 

in clinical practice. Benner articulated the accrual of clinical knowledge and development 

of clinical nursing expertise across time, noting that expert clinical knowledge is 

grounded in perceptions that arise from experiential learning through consistent exposure 

to clinical situations. Based on Benner’s (1984) work it must be assumed that New 

Graduate Nurses are neither novices nor experts because they have had limited exposure 

to nursing situations.  

New Graduate Nurses bring their purposely developed knowledge and skills and 

registration for practice to nursing situations, with their own unique personal histories. 

For the purpose of this thesis, professional becoming is defined as a uniquely personal 

process of change that emerges through acquisition of knowledge and its application in 

lived authentic situations. It facilitates coming to know the world of nursing through its 

practice, giving personal and professional meaning to situations that link past, present and 

future in professional practice.  
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2.5 Summary remarks 

Nursing has rich traditions, distinct cultures and a chequered history that has been 

responsive (or reactive) to changing environments. Nightingale, Bedford-Fenwick and 

Osburn established frameworks for the education and registration of nurses. Since then 

social, technological and scientific changes have led to substantial reforms in health 

service organisation and delivery across more than two centuries. These reforms have 

required changes to education and preparation for nursing practice.  

Educational preparation and accountability through nursing registration is focused on 

protection of the public and should reflect the substantial responsibilities and status 

associated with the profession. Tertiary education, scholarship and the development of 

unique bodies of knowledge from nursing practice, for nursing practice, add to nursing’s 

professional status. At an individual level becoming a nurse is more than acquisition of 

some knowledge and skills, completing an undergraduate nursing degree, registering for 

practice as a registered nurse, putting on a uniform, wearing a stethoscope around one’s 

neck, or helping someone who is ill. 

Attention to preparation for future nursing practice has been a consistent thread in the 

historical development of nursing and nurse education. To meet the challenges ahead the 

nursing workforce must be adaptable and capable of working collaboratively in inter-

professional models of care to support health sector reform and service delivery (Health 

Workforce Australia, 2012a, p. 147). Complex higher education and health sector 

changes mean that 21st Century nursing and nurses will necessarily differ from nursing 

and nurses of earlier eras. Scientific, technological, social, cultural, environmental and 

political changes will continue to have an impact on daily life, professional futures and 

personal being.  

Whether the focus of higher education curricula adequately prepares undergraduates for 

professional practice is an entirely different debate to this study. However, undergraduate 

preparation for practice raises issues associated with professional becoming. If the major 

focus of educational preparation for professional practice is on development of technical 

skills for performance with no or limited attention to what students are becoming, there 

are potentially significant lost opportunities for becoming a professional.  

Upon completion of their degrees and registration, New Graduate Nurses are registered 

nurses. They ‘have achieved agreed professional outcomes and are … equipped with the 

necessary foundation knowledge, professional attitudes and essential skills’ (Australian 
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Nursing and Midwifery Accreditation Council, 2012, p. 2) for practice. Throughout their 

degrees they have completed 800 hours (minimum) of workplace learning, but they have 

not encountered nursing situations as registered nurses. Workplace learning is limited to 

providing opportunities for students to learn and encounter nursing situations as students.  

It could be argued that supported transition programs are a way of addressing the 

limitations of clinical education associated with workplace complexities and a systemic 

means of immersing New Graduate Nurses in practice environments where they come to 

know nursing and formation can occur within a process of professional becoming. The 

role of these programs remains a contested area of research. How to support graduates’ 

professional becoming through Transition to Practice Programs is underexplored. 

To become a registered nurse is more than completion of an undergraduate degree and 

registration because nurses must be exposed to and encounter nursing situations to be able 

to apply their knowledge and skills in moments of practice for practice to have meaning. 

New Graduate Nurses have never been registered nurses. Their first year of sustained 

practice is a significant period of professional growth, development and change during 

which they transition from the role of undergraduate student to that of professional 

registered nurse. It could therefore be argued that their first year of sustained practice is 

when they become registered nurses.  

New Graduate Nurses’ attrition is a substantial concern for health service providers, 

policy makers, academics and the profession. Research highlights intention to leave the 

profession associated with New Graduate Nurses’ transition experiences, and bodies of 

literature aimed at identifying strategies to enhance transition experiences propose a suite 

of systemic and organisational options. Calls for evidence or further research about 

professional becoming are not apparent in research about New Graduate Nurses during 

their period of transition.  

Specific discussion about New Graduate Nurses based on national and international 

literature highlights contemporary issues associated with New Graduate Nurses for health 

service providers, policy makers, academics and the profession more broadly.  A dearth 

of research about their professional becoming, has been identified, thereby demonstrating 

a gap in knowledge about this significant period of professional growth and development. 
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2.6 Aim and significance of this study 

The aim of this study is to contribute to a deeper understanding of New Graduate Nurses’ 

professional becoming in their first year of sustained practice by answering the question:  

 What are the experiences of New Graduate Nurses that shape their professional 

becoming?  

To answer this question the following sub-questions are being posed: 

o What enables and constrains New Graduate Nurses’ professional becoming?  

o What do New Graduate Nurses’ experiences mean for their care and caring 

practices? 

This study will inform the current body of literature related to New Graduate Nurses’ 

professional practice. It also has the potential to inform undergraduate curricula 

development and renewal, clinical nurse education and Transition to Practice Program 

development.  

The first year of sustained practice has been identified as a period of significant 

professional growth and development and is the first period of sustained practice as 

registered nurses for New Graduate Nurses. This study seeks a deeper understanding of 

graduate nurses’ experiences and perceptions of professional becoming during their first 

year of practice in regional Australia.  

How graduates make sense of their experiences and what those experiences mean for 

them in their professional becoming have not been addressed in any detail in studies that 

focus on this transitional period. For the purposes of this study, professional becoming in 

nursing is defined as a uniquely personal process of change that emerges through 

acquisition of knowledge and its application in lived authentic situations that facilitates 

coming to know the world of nursing through its practice.  
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Chapter 3: Methodology 

3.1 Introduction 

Van Manen (2014) refers people new to phenomenology to his seminal work Researching Lived 

Experience because it has a ‘workable outline of human science pointers, principles and practices 

to conduct a phenomenological research project’ (p.16).  This study is informed by a 

constructionist perspective of knowledge, within an interpretive theoretical framework 

and guided by the work of van Manen (1990). This chapter details the philosophical 

framework for the study, the research design, ethical issues, data collection methods, and 

data management and analysis. The rationale for each methodological and data collection 

decision is provided to enable clarity about the research framework and design. Flow 

charts have been included as visual summaries of the text and direction to relevant 

appendices is provided. 

Quality criteria associated with qualitative research are applied to this study to 

demonstrate the integrity of the study and the researcher.  

Figure 4 provides an overview of the research approach. 
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Figure 4: Overview of the research approach  
(adapted from Ajjawi and Higgs, 2007 and informed by van Manen, 1990) 
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3.2 Research design 

Qualitative research focuses attention on texts and artefacts in an assortment of forms. 

This feature distinguishes it from quantitative research, which generates numerical data 

via surveys and questionnaires, or in laboratories, for mathematical or statistical analysis 

(Loftus & Rothwell, 2010). Quantitative research aims to explain, predict and identify 

cause–effect relationships that are broadly generalisable based on reliable explicit 

objective criteria that are validated, or discounted, through the application of the 

‘scientific method’ (Higgs & Trede, 2010, p. 33; Loftus & Rothwell, 2010). It may be 

possible to quantify ‘experience’; however, experiences are neither predictable nor 

objective.  

A foundational tenet of qualitative research is that we can know and understand 

occurrences by making meaning through experiences and dialogues with others (Higgs & 

Trede, 2010). Experiences can be described, rather than explained as cause–effect 

phenomena. A qualitative research design is appropriate for this study because a deeper 

understanding of New Graduate Nurses’ experiences of professional becoming is the 

phenomenon of interest. 

 

3.3 Philosophical framework  

Ways of understanding and knowing the world are grounded in philosophy. Assumptions 

and beliefs about the world, and how it can be understood and examined to generate new 

knowledge, guide all research (Denzin & Lincoln, 2011; Higgs & Trede, 2010). 

Ontological and epistemological perspectives provide frameworks for and inform 

research inquiries and designs.  

Ontology is the nature of being and what can be known. It is ‘the study of being’ (Crotty, 

1998, p. 10) in the world and the nature and structure of reality as it is understood by 

people (Crotty, 1998; Denzin & Lincoln, 2011; Higgs, Trede, & Rothwell, 2007; 

Liamputtong, 2013). Ontology addresses what can be known and what it means to know 

(Higgs & Trede, 2010). Informing this study is the belief that being is neither static nor 

ordered.  

A belief that reality and knowledge are socially created by people in their own contexts, 

and can be described and interpreted from multiple perspectives that give meaning to 

phenomena, forms the basis of a social constructionist ontological perspective (Higgs et 
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al., 2007; van Manen, 1990). From this perspective, people use knowledge and theories 

about practice, and behave in accordance with tacit rules in their day-to-day lives, giving 

rise to multiple constructed realities through interpretation of events (Higgs & Trede, 

2010; Linesch, 1994). Through engagement in and interpretation of the world, reality is 

co-constructed by people in their day-to-day interactions. 

Epistemology is ‘the branch of philosophy which investigates the origin, nature, methods 

and limits of human knowledge’ (Yallop et al., 2005, p. 478). Further, it is the study of 

how something can be known, and claim to be knowledge, embedded in theoretical 

perspectives and methodologies of research (Crotty, 1998; Higgs & Trede, 2010). 

Epistemological perspectives are the lenses through which knowledge is generated and 

viewed, and provide structural boundaries for research.  

A social constructionist epistemology infers that knowledge is constructed and shaped, 

rather than discovered, through social interactions. The social context in which 

knowledge is constructed through experience and interpretation is historically and 

culturally located and informed, and requires conscious engagement in the world (Crotty, 

1998; Daher, Carre, Jaramillo, Olivares, & Tomicic, 2017; Young & Collin, 2004). A 

constructionist epistemology depends on ‘human practices being constructed in and out 

of interaction between human beings and their world, and transmitted within an 

essentially social context’ (Crotty, 1998, p. 42). This study is ontologically and 

epistemologically constructionist because the purpose is to explore experiences of 

professional becoming as a phenomenon among New Graduate Nurses.  

The first year of sustained practice has been identified as a significant period of 

professional growth and development that involves personal effort for learning, 

understanding and knowledge enhancement. This study is informed by an ontological 

perspective that interpretation of experiences in and of the world enables construction, 

rather than discovery, of meaning or knowledge, and a social constructionist 

epistemological perspective that knowledge is formed and shaped through interactions to 

make meaning of events and phenomena (Higgs & Trede, 2010). The constructionist 

foundations of this study are grounded in an interpretive theoretical framework.  
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3.3.1 Interpretive theoretical framework 

Theoretical frameworks in research are philosophically informed and combine 

ontological and epistemological perspectives that reflect particular interests, issues, 

values, beliefs, and areas of research interest and inquiry (Crotty, 1998; Schwandt, 1998). 

Frameworks identify the scope of methodological traditions, expectations, goals and 

practices in research. An interpretivist framework aims to elicit description, 

understanding and meaning to illuminate a phenomenon of interest (Daher et al., 2017; 

Higgs & Trede, 2010; Schwandt, 1998; van Manen, 1990). The theory and practice of 

interpretation is referred to as ‘hermeneutics’ (Crotty, 1998, pp. 87–88; van Manen, 1990, 

p. 179). Historically associated with interpretation of biblical texts, hermeneutic analysis 

enables recovery of particularities veiled within texts in order to inform deeper 

understandings (Crotty, 1998; van Manen, 1990).  

Understanding the unique meanings and values people ascribe to their experiences 

privileges subjective day-to-day activity (Crotty, 1998; Schwandt, 1998; van Manen, 

1990). Meaning is made through interpretation of experience within personal frames of 

reference, giving rise to multiple subjective perspectives of the same incident or 

experience. A personal frame of reference is informed by a person’s socio-cultural, 

political, economic, educational and spiritual contexts and practices. People interacting 

in the world interpret things (events, objects, ideas) in the context in which they occur; 

construct and ascribe meaning to those interactions within their frames of reference; and 

share those meanings in particular situations (Young & Collin, 2004). Through 

interpretation and sharing, knowledge is co-constructed. 

 

3.3.2 Phenomenology  

Phenomenology is a branch of philosophy and also a research methodology. From a 

philosophical perspective, phenomenology evaluates experiences as sources of 

knowledge and enables illumination of phenomena. A phenomenon is something that is 

directly observed, experienced or ‘perceived by the senses’ (Flew, 1983, p. 266) by those 

who experience it (Giorgi, 1997; McQueen & McQueen, 2010). In the context of research, 

phenomenon refers to the study of an ‘abstract concept’ (Polit & Beck, 2012, p. 737). 

Phenomenological research is a ‘complex system of ideas’ (Denzin & Lincoln, 2011, p. 

16) that emphasises subjective relationships, descriptions and understandings of the 
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world, through peoples' experience of it (McQueen & McQueen, 2010). Broadly, 

phenomenological research is the study of structures of consciousness and experience 

through examining how the world appears to people from their place within it to gain a 

deeper understanding of the nature and meaning of everyday lived experiences (Daher et 

al., 2017; Field & Morse, 1985; McQueen & McQueen, 2010; van Manen, 1990). 

Phenomenological research asks what is (a phenomenon) like? 

Phenomenology has been used to explore the experience of New Graduate Nurses in 

relation to, for example, staff retention and support (Kelly & Ahern, 2009), and 

knowledge and skill development (McKenna & Newton, 2008). Despite evidence in the 

field of higher education about who graduates are becoming, New Graduate Nurses have 

received limited attention (Barnett, 2004, 2009; Dall’Alba & Barnacle, 2007; Dall’Alba, 

2009a). Experiences of professional becoming among New Graduate Nurses is the 

phenomenon explored in this study. Gaining a deeper understanding of experiences of 

professional becoming requires interpretation of New Graduate Nurses’ experiences, 

constructed through an iterative evaluation of personal meaning attributed to those 

experiences.  

Each experience has essential features, the core or essence which makes an experience 

what it is (van Manen, 1990). People are always being whilst becoming other than they 

are at any point in time, through their interactions in and with the world. This makes 

human phenomena open-ended and inconclusive because people are in a constant state of 

transformation (Daher et al., 2017). Recollection of essential features and the personal 

meanings ascribed to experiences can fade with time or become muddied as new 

experiences create changes in understanding, meaning and being. The first year of 

sustained practice is a clearly defined period of time for New Graduate Nurses which 

affords the opportunity to explore the phenomenon of professional becoming whilst 

experiences are fresh.  

 

3.3.3 Hermeneutic phenomenology  

Hermeneutic phenomenological research requires interpretation of texts or other 

symbolic representations of lived experiences in order to illuminate a phenomenon, rather 

than seizing upon ‘conceptual abstractions’ (Crotty, 1998; van Manen, 1990, p. 79). Rich 

descriptions of experiences are gathered from people with expert knowledge of a 

phenomenon of interest (Daher et al., 2017; Field & Morse, 1985; Mack, 2010). These 
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descriptions are accounts of experiences, as ‘lived’ (Merleau-Ponty, 1945/2002, p. vii), 

from the perspective of the persons who lived them. Essential features emerge from 

descriptions of lived experiences, to inform a deeper understanding of a phenomenon of 

interest. Gadamer (1989/2004, p. 301), however, identifies that the description of an 

experience is limited because each description denotes a particular perspective that ‘limits 

the possibility of vision’. In relation to this study, New Graduate Nurses’ experiences 

during their first year of sustained practice are unique to them and informed by their 

limited experience as registered nurses.  

Hermeneutic interpretation can reveal what is within a narrative – beyond what is being 

pointed out to include what is being pointed to that could not be, or was not, articulated – 

to identify essential features of an experience and give credible insights (Baggini & Fosl, 

2010; Daher et al., 2017). Van Manen (1990) portrays these insights as descriptions of 

possible experiences and possible interpretations. Whilst people may describe their 

experiences differently and some elements may differ, essential features will emerge so 

that people who have had those experiences can nod and say ‘yes, that is what X is like’, 

thereby constructing a shared understanding of an experience.  

Understanding has been conceptualised as a ‘horizon [that] includes everything that can 

be seen [and understood] from a particular vantage point’ (Gadamer, 1989/2004, p. 301). 

To achieve a shared understanding, however, means looking beyond what is immediately 

obvious, to more completely illuminate and understand experiences and move the horizon 

to visualise a new understanding (Clark, 2008; Gadamer, 1989/2004; Vessey, 2009). The 

concept of a fusion of horizons is significant methodologically for this study because the 

perspectives of New Graduate Nurses are informed by their limited experience as 

registered nurses, as compared to the researcher’s perspective which is informed by many 

years of experience as a registered nurse.  

These dual viewpoints create an ‘insider-outsider’ perspective in relation to the 

phenomenon of professional becoming, whereby the participants and the researcher are 

all registered nurses (insiders) but the researcher is not a New Graduate Nurse (outsider) 

(Bonner & Tolhurst, 2002; Dwyer & Buckle, 2009). Fusing the horizons of participants 

and researcher in order to illuminate and gain deeper understanding of professional 

becoming is the task of hermeneutic interpretation and analysis within this study. 

To summarise, phenomenology is the study of experience through examining how the 

world appears to a person (McQueen & McQueen, 2010), and hermeneutics is the theory 
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and practice of interpretation (Crotty, 1998; McQueen & McQueen, 2010; van Manen, 

1990). A hermeneutic phenomenological methodology was chosen for this study because 

New Graduate Nurses have expert knowledge of working in contemporary health 

services. Gaining a deeper understanding of their experiences, and fusing these 

perceptions with those of the researcher in relation to professional becoming, enables 

construction of new knowledge about this critical period of professional growth and 

development for New Graduate Nurses.  

Figure 5 summarises the alignment between the philosophical and theoretical framework, 

the hermeneutic phenomenological methodology, and the qualitative data collection 

methods.  

 

 

 

Figure 5: Summary of the philosophical and theoretical framework, methodology and data 
collection methods of this study (adapted from Crotty, 1998) 

 

3.4 Ethics approvals and ethical considerations  

To enable access to New Graduate Nurses participating in respective graduate programs, 

Human Research Ethics Committee (HREC) approvals for this study were provided by 

Albury Wodonga Health (Approval Number: 390/13/2), Goulburn Valley Health (no 

number provided) and Northeast Health Wangaratta (Approval Number: 120). Copies of 

approval correspondence from each committee can be found at Appendices A–C. Charles 
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Sturt University HREC also provided approval for this study (Approval Number: 

2013/165). A copy of the university approval can be found at Appendix D.  

Ethical research reflects concern for the welfare and wellbeing of research participants 

(Australian Research Council & Universities Australia, 2018; Polit & Beck, 2012). 

Research design, participant recruitment and selection, data collection, management and 

reporting processes that reflect the ethical principles of respect, autonomy, justice, 

beneficence and non-maleficence are imperative to research practice (Australian 

Research Council & Universities Australia, 2018; Christians, 2011; Polit & Beck, 2012). 

This section provides details about ethical considerations associated with the design of 

this study, criteria for the identification of participants, the recruitment process, and an 

overview of the participants who shared their experiences and enabled this study.  

 

3.4.1 Study design 

New Graduate Nurses are at a vulnerable point in their careers. Ethical consideration was 

given to data collection points and processes that would not be burdensome, or elevate a 

participant’s anxiety or stress. Allowing participants the time and mental space to adjust 

to their work and professional environments was an important consideration in planning 

data collection points and methods across the year. From an ethical perspective it was 

considered that participation in a research project that involved interviews, participant 

observation and the production of a creative artefact would be an unfair burden to place 

on New Graduate Nurses during their first eight months of sustained practice.  

The decision to interview New Graduate Nurses during their ninth and twelfth months of 

sustained practice was informed by the work of Boychuk Duchscher (2008). According 

to Boychuk Duchscher’s (2008) research, the first eight months of practice for New 

Graduate Nurses is a period when they struggle to master basic clinical skills and time 

management, and endeavour to comply with routines and ‘fit in’ (p. 445) to professional 

and ward cultures. After 8–12 months of practice, New Graduate Nurses are more likely 

to be enjoying their work and making decisions about their careers.  

Interviews were conducted in a room away from participants’ clinical work area to reduce 

the risk of interruption and to maximise their confidentiality. Confidentiality was also 

addressed following interviews and in data management through allocation of 

pseudonyms to participants and de-identification of people and organisations within 
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interview transcripts. A comprehensive discussion of participant confidentiality 

associated with data management is provided in Section 3.6.  

It was not possible to predict whether emotional issues might be raised for participants in 

this study. Consideration of the management of such issues was given in planning the 

data collection. The New Graduate Nurses were afforded the opportunity of pausing 

interviews in the event that a conversation became distressing. The relevant employer’s 

Employee Assistance or Support Program’s contact details were provided to participants 

at each interview. Interviews and participant observations were conducted at mutually 

convenient times to reduce any burden on participants and to accommodate the 

professional and personal commitments of both participants and researcher.  

An additional ethical consideration associated with this research was the period of 

participant observation. Participants were offered the option of speaking directly to the 

Nurse Unit Manager about the researcher’s visit, or having the researcher make direct 

contact with the manager. The purpose of this discussion was to alert the Nurse Unit 

Manager to the visit and its purpose in relation to the study. In addition, any organisational 

requirements associated with visitor identification and notifications, and HREC 

approvals, could be identified and provided.  

 

3.4.2 Participation in the study 

3.4.2.1 Sampling 

Purposive sampling, as defined by Oliver (2006) and described by Palinkas et al. (2015) 

and Patton (2002), was identified as the most appropriate approach for recruitment of 

New Graduate Nurses. A purposive approach to sampling aligns with a constructionist 

stance and interpretive research framework because it enables rich descriptions of 

experiences to be gathered from people who have experience of the phenomenon of 

interest.  

To ensure that the participants could contribute their lived experience and ‘expert 

knowledge’ (Field & Morse, 1985) as New Graduate Nurses, the following inclusion 

criteria were applied: 

 registered nurses in their first year of sustained practice;  
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 participating in a New Graduate Program within the Hume Health Region of 

Victoria, at a site approved by the relevant HREC; 

 available and willing to participate in the study during the final three months of 

their Graduate Nurse Program; and 

 prepared to share their experiences through interviews, a creative artefact, and a 

period of direct observation. 

3.4.2.2 Participant recruitment processes  

Following HREC approvals, initial contact with potential participants was made via the 

Graduate Nurse Program Co-ordinators at three regional health services in the Hume 

Health Region of Victoria. Following a preliminary telephone conversation with the 

Graduate Nurse Program Co-ordinators, appointments were made to introduce the study 

to New Graduate Nurses during scheduled study days.  

All New Graduate Nurses attending the study days were introduced to the study and 

provided with the researcher’s business card with several attached Post It Notes®. 

Following an introduction to the study, the researcher and Graduate Nurse Program Co-

ordinator left the room for ten minutes. New Graduate Nurses who were interested in 

participating in the study were invited to write their name, email address and contact 

phone number on a Post It Note®, or to make direct contact with the researcher by email 

or phone. The researcher did not return to the room. The Program Co-ordinator collected 

the Post It Notes® in a large envelope and returned them to the researcher. This ‘arms-

length’ process reduced the risk of possible researcher coercion.  

The contact details provided to the researcher were transcribed to an electronic file on a 

password protected computer and the Post It Notes® were shredded then placed in a 

commercial shredding bin at the university. A copy of the study information sheet 

(Appendix E) and consent form (Appendix F) were emailed to each New Graduate Nurse 

who provided their contact details with an additional invitation to participate. A copy of 

the email invitation is included at Appendix G.  

A follow-up phone call was made to discuss the study, confirm the New Graduate Nurse’s 

agreement to participate and arrange an appointment for the initial interview.  Appendix 

H provides a diagrammatic representation of the recruitment process.  

The follow-up phone call was followed up by email, confirming the date, time and venue 

for the interview. Hard copies of the study information sheet and consent form were taken 
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to the first meeting, at which the New Graduate Nurse was invited to ask questions about 

the study before signing the consent form. Throughout this process, and as the study 

progressed, participants were afforded opportunities to withdraw from the study without 

any personal or professional consequence.  

When a New Graduate Nurse who initially provided their contact details subsequently 

advised via email that they wanted to withdraw from the study without having made any 

contribution, a reply email from the researcher acknowledged their withdrawal and they 

were thanked for considering participation. Their name and contact details were deleted 

from the participant list.  

 

3.4.3  Participants 

The purpose of phenomenological research is to gather rich descriptions of people’s lived 

experiences, in order to gain insight into a phenomenon of interest. As the intent is to 

explore details of the experience, the number of participants required for a 

phenomenological study is generally much smaller than would be acceptable in a 

quantitative study. In total, nine New Graduate Nurses from three hospitals were recruited 

to participate in this study. They were recruited from Transition to Practice Program 

intakes during 2013–2014.  

The New Graduate Nurses who participated in this research comprised two men and seven 

women aged 21–45 years, with five of the nine nurses being aged 21–25 years. This mix 

of participants reflects the higher proportion of women employed in nursing in Australia 

(Australian Institute of Health and Welfare, 2016). As the focus of this study is on the 

experience of New Graduate Nurses, the higher proportion of younger participants (the 

average age of registered nurses is 44.2 years) is to be expected (Australian Institute of 

Health and Welfare, 2016).  

Some of the New Graduate Nurses had moved interstate to work in regional Victoria, 

with either no or limited experience of the area to which they relocated. The universities 

at which participants had completed their undergraduate nursing degrees were a mix of 

metropolitan and regional institutions, and for two of the nine participants the Bachelor 

of Nursing was not their first higher education qualification. Only two of the nine 

participants had any nursing experience prior to commencing their Bachelor of Nursing, 

having gained an Enrolled Nursing qualification through Technical and Further Education 
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colleges. For three of the participants, the Bachelor of Nursing heralded a career change 

from manual outdoor employment, small business ownership and hospitality. Another 

participant ‘stumbled across nursing’ during completion of another degree. An overview 

of the New Graduate Nurse participants in this study is provided in Table 2.  

Table 2: Overview of New Graduate Nurse participants 

Pseudonym Age 
range 

University for 
undergraduate 

Bachelor of 
Nursing 

Other 
post-

secondary 
education 

Other nursing 
qualification 

Originally 
from Hume 

Region 

Barbara 21–25 Metropolitan 
and regional No No Yes 

Daisy 21–25 Regional No No Yes 

Erica 31–35 Regional Yes No Yes 

Jacquie 31–35 Metropolitan Yes No No 

Louise 21–25 Regional No No Yes 

Nelly 41–45 Regional No Yes Yes 

Patricia 21–25 Metropolitan No No No 

Tiffany 21–25 Metropolitan 
and regional No No Yes 

Violet 26–30 Regional No Yes Yes 

 

Personal details such as attendance at a specific university and other qualifications or 

education information have been excluded to minimise the risk of participants being 

identified. All participants self-selected or were assigned pseudonyms for the purposes of 

personal anonymity. The two men who participated in this study were assigned female 

pseudonyms to reduce the risk of being identified through their gender.  

 

3.5 Data collection methods 

The texts humans write, the speech they utter, the art they create and the 
actions they perform are all expressions of meaning (Crotty, 1998, p. 94). 
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Data were collected from New Graduate Nurses using three methods: i) two semi-

structured interviews, the first of which included visual elicitation; ii) participant 

observation; and iii) a participant creative artefact. Data collection methods will be 

discussed chronologically in order to provide a logical perspective on this iterative 

process.  A visual representation of the data collection methods and timeline is provided 

in Figure 4 (page 44). 

 

3.5.1  Interview one  

Interviews in phenomenological research provide a forum for establishing a 

conversational relationship about experience. Described as conversations with a purpose, 

an interviewer asks questions of a participant that explore and gather narratives of lived 

experiences to inform the development of a text and for use in developing a deeper 

understanding of a phenomenon of interest (Kvale & Brinkmann, 2009; Polit & Beck, 

2012). Interviewers identify the topic and shape conversations to glean information, 

making interviews an unequal conversation (Kvale & Brinkmann, 2009). The unequal 

nature of the conversation means that interviewers should have a ‘deliberate naiveté’ 

(Kvale & Brinkmann, 2009, p. 30) and openness to participants’ experiences, maintaining 

a curiosity about, and sensitivity to, what is said and not said, nuances, inflections and 

body language.  

Such openness, curiosity and sensitivity imply that the interviewer maintains a critical 

self-awareness of their own presuppositions, biases and prejudices, suspending them as 

far as possible, to enable the emergence of participants’ narrative descriptions (Kvale & 

Brinkmann, 2009; Minichello, Aroni, & Hays, 2008). As an ‘insider-outsider’ researcher 

in this study, humility about participants’ experiences was also essential. This meant 

asking questions to help participants explore and narrate their experiences in detail 

without imposing personal meaning on their narratives from the perspective of the 

researcher’s years of lived experiences. To gather information interviews can be 

structured, unstructured or semi-structured.  

Structured interviews comprise a series of standard questions asked of all participants, in 

the same order, to provide comparability between respondents and with other studies. 

This standardised approach reduces the risk of bias between interviews (Minichello et al., 

2008). The opportunity to explore answers, however, is removed by the requirement to 

ask pre-scripted questions. Unstructured interviews rely on interaction between the 
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interviewer and participant to create information where neither questions nor answer 

categories are predetermined (Minichello et al., 2008). An unstructured interview would 

be an approach of choice if an interviewer had no clear view of what they wanted to know 

(Polit & Beck, 2012). Structured and unstructured interview approaches were not 

considered appropriate for this study because lived experiences are not scripted and the 

phenomenon of professional becoming was predetermined.  

In this study a semi-structured interview approach was employed because the research is 

about lived experiences. Semi-structured interviews enabled a focus on the participants’ 

experience of professional becoming but also afforded an opportunity for the New 

Graduate Nurses to share their experiences in their own words. Participants in semi-

structured interviews are able to organise their own descriptions and emphasise 

experiences of importance to them without being restricted in their responses. 

Simultaneously, ideas can be explored and more detailed descriptions or information 

sought (Kvale & Brinkmann, 2009). Rich descriptions of experiences are essential to 

identify situations and contexts of the New Graduate Nurses’ experiences and the 

meanings which they construct from these experiences to inform their professional 

becoming.  

The purpose of the initial interview was to re-introduce the study, explain the data 

collection requirements, gain consent to participation and clarify demographic details 

before discussing participants’ experiences during their first nine months of sustained 

practice. Visual elicitation was used during the first interview and is discussed in Section 

3.5.2. Van Manen (1990) encourages attention to bodily and emotional experiences 

within descriptions, rather than sanitised accounts of experience. To that end, an interview 

guide (Appendix H) was prepared with initial questions designed to place the participants 

at ease and encourage a conversational flow, rather than an interrogation.  

Each of these one-hour interviews was recorded digitally to enable accurate transcription. 

All of the initial interviews were transcribed verbatim by the researcher. These text-based 

representations of the interviews facilitated preliminary data analysis and informed the 

second round of interviews.  
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3.5.2  Visual elicitation  

The use of photographs and images to stimulate conversation in interviews produces a 

different type of information than words alone because photographs ‘evoke deeper 

elements of human consciousness’ (Harper, 2002, p. 13). Photographs can be used to 

connect people to experiences, memories, emotions, ideas and shared experiences 

(Hansen-Ketchum & Myrick, 2008; D. Harper, 2002; Linz, 2011). The deeper elements 

of human consciousness referred to by Harper (2002) could be explained as a tacit form 

of knowing that Polanyi (1966, p. 4) explains as sensing that ‘we know more than we can 

tell’. Van Manen (1990, p. 113) refers to an ‘epistemological silence’ that occurs when 

we are unable to articulate something that is known, or is beyond the range of ordinary 

speech.  

The intent in using visual elicitation as an adjunctive data collection method was to 

facilitate the New Graduate Nurses’ articulation of what they knew but found difficult to 

express. Their experiences in this first year of sustained practice could be confronting or 

beyond the limits of social norms. Photos were used to trigger memories, stimulate 

reconnection with experiences, open up the conversation, and make tacit experiences 

more explicit.  

A commercially produced photo pack titled Picture This (2007) was used during the 

initial interview. This photo pack contains images of people, nature, buildings, 

streetscapes, landscapes, activities and inanimate objects. The photos were laid out 

towards the end of the first interview and the New Graduate Nurses were invited to choose 

up to three photos which they felt told some of the story of their journey of professional 

becoming, up to that point in time. They were then invited to tell their stories based on 

their photo selections.  

The use of photos for visual elicitation also provided an alternate medium for the nurses’ 

explanations, or a metaphor for their experience. Interviews and photos provided the 

opportunity for reconnecting New Graduate Nurses with their experiences and 

stimulating conversation that could be analysed to reveal essential features of their 

experiences and discover the meanings they constructed from them. In addition to inviting 

deeper discussion about their experiences, this method of data collection also introduced 

a creative way of telling their story that could be used for their creative artefact. 
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3.5.3  Participant observations 

Participant observations were the second data collection method used in this study and 

enabled collection of data from ‘the “text” of daily living ... while it is happening’ (van 

Manen, 1990, p. 69, author emphasis) in the real world situations of their practice. 

Participant observation is traditionally used in ethnographic research to describe and 

interpret cultural behaviours in naturalistic settings (Polit & Beck, 2012). This study is 

concerned with the phenomenon of professional becoming for New Graduate Nurses and 

was not intended to be an ethnographic study of contemporary health service cultures.  

A broader understanding of the New Graduate Nurse’s working environment, their 

interactions with patients, and their clinical practice was essential in order to gain a deeper 

understanding of their experiences. Participant observation was an adjunct data collection 

method. It was important, however, to minimise any possible disruption to health service delivery 

and patient care during the period of participant observation.  Participant observation also 

provided an opportunity to validate descriptions and observe professional interactions that 

could be discussed and explored at the second interview (Bonner & Tolhurst, 2002). The 

period of participant observation captured one hour of the New Graduate Nurses’ time in 

their work environment, interacting with health service patients, visitors and staff. 

As an ‘insider’ registered nurse one hour was considered sufficient time to observe 

participants activities because there was an ability to observe without the need to seek 

clarification about tasks, terminology or routine practices, such as conducting patient 

observations.  As an outsider to the organisation, however, the principal researcher had 

no familiarity with generic practices or work unit cultures (Bonner & Tolhurst, 2002).  

The second interview therefore, afforded an opportunity to gather more descriptive detail 

about observations from participants in order to clarify their experience as a New Graduate 

Nurse. 

Health service patients with whom the New Graduate Nurses were likely to interact 

during the period of participant observation were asked to consent to the nurse being 

observed in the course of their normal duties. To facilitate this process, an information 

sheet and consent form (Appendices I and J) were provided to assist participants to 

explain the study to their patients and to obtain verbal agreement to being approached by 

the researcher. This follow-up enabled the researcher to reiterate the purpose of the study, 

answer and gain written consent from the patients. Patients who did not want their 
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interactions with the New Graduate Nurse to be observed were not approached by the 

researcher. An overview of the field observation process is provided at Appendix K. 

Brief field notes were made during the period of observation and subsequently were 

elaborated to provide additional texts for analysis. The process of writing detailed field 

notes enabled engagement with the data and this iterative process informed the second 

interview (Polit & Beck, 2012). An edited sample of field notes is provided at Appendix 

L. 

 

3.5.4  Interview two 

A second interview followed the participant observation and was scheduled during the 

final month of each participants’ Graduate Nurse Program. The New Graduate Nurses 

were invited to create a reflective artefact to either forward electronically or bring along 

to this interview. The interview was semi-structured and an interview guide was prepared 

in advance (refer to Appendix M). The purpose of the second interview was to gather 

further detail about the New Graduate Nurse’s experiences. Data from the first interview, 

notes from the period of participant observation and the creative artefact were used as 

prompts during the second interview. Participants were invited to expand on information 

that they had shared in the first interview and to describe their experiences in detail, using 

their creative artefact to inform reflection. Interviews were approximately one hour in 

length and were digitally recorded to enable accurate transcription. 

 

3.5.5  Creative artefacts 

Experiences are private and can be very difficult to describe adequately (McQueen & 

McQueen, 2010; van Manen, 1990). Creative artefacts offer representative opportunities 

to explore and express complex ideas, stories and experiences to deepen understanding 

and meaning and can communicate personal ‘truth that is felt and understood in the 

moment’ (Leavy, 2010, p. 240), or cannot be spoken (Camden Pratt, 2007; Leavy, 2009; 

Loftus, Higgs, & Trede, 2011; Polanyi, 1966; van Manen, 1990). To reveal more than the 

spoken word and illuminate phenomena and meaning that may otherwise remain hidden 

from view, creative artefacts can be a representative form of expression of lived 

experience that can subsequently be interpreted and reinterpreted through data collection, 
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analysis, representation and re-presentation in research findings (Leavy, 2009; van 

Manen, 1990).  

Use of creative artefacts as a data collection method for this study aligns with the 

constructionist ontological and epistemological stance, where reality is constructed 

through interpretation of experiences in the day-to-day world of New Graduate Nurses 

(Crotty, 1998). The artefacts created by the New Graduate Nurses represented their 

personal interpretation of their experience. This form of expression is rich and complex, 

and extends what is possible in the confines of an interview. This method of data 

collection aligned well with the theoretical framework for this study because it afforded 

an opportunity for New Graduate Nurses to express the nature and structures of their 

professional becoming, both reflectively and metaphorically.  

Arts based research methods include, but are not limited to, short narratives, stories, 

poetry, collage, painting, drawing, theatre and dance performances, music and song 

(Camden Pratt, 2007; Leavy, 2009; Willis & Smith, 2000). The specific form of creative 

artefact was not prescribed, in order to avoid any additional burden being placed upon the 

New Graduate Nurses and to avoid the work feeling like an academic assessment. 

Suggestions were, however, made by including a collage, poem, sketch or painting, or a 

journal entry. 

Depending on the format and structure of the artefact, participants were asked to submit 

their creative piece electronically, in advance of the second interview. At interview, the 

New Graduate Nurses were invited to tell their own story about their creative artefact. 

Discussion enabled clarification of the meaning of the artefact and exploration of ideas 

and experiences, to obtain the richest possible descriptions from the participants. 

 

3.5.6  Field notes and reflexive practice 

Descriptive field notes were collated during the participant observation sessions in the 

workplace. Additionally, ‘unstructured observations and interpretations’ (Polit & Beck, 

2012, p. 728) were noted in relation to the New Graduate Nurses after each of the 

interviews. Personal reactions to their stories and reflections on their accounts were also 

captured by the researcher, in order to ensure that essential data from interviews were not 

lost with time and the myriad of other activities associated with research and thesis 

preparation. These post-interview field notes provided textual interpretations and initial 



61 

reactions to interviewees and interviews, and afforded the opportunity to begin to make 

sense from the data being collected.  

Reflexivity is essential practice in qualitative research because the researcher is part of 

the research setting and context. Biases, preferences and preconceptions that could affect 

decision making, data collection and analysis can be identified. Sensitivity to these 

prejudices and critical self-reflection recognises the subjectivity of the researcher and 

facilitates researcher self-awareness (Kvale & Brinkmann, 2009; Polit & Beck, 2012). 

This self-awareness helps to maintain an openness and alertness to possibilities as 

phenomena are explored (Ajjawi & Higgs, 2007; Gadamer, 1989/2004; McCaffrey, 

Raffin-Bouchal, & Moules, 2012; van Manen, 1990). Reflexivity acknowledges the 

researcher’s role in the research process, and in this thesis reflections are presented in the 

concluding chapter of this thesis. 

The range of data collection methods used in this study informed a deep exploration of 

the experience of New Graduate Nurses. Interview one, including visual elicitation, 

occurred after nine months of sustained practice.  Participant observation and interview 

two occurred during the eleventh month of participants’ first year of sustained practice.  

Participants’ creative artefacts were produced during the period between the two 

interviews.  The incorporation of visual-elicitation and creative artefacts complemented 

the traditional data collection methods of interview and observation, in order to generate 

extremely rich data to illuminate the phenomenon of professional becoming. The data 

collection methods align with a constructionist research framework, capturing the New 

Graduate Nurses’ experience of professional becoming during their first year of sustained 

practice. Data from these multiple sources are revealed, interpreted and re-interpreted 

during the process of data analysis.  

 

3.6 Data management  

Participants’ personal contact details and consent forms were stored electronically in a 

password protected university computer file separate from data related to this study. 

To manage the volume of initial data generated through interviews, field observations and 

creative artefacts, electronic folders were created for each participant on a password 

protected university computer. Each folder was identified using participants’ pseudonyms 

and all their digitally recorded interviews, interview transcripts, field notes and electronic 
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versions of creative artefacts were saved into their respective folders. For example, 

P:\PhD\Data\Daisy\ contained all the data from Daisy. Files within Daisy’s folder were 

identified by her name and the content of the file. For example, Daisy-IV-1 meant 

Interview 1, as either an audio recording (.WMA) or a transcript (.docx). 

Digital interview recordings were transcribed verbatim into Microsoft Word documents 

for later analysis. All first-round interviews were transcribed by the researcher. During 

this transcription process any identifying data, such as peoples’ names, communities or 

organisations, were removed or changed to reduce the risk of identification of participants 

or organisations. The second round interviews were transcribed via a transcription 

service, then reviewed for accuracy by listening to the audio while concurrently reading 

the transcript. During this process identifying details were removed from transcripts. 

Interview transcripts had the file name, as described above, included as part of a footer 

on each document. 

Field notes were maintained for each participant’s observation period. Field notes 

consisted of brief notes about the work unit and working environment; participant 

interactions with colleagues, multidisciplinary team members, health service clients and 

their relatives; and impressions, sensations and questions formulated during an 

observation period. The notes were later written up in detail as Word documents and 

saved as described above. The notes served as a prompt for questions during the second 

interview.  

Additional notes were made in relation to interviews with each participant, including the 

venue of the interview, initial and ongoing impressions of the participant, body language 

and gestures, key discussion points and personal reflections about the interview and its 

content. Appendix L provides an extract from the field notes. 

Each participant’s initial interview, field observations, field notes and creative artefact 

helped to inform the second interview in order to clarify and understand their experiences 

more fully as individuals. This is consistent with a constructionist approach to this study 

because through gaining clarification and insight into participants’ experiences 

understanding is co-constructed. 
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3.7 Data analysis 

As noted above, this research had multiple data collection points and methods. There was 

some concurrent analysis of each participant’s data between interviews one and two. To 

remain open to each participant’s experience, concurrent analysis was limited to listening 

to interview recordings, and transcribing and reading transcripts and field notes to identify 

questions for clarification during the second interview, to avoid imposing perspectives on 

the data that were not participants’ intent.  

Van Manen (1990) asserts that metaphor can help us transcend the limits of face-value 

interpretation and content and return to the core features of phenomena as they are 

experienced. Further, van Manen (1990, p. 25) also notes that description ‘mediated by 

expression … seems to contain a stronger element of interpretation’. Data analysis for 

this study was guided by van Manen’s (1990) approach to interpretation and involved 

description, interpretation and critical analysis of contextual lived experiences by 

returning repeatedly to the data for validation.  

McNiff (2007) distinguishes arts-based research from research in which arts may have a 

significant role, but are only a method of data collection. In this study creative art was 

used as one method of data collection to illuminate the experience of professional 

becoming among New Graduate Nurses, rather than a research methodology. McNiff’s 

distinction is important because the richness of the creative artefacts provided by 

participants became metaphors for their experiences that could not be ignored.  

To honour the creative work participants contributed to this study, three artefacts were 

chosen to provide a basis for initial analysis and a subsequent framework for the findings 

chapters that follow in this thesis. Artefacts had to be easily de-identified or adapted to 

protect the identity of participants and not lose the essence of their creativity in any 

adaptation. Further, the artefacts could not breach Australian copyright laws.  This 

decision reflects a respect for the participants’ efforts and maintains a truth about their 

experiences.  This is an essential element of phenomenological research. 

The three artefacts chosen for collaborative analysis were a PowerPoint presentation, a 

musical composition and a collage on a bottle. As metaphors the creative artefacts enable 

comparison and create alternate images of participants’ experiences (Crotty, 1998; Leavy, 

2009). The artefacts are re-presented in the findings chapters of this thesis as ‘metaphor 

made real’ because they represent the experiences of the creators. Some artefacts that 



64 

were not chosen as the starting point for data analysis have also been re-presented in the 

findings chapters.  

 

3.7.1 Collaborative analysis 

It was important that the researcher did not impose understandings and interpretations of 

the creative artefacts. To that end, informed by van Manen (1990), a collaborative 

approach to analysis of three artefacts was taken. Collaborative analysis means working 

with a group of researchers to analyse data (van Manen, 1990). The study supervisors 

agreed to review the creative artefacts. They were provided with the chosen creative 

artefacts and together they discussed their impressions, interpretations and ideas 

emerging from each artefact while the researcher scribed and identified their key 

interpretations on a whiteboard. The supervisors’ independence from the data collection 

process meant that their perspectives were fresh and unbiased. This approach to analysis 

enabled a common focus on the experiences of professional becoming of study 

participants through the creative expressions because ‘the work of art and its expressive 

power cannot be restricted to its original historic horizon … The work of art is the 

expression of truth that cannot be reduced to what its creator actually thought in it’ 

(Gadamer, 1976, p. 95). 

Each artefact was viewed separately. Figure 6 provides a sample of the outcome of this 

process.  
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Figure 6: Outcome of collaborative analysis: Collage on a scotch bottle 

 

Overall, the collaborative analysis generated 71 ideas. These ideas were clustered into 

working themes for each chapter of findings. A sample of the early clustering can be 

found at Appendix N. The ideas generated from the collaborative analysis provided the 

nodes for raw data analysis in the NVivo 10© software program. 

NVivo 10© is a software program designed to help organise, manage and analyse 

qualitative data such as interviews (QSR International, 2015). Nodes provide a category 

for raw data coding. Coding is a way of analysing qualitative data (Saldaña, 2013). The 

nodes for coding within the software program provide a way to organise data into topic 

areas (QSR International, 2014).  

 

3.7.2 ‘Lumper’ coding 

Each transcript and piece of text, including field notes and text-based participant creative 

artefacts, were read to identify descriptions of participants’ experiences and coded within 

NVivo 10©. The key question during this process was ‘What is being described?’ This 

process removed extraneous information from the participants’ stories without loss of 

contextual detail and clustered the raw data into nodes while providing greater 
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understanding of participants’ experiences. Saldaña (2013, p. 23) refers to this type of 

coding as ‘lumper’ coding. Some of the data was coded against multiple nodes. 

 

3.7.3 Anecdotal narratives reframed for understanding 

Anecdotes are a ‘methodological device’ (van Manen, 1990, p. 115) through which 

stories, or narratives, can make sense of elusive ideas. Anecdotes ground research data in 

participants’ lived experiences, humanising their experiences, rather than abstracting 

them for theoretical consideration; they can offer descriptions of experiences that 

illuminate phenomena in new ways and provide exemplars that hold truths that may be 

otherwise difficult to recognise (van Manen, 1990). To make sense of the volume of data 

after coding, data from each node was retrieved as word documents to be read, re-read, 

re-read … and described.  

By reading and re-reading the data from each node, poignant examples of experiences 

and key words were highlighted and extracted. This process enabled attention to the 

content of participants’ descriptions – how they spoke, characterised and understood their 

experiences and what was inferred or implied. Consistencies and inconsistencies were 

more easily discerned between their experiences. This process enabled direct attention to 

participants’ experiences and reduced the volume of data, as experiences coded against 

multiple nodes were clustered. The anecdotes were reframed and included data from field 

notes. The box below provides an example of descriptive narrative reframing.  
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Reframing participants’ words was an effort to remain true to what they had said, giving 

voice to their concerns, but did not reflect essential features or analysis of experiences in 

relation to professional becoming (Larkin, Watts, & Clifton, 2006). A series of stories 

that reflected participants’ experiences had been rewritten. Preparation of the narratives 

enabled immersion in the data and brought together common experiences but required 

critical analysis and continuous reflection to determine particularities and essential 

features of professional becoming.  

Theme: Support at work 
 
Tiffany and Jacquie spoke about varying levels of support in their 
work unit environments with a mixture of admiration for some of 
their colleagues, and a perceived lack of care from others. The staff 
that were highly regarded by both Tiffany and Jacquie were 
described as encouraging, experienced and facilitative of their 
learning, with consistent approaches to all staff, prepared to help 
without judgement, and supportive clinically and emotionally. For 
Jacquie and Tiffany their professional relationships with these 
people were valued and based on respect and trust.  
 
During field observation with Tiffany: 
 

her conversation with a post-operative client about the 
client’s particular needs during the shift was interrupted by 
another registered nurse. They were in a four-bedded room 
where screens were partially drawn between each client. 
Whilst talking with the client Tiffany was attentive, looking at 
the client, asking questions about her understandings, pain, 
fluid intake and output, bowel movements and wound. The 
language was ordinary, although the topics were intimate. At 
the same time she was checking charts that she had picked 
up from the foot of the bed – obs, meds, fluid balance, care 
plan.  

 
Field Note: Tiffany’s conversation with a post-operative client 
about the client’s particular needs during the shift was interrupted 
by another registered nurse. Whilst talking with the client Tiffany 
was attentive, looking at the client, asking questions about her 
understandings, pain, fluid intake and output, bowel movements and 
wound. The language was ordinary, although the topics were 
intimate. At the same time she was checking charts that she had 
picked up from the foot of the bed – obs, meds, fluid balance, care 
plan.  
 
Tiffany’s facial expression fleetingly showed annoyance before 
meeting the gaze of her colleague. The conversation between them 
quickly moved to a rapid professional and technical discussion over 
the client about what was required. During the exchange Tiffany 
patted the client’s shoulder, and at the conclusion of the discussion 
turned to the client apologetically saying, ‘I’m sorry about that. I 
just want to see (the Nurse Manager) and make sure I have this 
right.’ All the while, the beeper at her waist alarmed incessantly and, 
with a seemingly unconscious motion, she silenced it. 
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Van Manen (1990, p. 27) identifies good phenomenological description as ‘collected by 

lived experience and recollects lived experience – is validated by lived experience and it 

validates lived experience’ (Author emphasis). Reducing the volume of data meant 

consolidating nodes into structures of experience to develop themes (van Manen, 1990). 

This process provided initial subheadings reflective of the narratives of New Graduate 

Nurses’ experiences (Gadamer, 1976; van Manen, 1990). Pointing out the meaning of 

their experiences in relation to professional becoming required hermeneutic interpretive 

analysis that would reveal elements of experience from participants’ descriptions. 

 

3.7.4 Analysis: A spiralling hermeneutic practice of interpretation 

As noted earlier, hermeneutic phenomenological research requires meaning to be made 

of texts or other symbolic representations of lived experiences to illuminate phenomena 

(Crotty, 1998; van Manen, 1990). ‘Dwelling’ (Ho, Chiang, & Leung, 2017, p. 1760) in 

participants’ transcripts, creative artefacts, field notes and narratives has been described 

as an inductive approach to data analysis (Braun & Clarke, 2006; Ho et al., 2017; Hsieh 

& Shannon, 2005). Initial data analysis was concurrent with data collection interviews 

and involved transcription of the first interviews, listening to the interviews and reading 

the transcripts to identify details for further discussion during the second interview. In 

addition, the period of participant observation and the participant’s creative artefact 

informed the second interview. 

Returning to the transcripts and other data required openness and questioning that 

returned to the study phenomenon of professional becoming. Guided particularly by the 

work of van Manen (1990) and supported by Braun and Clarke (2006), two important 

questions were asked: 

 Is the description about lived experience, or is it a conceptualisation, opinion, 

biographic information, or a description of something else? 

 What was said and what was implied? 

Two focused questions emerged: 

 What is particular about the descriptions that reflect participants’ experiences? 

 Does the description reveal a lived meaning of an experience? 
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These were followed by a reflective question: 

 What does this particularity say about participants’ experiences of professional 

becoming? 

These questions were not simple to answer. Van Manen (1990, p. 33) refers to this focus 

on the particular as ‘maintaining a strong orientation and relation’ to the phenomenon. 

Maintaining a focus on professional becoming required movement between the swaths of 

coded data, sometimes returning to original transcripts and recordings, and reflection on 

an identified particularity to ensure the essential features of participants’ experiences 

were accurate in the analysis and findings of this study. Figure 7, although presented as 

somewhat linear, indicates movement and questioning of the data during the process of 

analysis and interpretation. 

Movement between the parts and whole of the data was an iterative process, which has 

been described as a hermeneutic spiral (Linesch, 1994; Paterson & Higgs, 2005). Van 

Manen (1990, p. 33) describes this movement as ‘balancing the research context’ in order 

to maintain a focus on the questions being asked of the texts, and to ensure that each part 

was contributing to the whole by providing a deeper understanding of the lived experience 

of New Graduate Nurses’ professional becoming during their first year of sustained 

practice.  

This movement enabled identification of subthemes that came together as themes 

contained in each chapter of findings. Each subtheme, upon reading, re-reading, writing, 

rewriting and reflection, contained particular elements of experience contributed by 

participants. An element, in relation to the data analysis of this study, refers to a 

component or constituent part of a whole (Yallop et al, 2005).  
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Figure 7: Data analysis: A spiralling iterative process of interpretation and reflection 

 

3.7.5 Writing for analysis: A hermeneutic phenomenological practice  

Returning to the data, writing and rewriting enabled deeper analysis and reflection on 

what participants were pointing to in their descriptions and refined elements of experience 

in relation to professional becoming. This process enabled development of a sensitivity 
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to participants’ experiences through their language. Writing and rewriting as part of the 

data analysis process enabled meaning about lived experiences to emerge from 

participants’ stories (Earle, 2010; van Manen, 1990). Editing and reordering elements of 

experience described by participants through application of their language and 

thoughtfulness about professional becoming enabled their lived experiences to remain 

central to the findings of the study and reflect the inductive approach to data analysis.  

As analysis and writing, rewriting, editing, reordering, refining and renaming progressed, 

particular elements of experience emerged within units of experience. For example, in 

2015 ‘Starting anew’ was a subheading in Chapter 5, with ‘searching’ and ‘a new journey 

with new people’ identified as elements of experience. These somewhat cumbersome 

ideas were a starting point for the research findings which were refined as data analysis 

spiralled to inform deeper understanding of participants’ lived experiences. Figure 7, 

although presented as somewhat linear, provides a visual representation of the spiralling 

iterative hermeneutic process of data analysis, interpretation and reflection used in this 

study. 

In the process of writing and rewriting data was cleansed by removing contractions, such 

as ‘didn’t’ and ‘won’t’, and colloquialisms such as ‘yeah’, ‘yep’ and ‘nah’ from the 

transcriptions. To maintain the integrity of participants’ descriptions of experiences, 

words and emphases, and verbatim quotations that include repetition or self-questions 

and pauses have been maintained. Extraneous or identifying details have been removed 

and an ellipsis (…) has been inserted into the text. Square brackets [ ] have been used to 

explain some contextual information within participants’ quotations, and when words 

have been added or replaced for the purpose of sentence structure or confidentiality. 

Participants’ quotations are highlighted through indentation and single spacing in the text. 

Direct quotations from participants have also been used to open or conclude some sections 

of the findings because they encapsulate an overarching theme, subtheme or element of 

experience.  

Within some quotations there is reference to photos chosen during photo elicitation. To 

avoid potential copyright breaches, some participants’ choices and words have been re-

interpreted and personal photos, attributed accordingly, have been included in the thesis. 

The tables below illustrate the format of the three findings chapters and provide the 

themes, subthemes and elements of experience extrapolated from the data. 
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Table 3: Chapter 4: Metaphor made real: Journeys to becoming a nurse 

Themes Subthemes Elements of experience  

Transitions 

Prequels 
- Reflection, re-evaluation, re-orientation 

and new goals  
- Undergraduate preparation 

Time and experience 

- Immersion in clinical environments; 
mastery of skills 

- Integration of knowledge and skills  
- Taking control  
- Self-efficacy 

Confidence ebbs and flows 
- Mixed emotions and reactions  
- Self-efficacy 

‘So much more to 
learn’ 

Searching for rhythms, 
recognising patterns 

- Application of knowledge and skills 
- Reactive or responsive 
- Physical and cognitive strategies for self-

organisation and control 
- Contextualising knowledge 

Consolidation and integration 
- Deliberate, methodical thinking 
- Extending book learning 
- Making a difference 

 

 

Table 4: Chapter 5: Metaphor made real: Wider and deeper perspectives 

Themes Units of 
experience Elements of experience 

Overwhelmed, 
overloaded and 

overtired 

The whole 
picture 

- Attention to tasks 
- Self-organisation and survival 
- People and teamwork 
- Working environment 
- Organisational imperatives 

It is mentally 
exhausting 

- Attention to detail, concentration 
- Physicality  
- Reflection in and on practice 
- Fatigue and rest 

Maturing in 
practice 

Scope of practice 
within practice 

- Understanding meaning of ‘scope of 
practice’ in practice 

- Initiative and planning 
- Professional attributes; professional 

formation 
- Patient advocacy 
- Contextualising human needs 
- Self-responsibility in leadership and 

delegation 

Professional 
relationships of 

care 

- Professional boundaries and boundaries 
in practice 

- Professional responsibilities 
- Vulnerability and privilege 
- Emotional labour: intimacy; trust; 

awkwardness; helplessness and 
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profound questions; empathy and 
detachment; comfort and discomfort 

- Self-management 

Thriving-
surviving: 

Surviving-thriving 
as professionals 

Concern and 
respect 

- Inclusion, acceptance and belonging  
- Relationships with colleagues 
- Professional safety 
- Sustaining self/self-care 
- Professional culture 

Cultures and 
cliques 

- Horizontal violence 
- Judgements and reputational damage 
- Shifting expectations 
- Injustice – used and abused 
- Power imbalance 
- Loss of confidence 

Silent and 
silenced 

- Avoiding retribution and reputational 
damage 

- Maintaining the status quo 
- Fear, confusion and discordance 

between espoused and experienced 
professional behaviours and values  

- Resistance, defiance and integrity 
- Intrapersonal conflict 
- Absenteeism 

 

 

Table 5: Chapter 6: Metaphor made real: Destination not yet 

Themes Subthemes Elements of experience 

New ways of being 

Redefining self 

- Work–life balance 
- Changes in personal and professional 

social networks 
- Self-care 
- Self-awareness  
- Shifts in consciousness 
- Deepening self-understanding 

Personal attributes: 
professional 

practice 

- Advocacy 
- Authenticity, authentic wholeness 
- Dislocation, silent & private challenges 

and ‘struggles’ 
- Resilience  

A never ending story Limitations and 
aspirations 

- Capability, ideals and expectations in 
practice 

- ‘Being there’, presence and ‘connecting’ 
as people 

- Addressing professional gaps 
- Professional–personal integration 
- Professional fulfilment 
- Professional maturity 
- Professional influence 
- What matters and to whom 
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New life sequelae 

- Opportunities and possibilities 
- Continuing professional development 

and education 
- New beginnings 
- Advice, planning, goal setting and 

decision making 
- Ownership  
- Self-doubt and vulnerability 
- Leadership, change and influence 

 

 

3.8 Integrity of this study 

A criticism of qualitative research is that the claims made about research questions and 

design can fall short of achieving their aims for want of a sound design that accords with 

the philosophical framework. That research is an interpretive process is not in dispute; all 

research is an interpretation of something. Integrity in qualitative research, however, is 

demonstrated through rigorous, systematic and credible processes that are transparent and 

align with the philosophical framework and traditions of the research paradigm (Ajjawi 

& Higgs, 2008; Cypress, 2017; Grbich, 2010).  

 

3.8.1 Methodology 

In this study, strategies to ensure rigour have informed the research process. The 

interpretivist paradigm and constructionist ontology and epistemology led to a 

hermeneutic phenomenological approach, to facilitate a deeper understanding of New 

Graduate Nurses’ experiences of professional becoming. Hermeneutic phenomenological 

research comprises interpretation of texts or other symbolic representations of lived 

experiences in order to illuminate a phenomenon. To this end, multiple data sources and 

collection points were identified to ensure that rich descriptions of the New Graduate 

Nurses’ experiences could be gathered using a range of data collection methods.  

Two semi-structured interviews (one of which included visual elicitation), field 

observations and a creative artefact were the data collection methods chosen for this 

study. Each method privileged the participants’ subjective experiences and informed 

interpretation of the data through different lenses.  
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Of particular relevance in this study is the use of visual elicitation and the production of 

a creative artefact by participants. These data collection methods facilitated the New 

Graduate Nurses’ exploration of their particular experiences, recognising that 

epistemological silences could restrict a participant’s ability to discuss challenging 

situations within an interview. Field observations conducted by the researcher provided a 

view of contemporary health service environments, to provide insight into the broader 

context of New Graduate Nurses’ experiences. Data collection processes are described in 

detail throughout this chapter. Appendices G–K and Appendix M provide additional 

detail.  

Data was collected between 2013 and 2014 and was facilitated through an introductory 

session for participant recruitment, scheduled during New Graduate Nurse study days at 

the relevant study sites. Phone contact with potential participants afforded the opportunity 

to obtain provisional informed consent and a follow-up email was used to provide an 

information sheet and a consent form. Informed by the findings of Boychuk Duchscher’s 

(2008) research, two face-to-face meetings and a one hour period of observation were 

scheduled with participants in the final three months of their Graduate Nurse Programs. 

 

3.8.2 Participants and researcher 

Purposive sampling was undertaken to recruit participants who would meet the study’s 

inclusion criteria, as detailed in the HREC applications. Purposive sampling ensured that 

participants were in a situation to experience the phenomenon of interest and that 

outcomes from this study were likely to be transferable to similar contexts. (Bonner & 

Tolhurst, 2002; Cypress, 2017). The nine participants (seven women and two men) were 

employed through New Graduate Nurse Transition to Practice Programs in three regional 

Victorian health services. Female pseudonyms were self-selected or assigned to each 

participant in order to protect their identity. Identifying details such as names and health 

service organisations were removed from all text-based data in order to preserve 

anonymity. 

The researcher is a registered nurse with more than 30 years of experience in a range of 

clinical, managerial, project-based and education roles in metropolitan, regional, rural 

and remote locations. The extensive changes in health care and health service delivery 

that have occurred during that time meant that the researcher’s experiences as a newly 
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graduated registered nurse were not closely connected to those of the study participants. 

Conversely, being a registered nurse meant that as an ‘insider-outsider’ (Bonner & 

Tolhurst, 2002; S. C. Dwyer & Buckle, 2009) the participants’ use of professional 

language such as ‘BSL’ or clinical procedures and diagnoses did not require further 

explanation. This enabled the participants to share their experiences with minimal 

interruption. 

At times during the interviews, remaining silent about the experiences that participants 

shared was difficult. It was, however, essential to enable the space and time for the New 

Graduate Nurses to articulate their perspectives in their own words. Equally, as an 

experienced registered nurse it was possible to explore experiences with participants, in 

order to enhance the richness of their personal descriptions. Open curiosity about, and 

interest in, the participants’ experiences was expressed by inviting participants to, for 

example, ‘tell me some more about …’ The researcher’s professional experiences were 

not shared with participants but were useful in informing the study design. This was 

particularly relevant in relation to understanding epistemological silence and also during 

data analysis to develop a shared horizon.  

Data management processes are detailed in this chapter and examples of raw data 

including field note extracts and reflections are provided in the appendices. 

 

3.8.3 Credibility  

Throughout this study an audit trail was maintained to ensure the study’s ethical conduct 

and transparency. To that end, no data was collected until HREC approvals were received 

and participants had provided written consent to their participation. Decisions about data 

collection points were identified and informed by previous research about New Graduate 

Nurses.  

To maintain a focus on the participants’ experiences and to honour their significant 

contributions to this thesis, three creative artefacts were chosen as a starting point for 

deep analysis of the extensive data generated through interviews, creative artefacts and 

field notes (refer to Section 3.4.2.1 for selection criteria). In order to reduce the impact of 

researcher bias a collaborative analysis of the three artefacts was undertaken by the two 

research supervisors and the researcher to facilitate the development of coding nodes. 
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‘Lumper’ (Saldaña, 2013, p. 23) coding within NVivo 10©, against each of the nodes, 

assisted with analysis of the participants’ experiences. The three artefacts chosen for this 

process of collaborative analysis have been re-presented as ‘metaphor made real’ and 

form the basis for the three findings chapters in this thesis.  

Participants’ quotations from the interview transcripts and the artefacts which they 

produced describe and chronicle their recollection of lived experiences. Direct quotations 

and aspects of the creative artefacts have been threaded through this thesis to introduce, 

summarise and highlight individual and collective experience. The terms ‘visual elicitation’ 

and ‘creative artefact’ are used in the findings chapters to identify the source of a participant’s 

quotes. It was not possible to adapt all of the artefacts and simultaneously maintain 

confidentiality or avoid breach of copyright. Some artefacts that were part of the data 

analysis process have not been re-presented in the final thesis. 

Orientation to each participant’s experiences of being a New Graduate Nurse enabled 

multiple perspectives on elements of their experiences which are presented/re-presented, 

analysed, interpreted and synthesised in this thesis. Contradictory experiences were 

apparent in the data. These contradictions have been presented to provide balance to the 

findings.  

 

3.8.4 Transferability 

Phenomenological research is a ‘complex system of ideas’ (Denzin & Lincoln, 2011, p. 

16) that emphasises subjective relationships, descriptions and understandings of the 

world, through peoples experiences of it (McQueen & McQueen, 2010). 

Phenomenological research is about experience as lived, asking ‘what is (a phenomenon) 

like?’ Experience is neither predictable nor objective. It can be described, rather than 

explained or measured, making it uniquely personal and non-linear.  

The research approach, data collection methods and data analysis align to the 

methodological framework and are documented as a substantial part of this thesis. This 

recording of methodological detail ensures transparency and enables future duplication 

and/or adaptation of this study. 

New Graduate Nurses’ experiences during their first year of sustained practice are unique 

to them and informed by their limited experience as registered nurses. This uniqueness 
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does not, however, preclude the transferability of findings from this study to New 

Graduate Nurses in other hospital environments. It is important to note that in other 

contexts the experiences of a New Graduate Nurse may differ and this is considered 

further in Chapter 8. 

 

3.9 Summary remarks 

This study is informed by a constructionist perspective of knowledge structured 

using an interpretive theoretical framework and guided by the work of van Manen 

(1990). At the heart of this work is an understanding that personal reality and 

knowledge are socially created by people in their day-to-day interactions. These 

interactions can be described and interpreted from personal perspectives. This study 

is founded on an ontological belief that interpretation of experiences in and of the 

world enables construction, rather than discovery, of meaning or knowledge. A 

social constructionist epistemological perspective implies that knowledge is formed 

and shaped through personal efforts to make meaning of events and phenomena 

(Higgs & Trede, 2010). This lens is relevant because the focus of this study is on 

New Graduate Nurses’ practice, knowledge creation through their experience and 

professional becoming.  

The creative artefacts which participants contributed to this study are a unique 

feature and add data that expresses each New Graduate Nurse’s interpretation of 

professional becoming both reflectively and metaphorically.  
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Chapter 4: Metaphor made real: Journeys to becoming a nurse 

4.1 Prologue  

Erica’s creative artefact for this study was a PowerPoint presentation entitled ‘My journey 

to becoming a nurse’, which provides the title for this chapter. Journey as a metaphor 

implies movement from one point to another. Journeys can be taken alone or with other 

people. A journey starts somewhere and, while the destination may be clear, the route can 

vary – scenic, circuitous, easy or arduous.  

‘Journey’ was Erica’s metaphor to explain her experience of becoming as a New Graduate 

Nurse. Her PowerPoint presentation included a prequel to enrolling in the Bachelor of 

Nursing, which she referred to as her ‘old life’; her expectations and learning as an 

undergraduate student; and her subsequent learning throughout the graduate year. It was 

apparent in the data that each New Graduate Nurse’s journey of professional becoming 

was unique but there were distinct similarities in their experiences that impacted on their 

professional becoming; hence the use of the plural form ‘journeys’ in the chapter title.  

 

 

 

 

 

 

 

Figure 8: Title slide, creative artefact, Erica 

 

The respective journeys of professional becoming for each New Graduate Nurse in this 

study started before they graduated and for some a significant part of their journey began 

before they enrolled in their undergraduate degree.  
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4.2 Introduction 

Professional becoming has been likened to a journey by numerous authors from practice 

based disciplines. Jarvis-Selinger, Pratt and Collins (2010) explored student teachers’ 

personal and contextual journeys of becoming, with particular attention to professional 

identity and commitment to teaching as a profession. Their findings emphasise the need 

for awareness of how undergraduates’ perceptions are impacted by their respective 

journeys towards graduation. Melton (2013) provides a reflective account of her 

challenging journey to becoming a midwife and how her experiences shaped her 

professionally and personally. Holland (1999) refers to a journey of becoming as a 

transition, while Trede (2009) characterises professional becoming as an ‘increasingly 

complex journey’ (p. 1) of integration.  

Four participants in this study identified a desire for change in their employment, or a 

change in direction, as the driver for enrolling in a Bachelor of Nursing. The five 

remaining participants began their Bachelor of Nursing immediately after completing 

secondary school. They made a transition from being adolescent secondary school 

students to young-adult university students. In effect, each participant entered a new life 

phase in undertaking their Bachelor of Nursing. Upon completion of their Bachelor of 

Nursing, each New Graduate Nurse began a fresh period of transition as they commenced 

practice as a registered nurse.  

The first theme presented in this chapter is ‘transitions’ and it begins with the subtheme 

‘old life prequels’. A background to participants’ respective journeys is presented in this 

subtheme and is a valuable reminder that journeys of becoming begin well before 

professional titles are bestowed and are an integral part of the process of professional 

becoming. ‘Time and experience’ was a common topic throughout participant interviews 

and is the second subtheme to be explored. The final subtheme to be explored in this 

theme was also a regular topic among participants: ‘confidence ebbs and flows’. 

‘So much more to learn’ is the theme for the next section of this chapter. Consistent with 

research into this significant period of professional growth and development, participants 

in this study emphasised a tremendous amount of learning during their first year of 

sustained practice. Within this theme, two subthemes will be explored: ‘searching for 

rhythms, recognising patterns’, and ‘consolidation and integration’.  

Within each subtheme, elements of experience were revealed in the data and are presented 

in Table 6 below to illustrate the alignment of each component. 
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Table 6: Journeys to becoming a nurse: Alignment between themes, subthemes and 
elements of experience 

Themes Subthemes Elements of experience  

Transitions 

Prequels 
- Reflection, re-evaluation, re-orientation 

and new goals  
- Undergraduate preparation 

Time and experience 

- Immersion in clinical environments; 
mastery of skills 

- Integration of knowledge and skills  
- Taking control 
- Self-efficacy 

Confidence ebbs and flows 
- Mixed emotions and reactions  
- Self-efficacy 

‘So much more to 
learn’ 

Searching for rhythms, 
recognising patterns 

- Application of knowledge and skills 
- Reactive or responsive 
- Physical and cognitive strategies for self-

organisation and control 
- Contextualising knowledge 

Consolidation and integration 
- Deliberate, methodical thinking 
- Extending book learning 
- Making a difference 

 

 

Throughout this chapter, interview quotations and parts of the participants’ creative 

artefacts are re-presented to highlight key points. In some instances, the artefacts have 

been adapted from the original works in order to maintain participants’ confidentiality. 

Those adaptations are acknowledged accordingly. 

 

4.3 Transitions 

Transitions implies periods of evolution or changes and shifts in consciousness. 

Transition is ‘a passage from one life phase, condition or status to another’ that is both a 

process and outcome of complex interactions between a person, or people, and their 

environment (Meleis & Trangenstein, 1994, p. 256). Some New Graduate Nurses 

experience ‘transition shock’ (Boychuk Duchscher, 2009, p. 1103). Transition shock is 

an experience ‘of moving from the known role of a student to the relatively less familiar 

role of professionally practising nurse’ in which there is a contrast between ‘relationships, 

roles, responsibilities, knowledge and performance expectations’ (Boychuk Duchscher, 

2009, p. 1105). Within this theme, the participants’ experiences of transition are explored 
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as they respond to their change in status and describe their need for time and experience, 

amidst ebbs and flows in their confidence as registered nurses.  

 

4.3.1 ‘Old life’ prequels  

Prequels are narratives that commence at points which precede specific events and 

provide a backstory to help set a scene (Yallop et al., 2005). Participants in this study 

emphasised their life experiences, re-evaluation and decision making about enrolling in a 

Bachelor of Nursing, and undergraduate workplace learning experiences as significant 

influences on their journey of professional becoming. ‘Old life’ prequels, particularly 

among the older participants, were significant to professional becoming because their 

respective journeys began with reflection and a re-evaluation or re-orientation of priorities 

related to their self-concepts, values, goals and roles.  

While each participant’s prequel differed, a common desire to change their situation was 

evident: 

I worked [outdoors] … [I] really got sick of driving and really sick of being 
outdoors on 40-degree days. I [decided], ‘I will find something else’ 
(Barbara). 

The ladies that have worked in the industry for 30, 40 years … [are] always 
angry … I was getting there. I could feel it. The conscious thought I had with 
myself was, ‘I do not want to be like that person’. That is why I made the 
[change to nursing] (Erica). 

A sense of discontent with their employment led to a recognition that circumstances were 

no longer acceptable, and to a conscious search for change. Significantly, reflection and 

re-evaluation led to a shift in consciousness that pointed to a desire to redefine self and 

become other than they had been, or believed they were becoming.  
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Figure 9: Change everything, adapted artefact, Erica 

 

Reflection and personal insights assist in identifying motivators and desire for change, 

and are an important starting point in a journey of becoming. Changing ‘everything’ 

(Erica) is a courageous undertaking that holds opportunities and risks. There are 

opportunities to pursue something different or act on a long-held desire (Swain & 

Hammond, 2011). Conversely there are risks of failure:  

I never thought that I could become a nurse. I never thought I was smart 
enough, so I [did something else] instead. I had some very good people around 
me who encouraged me to be who I wanted to be. I would never have thought 
seven years ago that I would be sitting here (Violet). 

A low sense of self-efficacy in relation to one’s academic preparation for nursing may 

inhibit a person’s decision to enrol in a Bachelor of Nursing. Academic preparation for 

nursing can be a daunting prospect and failure is an ‘immediate and acknowledged risk’ 

(Brine & Waller, 2004, p. 103), particularly amongst mature age students commencing 

tertiary study. Violet highlighted the importance of having encouraging people around; 

nevertheless no amount of encouragement will lead to success unless there is personal 

courage to take up a new opportunity and pursue new goals. Having the courage to 

‘change everything’ (Erica) and pursue one’s goals, however tentatively, can be 

energising and enables a person to look forward to new opportunities and challenges:  

It is really quite liberating when you just get over yourself and realise that you 
are replaceable – the place [previous workplace] is not going to fall apart 
because you are not there. If you are not happy and you do not enjoy it [your 
work], do something else ... which is why I left and [started nursing] (Erica). 
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Being inhibited either by low self-confidence and self-belief, what other people might 

think, or a sense of being indispensable, can limit personal and professional fulfilment. 

A sense of freedom emerges as a new recognition of the person one wishes to be is 

illuminated. Distinguishing a current situation and forecast future from a desired future 

associated with change is part of the re-evaluation of each person’s circumstances that 

indicates a shift in consciousness. The ‘old life’ (Erica) prequels above reflect transition 

points for participants as they left established roles and assumed an undergraduate 

nursing student role, thereby redefining themselves as undergraduate students moving 

towards becoming registered nurses. 

Undertaking a Bachelor of Nursing is a transition point. This transition is challenging 

because undergraduates are adapting to new learning environments that bring 

uncertainty, particularly in the early phase of the first year of study (Porteous & Machin, 

2018). Undergraduates assume an adult learner identity in an unfamiliar environment 

where they develop self-efficacy, autonomy, increasing resilience and coping strategies 

as they prepare for a new professional role (Porteous & Machin, 2018; Swain & 

Hammond, 2011). Although undergraduate experience is not the focus of this study, all 

participants emphasised workplace learning experiences as an integral part of their 

respective journeys of professional becoming.  

In the context of workplace learning, undergraduates are preparing for nursing practice, 

performing tasks that reinforce skills learned through simulation, clinical laboratories 

and previous workplace learning experiences. They are students requiring supervision 

and guidance as they acquire knowledge and skills in clinical practice settings. In these 

settings students gain a sense of being a nurse and claim that they learn how to ‘think 

like a nurse’ (Benner et al., 2010, p. 12; Nightingale, 1859/1946, p. 6). They are exposed 

to an assortment of clinical environments, health professionals and ancillary staff. Their 

learning experiences, however, can be quite variable:  

A lot of my placements were in little rural hospitals. I had not really done any 
placement in big fast hospitals like [this one]. There were so many things I 
had not heard of (Nelly). 

I had a few goes [at taking blood] on placement and could not do it. I really 
did not get the chance to do a lot of things on placement. I probably got to do 
one catheter. That was really it, and some wound [dressings] (Violet). 

Some undergraduate students consistently attend the same type of facility for their 

workplace learning. Such situations can limit the undergraduate’s experience of nursing 
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and exposure to clinical practice contexts. As undergraduate students, participants had 

valued the practising of skills during periods of workplace learning but opportunities to 

develop their skills and apply knowledge were fleeting:  

Three weeks is not enough to get into something and be able to [say], ‘I know 
what I am doing. I know what I am doing comfortably’ (Louise).  

Prequels describing workplace learning experiences highlighted that New Graduate 

Nurses’ experiences are not homogenous because opportunities to practise skills vary 

from facility to facility and work unit to work unit within facilities. Although New 

Graduate Nurses have satisfied the minimum hours of workplace learning for 

registration, their practice based experience is limited. Further, undergraduate students 

are visitors to health services, not part of the workforce.  

‘Old life’ prequels provide a background for the experiences of New Graduate Nurses 

and highlight some of the preparation they have done for their new role. Their Bachelor 

of Nursing enrolment was a transition from a previous status to an undergraduate adult 

learner. Completion of their undergraduate degree signifies another transition point – a 

transition from undergraduate student to registered nurse in professional practice. Time 

to gain experience (beyond a few weeks) as registered nurses emerged as an imperative 

for participants in this study. 

 

4.3.2 Time and experience 

All of the participants reflected on their extended and consistent time in clinical practice 

environments as an important aspect of gaining experience. This subtheme reveals 

participants’ personal expression of immersion in clinical environments; mastery and 

integration of knowledge and skills; taking control; and self-efficacy. Initially New 

Graduate Nurses had a primary focus on developing their skills but were doubtful about 

their knowledge in practice (Kelly & Courts, 2007; Kramer, 1974):  

At the moment my life is completely focused on establishing myself as a nurse 
– concreting my clinical experiences, concreting my skills (Jacquie). 

You go in there [to the first ward] thinking, ‘I know nothing. I do not know 
anything. I just know the vital signs’ (Daisy). 

When you start work on day one, it is like, ‘Oh, God’, you know, ‘I have got 
vital signs under control. I can do that’ (Erica). 
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As they take up their new roles New Graduate Nurses are immersed in complex, nuanced 

and unpredictable clinical practice environments. They want to master their foundation 

skills in practice. A sense of not knowing ‘anything’ (Daisy) except vital signs indicates 

that New Graduate Nurses focus on tasks that enable them to build confidence and 

proficiency in their clinical skills and maintain some sense of tangible control over what 

they are doing for and with their patients. They know how, for example, to count a pulse 

and respiratory rate, take a patient’s blood pressure, blood sugar level and oxygen 

saturation levels, and complete a urine analysis. They know normal parameters and how 

to document their findings. They know these things because they learnt them as part of 

their undergraduate degree through simulation and limited periods of supervised 

workplace learning. Although completing vital signs is a narrow focus of nursing 

practice, mastering these skills enables a sense of control over some part of their work. 

The unpredictability within clinical practice environments, however, adds a complexity 

which deflects from having a sense of control over what they are doing: 

[Sometimes it] feels like you are in a washing machine. You have four 
different rooms and you just feel like you are from one to the other, to the 
other, to the other, backwards and forwards. Something happens and you feel 
like you are round and round trying to catch up (Erica). 

You can never judge what is going to really happen. You cannot control a lot 
of things so … the experience as you get on, that experience of concreting 
basic nursing [skills] which will become second nature once you have the 
experience [is important] (Jacquie). 

[I need] more time [and experience]. You cannot teach experience. You have 
just got to do it. And do it over and over again (Erica). 

A feeling of being ‘in a washing machine’ (Erica) reflects the non-linear and seemingly 

turbulent experience of the unpredictable environment of clinical practice, for which 

New Graduate Nurses feel unprepared. Gaining some mastery over clinical skills 

through repetition, in seemingly unpredictable environments, is an element of 

experience in a journey of professional becoming for New Graduate Nurses. Consistent 

time and experience, and repetition of skills in clinical situations, enables New Graduate 

Nurses to embed their skills in practice and have confidence in their execution because 

the skills become ‘second nature’ (Jacquie) in their practice. Experience helps them to 

refine and contextualise their foundation skills and knowledge. 

Experience, however, cannot be taught or learned from books because experience 

emerges from lived situations where learning occurs. Experience is more than the 

passage of time and becoming capable with executing skills. It has a transformative 
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effect on New Graduate Nurses because they begin to refine their skills and 

understandings in practice, and become increasingly independent and self-sufficient in 

completing patient care tasks. The process of refinement requires time and experience 

in clinical contexts to enable their learning in practice as registered nurses.  

They ‘see’ (Erica) clinical practice as registered nurses because they are immersed in 

clinical practice situations in that role:  

I have seen it in action, not as a student, and I need more knowledge and 
experience. Just being around it (Erica). 

‘It’ (Erica) refers to the skilled care required of registered nurses in clinical 

environments. New Graduate Nurses are able to see the integrated application of 

knowledge in practice by observing more experienced nurses. Observation of, and 

participation in, practice assists them to contextualise and refine their knowledge:  

You start to obsess less about things. It is just the practical experience as I am 
going [that has helped me obsess less about marginally different physiological 
parameters] (Jacquie). 

Time and experience enable New Graduate Nurses to build confidence in their skills, 

knowledge and capability, and to then turn their attention to patients’ situations. For 

example, they develop the ability to look beyond a marginally different physiological 

parameter, to the context of the patient’s situation and then determine if a patient is 

physiologically compromised:  

[A patient] will [have a low] blood pressure … ask them is that what is usual 
for them; are they normally on 100/50 and can operate quite well? Are they 
dehydrated? The more you open your mind up the less you panic, because you 
think ‘it is not as bad as it could be’. Stop and think, ‘is this an emergency, or 
is it something that needs to be responded to?’(Daisy). 

Initially, ‘obsess(ive)’ (Jacquie) follow-up and ‘panic’ (Daisy) by New Graduate Nurses 

are understandable. They have limited experience upon which to base their clinical 

judgements (Odland et al., 2014). As undergraduates they learnt to report anomalies to 

a clinically experienced facilitator, preceptor or buddy. With time and experience in 

clinical contexts, New Graduate Nurses learn to look beyond textbook parameters of 

‘normal’ and consider the individual patient’s situation and context. They can then 

determine whether an emergency response, or some other action, is required. ‘Stop(ping) 

and think(ing)’ (Daisy; Erica) about what nursing care is required for the patient 

(informed by physiological, pathophysiological and diagnostic aspects of a patient’s 
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presentation and their response to the illness) facilitates the integration and application 

of knowledge and skills in clinical contexts as accountable registered nurses. 

Confidence that foundation nursing skills are ‘second nature’ (Jacquie) emerges with 

time and experience. Immersion in clinical contexts, with their complex nuances and 

unpredictability, enables evolution of the New Graduate Nurses’ practice. They begin to 

gain some mastery over their foundation skills. Their knowledge is refined and 

integrated in practice. Mastering skills and being able to apply knowledge build the New 

Graduate Nurse’s confidence as they embark on taking control of their work, workload 

and responses; but that confidence is fragile and can ebb and flow as situations, 

environments and people change. 

 

4.3.3 Confidence ebbs and flows  

An ebb and flow of confidence is indicative of New Graduate Nurses’ uncertainty about 

their knowledge and skills, and is consistent with the work of Boychuk Duchscher (2008, 

2009), who noted that the journey of becoming is neither linear nor prescriptive, and 

also Ortiz (2016, p. 21), who described the development of professional confidence as a 

‘dynamic process’. Elements of experience embedded in the ebb and flow of 

participants’ confidence are revealed in their mixed emotions and growing self-efficacy, 

and relate to being able to do tasks, set meaningful priorities and apply their knowledge 

in practice.  

The quotations below emphasise limitations in New Graduate Nurses’ undergraduate 

preparation for practice and their sense of accomplishment when they can successfully 

practise skills and ‘do’ procedures:  

I took blood for the first time by myself and that was kind of like a happy 
moment because through university ... I did have a few goes on placement and 
could not do it. This time I thought, ‘I will give myself a shot. I will go and 
get it all ready and I will have a go myself. If I cannot do it, I will go and get 
someone to help’, and I got it first go. I could not believe it (Violet). 

The first VAC [Vacuum Assisted Closure] dressing was really intimidating. 
It [the procedure] was just like ‘Oh my God’. The process was [intimidating], 
not having done the process before … it was just big. At university we touched 
on it maybe once or twice but it was never really a big feature (Barbara). 

I know that nursing is not all about the tasks, but being able to complete them 
on your own is kind of exciting when I really did not get the chance to do a 
lot of those things on placement (Violet). 
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The quotations also highlight why New Graduate Nurses’ confidence ebbs and flows. 

Seemingly simple procedures, such as taking blood and applying a Vacuum Assisted 

Closure dressing, requires manual dexterity combined with application of knowledge 

and principles of practice, and a level of confidence that seems to elude New Graduate 

Nurses. They can feel intimidated due to the perceived complexity of a procedure and 

also a possible knowledge deficit. Confidently applying skills and principles in practice 

can be eclipsed by anxiety, a perceived lack of dexterity and fear of making a mistake 

during the procedure, which may have repercussions for the patient. These feelings 

erode New Graduate Nurses’ confidence in their professional capability. Conversely, 

successfully accomplishing an elusive skill or task is an ‘exciting’ (Violet) moment of 

triumph that builds New Graduate Nurses’ confidence in their skills and capabilities.  

New Graduate Nurses’ fragile confidence is also revealed in their experience of 

prioritising patient care and responding to emergencies. Prioritisation commences 

during the handover between staff on each shift and can be overwhelming in itself: 

[After handover] my head is thinking of how to prioritise my day and I start 
writing a plan. Prioritising who the sickest patient is, and the extra attention 
they may need, makes me feel overwhelmed (Patricia). 

Prioritising is something I literally have to stop and think about. That has been 
the biggest thing (Erica). 

I was really nervous because I have never done it before, but I just knew that 
something was not right. I had seen melaena before, but this was something 
new, different. It was literally blood so I just freaked out and hit it [the 
emergency code button] (Daisy). 

‘The sickest patient’ (Patricia) may have a complex diagnosis compounded by co-

morbidities that are confounding to the New Graduate Nurse, creating anxiety about the 

patient’s seemingly complex needs and their own capability to provide the care required. 

The prospect of being allocated such a patient creates anxiety that can overwhelm some 

New Graduate Nurses’ capacity to prioritise and accept responsibility for care.  

When patients’ diagnoses are complex and their condition unstable, New Graduate 

Nurses need to ‘literally … stop and think’ (Erica) about what could compromise patient 

care and/or lead to death. In effect, New Graduate Nurses may not have the experience 

and skills to confidently take charge of the care of an unstable patient with complex co-

morbid diagnoses because the patient requires an advanced level of nursing care that the 

New Graduate Nurse is yet to develop.  
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Opportunities to ‘literally … stop and think’ (Erica) in order to identify priorities in busy 

work units are rare. Priorities need to be set in a meaningful way but finding meaning in 

seemingly overwhelming, turbulent environments can be challenging for New Graduate 

Nurses: 

I remember going in to Emergency and thinking ‘I am terrified. [I have] never 
had an Emergency placement … I am not ready for any of this’. Then I would 
have days where I [think], ‘OK, I can do this. I can work up my patient. I know 
what things I need to be looking for.’ At times you think you are doing really 
well and [then] you have a really bad shift, and you just [think] ‘I do not know 
anything’ (Louise). 

You know, all their [Medical Emergency Team members] training, they were 
so – ‘OK, we do this; we do this; we do this,’ and I think when you know how 
to do that you do not panic, and you do not have that lost, flustered kind of 
feeling (Erica). 

The descriptions above highlight the New Graduate Nurses’ sense of vulnerability, 

helplessness and inadequacy. They recognise the need to be able to prioritise and 

respond calmly to situations but can be left feeling ‘lost’ and ‘flustered’ (Erica), due to 

their inability to respond in a meaningful way. They also compare themselves with their 

more experienced colleagues. Feeling ‘lost, flustered’ (Erica) and ‘freak(ing) out’ 

(Daisy) are understandable reactions to new situations where professional responsibility 

and accountability for actions (or inaction) can expose their limited experience in, and 

understanding of, professional practice and potentially compromise patient care.  

New Graduate Nurses’ sense of themselves as registered nurses is reflected in their 

capability for independence in practice – knowing what to do and look for in particular 

situations. Then, ‘you have a really bad shift’ (Louise) and self-doubt about their 

knowledge and capability returns and their confidence is shaken. The sense of not 

knowing ‘anything’ (Louise) refers to knowing what to do, or how to respond, in a 

particular patient context or situation and reflects the unpredictability of practice 

environments. Not knowing reflects an inconsistency in New Graduate Nurses’ 

capability, knowledge and performance in practice. 

It is important, however, to note that New Graduate Nurses’ experiences vary 

significantly and are not homogenous. Their rotations through different clinical areas 

mean that they are exposed to varied levels of patient acuity and complexity: 

It is also good to be considered one of the more senior nurses in certain 
areas. A few incidents have come up where a patient has been 
deteriorating or unwell and … with previous experience, it has been 
really good to apply my knowledge, apply what I have done. If someone 
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has a fall or someone is unwell they [nursing staff] will turn and say, 
‘You have had experience. What do you think? What is your 
recommendation?’ (Barbara).  

At first glance, claiming to be ‘considered one of the more senior nurses’ (Barbara) as a 

New Graduate Nurse may seem arrogant or naïve and could carry some risk to 

professional reputation. Alternatively, being invited to offer an opinion could be an 

acknowledgement of the New Graduate Nurse’s experience in a different work unit and 

could reflect a professional respect and trust in her clinical judgements. 

Acknowledgment of accumulated experience and knowledge enhances a New Graduate 

Nurse’s confidence and self-efficacy as a registered nurse. Being able to recognise the 

features of a situation and then take control requires confidence in one’s clinical 

knowledge and skills. This is an important feature of professional becoming because it 

reflects an ability to use knowledge in practice, rather than demonstrate knowledge for 

practice.  

Being immersed in clinical practice environments is an important distinction to make 

between undergraduate and New Graduate Nurses’ experiences. As well as ‘doing’, 

New Graduate Nurses are practising as registered nurses. They are gaining experience 

and embedding their knowledge and skills in clinical contexts because they are in and 

‘around’ (Erica) the environment consistently and have a level of responsibility for 

patient care beyond completing tasks. This means that, in addition to learning, refining, 

extending and adjusting their knowledge in practice, they are practising in a way they 

have not done before. Throughout this process, their confidence ebbs and flows as they 

transition to their new role and experience knowing–not-knowing, ability–inability and 

self-assurance–self-doubt tensions. These ideas will be explored further in Chapter 7. 

To summarise, New Graduate Nurses begin their journey of professional becoming 

before they complete their undergraduate degree. Their significant life transitions are 

prequels that, in part, prepare them for their respective journeys. The undergraduate 

degree enables learning for practice with limited exposure to clinical practice 

environments in which they are guests for brief periods of time.  

Commencing their first year of sustained practice is a significant life transition point for 

New Graduate Nurses. They bring their own experiences and knowledge to this role and 

are immersed in clinical contexts where they ‘see’ as registered nurses, rather than 

undergraduates. Knowledge becomes embedded in practice through experience in 

clinical contexts and is refined through those experiences. No longer undergraduate 
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nursing students learning for practice, New Graduate Nurses need time and experience 

to master foundation skills in practice. 

Integration of practical and theoretical knowledge in practice extends book learning to 

particular contexts. Confidence in their own knowledge and abilities, however, is 

inconsistent. The participants described an ebb and flow of confidence, which reflected 

vulnerability, fear, anxiety, feeling ‘lost and flustered’ and ‘freaking out’. Their 

experiences create tensions between knowing and not knowing; ability and inability in 

practice; and self-assurance and self-doubt, as they learn as registered nurses about 

nursing and clinical practice. They also learn that there is ‘so much more to learn’ 

(Erica).  

 

4.4 So much more to learn  

 

Figure 10: Book learning, adapted artefact, Erica 

 

Upon completion of an undergraduate degree, graduates are deemed to have met the 

minimum standards required for professional registration and practice (Nursing and 

Midwifery Board of Australia, 2016b). They have a generalist foundation with some 

job-specific capabilities (Greenwood, 2000; Wolff et al., 2010). The first year of 

sustained practice for New Graduate Nurses has been well documented as a period of 

extensive learning and professional development (Boychuk Duchscher, 2008; Walton, 
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Lindsay, Hales, & Rook, 2018; Wangensteen et al., 2008). Participants in this study 

highlighted that learning beyond textbooks (illustrated in Figure 9) is an essential part 

of their experience of becoming, as they transition to professional practice.  

The New Graduate Nurses search for rhythms and patterns, consolidating and 

integrating their learning in practice as they endeavour to adjust to complex and dynamic 

working environments. In this subtheme, the New Graduate Nurses’ experience of 

integrating theoretical and practice based knowledge in clinical contexts will be 

explored through two subthemes: ‘searching for rhythms, recognising patterns’, and 

‘consolidation and integration’.  

 

4.4.1 Searching for rhythms, recognising patterns 

Environments of practice, self-organisation, and application and re-contextualisation of 

knowledge were described in the participants’ narratives and are re-presented in this 

subtheme. New Graduate Nurses use a range of strategies to facilitate and reinforce their 

learning, as they begin to recognise patterns related to their day-to-day work and patient 

presentations. Experiences of recognising patterns in patient presentations and 

responsive nursing care will be explored before consideration of patterns as day-to-day 

routine and structure.  

New Graduate Nurses have had limited experience of different patient presentations in 

varied clinical practice environments, to guide their thinking and action in clinical 

contexts:  

It has been a learning curve, a massive, massive learning curve. It is almost 
like you start at the bottom again, just getting the basics [vital signs] done 
(Erica). 

New Graduate Nurses’ ‘learning curve’ (Erica) is associated with immersive re-

contextualisation of their skills and knowledge as registered nurses. Being focused on 

the skills required for taking and documenting vital signs is a small part of the much 

larger process of patient care:  

[When I started] a patient’s [vital sign] parameter might be a little bit out and 
I would really follow it up and obsess about it (Jacquie). 

‘Obsess(ing)’ (Jacquie) was important at the time because the foundation knowledge 

and conceptual skills that would provide a context for the vital sign being ‘a little bit 
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out’ (Jacquie) were overshadowed by anxiety about the anomaly itself. The description 

above gives a sense of being stuck in a repetitive pattern of self-limiting capacity to 

contextualise information in constantly changing clinical contexts:  

Sometimes you feel like you are just putting out spot fires. You are just going 
from one fire to another, and you get to the end of the day and feel like you 
sort of have not achieved much, in terms of getting the jobs done (Erica). 

In the non-linear and seemingly turbulent and unpredictable environment of clinical 

practice, a sense of urgency is experienced with no particular rhythm or pattern, other 

than rushing from one room or task to the next. This way of working leaves little time 

or mental space for self-organisation and consideration about how to manage multiple, 

complex and competing demands. It reflects a reactive way of working, rather than being 

methodical and responsive to patients. A desire to work in a ‘linear manner’ (Erica) 

suggests a need for an ordered and rhythmic way of working that has clear beginning 

and end points and a discernible, consistent pattern:  

[It is] a bit easier now I have in my head what I need for each shift, what kind 
of patients there are … I know now check, check. Check the drugs before you 
give any. Check and see if you have enough in the drawers. Little things like 
that. If they [patients] are on a fluid balance chart, put that on my sheet so I 
know at tea time to go and have a look at what they had. I have a little list of 
reminders in my pocket (Violet). 

Checking everything, making lists on handover sheets or whiteboards at the end of 

patients’ beds and having ‘a little list of reminders’ (Violet) in their pockets helps New 

Graduate Nurses to find an effective way of working. They are explicit self-organisation 

strategies to establish rhythms and patterns related to work flow and workload 

management that help New Graduate Nurses to gain some sense of control over what 

they are doing and what they are required to do during a shift.  

There is a physical element – writing the list and carrying ‘a little list of reminders’ 

(Violet) – that becomes part of the New Graduate Nurse’s way of working to help them 

set priorities in a methodical way. A cognitive element of their work is also reflected 

through ‘hav(ing) in my head what I need for each shift, what kind of patients there are’ 

(Violet). This process of reflection on practice assists the New Graduate Nurse to imprint 

recognisable rhythms and patterns for later recall.  

New Graduate Nurses are searching for consistency in dynamic environments that may 

change unexpectedly. They need to identify factors that they can influence in their 

working environment and use personal organising strategies to limit their sense of being 
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overwhelmed. Personal organising strategies help make a shift flow more easily for New 

Graduate Nurses, and are part of a foundation for practice that they can only learn in 

practice. This is an important part of their journey of professional becoming so that ‘that 

lost flustered feeling’ (Erica) associated with disorganisation is not a consistent feature 

of their day-to-day work and practice. Self-organisation enables a sense of control over 

their work and affords mental space for applying knowledge to patient presentations. 

Being organised and re-contextualising knowledge, to enable knowing what to do and 

when to do it, is intrinsic to New Graduate Nurses’ learning. Consolidation and 

integration of knowledge and skills in practice adds depth to their learning experiences. 

 

4.4.2 Consolidation and integration 

New Graduate Nurses begin their journey in clinical practice with a mix of excitement, 

anticipation and fear of making mistakes, doubt about their knowledge and skills, and 

an acute awareness that they are not experts (Bjerknes & Bjork, 2012; Cowin & 

Hengstberger-Sims, 2006; Ortiz, 2016; Scott et al., 2008). When describing their 

journey, participants had a vision of themselves as ‘good’ (Daisy), capable nurses while 

at the same time recognising their limited capability and confidence in their knowledge: 

I want to make sure that I am providing good care for my patients. One of the 
things that I always want is, once I leave the room, I want my patients to [think 
or say], ‘She is a good nurse. She knows what she is doing.’ That is what I 
have always wanted to try and portray to my patients (Daisy).  

[At] first, coming out of university and feeling like you do not know anything. 
Then I am being put into fulltime work with two supernumerary days, [and 
wondering] ‘how am I ever going to know what I am doing?’ But then, once 
you settle in somewhere realising I actually, all this knowledge is there, and it 
is just waiting to be harnessed (Louise). 

Initially it was petrifying once again, going into a new area with very little 
clinical knowledge of that area (Barbara). 

New Graduate Nurses aspire to provide good care for their patients and they want their 

patients to have confidence in them as registered nurses. They also need to have 

confidence in their own knowledge and skills in practice. Uncertainty and a loss of 

confidence emerges as they begin their first year of sustained practice and particularly 

when they move to a new clinical area. ‘Harnessing’ (Louise) their knowledge in 

practice means they need to be immersed in clinical situations for extended periods and 

feel ‘settled’ (Louise) as registered nurses.  
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Patients who appear to have complex clinical needs challenge the New Graduate Nurse’s 

knowledge for and in practice, compounding their uncertainty and sense of their own 

capability: 

I would sit in handover and I would be so nervous, reading through the patients 
[and their diagnoses on the handover sheet] and thinking, ‘Oh, please do not 
give me that one [patient]’ (Nelly). 

They do not believe that they have the knowledge or skills required to care for a patient 

who has complex needs because the patient’s condition seems too unstable and 

unpredictable. Their perception is that some patients require advanced nursing care 

beyond their capability and experience. In truth, as they begin their first year of sustained 

practice, they do not have this capability because they are in the process of consolidating 

and integrating their knowledge and skills within complex, unpredictable clinical 

environments with patients who have complex and unpredictable needs:  

It is all well and good to know the theory but it does not count for anything if 
you have not seen it or had some experience to put it into. I think it is having 
it there, saying it out loud, being able to look at it and go, ‘Okay, well, this is 
what someone looks like in rapid atrial fibrillation’ and so the theory, ‘this is 
happening but it looks like this’, which you cannot see in a book (Erica). 

‘Having it there’ (Erica) refers to seeing the actual patient presentation and reflects a 

deliberate cognitive process of connecting book-learned pathophysiology with a 

patient’s presentation. ‘Talking’ (Jacquie) through what they are seeing or reading is a 

way of integrating their knowledge: 

Sometimes I talk to myself. I find speaking [pathology results] out loud helps 
to integrate the clinical processes (Jacquie). 

It [my knowledge] is just waiting to be harnessed, and just working out how 
to harness it. You think during university, ‘Oh yeah, they tell us it is all really 
important’, but I am actually realising how important it is (Louise). 

Articulating patient presentations or pathology results, either literally or mentally, is an 

explicit learning strategy that a New Graduate Nurse may employ to methodically 

contextualise and integrate their theoretical knowledge in clinical situations – from 

pathophysiology (as words and numbers on pages and screens) to patient presentations 

(a person’s human response to pathophysiological changes).  
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Figure 11: More learning, adapted artefact, Erica 

 

Figure 11 highlights that the first year of sustained practice presents an opportunity for 

New Graduate Nurses to consolidate and integrate university education and workplace 

learning experiences in clinical practice environments. As undergraduates, recognition 

of the relevance of workplace learning experiences in practice can be lost amongst the 

demands of their studies: 

She (the undergraduate co-ordinator) taught me about this therapeutic face 
washer – that if all else fails and your patient is having a really bad day, just 
go and get them a cool face washer so they can wash their face and hands, or 
do it for them if they cannot. It is something you can do. I have used the 
therapeutic face washer hundreds of times, and it works an absolute treat. They 
do not teach you that at uni. [It is important] but I do not think you realise until 
you do it because you are so busy learning about anatomy and physiology 
(Erica). 

A metaphorical ‘therapeutic face washer’ (Erica) may have been discussed in some form 

or another during university teaching and learning sessions but had no situated context 

in which it applied to an undergraduate’s experience. In the busyness of undergraduate 

study, appreciation of the relevance of the ‘therapeutic face washer’ is lost within the 

volume of information being delivered, instilled, processed or learned and assessed. 

After graduation, New Graduate Nurses’ attention is no longer on learning in order to 

pass assessment tasks and gain their degree:  

The therapeutic face washer works very well ... it works an absolute treat. It 
has got me out of a few, that horrible sort of feeling of, ‘I don’t know what to 
do’, you know, ‘I have done everything. I have done the vitals; I have done 
the ECG’. [It is] something you can do that it is not going to hurt (Erica). 
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Figure 12: Humanising patients, adapted artefact, Erica 

 

Offering a face washer humanises patients, so that they are not just a series of tasks or 

procedures to be undertaken, and enables New Graduate Nurses to recognise that patients’ 

needs are as much about being seen as a person as their diagnosis. Situated clinical 

experience empowers the New Graduate Nurse to begin recognising salient features of 

the individual patient’s presentation, based upon their book learning, as suggested in 

Figure 12. A strengthening nexus between book-learned theory and lived practice begins 

to emerge as relatability improves. Repeated experiences then help them to learn how to 

respond to situations without feeling ‘lost’ or ‘flustered’ (Erica) by the situations they 

encounter, and return to the humanness of the patient as a person: 

There is a patient in rehab ... she came out at about 1 am [0100 hours] in tears. 
I gave her some reassurance and said, ‘Do you need a bit of extra pain relief?’ 
When I went back to her room to check on her, she was still quite upset. I sat 
on the edge of the bed and had a chat with her about why she was upset. It was 
not just about the back pain. She went on to say ... [and concluded] ‘If that’s 
the option there is no option’. I just let her vent and talk it through. As a nurse 
there was not much I could do apart from handing it over to the appropriate 
people. At the end of [our discussion] she made a point of saying, ‘Thank you 
for just sitting here and listening, because that’s all I need’ (Louise). 

Pain relief was the issue identified by the New Graduate Nurse but for the patient, being 

alone in a hospital bed with seemingly no options for discharge to her home, physical 

pain was a minor issue. There are features in this extract that reflect the New Graduate 

Nurse’s application of person-centred care in providing a caring presence and making a 

difference to the patient as a person. This was partially about alleviating physical pain but 
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more importantly about acknowledging the patient as a person and listening to her. 

Theory and practice blended in the recognition of physical pain from a physiological 

perspective and the subsequent administration of analgesia. Patient-centred care was 

intertwined with therapeutic communication and a caring presence to meet the patient’s 

need for someone to listen to her distress. While acknowledging that there was nothing 

she could do to change the patient’s personal circumstance, it was through listening that 

the New Graduate Nurse made a difference to the patient – bringing into focus what was 

important to the patient through a meaningful and responsive presence in a professional 

relationship of care. 

 

4.5 Summary remarks 

Journeys of becoming a nurse involve significant transitions for those who choose to 

take them. Although undergraduate experiences are not the focus of this study, they 

provided a prequel to participants’ experiences of professional becoming. The 

variability of their workplace learning experiences and limited time in practice as 

undergraduates was evident among participants in this study and verifies that their 

experiences are not homogenous.  

No longer learning for practice, to pass assessments and earn their degree, New Graduate 

Nurses are practising in a way they never have before. They are immersed in complex 

nuanced clinical practice environments that at first appear entirely unpredictable. 

Experience and context are important for New Graduate Nurses to be able to recognise 

and understand features of professional nursing practice as registered nurses and are 

essential elements of their professional becoming. Tensions between knowing and not-

knowing and capability and inability are experienced. Adapting and refining their 

knowledge and skills in practice enables them to strengthen their theory practice nexus 

and affords some sense of control over their work.  

New Graduate Nurses begin to recognise and understand more of their role, 

responsibilities and accountabilities in practice. Their attention moves from completing 

tasks to recognising and addressing patients’ human responses in professional 

relationships of care. This shift in attention reflects a strengthening nexus of 

contextualised theoretical knowledge and situated practice to underpin and inform the 

provision of responsive nursing care in practice as their perspectives about nursing 

practice and nursing as a profession widen and deepen.    
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Chapter 5: Metaphor made real: Wider and deeper perspectives 

5.1 Prologue 

The inspiration for this chapter, ‘Wider and deeper 

perspectives’, emerged from Tiffany’s collage on a scotch 

bottle (Figure 13). She explained her reason for using a 

scotch bottle during our interview in the context of having ‘a 

lot of work–life balance’, which will be discussed further in 

Chapter 6. As we spoke about her collage, it was clear that 

her first year of sustained practice had widened and deepened 

her perspectives about nursing. Tiffany emphasised the 

importance of maintaining a balance between professional 

behaviours and practices and her self-care. Our discussion, 

and also the collage itself, revealed her passions for health 

maintenance, illness prevention and professional standards 

for practice associated with social justice and duty of care. 

The addition of some faux gems to her collage reflected a 

desire to maintain personal identity within her professional 

role.  

‘Wider and deeper perspectives’ emerged for all of the 

participants, as their understanding of nursing and sense of 

self changed across the year.  

 

 

 

 

 

 
Figure 13: Collage on a Scotch bottle, 

creative artefact, Tiffany 

  



101 

5.2 Introduction 

In this chapter, essential features of professional becoming in relation to ‘wider and 

deeper perspectives’ of nursing practice and nursing as a profession are explored through 

three themes: ‘overwhelmed, overloaded and overtired’; ‘maturing in practice’; and 

‘thriving-surviving: surviving-thriving as professionals’. These themes explore the 

professional and personal tumult experienced by New Graduate Nurses, balanced with 

descriptions of professional and personal change. The first two themes predominantly 

locate participants’ experiences in clinical contexts, while the final theme of this chapter 

moves attention to work unit and professional cultures.  

The first theme, ‘overwhelmed, overloaded and overtired’, explores participants’ 

experiences of their working environments and the impacts on their practice and 

themselves. ‘Maturing in practice’ examines consolidation of knowledge and skills, and 

a deepening understanding and acceptance of roles and responsibilities in clinical 

contexts. The final theme of this chapter, ‘thriving-surviving: surviving-thriving as 

professionals’, raises the concern of horizontal violence, as experienced by participants 

in this study.  

As in the previous chapter, interview quotations and elements of the participants’ creative 

artefacts are used to highlight key points. In some instances the artefacts have been 

adapted from original works. Those adaptations are acknowledged accordingly. 

Each theme has identified subthemes. Within each subtheme elements of experience were 

revealed in the data and are presented in Table 7 to illustrate the alignment of each 

component. 
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Table 7: Wider and deeper perspectives: Alignment between themes, subthemes and 
elements of experience 

Themes Subthemes Elements of experience 

Overwhelmed, 
overloaded and 

overtired 

The whole 
picture 

- Attention to tasks 
- Self-organisation and survival 
- People and teamwork 
- Working environment 
- Organisational imperatives 

It is mentally 
exhausting 

- Attention to detail, concentration 
- Physicality 
- Reflection in and on practice 
- Fatigue and rest 
 

Maturing in 
practice 

Scope of practice 
within practice 

- Understanding meaning of ‘scope of 
practice’ in practice 

- Initiative and planning 
- Professional attributes; professional 

formation 
- Patient advocacy 
- Contextualising human needs 
- Self-responsibility in leadership and 

delegation 

Professional 
relationships of 

care 

- Professional boundaries and boundaries 
in practice 

- Professional responsibilities 
- Vulnerability and privilege 
- Emotional labour: intimacy; trust; 

awkwardness; helplessness and 
profound questions; empathy and 
detachment; and comfort and 
discomfort 

- Self-management 

Thriving-
surviving: 

Surviving-thriving 
as professionals 

Concern and 
respect 

- Inclusion, acceptance and belonging  
- Relationships with colleagues 
- Professional safety 
- Sustaining self/self-care 
- Professional culture 

Cultures and 
cliques 

- Horizontal violence 
- Judgements and reputational damage 
- Shifting expectations 
- Injustice – used and abused 
- Power imbalance 
- Loss of confidence 

Silent and 
silenced 

- Avoiding retribution and reputational 
damage 

- Maintaining a status quo 
- Fear, confusion and discordance 

between espoused and experienced 
professional behaviours and values  

- Resistance, defiance and integrity 
- Intrapersonal conflict 
- Absenteeism 
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5.3 Overwhelmed, overloaded and overtired 

During the first year of clinical practice, New Graduate Nurses are becoming established 

in their roles as registered health professionals. Their experiences during this year are 

integral to their professional becoming. In particular, participants in this study 

emphasised not getting ‘the whole picture’ and ‘it is mentally exhausting’ as elements of 

experience that left them feeling overwhelmed, overloaded and overtired.  

‘The whole picture’ explores the New Graduate Nurses’ experiences of trying to 

understand and learn about procedures, people, their working environment and 

organisational systems. They discussed attention to tasks as a strategy for self-

organisation and survival. ‘It is mentally exhausting’ considers attention to detail and 

concentration, and alludes to the physicality of their work. Reflection in and on practice 

was apparent throughout all of the participants’ narratives.  
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5.3.1 The whole picture 

When I first started I was really task based and I was trying to 
understand it; working really hard to understand but not really getting 
the whole picture (Barbara). 

‘The whole picture’ (Barbara) of health service delivery and patient care 

is vast, intricate and dynamic – layered with assorted imperatives. New 

Graduate Nurses experience a sense of being overloaded and 

overwhelmed by tasks and complex expectations, different ways of 

working, and new people. They are trying to locate their place in the 

working environment and amongst the people they are working with, as 

they endeavour to establish themselves as registered nurses.  

Being task focused was a strategy that the New Graduate Nurses 

employed to survive an overwhelming avalanche of new information, 

people, systems and expectations. Attention to tasks narrows the New 

Graduate Nurse’s focus to familiar aspects of hands-on patient care that 

facilitate consolidation of their skills in practice, as discussed in Chapter 

4 and highlighted in the statement:  

‘I have got vital signs under control. I can do that’ (Erica).  

Nevertheless, they are part of ‘the whole picture’ (Barbara) and must 

discern who else is in the picture and the roles and relevance of those 

people:  

I had no idea who the doctors [consultants] were, or who the interns 
were, or who the registrars were (Violet). 

I felt like I should have known a little bit more about how things run. 
I do have those feelings [of incompetence] sometimes, where I am 
really not too sure where things are, or how the ward works (Violet). 

Learning who is who in a hospital, what their role is and how they 

contribute to patient care can initially be very confusing and incomplete 

for New Graduate Nurses, as Figure 14 demonstrates.  

 
Figure 14: Partial picture,  
cropped creative artefact, 

Tiffany 
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Being able to determine whom to ask about a particular patient issue, or to identify where 

a piece of equipment is stored, is an essential part of a New Graduate Nurse becoming 

established and beginning to work effectively in their new environment. A New Graduate 

Nurse’s attention and priority is directed to patient care but they must also be able to 

collaborate with people whose primary role is to be of service in a different way:  

Sometimes you feel like [saying], ‘Could you just [take menu orders from] the 
next two people in the room and then come back? Is it that hard to stand away 
from your routine and work around someone else?’ Sometimes people can get 
very cranky when you ask them to do that – just come back – or in the morning 
when the menu people are coming through to do their menus and someone 
wants to go to the toilet – ‘Oh no, can we just wait? I am just up to them.’ 
Well no, we cannot wait. Everyone is trying to get a job done and I can 
understand that but it can be a bit frustrating at times (Louise). 

Ancillary staff form part of ‘the whole picture’ (Barbara) of a hospital’s service delivery 

system, managing tasks such as collecting menu requests, delivering meals or 

refreshments, and cleaning. For the New Graduate Nurse, however, it is part of the picture 

that threatens to detract and distract from their primary purpose of providing direct patient 

care. The number of people involved in providing care to patients can seem daunting and 

draws attention to the need to be able to work as part of a team:  

There are so many people involved in everything. You have to be able to 
function in groups to be able to survive (Barbara). 

An increasing emphasis on inter-professional approaches to health care and service 

delivery means that, in addition to navigating a new organisation and consolidating and 

integrating knowledge and skills, it is essential that New Graduate Nurses are able to work 

as part of a team responsible for patient care (Bethea, Holland, & Reddick, 2014; Bridges, 

Meyer, Glynn, Bentley, & Reeves, 2003; Orchard, 2010). This means being able to work 

closely, and communicate, with nursing colleagues and people from other disciplines as 

well as the patient to optimise care (Hall & Weaver, 2001; Orchard, 2010):  

You are heavily involved with their [patients’] care and your input on how 
they are going, how they are doing, how they are showering, and how they are 
moving around, helps with case consults (Barbara). 

Involvement in patient care is more than just task completion. It relates to patient 

assessments and input to care planning that includes the patient and a team of health 

professionals, each with their own discipline based roles and responsibilities. Limited 

experience as registered nurses, and the sense of being overwhelmed by the number of 

people involved in interdisciplinary patient care means New Graduate Nurses lack clarity 
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about their role. ‘Help(ing) with case consults’ (Barbara) suggests a passive role of 

providing information about a patient’s physical progress to inform decision making by 

others, rather than working in groups.  

In addition to hospital staff and their various roles in health service delivery, the working 

environment can be overwhelming for the New Graduate Nurse. The working 

environment includes equipment, sounds, systems, and the more nebulous organisational 

environment: 

Some days everything beeps. The beeper beeps, the I-MED machines beep, 
the PCA [patient controlled analgesia] machine beeps, the blood pressure 
machine beeps, the phone rings, the beds beep. Just everything beeps. And I 
am just going to go home and there is going to be beeping in my head when I 
fall asleep. Just, shhh, shhh, shhh! Just stop beeping … it is just like 
prioritising. The beeper is advising you. It is not telling you what to do … I 
think you just learn to zone out, literally just zone out, and focus on what you 
are doing (Tiffany). 

This description creates a sense of overstimulation. ‘The whole picture’ is neither silent 

nor static. Learning to ‘zone out’ (Tiffany) means concentrating to avoid being distracted 

and maintaining attention to the task or situation at hand. In order to be able to maintain 

their attention, though, New Graduate Nurses must first become attuned to the sounds in 

order to prioritise their responses. Thinking about alarms, beepers and other sounds as 

communication tools, rather than instructive elements of their working environment, 

helps New Graduate Nurses to determine priorities. The sounds, however, are not 

considered in isolation:  

I was doing a blood transfusion the other day and I could see that one person 
was buzzing and I [thought], ‘Right, well I am in the middle of starting the 
blood [transfusion]. I am not going to go answer it.’ It kept beeping and then 
two people came in and [said], ‘Your patient wants to go to the toilet.’ [I 
thought] ‘OK, I will be there later’ … I am not going to leave someone with a 
blood transfusion because someone wants to go to the toilet (Tiffany). 

This illustrates the mental focus that New Graduate Nurses require in order to prioritise 

and maintain their concentration and attention. This will be explored in more detail in the 

next section of this Chapter. The final layer associated with this subtheme is the 

participants’ sense of being overwhelmed and overloaded by organisational imperatives 

that conflict with their focus on providing quality patient care. 

For example, an emphasis on meeting key performance indicators (KPIs) adds a layer of 

complexity to the work they are endeavouring to complete: 
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It was stressful … if you had two or three patients that were being discharged, 
they wanted them [patients] all out by [this time], which is a KPI. They are 
pushing for beds.  

It is not this simple but it looks like the bed person only wants beds and does 
not care how they get them, and the people they are trying to communicate 
with are trying to advocate between productivity of beds and quality nursing 
care. It is high stress for the nurses that are nursing those beds as their [quality 
of] care is not as high for the other patients because they are trying to push 
someone out so early. Trying to get the right balance of what you are doing 
and trying not to cop flack for not having someone out early. Everyone gets 
breathed on by the person above them for those targets (Barbara). 

The mechanistic demand for throughput and emphasis on achieving KPIs are 

organisational demands that New Graduate Nurses struggle to understand, in the context 

of patient care. They identify that the imperatives of the organisation are important but 

feel that their care of patients is compromised.  

The operational requirements of an organisation are not transparent to New Graduate 

Nurses. Organisational policy and practice can be construed as unsupportive of quality 

patient care. As a New Graduate Nurse’s influence on organisational systems is very 

limited, they must find a balance between addressing organisational targets and the 

provision of timely patient care. Balancing organisational demands with professional 

responsibilities in patient care does, however, create a professional conflict for New 

Graduate Nurses that is ‘stressful’ (Barbara) and contributes to their mental fatigue.  
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5.3.2 It is mentally exhausting 

This one is definitely me (Figure 15) at the end of some days – just exhausted. 
Just hanging out, having a nap on the couch (Erica, photo elicitation).  

 

Figure 15: Koala asleep in a tree (photo Sharon Laver) 

 

You know, you have done a morning, and you might have to hand over that 
dressings are still to be done, or beds have not been changed because you have 
been putting out spot fires (Erica). 

Aside from the physical demands of their work, a feeling of exhaustion comes from the 

mental stress associated with processing and prioritising new information, situations, 

people and environments.  

The analogy of ‘putting out spot fires’ (Erica) illustrates the physicality of the New 

Graduate Nurses’ work – moving from one place to the next, one task to the next. This 

movement is reactionary and requires the New Graduate Nurse to prioritise, with limited 

time for deliberate and methodical consideration. Prioritising client care is a cognitive 

function that requires time and mental space to accomplish effectively:  
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You get told to go off and do something and you think, ‘OK, just going to 
have to think about this for a minute’ (Nelly). 

It has been mentally harder than I thought it would be in terms of 
concentration. I used to [do a] very physical [job and I] did not have to think 
much. Now I have to think a lot and that is tiring. Just keeping on track and 
focusing; not missing something and being new to it (Erica). 

The thinking referred to by Nelly is about how and why something is to be done in relation 

to patient care. New Graduate Nurses question their own professional performance, 

particularly in relation to tasks. Taking time to think is a deliberate approach to piecing 

together information from new environments, new people, complex patient 

pathophysiology and their new role. Paying attention to multiple demands during a shift, 

particularly when a ward is busy, can lead to a sense of hurried task completion that lacks 

any sense of attention to detail. For example, signing drug charts can impact on ongoing 

patient care:  

Some days have been hard work, where you feel like you are chasing your tail 
all day and you are often left feeling, ‘Oh, did I do everything? Did I get 
everything done? Did I do the best for the patients? Sign everything?’ [It is] 
mentally exhausting (Nelly).  

An emphasis on task completion means the New Graduate Nurse must learn to prioritise 

their work and be attentive to details in order to reduce self-doubt in their capability, 

whilst working efficiently and proficiently. This is a different type of thinking to that of 

an undergraduate, which acknowledges a deepening understanding of their role and 

responsibilities as a registered nurse. 

Self-questioning is related to the New Graduate Nurse’s own practice and the practical 

tasks associated with patient care and communication. They also question the influence 

their practice has on people and where they could improve:  

Could I have done better, could I have done worse? What did I do right, what 
did I do wrong? How is that person going now? Have I had a positive or a 
negative influence on what has happened to that person? (Barbara). 

You learn to do those reflective practices in university but sometimes you 
[think], ‘Ah, this is a bit of a fluff.’ I am not much for journal entries. I 
remember doing the assignments on Gibbs’ Reflective Cycle and thinking, ‘I 
am just writing absolute crap’ (Louise). 

The value of reflection in and on professional practice is lost to some undergraduates 

because the process seems focused on learning from short term clinical placement 

experience and is isolated from practice (Epp, 2008). In this study the value of reflection 
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became clearer to the New Graduate Nurses in the context of sustained professional 

practice:  

I think you just do it mentally, ‘I could have done this better, or I could have 
done that better.’ I think I do it subconsciously, which is really good. Other 
people feel the need to write things down (Louise). 

How a person reflects is a choice (Devenny & Duffy, 2014; Epp, 2008). Reflection, 

regardless of the process or model chosen, becomes a dialogue with oneself that enables 

inquiry, problem solving and understanding: 

I chew on it for ages, and I either go to sleep or keep thinking about it. A lot 
of the time I will reflect on things or take it home [and] research it, look it up 
(Barbara). 

‘It’ (Barbara) is the object of reflection. ‘It’ can be a clinical problem or issue the New 

Graduate Nurse encounters that leads them to their own inquiry for clarification. ‘It’ may 

be a situation that has been encountered that leads to personal reflection on practice and 

a conclusion about their own practice:  

‘Oh, this went really well; I was not doing this right’ and then at the end 
[thinking], ‘There was nothing else I could have done’ (Louise). 

It was just a mental note [about] ketamine. We had given her (the patient) 
everything and could not get her pain under control and I asked the doctor in 
charge, ‘What else can we do for this girl? She is still in pain.’ He said, ‘Let’s 
give her some ketamine.’ … [The nurse in charge and I] drew it up together 
and we went over it a million times and I gave the right dose and everything 
was right but the patient, obviously with that on board plus everything else 
[we had given her], just spaced out and got moved to [the resuscitation bay] 
... [Later I thought] I am never giving ketamine again unless it is an infusion 
(Tiffany). 

Rather than thinking of reflection as ‘a bit of a fluff’ (Louise), New Graduate Nurses 

return to reflection in and on their practice as they come to know nursing through 

contextual and situated practice:  

You need to look at every experience whether it is good, bad or otherwise to 
think that you are unlocking some more knowledge; that you are going to be 
able to take something from that experience and say, ‘Okay, well this is what 
I can now do better, or I helped that person get through that time in their life, 
or I helped that person pass on to another world.’ It is finding that little golden 
rule or something that comes out of every situation (Louise). 

Their reflections are prompted by experiences that open New Graduate Nurses to new 

possibilities in practice as registered nurses, acquiring new knowledge through lifelong 
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learning, renewed understanding, critical thinking, problem solving, decision making and 

application in practice.  

New Graduate Nurses are in new roles and enter complex environments that are 

overwhelming to them because everyone and everything seems new, important, and 

beyond their immediate understanding, experience, influence or control. The dynamic 

nature of clinical environments adds complexity to multiple specific situations that 

require sustained concentration and attention to detail. These cognitive processes are 

‘mentally exhausting’ (Nelly). ‘A nap on the couch’ (Erica) at the end of a day hardly 

seems surprising and provides an opportunity for physical and mental rest that affords an 

element of self-care which can be sustaining for New Graduate Nurses. 

Skill acquisition and development are important for efficiency of task and service 

delivery, and an early priority for New Graduate Nurses. Endeavouring to become 

established in their careers and valuable members of work teams are additional priorities 

that cannot be ignored. Finding their own place within ‘the whole picture’ (Barbara) of 

health service delivery and clarifying their own roles and responsibilities necessitates 

self-care that will enable New Graduate Nurses to mature in practice. Elements of self-

care are explored in the context of ‘maturing in practice’ in the next theme of this chapter.  

 

5.4 Maturing in practice 

Maturing professionally is a feature of New Graduate Nurses’ experience because they 

are growing into their role as registered nurses. For the purpose of this discussion, 

professional maturity is not related to chronological age or years of experience but rather 

refers to integration of knowledge and skill, and adapting practice based upon new 

insights. Subthemes explored within this theme are ‘scope of practice within practice’ and 

‘professional relationships of care’.  

These subthemes echo the widening and deepening perspectives of nursing practice and 

nursing as a profession that are pivotal to New Graduate Nurses’ professional becoming 

. ‘Scope of practice within practice’ begins this theme of ‘maturing in practice’, as it 

explores a transition from understanding scope of practice (as rules for practice) to 

recognising scope of practice (in practice). ‘Professional relationships of care’ explores 

the responsibilities that can be confronting or associated with complex layers of emotion 
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that can weigh heavily on a New Graduate Nurse throughout the first year of sustained 

practice. 

 

5.4.1 Scope of practice within practice 

The professional scope of practice provides boundaries for what nurses can and cannot 

do based upon the law, their educational preparation, experience, work context and health 

service policies (Nursing and Midwifery Board of Australia, 2016b). Scope of practice is 

an element of undergraduate nurse education that can be understood as a set of rules for 

practice. Within their scope of practice, New Graduate Nurses begin to recognise that 

their responsibilities in patient care extend beyond a series of rules. They need to have a 

depth of knowledge about patients and their care, commensurate with their level of 

education, experience and practice context. The depth of knowledge required increases 

with their increased responsibilities:  

There is a lot of difference between enrolled nurses and registered [nurses]. I 
think it is very much, ‘You are registered; you [have] increased 
responsibility.’ And that helps you think, ‘Right, I have got to make sure I am 
on top of things’ (Patricia). 

Knowing about patients’ various diagnoses, anticipating and initiating elements of care, 

investigating changes in a patient’s condition, and formulating and implementing plans 

for nursing care fall within the registered nurse’s scope of practice: 

As a new grad, generally what you see on the outside is what you see first, and 
then you do not generally think too much more about it, but she [the Clinical 
Nurse Specialist] will get you to think [about the patient and their 
circumstance], and you will [then think], ‘I know that. I know that.’ It is just 
that open mindedness that you usually do not have to start off with. It is 
something that you learn (Daisy). 

Throughout my Enrolled Nurse and my Registered Nurse [education], I was 
like, ‘I get it but I am not really getting it.’ Now it is like, ‘OK, this person has 
had a fall – we have to do some observations because that is the policy. Let’s 
[also] check their urine [and] blood sugar’ [to eliminate possible causes] and 
then get down to what it could be a lot quicker, rather than doing 24 hours of 
observations and waiting for the next fall (Violet). 

I [was looking after an elderly lady] and I was not happy with her overall. I do 
not even know what it was. I think it was just something in the way [she] was 
talking. It was just odd. Nothing was jumping out. I just went back to the 
basics. I did temperature; I did a blood sugar level; I did a full ward test. The 
urine analysis showed quite high leukocytes. The urine analysis two days 
earlier was fine. I knew there was something. I just had to find it. It was the 
simple things that I could do, and then if that showed nothing [the doctors] 
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could investigate further. It was more a matter of eliminating something that 
I could [act on such as] dehydration (Erica). 

Taking initiative within scope of practice indicates a growing understanding of the 

responsibilities of registered nurses. An organisational policy may provide a rule about 

what to do but initiating additional assessments in order to identify or eliminate a cause 

is beyond the remit of a policy. The practice of novices is bound by rules for practice 

(Benner, 1984). During the journey of professional becoming, scope of practice is 

contextualised in practice beyond following rules, a policy or hospital directive. 

Looking beyond face value impressions or findings and initiating investigation of a 

change in a patient’s condition illustrates the New Graduate Nurses’ expanding scope of 

practice; from an undergraduate recording and reporting information, reliant on others for 

direction and guidance, to increasing independence, acceptance of responsibility for 

patient care, and recognition of their role. They come to recognise that, while the reason 

for a fall or a patient’s change in condition may not be immediately apparent, they have 

a responsibility to initiate an assessment and investigations, and to determine a plan of 

nursing care based upon their findings. They are, in effect, clarifying the meaning of scope 

of practice, within their practice as registered nurses. Their experiences also echo a 

deepening understanding of the role and responsibilities of registered nurses because in 

clinical contexts they gather experiences that add depth and breadth to their understanding 

of nursing and nursing care: 

I have had times where I have not really known what to do, [but] it makes you 
realise, ‘OK, so this is my job. This is what I am supposed to be doing.’ It is 
not all about taking blood pressures and giving pills (Violet). 

In acute care you are actually making that difference. You are either 
improving their [patient’s] quality of life or you are helping them at the end 
of their life ... being the one making the decisions. You are being the advocate 
for the patient and you are actually the one [deciding], ‘OK, these things need 
to be done but on top of that I think these need to be done.’ It is one thing to 
heal a wound but then to actually keep it healed, to have it not come back. 
That is actually the most important part of it (Louise). 

I had a patient who was going to pass away, and I sat down with the family at 
the start of the shift and said, ‘Do you want me in here, or do you want me to 
stay away? You tell me what you want to do because it is up to you.’ He was 
going to die overnight. We were still giving him intravenous antibiotics and I 
said to the family, ‘Do you want observations? Do you want me in here every 
two hours doing his vital signs?’ They said, ‘No.’ ‘That’s OK, let’s not do that 
then.’ So that is about consulting with the family. I felt it was not what the 
family wanted; it was not going to benefit the patient (Tiffany).  
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As they grow into their roles and begin to integrate their knowledge and skills in practice, 

New Graduate Nurses consider what else could be done to improve a patient’s quality of 

life, or death, and how they can go about maximising a patient’s wellbeing and health. 

Their attention is no longer consumed by the completion of tasks. Their thinking, 

consultation and clinical reasoning are attentive to the contextual human needs of patients. 

They look ahead, anticipating possible difficulties, and work to resolve or avoid them.  

A growing recognition and acceptance of responsibilities within a commensurate scope 

of practice for a New Graduate Nurse could be an indication of increasing independence 

in their day-to-day work. Being independent also requires recognition that 

interdependence and teamwork are essential to patient care: 

[It is] one thing wanting to prove yourself. A second is knowing when to take 
responsibility and ask for help – when it is really necessary. That is also 
proving yourself – that you can delegate – like a leadership approach. That 
you can delegate and ask for a second and third pair of hands when you need 
it (Jacquie). 

In the unpredictability of clinical environments, sudden changes in a patient’s condition 

or situations that demand immediate and greater attention than others mean that at times 

nurses are not able to ‘do everything’ (Jacquie). Taking the initiative to ask for help and 

assuming a leadership role in managing their work by delegating tasks to avoid 

compromising patient care is indicative of a recognition that their practice is 

interdependent. It also reflects a professional accountability to patients and their 

colleagues.  

Acting on their professional accountability means recognising their own capabilities and 

experience in practice. It also includes recognising the scope of practice of colleagues and 

delegating patient care accordingly. Experience gained as a registered nurse is essential 

for New Graduate Nurses to be able to recognise differences in the scope of practice of 

their colleagues and the interdependence of their practice with other members of the 

health care team.  

As part of professional becoming, maturing professionally means increased 

independence, recognition of interdependence, and accountability. As New Graduate 

Nurses mature professionally their scope of practice grows with their experience, 

reflecting a deepening understanding of their professional responsibilities and 

accountabilities. An understanding of scope of practice initially helps the New Graduate 

Nurse to recognise what tasks they can and cannot do. With increasing experience, they 
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integrate their knowledge and skills and begin to recognise responsibilities associated 

with their level of education and their professional accountabilities. Their deepening 

understanding of professional responsibilities, accountabilities and scope of practice 

helps them navigate professional relationships of care with patients.  

 

5.4.2 Professional relationships of care  

Professional relationships of care involve intimate, 

person-to-person contact within professional 

boundaries. As undergraduate nursing students, 

short term workplace learning experiences mean 

that relationships with patients are bound by the 

length of the scheduled placement. In the specific 

context of workplace learning, the focus is limited 

to a number of weeks of learning technical skills for 

clinical practice and communication with patients 

about procedures or tasks. As New Graduate Nurses 

they can be allocated to particular clinical areas for 

up to six months as part of their graduate program. 

While they can be overwhelmed by the 

responsibilities associated with their new roles, as 

they mature professionally New Graduate Nurses 

also recognise that their focus in patient care is 

relational, as the quotations in Figure 16 indicate. It 

can be associated with a complex layer of emotion 

that can weigh heavily on them as they endeavour to 

navigate professional relationships of care. Reasons 

for patient admissions, level of acuity, length of 

hospital stay and type of ward are all factors which 

influence the way that professional relationships of 

care evolve, and the complexity of the relationship:  

Figure 16: Not just a job, 
adapted artefact, Louise 
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[This ward] is very task based. People were in and out and you almost never 
talked to the patient on a personal level because there was always something 
else you can do. In [that ward] it is the same. They come in, you ask them a 
whole lot of questions; you do some tests, then get a result. You formulate 
what you are going to do from that result and then they are gone. [Or] you do 
not have the patient involvement because they are unwell – they are not trying 
to interact with you. It is very different when you are heavily involved with 
their care. It is not about the wound dressings. The focus is not on tasks; it is 
on the person (Barbara). 

In contrast to their undergraduate experience, the first year of sustained practice is likely 

to be the first time that a nurse is required to navigate professional relationships of care 

with patients who have extended lengths of stay in a hospital:  

You become friendly with them [long stay patients]. You are so actively 
involved with their care. If you have six days on you will probably stay in a 
room for six days with the same patients. You spend [at least] an hour with 
each person a day, sometimes longer. You develop a personal relationship 
with them because you are speaking with them and most of the time they are 
open to talking to you (Barbara). 

The time spent with patients, particularly in subacute environments, affords opportunities 

for nurse–patient interactions that reveal more of themselves as people to one another. 

Getting to know the patient provides an insight into their life, lifestyle and things that 

matter to them. Talking with patients also builds trust that the nurse can be relied upon 

and can facilitate problem solving if there is something personal causing concern:  

I went in [to the room and the patient] said, ‘Oh, can patients go home?’ I said, 
‘What do you mean?’ She [the patient] said, ‘Can I go home and feed my 
animals?’ That was a big deal to her. By me finding a couple of phone numbers 
and getting someone to go and feed her animals her stress level went down. 
[That means] she is going to respond better to treatment. She is perhaps going 
to have a little bit more trust in me (Nelly). 

Time to get to know patients and the things that matter to them also helps the nurse see 

patients’ situations from a personal perspective: 

They [patients] just want to go home and they are willing to try anything to 
get home. It is good to see them get to go home. [There are] sad ones where 
they find out that they are not going home this time – that they are going into 
care. That is sad, that is sad. Where they just cannot cope any more … you 
just put yourself in that position. How would I feel if someone said, ‘I am 
sorry but you cannot go home.’ You know, ‘I have got my dog, my clothes 
and my furniture. Of course I have got to go home. It is home. Everything I 
have worked for and collected all my life and now I cannot go home to it?’ I 
found that really hard ... that was probably the hardest for me (Nelly). 

Recognising and understanding the distress and confusion that some decisions create for 

patients, and responding in a way that displays empathy and professionalism, means that 
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the personal responses nurses have to such situations need to be masked because ‘they 

just seem to trust that what you are doing with them is right’ (Nelly). Masking personal 

emotional responses and navigating relationships of care can be a substantial challenge 

for the New Graduate Nurse:  

The hardest thing is trying not to get too attached [pause]. I find it very hard 
to say, ‘Oh, look, really sorry. I have to keep going with work’, because you 
cannot always give all of your time to them. Sometimes figuring out how [to 
conclude a discussion and make a referral] has been hard. I found it a little bit 
hard in rehab (Patricia). 

[I] really did not want to go into that room in case she [the patient] asked me 
a question I could not answer [about her diagnosis]. It felt really awkward 
because I had been in that room for four days prior to that so we had 
established this good bond and I felt, I just felt really awkward (Violet). 

The time nurses spend with patients enables them to establish a bond of trust with the 

nurse, and for nurses to develop empathy about the patient’s situation. ‘Not getting too 

attached’ (Patricia) reflects some of the emotional work nurses do in their day-to-day 

work. The patient/family–nurse relationship is a professional one that is part of a person’s 

‘journey’ (Patricia, Creative artefact) to recovery or death, to which the nurse contributes 

their professional expertise for a brief but intense period of time.  

Awkwardness emerges in situations that are uncomfortable on a personal level or that the 

nurse feels unprepared for. In the example above the trust that had been established 

between Violet and the patient became tenuous because she perceived a knowledge 

imbalance about the patient’s diagnosis. A desire not to betray the patient’s trust led to 

avoidance in order to evade potentially awkward questions.  

Trust in social relationships is established, or discounted, over a period of time. In social 

relationships, personal space is generally respected and maintained based on socio-

cultural norms and the nature of each relationship. Professional relationships of care in 

nursing are not social relationships. They are, however, intimate relationships because 

some of the information patients share and the things nurses do within the relationship 

are not usually carried out with strangers within the space of a brief interaction:  

Getting in that personal space of someone in the shower was a really big thing 
for me (Nelly). 

Assisting a patient with personal hygiene, for example, means seeing a stranger naked. 

For the patient it means becoming naked in front of a stranger and allowing that stranger 

to assist with an intimate task of daily living. These relationships are beyond the usual 
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social norms and afford nurses a place of privilege for a comparatively short period of 

time, within the context of a patient’s life, as acknowledged in Figure 17.  

 

 

 

 

 

 

 
Figure 17: A place of privilege, Creative artefact, Patricia 

 

Recognising the trust patients have in them can create professional and personal conflict 

for the New Graduate Nurse:  

I did not want [to] tell her something that I knew … and say something I was 
not supposed to. I also did not want to be the one that was constantly saying, 
‘We do not know.’ It must be horrifying for that patient to feel like nobody 
knows what is going on, and then to have a nurse who looked confident and 
appeared to know what she was doing all of a sudden have no idea (Violet). 

For some New Graduate Nurses their professional responsibilities can weigh heavily 

upon them and navigating professional relationship boundaries can become burdensome. 

The burden emerges from the emotional labour associated with nursing work 

(Badolamenti, Sili, Caruso, & Fida, 2017; Hayward & Tuckey, 2011). Emotional labour 

refers to managing demonstrations of emotion in interpersonal relationships 

(Badolamenti et al., 2017). For the New Graduate Nurse balancing professional caring 

with professional detachment in relationships of care requires them to regulate their 

responses and develop strategies that enable them to refine their reactions:  

I had seen melaena before, but this was something new, different. It was 
literally blood. I just freaked out and hit it [the emergency code button] … I 
was a bit in shock. I felt like I was to blame. She had had colonoscopies before. 
There was nothing to show that she had had a bleed, so it could have happened 
to anyone. It was just me [pause] I felt like it was my fault but, I guess, if 
anyone had been on that day they would have done the same thing, and 
possibly had the same consequence, so I cannot belt myself up over that 
(Daisy). 
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A self-imposed metaphorical beating about what could have been done differently, or 

feeling it was ‘my fault’ (Daisy), does not change the fact that at times patients deteriorate 

so unexpectedly that there is no time to prepare for, or avert, a situation. Nevertheless, a 

sense of responsibility to the patient can continue: 

She came back down to us [from Intensive Care] and she was my patient again 
to palliate. I had gotten to know her [prior to the bleed]. She was not the most 
verbal lady, but still, the look in people’s eyes – you can still get the sense of 
their personality, so I felt a little connection to her. For me to have done that, 
I felt really responsible … but it made me feel better knowing that I did 
whatever I could at the end of her life to make sure that she was comfortable 
(Daisy). 

Poor patient prognoses and deaths have profound impacts on New Graduate Nurses. 

Feelings of helplessness and unresolved questions may arise about why a patient died, or 

how, for example, people with the same diagnosis can have such varied prognoses: 

I felt like it [the patient’s unexpected haemorrhage] was my fault. I felt bad at 
the time for what I had done, and I still feel bad, but then at the same time I 
looked after her the best I could with the palliative care … It made me feel a 
lot better, knowing that she died peacefully (Daisy). 

I have dealt with people passing away. I have dealt with people dying. That is 
not it. It is that feeling of helplessness, that feeling of, they did not come in for 
a cardiac issue so, there was no hint that something was going to go wrong. 
They came in because … and they were going to go in for surgery for it, so 
why? (Louise). 

We have a man who is 68 and another man who is 40, and they both have 
exactly the same cancer, but the 68 year old has a better prognosis than the 40 
year old. It is just, you know, you think, ‘How does that work?’ I guess you 
just cannot think of it that way (Daisy). 

Their questions are profound – why and how – and yet there are no answers to assuage 

the sense of helplessness or sadness associated with such situations. There are other 

occasions in which the New Graduate Nurse recognises the relief death brings:  

It [a patient’s death] is harder to deal with at times, especially when it is really 
sudden. [Sometimes] you are happy to see them out of their misery (Violet). 

New Graduate Nurses recognise the privilege embedded in the relationships of care they 

establish. Their attention turns to people and their responses to life circumstances during 

periods of vulnerability. For patients the relationships are based on trust and involve 

sharing intimate personal details and activities with a stranger. For New Graduate Nurses 

they are relationships that involve forming a ‘bond’ or ‘connection’ (Daisy; Violet) with 

patients that have complex layers of responsibility to provide the best possible care. They 

need to balance engagement and empathy with detachment. Recognising their emotions, 
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awkwardness and discomfort and finding a balance is part of New Graduate Nurses’ 

professional becoming because, while uncomfortable, their emotional labour helps them 

develop strategies to navigate increasingly mature professional relationships of care and 

consolidate professional relationship boundaries.  

It is nice to just be that person who they [families] can vent to and it is not 
going to turn into [a family] argument or [pause] – It is not me. That is not me 
and I do not really know the person. It is sad, but it is life. I am fortunate. I 
know if it was my family I would be absolutely devastated. But it is life and it 
sounds a bit cold to say that – everyone dies. But if you can accept that it kind 
of makes it a bit easier (Violet). 

Achieving a balance between personal responses to the lived situations of others and 

empathic detachment means that New Graduate Nurses must manage their own emotional 

labour. This involves a deeper layer of personal-professional learning that requires 

different ways of thinking about patients’ situations. They reflect on their own personal 

situations and establish considered responses that demonstrate empathic detachment and 

acceptance of the person’s situation. ‘It is not me’ (Violet) reflects a conscious distinction 

the New Graduate Nurse makes between her professional and personal experiences and 

ways of being. Developing a level of comfort with discomfort in situations such as those 

described is an element of professional becoming that New Graduate Nurses have to 

navigate as they also navigate professional relationships of care with patients: 

I knew there were going to be situations throughout my career where it is 
going to be awkward; it is going to be uncomfortable but you have to learn to 
get past that (Violet). 

Learning to recognise their own discomfort and reflect on why they feel uncomfortable 

or awkward is important in enabling New Graduate Nurses to develop strategies to 

provide professional responses to patients and preserve themselves as professionals and 

people. They need to discern and establish boundaries for professional relationships that 

enable them to maintain their sense of themselves as people who have a professional 

element to their lives:  

It is not so much about the amount of care that you give to them [patients]. It 
is probably more the professionalism, the way you approach the care (Daisy). 

Practice maturity is not an instant acquisition. It is not bestowed as a degree is conferred, 

or registration processed. It is, however, an element of professional becoming which 

involves a holistic integration of self as a professional and a person. Maturing 

professionally requires immersion in clinical contexts that enable New Graduate Nurses 

to begin consolidating and contextualising their knowledge and skills within their scope 
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of practice as registered nurses. Through their immersive experiences they recognise and 

understand the complex roles of registered nurses, as professionals. As they come to 

understand their roles, their responsibilities to patients and colleagues become clearer and 

they begin to accept those responsibilities in the context of being a registered nurse. 

Maturing professionally also requires a self-awareness of what matters to the New 

Graduate Nurse, personally and professionally. Some participants thrived within their 

new environments, readily clarifying their scope of practice and navigating professional 

relationships of care with ease, while others seemed to adopt a survival approach to their 

work before beginning to thrive. The reasons for the differences are complex. Experiences 

of thriving and surviving for participants in this study will be explored in the next theme 

of this chapter. 

 

5.5 Thriving-surviving: Surviving-thriving as professionals 

I was made to feel that I was a welcome and valued member of the ward team 
from my very first shift and have continued to feel this way (Nelly). 

If they are not very welcoming to you then you kind of feel like an outcast 
(Daisy). 

New Graduate Nurses’ experiences of support as new members of the profession and 

health care team are highlights for them. There is also evidence that experiences of 

support are not universal. Participants in this study described varied experiences of being 

welcomed and supported, enabling them to thrive; and feeling unwelcome and an 

‘outcast’ (Daisy), which suggests they were surviving in hostile environments. To thrive, 

some participants had to survive a lack of professional concern and respect that emerged 

in ward cultures and cliques. The subthemes presented in this section are ‘concern and 

respect’, ‘cultures and cliques’, and ‘silent and silenced’. They reflect varied experiences 

of participants’ surviving and thriving during their first year of sustained practice and are 

interpreted in relation to professional becoming for New Graduate Nurses. 

 

5.5.1 Concern and respect  

They [colleagues] were concerned about me as a person, making sure that I 
have support. Every break or lunch, they were keen on getting to know me as 
a person, and offering things. Someone said, ‘Oh, there is a netball team’, so, 
making sure that I had support outside of work as well. It is nice to feel cared 
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for, because you are putting all your time and energy into looking after 
patients. It is nice that the staff care for you as well (Patricia). 

For New Graduate Nurses, feeling welcome means being recognised as a person, having 

colleagues take an interest in them personally, and being included in activities that could 

enable social interaction and support ‘outside of work’ (Patricia). Perceptions of collegial 

concern for personal wellbeing are valued because there is a sense of being able to sustain 

their care of patients. Feeling welcome, recognised and cared about as a person is a feature 

of social inclusion that New Graduate Nurses value in relation to sustaining themselves 

in practice. A sense of concern also means that New Graduate Nurses can turn to people 

in the workplace for professional and personal support as they settle into their working 

environment and community. It indicates that they are beginning to establish meaningful 

relationships with colleagues that may extend beyond the workplace. 

Considered more deeply, putting ‘time and energy into looking after patients’ (Patricia) 

implies that New Graduate Nurses need meaningful personal and professional 

relationships in order to sustain themselves and their practice. This is significant for New 

Graduate Nurses because sustaining themselves and their practice as registered nurses is 

a new experience for them. As undergraduates they were visitors to health services for 

brief periods of time and were invested in learning. Their professional relationships 

emphasised learning for practice, rather than learning and sustaining themselves in 

practice. For New Graduate Nurses, a sense of being cared about reflects acceptance by 

their more experienced colleagues and facilitates a sense of belonging indicative of being 

valued as team members. 

In relation to New Graduate Nurses’ professional becoming, feeling welcome affords a 

sense of belonging that means they are sustained in their practice as they gather 

confidence: 

It always just helps, that little bit of extra confidence that your team want you 
there, and respect you … [It is important] to feel like you belong somewhere. 
You want someone to be able to respect you for who you are (Daisy). 

For New Graduate Nurses, being respected means being shown regard for their human 

dignity as people and emerging professionals. As noted above, New Graduate Nurses 

need mental space to think and process the practices and procedures of their working 

environment.  

Time and space also afford opportunities for New Graduate Nurses to get to know their 

colleagues professionally and establish a sense of belonging within a team. A sense of 
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belonging comes from feeling respected and valued professionally and personally, and 

facilitates growth in professional confidence. As New Graduate Nurses’ confidence 

grows, they can take up opportunities to question and contribute to practice from fresh 

perspectives:  

There are a few things that I am even teaching the girls by asking, ‘Why don’t 
we do it this way?’ [They replied,] ‘Yes. Why don’t we do it that way?’ … 
[Explanation of procedure] … I felt pretty special doing that, it was good 
(Daisy). 

Being able to mentally process what they are doing and question practices enables New 

Graduate Nurses to grow into their professional roles and lifts their confidence in 

themselves as professionals. Feeling ‘special’ (Daisy) means the New Graduate Nurse 

feels professionally valued: 

They respect my ideas. They do not think that anything is stupid or if I do say 
something that might be wrong they will say, ‘But this is why it is done.’ It 
makes me think, ‘Oh, okay then, that is right.’ But they do not shut it down as 
a stupid idea (Daisy). 

[The Nurse Unit Manager said] ‘This is why we love having grads in here, 
because they have got that out-of-the-box thinking and fresh eyes never hurt 
attitude’ (Daisy). 

The quotations above highlight the importance of work unit cultures and teams that 

recognise New Graduate Nurses as professionals who have a contribution to make. They 

feel respected as people and professionals because they are not silenced when they ask 

questions, or try to contribute to their work units. Their questions are answered and 

rationales for practices are provided so that they can reconsider and extend their own 

understandings and knowledge in practice. Equally, their questions can prompt colleagues 

to reconsider their own practices and effect changes that improve patient care and staff 

safety, as detailed but deleted from the example above, and intimated in the quotation 

below: 

[The past] year was all about finding [my] feet and finding that [I am] a good 
nurse and that [I] make a difference in people’s jobs, not just the patients 
(Louise). 

If they feel able to ask questions, New Graduate Nurses feel professionally safe in the 

environment and begin to establish meaningful professional relationships with their 

colleagues. Establishing those relationships is an essential element of experience that 

enables New Graduate Nurses to thrive.  
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Not all New Graduate Nurses’ experiences of establishing meaningful professional 

relationships are the same. Collegial interest in New Graduate Nurses is about 

determining their ‘fit’ professionally and socially within an established work or social 

group. An invitation would not be extended to join in socially if, for example, the New 

Graduate Nurse did not play a particular sport or have an interest in a particular hobby, 

or reflected attributes that did not fit with the group. Aloneness and isolation were evident 

in some participants’ descriptions: 

It is bloody hard when your family is [a long way away]. You have got no 
support around you, no friends. When I come to work I have people around 
me, but as soon as I walk out that door I am alone again (Jacquie). 

I have not really found anyone that I could have that little rant to ... Sometimes 
you just want to say something, to get it out. I sometimes think talking to my 
self about it is a bit easier than ending up in a discussion (Violet). 

Feeling isolated and alone diminishes the New Graduate Nurse’s sense of themselves as 

people and professionals. Settling in to an organisation, role and community were 

described as ‘hard’ (Jacquie) due to being geographically isolated from family and 

friends, and socially isolated by colleagues. These experiences can have significant 

impacts on the New Graduate Nurse’s patient care, capacity to meet the demands of their 

work, and their health and wellbeing. These impacts will be explored further in Chapter 

7. 

Collegial relationships are important to the New Graduate Nurse’s sense of capability and 

professional becoming, and indicate acceptance of them as emerging professionals. 

‘Hav(ing) that little rant’ (Violet) about a frustration to a friend or colleague is important 

to New Graduate Nurses as a way of processing their experiences. They are not always 

looking for a discussion, answers or solutions, because at times there are no answers and 

solutions can require interdisciplinary team involvement. Seeking advice and clarification 

from trusted colleagues who can be relied on for support and expertise is important to 

appease their anxieties about giving ‘safe care’ (Jacquie). Confidence in their own clinical 

skills, problem solving abilities and knowledge growth and their practice is enhanced 

through professional recognition and support:  

The pivotal people who are there, they support me well ... that would really 
come down to the CNSs [Clinical Nurse Specialists]. There is a [CNS in the 
ward] who is an encyclopaedia of clinical stuff. She is really supportive, both 
clinically and emotionally (Jacquie). 
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Professional relationships with colleagues are new relationships to be navigated for New 

Graduate Nurses. Professional respect and trust are essential to those relationships. 

Feeling safe within the relationships leads to a sense of professional safety and self-

efficacy in relation to giving safe care to patients:  

The great thing about that ward is that people are aware of it, and they are 
aware of who else needs help and they will come and they will help you when 
they can ... and they will do it with a smile ... they completely accept that this 
is how it is. You know, they will not fight it, they will not use it against you, 
or they will not judge you upon the fact that you cannot do it, because it is just 
physically impossible ... I can trust the fact that the care I give will be safe. 
And I can trust the fact that the care I give will be (pause) the best care I can 
give, rather than giving sort of, half-arsed unsafe care (Jacquie). 

‘It’ (Jacquie) refers to the workload – acutely ill patients with complex co-morbidities 

and limited mobility and capacity to independently complete their own activities of daily 

living. New Graduate Nurses’ experiences of support from colleagues are important to 

their sense of self-efficacy and professional safety in relation to their working 

environment. Being able to rely on and trust that their colleagues will assist them without 

retribution or judgement reflects a work unit culture of care for patients and staff. Feeling 

supported when a workload seems beyond their capacity to manage aligns with feeling 

cared about as emerging professionals and enhances feelings of professional safety in 

clinical environments – providing safe care, as well as feeling safe as a professional:  

That is one thing I have learnt now [pause]. You cannot do everything. You 
have got five patients. If three of them play up, you cannot be in three places 
at once. It comes back to that new grad stuff – one thing, is wanting to prove 
yourself, a second one is knowing when to take responsibility and ask for help 
when it is really necessary, you know. That is also [pause] proving yourself, 
that you can delegate, and ask for a second and third pair of hands when you 
need it (Jacquie). 

Rather than silently accepting an ever-increasing volume of work, ‘putting out spot fires’ 

(Erica) and possibly putting patients at risk of harm, New Graduate Nurses come to 

recognise their professional limitations in day-to-day practice. Wanting to ‘prove’ 

(Jacquie) themselves as capable New Graduate Nurses initially means completing tasks 

and managing time. Wanting to ‘prove’ themselves as worthy team members is as much 

about doing the work as recognising when the workload is beyond their physical capacity 

and professional resources.  

Their attention moves from trying to complete a succession of tasks, prioritising and re-

prioritising as patient’s needs change, to identifying their own professional limits and 

resources and implications for patient care. Feeling safe to ask for assistance means that 
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they are in environments that enable them to thrive as professionals, rather than simply 

survive, and that they are navigating supportive professional relationships with 

colleagues. 

Participants’ descriptions indicated that workplace cultures and cliques had a significant 

influence on their surviving and thriving, and the concern and respect they were shown 

or denied during their first year of sustained practice. Of particular note was the persistent 

culture of horizontal violence that has been a documented feature of nursing for many 

years. 

 

5.5.2 Cultures and cliques 

Every ward has its own culture, and this particular ward is fairly unsupportive. 
There is bullying, lots of tension and lots of big personalities getting involved 
and in the way. Very difficult for a New Grad to start in that [environment] 
(Jacquie). 

You already feel like that you are at the bottom of the food chain, being the 
grad (Daisy).  

I think the concept of nurses eating their young is a very common saying, and 
it is very common because it is very true … It is more the clique gossiping 
about other people. They were not very discreet at times (Barbara). 

It is like the popular group at school. That is exactly what it is like. And a lot 
of them are good nurses and they do really care for their patients. They just do 
not care for each other (Tiffany). 

As noted above, New Graduate Nurses need and are seeking support as they establish 

themselves professionally. The impact of cultures and cliques relates to the horizontal 

violence and unsupportive work unit cultures New Graduate Nurses are exposed to and 

experience during their first year of sustained practice. Participants particularly described 

‘big personalities’ and being ‘crucified’ (Jacquie), personal ‘attacks’ (Barbara), injustices 

and ward cultures in which seemingly unprofessional behaviours were not addressed. 

New Graduate Nurses’ perceptions and experiences of horizontal violence can be 

summarised as follows: 

I think the food chain still exists in most areas and I think some places take 
advantage [of] people. The horizontal violence was personal. It was personal 
attacks more than workplace attacks (Barbara). 
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New Graduate Nurses attributed some of the horizontal violence they experienced to work 

units where ‘cliques’ (Barbara) had formed, as summarised in the descriptions above, and 

described in more detail below: 

She is just a horrible person. She has her little people in her group and, you 
know, you are not allowed to smile. You are meant to bitch about coming to 
work and that you hate it [work]. It is like they enjoy whinging about work. I 
think that is your stereotypical nursing culture (Tiffany). 

It was things that were being said. There were things brought up about work, 
but predominantly [they were] personal attacks, things that were being said by 
other staff (Barbara). 

New Graduate Nurses enter work units that have established cultures, with their own 

social hierarchies that differ from the hierarchy documented on organisational charts. 

Becoming part of a ‘clique’ (Barbara) or ‘popular group’ (Tiffany) is determined by 

personal traits and characteristics, such as being outgoing, or joining in with the prevailing 

behaviours and discussions about work or people. The quotations above reflect the 

characteristics of horizontal violence and the informal power assumed by some ‘big 

personalities’ (Jacquie) and ‘cliques’ (Barbara) in work units (Becher & Visovsky, 2012; 

Duffy, 1995; Roberts, 2015).  

New Graduate Nurses are particularly vulnerable to the predatory behaviours of ‘cliques’ 

because they are new to work units and are endeavouring to establish themselves 

professionally and gain acceptance among their colleagues. The personal nature of 

indiscreet ‘attacks’ (Barbara) reflects a lack of respect for the New Graduate Nurse as a 

person that fails to afford professional respect and opportunities for growth and 

development. The following description highlights an expectation of professional respect 

that was met with unsupportive judgement:  

I probably was not helping my own position. I was not sucking up or playing 
the new grad game [of being] the lowest level [nurse]. I expected a bit more 
respect. I think the worst part was being crucified on handover [pause], when 
the next staff member comes on and decides to nit-pick all the work you have 
done for the last eight hours. It is a very pivotal moment, where you feel, ‘Now 
my work and myself are being judged’, rather than being supported. [The 
emphasis is] ‘What have you done wrong?’ That was only a few certain 
personalities. When you are a new grad you try your absolute best to prove 
yourself, and prove your worth. It will tear you apart, and it is really not 
necessary (Jacquie). 

New Graduate Nurses seem to take responsibility for their colleagues’ behaviours. Their 

place within the nursing team appears to be ‘the lowest level’ (Jacquie) nurse in the ‘food 

chain’ (Daisy; Barbara). It appears there is a ‘game’ (Jacquie) to be played in becoming 
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established as a registered nurse, but the rules of the game, and who sets them, are not 

clear. What is clear from the above descriptions is that some New Graduate Nurses 

receive criticism-laden judgements that leave them feeling that they have been 

metaphorically ‘eaten’ (Barbara), ‘torn apart’ or ‘crucified’ (Jacquie).  

In fact, New Graduate Nurses are being judged. Judgements are made about their 

efficiency, communication skills, clinical skills, personal traits and characteristics, and 

their fit within a team. The way judgements are communicated is important. When the 

judgements are consistently unsupportive of their development, about their personal 

traits, or metered out unjustly, New Graduate Nurses can be metaphorically ‘torn apart’ 

(Jacquie) emotionally and professionally as they try to meet unseen and shifting 

expectations of many different people, and particularly try to appease the people meting 

out the judgements.  

A sense of being ‘torn apart’ (Jacquie) is akin to a clash of values and behaviours New 

Graduate Nurses hold as part of nursing and the behaviours they experience. This clash 

creates an inner conflict for New Graduate Nurses who are seeking acceptance as 

professionals:  

The main pressure comes from a social area. You do not want to develop a 
negative reputation. You are worried about what other people think of you. 
You are worried if people are talking behind your back [pause] and rightly so. 
It happens all the time (Jacquie).  

As undergraduates New Graduate Nurses have been exposed to a social hierarchy of 

cliques (Kumaran & Carney, 2014). As emerging professionals they anticipate that they 

will be treated with respect. Instead some experience a pressure to perform and avoid 

being the topic of gossip from which a negative reputation can develop. Unsupportive 

judgements and punitive feedback about mistakes, or missing something, was perceived 

as unnecessary:  

There were nurses using and abusing and emphasising those negative traits, 
all those negative aspects that new grads have to deal with. I think it is a 
shame, because a new grad is a new grad and the ward is a difficult 
environment. Anyone new coming in to that ward is going to struggle 
(Jacquie). 

I think some people are a bit critical about things they should not be at times, 
and expect too much of some and too little of others (Barbara). 

Even some of the most experienced staff make mistakes as well, or just miss 
something. It is really unnecessary (Jacquie). 
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Receiving feedback is an essential element of professional growth and development and 

a feature of professional becoming for New Graduate Nurses. Some cliques, however, 

hold informal power over some New Graduate Nurses, making it difficult for them to 

become established as registered nurses because negative reputations emerge from 

gossip, harsh judgements, and unreasonable or inconsistent expectations. Measures of 

‘injustice’ (Barbara) in relation to expectations placed upon them, compared to members 

of a clique, and punitive feedback reflect an abusive culture that adds to some New 

Graduate Nurses’ ‘struggle’ (Jacquie) to establish themselves. Among the impacts on 

New Graduate Nurses is an erosion of their abilities, confidence and self-efficacy: 

[It] throws your sense and also how you can work, you know, how you can 
deal with your care at work. If you do not feel like you have the support you 
generally will lose a lot of confidence (Jacquie). 

Some New Graduate Nurses are busy trying to avoid retribution, being the topic of gossip 

and developing a negative reputation, by learning the rules of a ‘game’ (Jacquie) that has 

shifting goals. Their influence in effecting change in the ways they are perceived is 

limited by the power of the ‘cliques’ (Barbara). Capacity for attention to patient care is 

diminished as New Graduate Nurses look for strategies to manage the horizontal violence 

they experience. Feeling unsupported, of no value to a work unit, disrespected and judged, 

and receiving punitive feedback, despite their best efforts, can leave New Graduate 

Nurses feeling personally and professionally unsafe and uncertain. In their uncertainty 

they become silent, or are silenced, by those perceived to hold power in their work units.  

 

5.5.3 Silent and silenced 

Communication is an integral part of nursing practice – with patients and their relatives, 

other nurses and members of the health care team, and ancillary staff. Participants 

described being silent and silenced as part of their experience during their first year of 

sustained practice. Louise implied a need to remain silent in relation to working around 

ancillary staff in Section 5.3.1 – ‘sometimes you feel like saying’. Remaining silent in 

that context appeared to be a way of avoiding a confrontation, or venting a frustration, 

while at the same time endeavouring to maintain a focus on direct patient care. Being 

silent is a personal strategy some New Graduate Nurses employ in their new 

environments: 



130 

I have learned to bite my lip. You have to as a new grad. You learn quickly 
how to deal with people around you. You learn how to make things flow, you 
learn how to make things happen, because you know if you start … [discussion 
of an incident] … you just want to make everything work as a new grad 
(Jacquie).  

When she described feeling the necessity to ‘bite my lip’, Jacquie was referring to 

remaining silent in order to avoid being demeaned, or avoiding workplace conflict that 

could lead to a negative reputation. Some New Graduate Nurses are silent and silenced 

through fear. A desire to ‘make everything work’ and ‘flow’ (Jacquie), and to enable other 

people ‘to get a job done’ (Louise) means maintaining the status quo in order to ‘fit in’ 

(Tiffany; Nelly) to their new working environment:  

I honestly think we just fit in. It is not like we are perceived as coming in and 
trying to change things or bad people or good people. I think we are just seen 
as other nurses. I think definitely in [this ward] it is like, if you are a hard 
worker, head down bum up, do not really say anything, which is what I did, 
they just like you and you just sort of fit in. They do not really notice you 
(Tiffany). 

Fitting in is an identified need of New Graduate Nurses (Malouf & West, 2011). Being 

silent appears to be a strategy they employ to gain acceptance in their work units. The 

‘head down bum up’ (Tiffany) approach indicates a way of earning respect from 

colleagues as a ‘hard worker’ (Tiffany) who can adapt to the requirement to perform tasks 

efficiently and maintain the status quo of a ward by getting on with the work at hand. 

Being seen as ‘other nurses’ (Tiffany) means that New Graduate Nurses do not disrupt 

routines or the delicate social balances of cliques, and subsequently do not draw attention 

(or unwanted attention) to themselves: 

There are a lot of things that happen as a new grad, things that are happening 
around you. People will make a decision with you, or for you, or even against 
you, and you have to let it go [pause] because it is generally for the better, 
because they [other staff] are more experienced (Jacquie). 

New Graduate Nurses recognise their comparative inexperience, and at times silently 

defer on that basis. Deferring to the experience of colleagues may or may not be ‘for the 

better’ (Jacquie). ‘Let(ting) it go’ (Jacquie) means remaining silent and not questioning a 

decision, or how a decision was made. A decision may mean a patient receives ‘better’ 

care, such as a pressure area reduction device on Friday afternoon. A decision may also 

be ‘better’ for the person making it because there is no discussion required. For the New 

Graduate Nurse, remaining silent may be ‘better’ because there is no disruption to the 

status quo and they can continue with their work. However, an opportunity to apply their 

clinical reasoning and extend their decision making to develop independence is lost. 
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The following quotations provide another example of the New Graduate Nurse’s silence. 

The incident was discussed across two interviews and illustrates the New Graduate 

Nurse’s uncertainty about organisational processes, who to refer to and their limited 

confidence in situations that are inconsistent with the values and expected behaviours of 

registered nurses: 

We had a staff member come from another ward and it was obvious that she 
did not want to be there. [The patient] told me, apparently she [the staff 
member] yelled in his face that it was not her job to ‘wipe his arse’, and then 
she just left him sitting ... [detail about the incident and patient care] ... The 
fact that it is still affecting me [now], it is probably because I did not act on it. 
I did not do anything ... [detail and clarification] ... I could have found out and 
I think I regret that. You still try to fit in, you know. You do not want to be 
that person that makes trouble. It is important for me to be part of the team 
and fit in. You do not want to be ‘that one, watch what you say in front of her’ 
... [Later in the interview] One more thing about that, I just thought, that the 
nurse, I know what it is. I think she is out there doing it still. Do you know 
what I mean? I feel that I did not put a stop to it, so she could be out there 
being not nice to patients every day (Nelly, Interview 1). 

I think I said to you last time I would react differently now, I would – I would 
have spoken up about it [the incident] ... [clarification] ... I guess you just do 
– get a little bit more – I do not know, what do you get? Perhaps just a little – 
not such a timid little mouse like you are in the beginning (Nelly, Interview 
2). 

In the above description, the New Graduate Nurse’s silence risks perpetuating a 

questionable quality of nursing care. ‘It’ refers to the abuse the patient reported. Lack of 

confidence and desire for acceptance means New Graduate Nurses are vulnerable and 

fearful, and they are uncertain about organisational processes, so they maintain a silence. 

They are fearful of retribution if they try to stand their ground, advocate for patients or 

report unprofessional behaviour. Fear perpetuates their silence.  

The extracts above reflect a silence of confusion and survival for the New Graduate 

Nurse. Limited knowledge of processes, low self-confidence, fear of being ostracised and 

limiting employment prospects, and desire for acceptance mean silence is maintained, but 

such incidents can have a lasting impact on New Graduate Nurses. A capacity to effect 

change in the above example requires knowledge of organisational policies and processes. 

For New Graduate Nurses there is also a need for mental space and time to process 

incidents – what happened to the patient; what it meant for the patient; what it meant 

professionally; whom to discuss the incident with; and where to seek guidance about 

further action. Aside from uncertainty about organisational processes, the description 

above indicates that silence is maintained in an effort to ‘fit in’ and to avoid being 
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overwhelmed by an experience that Nelly was struggling to understand and find meaning 

in from a professional perspective. 

Professionally, speaking out about unprofessional behaviours and advocating for patients 

requires courage. Until they gain confidence in themselves and within their organisations 

the courage to speak out is not overtly evident in New Graduate Nurses’ professional 

practice because they are trying to contextualise so many experiences, some of which are 

discordant with their professional values and expectations. 

Silence may also ‘be an act of defiance and resistance’ (Dalton & Fatzinger, 2003, p. 34; 

see also Wagner, 2012). The following illustration of silent resistance and defiance 

indicates disruption to a clique:  

It is just one person who is just being [horrible]. We had a new person start ... 
[detail about the new person] ... She [the horrible person] started bitching 
about the new person, ‘I hate her ...’ and wanting me to join in. I said, ‘I think 
she is lovely’, and this lady has turned around and looked at me and gone 
‘boo!’ I said, ‘Okay’, and left the room (Tiffany). 

Taking an opposing view to the person initiating the discussion disrupted the anticipated 

flow of the conversation and a covert invitation to join a clique was resisted. Leaving the 

room was a silent but defiant way of communicating that the behaviour being displayed 

was not acceptable to the New Graduate Nurse. It was a silent stand against a destructive 

discourse – a way of resisting being drawn into a potentially destructive discussion; a way 

of defying the assumed power of the (horrible) person; a way of declining an invitation 

to join a clique, and refusing to participate in potentially destructive behaviours.  

The extract from Tiffany highlights the informal or assumed power some people have 

within work units to maintain a status quo of self-interest. Silences of not engaging mean 

New Graduate Nurses are endeavouring to communicate their non-acceptance of 

demeaning behaviours while maintaining their own professional integrity.  

Rather than remaining silent, there are occasions when New Graduate Nurses are 

silenced. In being silenced they are disempowered:  

I had a complaint made against me [from a patient]. I feel [it was dealt with] 
very poorly by the [Acting] Unit Manager. It was my second week in [the 
ward] and it was a significant complaint … [detail about the complaint] … 
The [Acting] Unit Manager brought me into her office at the start of the pm 
shift. She was going home and just wanted to get it over and done with. She 
told me all of it and just read out the complaints. There were seven things. She 
asked, ‘How do you respond to this?’ and I could say yes or no. I could not 
say anything else because she would just talk over the top of me and then I 
was just sent out to finish my shift and was told [the Graduate Nurse Program 
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Co-ordinator] would be in contact with me at some point. I did not feel like I 
had any opportunity to defend myself (Tiffany). 

Speaking over the New Graduate Nurse silenced her. The way the New Graduate Nurse 

was advised of the complaint reflects a lack of sensitivity to her needs as an emerging 

professional and disrespect for her as a person. The New Graduate Nurse seems to have 

been objectified in the account given above – she was an object of inconvenience that had 

to be dealt with quickly. New Graduate Nurses do not expect to have complaints made 

about them and have no immediate strategies to manage their situation:  

I went back out on the ward. I felt pretty close with other people and said this 
is what has happened and they were [saying], ‘Oh don’t worry, everyone gets 
complaints’, and ‘I get a complaint every second week.’ I just think that for 
someone who had been nursing for twenty-five years maybe that way of 
dealing with it is fine, but for a grad I think it was completely inappropriate. I 
took a week off work. I was just like, ‘this is the worst thing that has ever 
happened to me.’ I even thought, ‘I do not even want to go back to nursing. I 
never want to be a nurse again’ (Tiffany). 

Comments from colleagues, such as those described above, provide no solace to New 

Graduate Nurses because there is neither recognition of their limited professional 

experience, nor acknowledgement of their human responses to being silenced. The New 

Graduate Nurse is then silenced further for want of support in processing the complaint 

and the way she was treated. When the details of a complaint are delivered in a way that 

silences them, and support from colleagues is lacking, a professional conflict surfaces for 

New Graduate Nurses.  

There are conflicts between being objectified and silenced by people in authority, rather 

than recognised as a person and an inexperienced emerging professional, and anticipated 

versus actual collegial support. Space and time to process events become a necessity for 

New Graduate Nurses. In being silenced, absenteeism is a silent response that affords 

space and time.  

Absenteeism appeared to be the only option for the New Graduate Nurse to wrest back 

some sense of personal control over the situation. Absence creates space to reflect upon 

situations and incidents where they are silenced. Acting on an immediate emotional 

response – ‘I never want to be a nurse again’ – would lead to attrition. With time, New 

Graduate Nurses’ capacity for moderation can emerge – ‘I do not think she honestly 

realised how much it would affect me because I do not think she has had that sort of 

leadership role’ (Tiffany) – and some sense of self-efficacy can return. 
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New Graduate Nurses move from surviving to thriving in a variety of ways during their 

first year of sustained practice. Recognising their situations and resolving them requires 

time, mental space and support. For some New Graduate Nurses support comes from 

family, partners and friends, while for others the workplace support they receive is 

imperative, as noted in some of the narratives above. 

The weekly contact and debrief with another good nursing friend enables me 
to see where I have grown (Patricia, Creative artefact). 

Being able to talk with someone they trust about the complex world they have entered is 

an important element of professional becoming for New Graduate Nurses because those 

relationships provide opportunities to debrief, reflect on professional growth and deepen 

their understanding of professional practice. Those relationships assist New Graduate 

Nurses to maintain some perspective about their work and life and help them find 

strategies for self-care that can enable them to fulfil their professional responsibilities and 

sustain themselves as people. 

Thriving and surviving as New Graduate Nurses are multifaceted inter- and intra-personal 

processes associated with professional socialisation and enculturation. Experiences 

described by participants in this study reflect inconsistencies and injustices in work unit 

cultures that impacted variously on their professional becoming. Significantly, feeling 

professionally safe, or unsafe, was an important element of participants’ professional 

becoming that, in some instances, manifested as silence. 

 

5.6 Summary remarks 

New Graduate Nurses’ experiences enable them to gather wider and deeper perspectives 

about nursing as a profession and inform their personal-professional integration of self as 

part of their professional becoming. Their experiences are part of an evolutionary process 

of redefining self as a person and professional that reveals new possibilities as their 

respective journeys continue. 
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Chapter 6: Metaphor made real: Destination not yet 

6.1 Prologue 

‘Destination not yet’ was the title of a piece of music that Jacquie composed as her 

creative artefact and is the inspiration for the title of this chapter. The composition 

comprises music and a voice-over from Barack Obama’s first Inauguration Speech 

(2009). As I listened repeatedly to Jacquie’s composition, I was struck by a sense of 

overstimulation and sensory overload. The composition reflects a journey that begins with 

clarity but moves rapidly to a state of uncertainty and distortion. On first listening I could 

hear Obama’s voice initially clear and strong and then becoming distorted, almost painful.   

 Jacquie - Destination Not Yet.mp3      

Destination not yet: Jacquie, Creative artefact (embedded file, please click for audio) 

 

As the composition progresses, a sense of darkness descends. The rhythm of the music 

eventually changes as a lighter mood emerges but it is still tentative and uncertain. 

Gradually, a feeling of confidence and self-assurance re-emerges and the musical journey 

continues with a renewed clarity and sense of purpose. As the musical rhythm changes, 

Obama’s voice returns clearly.  

Rather than hearing the composition purely as a piece of music, I listened to it in the 

context of Jacquie’s interview. I searched for her story in what I was hearing – tension; 

excitement; certainty giving rise to confusion and distortion as she was bullied and tried 

to serve multiple masters or mistresses; drawing on inner strength; finding her rhythm; 

and finally resolving ‘there’s work to be done’ (Phillips, 2009). 

Jacquie showed no egotism in choosing Obama’s speech as part of her composition. The 

words resonated for her; they told part of her story in a way that she could not otherwise 

express. During our two interviews Jacquie talked about some of her torments and 

tormentors, and about finding her place and her rhythm. The musical composition is a 

metaphor which conveys her experiences very effectively in just a few minutes. 

While the composition is Jacquie’s particular metaphor, the themes in this chapter are 

relevant to all of the participants. 
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6.2 Introduction 

It has been a long journey. I picked that [photo] because it is like a long 
journey but the end is in sight. When you walk out to the end of the pier you 
have got to the end but the ocean keeps going (Violet, photo elicitation). 

 

Figure 18: The end of the pier  
(Photographic re-interpretation: Murray River and jetty.  

Photos Justin Laver; compilation Sharon Laver) 

 

The metaphor of ‘journey’ from Chapter 4 continues in this chapter. Coming to the end 

of their first year of sustained practice could be likened to the culmination of the 

participants’ journeys of becoming. Their respective journeys, in some instances, began 

prior to enrolment in their undergraduate degrees. As the year draws to a close they have 

reached a destination, but not their final destinations. In this Chapter, two major themes 

are explored: ‘new ways of being’ and ‘a never ending story’. The first theme considers 

the issues of redefining self and integrating personal attributes into professional contexts. 

The second theme acknowledges the participants’ sense of achievement and focuses on 

continuing integration of personal and professional selves. ‘New life sequelae’ is the final 

subtheme which relates to the participants’ planning and goal setting for their respective 

futures and ongoing needs in developing professional expertise. 

Throughout this Chapter, some elements of experience from the previous chapters re-

emerge because they have multidimensional meanings in relation to professional 
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becoming. As in the previous Chapters, interview quotations and elements of participants’ 

creative artefacts are used to highlight key points. In some instances the artefacts have 

been adapted from original works in order to maintain participants’ confidentiality. Those 

adaptations are acknowledged accordingly. 

Table 8 below summarises the themes, subthemes and elements of experience presented 

in this Chapter. 

 

Table 8: Destination not yet: Alignment between themes, subthemes and elements of 
experience 

Theme Subthemes Elements of experience 

New ways of being 

Redefining self 

- Work–life balance 
- Changes in personal and professional 

social networks 
- Self-care 
- Self-awareness 
- Shifts in consciousness 
- Deepening self-understanding 

Personal attributes: 
professional 

practice 

- Advocacy 
- Authenticity, authentic wholeness 
- Dislocation, silent & private challenges 

and ‘struggles’ 
- Resilience  

A never ending story 

Limitations and 
aspirations 

- Capability, ideals and expectations in 
practice 

- ‘Being there’, presence and ‘connecting’ 
as people 

- Addressing professional gaps 
- Professional–personal integration 
- Professional fulfilment 
- Professional maturity 
- Professional influence 
- What matters and to whom 

New life sequelae 

- Opportunities and possibilities 
- Continuing professional development 

and education 
- New beginnings 
- Advice, planning, goal setting and 

decision making 
- Ownership 
- Self-doubt and vulnerability 
- Leadership, change and influence 
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6.3 New ways of being  

I am a nurse. I would not define myself as a nurse though. It is not who I am 
but it is what I do (Daisy). 

The transition from student to registered nurse is a time of professional and personal 

change. Undergraduate preparation for practice provides foundation knowledge for 

encounters in nursing situations but may not fully address being or becoming a registered 

nurse in practice (Barnett, 2009; Dall’Alba, 2009b). New Graduate Nurses are learning 

their new role and responsibilities, developing their professional capabilities and coping 

with an array of new people, contexts and environments that, at times, threaten to 

overwhelm them. Participants in this study described learning about themselves 

professionally and personally as a significant feature of their first year of sustained 

practice.  

Professional becoming cannot be measured by what is known or what can be done. It 

involves the integration of knowledge, action and professional ways of being that evolve 

over time (Birks et al., 2010; Dall’Alba, 2009a). The first year of sustained practice is a 

critical time for New Graduate Nurses because the evolutionary changes they experience 

are personally transformative and accelerated by their learning in nursing situations, to 

inform their professional becoming. 

 

6.3.1 Redefining self 

I [went through a period of thinking], ‘Everything was useless, even I am 
worthless. What is the point?’ I have become more comfortable with myself 
and my abilities (Violet). 

Leaving behind their undergraduate role, and redefining themselves as registered 

practitioners, New Graduate Nurses develop a different awareness of themselves through 

transformative processes of integrating ‘the familiar with the unfamiliar ... while 

continuously becoming the not-yet’ (Parse, 1998, p. 88). As they consolidate their 

knowledge and develop new skills, they become ‘more comfortable’ (Violet) with their 

professional capabilities and themselves as people. Developing a maturity in practice, 

they are able to redefine themselves by integrating the professional and personal. 

Achieving a sense of wholeness is an evolutionary process in which integration of the 

personal and professional selves requires personal effort. This is explored further in 



139 

Section 6.3.2. Throughout their first year of sustained practice, New Graduate Nurses 

come to know themselves differently, redefining themselves and their place in the world:  

[The graduate year] has been educational and helped shape me as a person. I 
have gone from taking the job as something that I thought at the time defined 
who I was to [seeing] the job as a job and probably becoming a little bit more 
aware of who I am (Barbara). 

A changing self-awareness and a shift in consciousness occur through and as a result of 

New Graduate Nurses’ various professional experiences. The work environment has 

some familiarity but New Graduate Nurses have to establish and sustain different 

personal routines to accommodate shift work and the demands of their new roles. Their 

emphasis on feeling ‘exhausted’ (Erica; Nelly) and ‘trying to get as much rest as you 

can’ (Patricia) is indicative of the physical impacts of the New Graduate Nurses’ first 

year of sustained practice. Their exhaustion comes from the physical demands of their 

work, as well as the mental ‘busyness’ (Patricia) and newness of their environments 

highlighted in Chapters 4 and 5.  

 

 

 

 

 

 

 

Figure 19: ‘Nursing is …’ Part 1, Creative artefact, Violet 

 

Shift work, or ‘late nights and early mornings’ (Violet, Figure 18), is a compounding 

factor to fatigue (Barker & Nussbaum, 2011; Eldevik, Flo, Moen, Pallesen, & Bjorvatn, 

2013; Postma, Tuell, James, Graves, & Butterfield, 2017). Shift work was not 

specifically highlighted by participants in relation to their professional becoming, but 

achieving a work–life balance for self-care was important to them: 

Trying to figure out a balance between work life and social life [has been 
hard]. Being the first year of work, it was very hard to figure out how to 
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balance it all … gradually getting into that so you can look after yourself as 
much as you can (Patricia).  

New Graduate Nurses’ professional role includes care for and about others. The 

importance of self-care comes to the fore as a means of sustaining themselves personally 

and professionally through achieving an effective work–life balance. Some personal 

relationships change or drop away but new friendships grow from shared experiences and 

like mindedness. New Graduate Nurses become part of different or new social and 

professional groups:  

I was able to [say to myself] ‘this is the person I want to be’ and find new 
people that I mesh with. Whereas in high school your [thinking is], ‘Oh, these 
are the people that are around me, so these are the people I need to be friends 
with’ (Louise).  

[I] catch up with two of the other graduate nurses and that is great, even if it 
is once a week, sharing our experiences at work, and what we are finding hard, 
and what has been good. [It has been good] being able to offload, debrief 
(Patricia). 

Rather than proximity or convenience determining social or professional networks, New 

Graduate Nurses seek out people with whom they can share experiences and aspirations, 

and who reflect experiences, such as those expressed in Figure 18, akin to their own. 

‘Meshing’ (Louise) suggests that relationships are complementary for the New Graduate 

Nurse and, within the interview, Louise particularly referred to colleagues. ‘Catching 

up’ (Patricia) implies a social context where discussions may be personal and 

professional. Social networks, whether professional or personal, are an important part of 

New Graduate Nurses redefining themselves as professionals and sustaining themselves 

personally.  

The personal changes that New Graduate Nurses experience can be very positive: 

Life is not all about work. I used to work 140 plus hours a fortnight and it was 
all about work, now I do 64 hours a fortnight. I can work and enjoy it but I 
can do other stuff as well (Erica). 

The quotation above reflects a distinct personal change and redefinition of self through 

preparation for and change in employment that Erica determined was needed for herself 

because, as noted in Chapter 4, she felt herself becoming someone she did not want to be:  

My mum has seen a change in my confidence, which is strange because I do 
not think I am any different at home. I do not think I have had time to notice 
any changes. I know I have had a really big year and I have had a lot of good 
things happen. I can see why I probably do appear happier. I do not have to 
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worry about assignments or deadlines anymore. I just go to work and [after 
work] do what I want, just do what makes me happy (Violet). 

Privately, there is a new confidence about New Graduate Nurses because they have 

achieved a significant academic goal, and moved into employment in their chosen careers. 

There are personal revelations and relief from academic pressures. A sense of freedom 

emerges from achieving a balance between work and personal life that enables self-care. 

Having the confidence and freedom to acknowledge limits and balance the various 

personal and professional demands in ways that are sustainable is part of a process of 

redefining self in a professional context.  

This redefinition is also influenced by work environments as the New Graduate Nurses 

watch and learn from other nurses to determine their own ways of being: 

I will look at someone and [think], ‘I really would aspire to be like you.’ And 
it is not just that person in particular. It is a quality that they might bring, or 
the way that they speak to someone, or explain a treatment or something to 
someone (Daisy). 

I watch what the other nurses do, and what works, or what does not. You 
know, you might hear them and think, ‘[I] probably would not talk like that, 
or say it like that.’ Sometimes you just want to tell them, ‘Put your folder 
down … do not be talking to them [patients] while you are writing.’ I find that 
really – rude, is probably the easiest way to put it (Erica). 

While they may have observed or encountered such interactions as undergraduates, the 

New Graduate Nurses are now attentive to their environment from the perspective of a 

registered nurse and have the opportunity to consider how they wish to interact with 

patients and relatives.  

Identifying, developing and implementing strategies for self-management in ‘challenging 

scenarios’ (Violet, Figure 18) and maintaining respectful communication that reflects a 

genuine presence and human ways of being helps New Graduate Nurses to redefine 

themselves in professional contexts. Violet reflected on a conscious distinction between 

professional and personal experiences and ways of being:  

It is nice to just be that person who they [families] can vent to and it is not 
going to turn into [a family] argument or [pause] – It is not me. That is not me 
and I do not really know the person. It is sad, but it is life. I am fortunate. I 
know if it was my family I would be absolutely devastated. But it is life and it 
sounds a bit cold to say that – everyone dies. But if you can accept that it kind 
of makes it a bit easier (Violet). 

The idea that ‘it is not me’ (Violet) means that the New Graduate Nurse is not accepting 

personal responsibility for a particular circumstance, but rather recognises a professional 
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role in allowing family members to ‘vent’ to someone external to their situation. In this 

professional space, people’s responses and/or reactions do not usually have any personal 

intent towards the New Graduate Nurse. Recognising and maintaining this distinction 

helps New Graduate Nurses to define their professional roles and informs a redefinition 

of themselves. Shifts in consciousness, self-awareness and a deepening self-

understanding contribute to development of professional meaning and personal 

attributes. 

 

6.3.2 Personal attributes: Professional practice 

 

Figure 20: My degree means nothing without, adapted artefact, Erica 

 

Personal attributes can also be commonly held values within communities and societies. 

At a personal level they are traits that constitute a person’s character and are reflected in 

their behaviours and beliefs. Personal attributes guide personal choices and decisions 

about how to act and respond to others and life situations. 

The seven attributes listed in Figure 19 are common to a broad range of professional 

qualities and values discussed in nursing research (Cowin & Johnson, 2015; Johnson & 

Cowin, 2013; Vandenhouten, Kubsch, Peterson, Murdock, & Lehrer, 2012; Watson, 

2012). New Graduate Nurses are contextualising their personal attributes in professional 

practice as they navigate relationships of care that are both intimate and detached, and 
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relationships with other health professionals that can range from supportive to toxic, as 

described in Chapter 5. Contextualising personal attributes in professional practice is 

transformative for New Graduate Nurses. Participants in this study particularly described 

experiences where advocacy, authenticity and resilience were significant to their 

professional becoming.  

For participants in this study, advocacy in their professional roles included self-advocacy, 

in addition to advocacy for patients. Self-advocacy also reflects the development of 

resilience:  

I have learned how to deal with people and be formal, assertive and brief. I 
think having to deal with different personalities and different people and work 
on a ward where you get into more trouble for leaving a towel on the floor 
than missing a medication has taught me that if you are not frank and if you 
do not stick up for yourself, no one will (Barbara). 

New Graduate Nurses are no longer students with a facilitator who may intervene on their 

behalf. They can no longer be ‘timid’ (Nelly) and need to become their own advocates. 

Being able to ‘stick up for yourself’ (Barbara) requires an adjustment to communication 

patterns that will enable them to assert themselves as professionals without demeaning 

themselves or those around them. Being able to advocate for themselves is important to 

maintaining their sense of self-worth and self-efficacy. In part it relates to resilience, 

which will be explored later in this chapter. Self-advocacy also emerges through advocacy 

for patients:  

I was so mad about it. I think you have to – it is that whole [pause] saying 
something, so that I can sleep at night. If I had not said anything it would be, 
‘I am not entirely okay with this’, and I always said since I started, ‘As long 
as I can sleep at night with what I do, then I will be okay.’ I was able to sleep 
just fine (Erica).  

The incident referred to in the quotation above will be explored in greater detail in 

Section 6.4.1. Erica highlighted her increasing self-awareness about the personal impacts 

of professional activities. Wanting to ‘be okay’ and ‘sleep at night’ (Erica) indicates a 

desire to preserve personal and professional integrity. The idea of being ‘okay’ means 

that professional values and attributes need to align with personal values and attributes 

to enable integration into an authentic personal-professional ‘whole’ (Jacquie):  

It is a private thing, but I struggle to be able to hold any of my spirituality right 
there and then in the practical moment. That is one of my personal goals as a 
RN – to be able integrate those two things. It will integrate my whole life more 
if I can do that … I am trying to integrate my culture and beliefs and work into 
a whole. That is it. I know it is going to take time. It is going to take more 
experience (Jacquie).  
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Being authentic is a personal trait that can be informed by ethics, culture, spirituality and 

spiritual practices. The jarring effects of some New Graduate Nurses’ professional 

experiences mean that, for some, their personal ways of being are dislocated as they 

survive an onslaught of newness and/or violence that threatens to overwhelm them. Time 

and experience in nursing situations is very important in affording opportunities for New 

Graduate Nurses to integrate their personal and professional ways of being. A sense of 

authentic wholeness means there is consistency between what is personally and 

professionally important. This can enrich self-understanding, professional ‘formation’ 

(Barnett, 2009, p. 432; Benner et al., 2010, p. 86) and growth: 

The more I can integrate myself with this kind of work, allows me to do well 
as an individual too (Jacquie). 

Integration of the personal and professional self can present challenges. For example, 

when a working environment is particularly difficult, a New Graduate Nurse can become 

flummoxed as their sense of self is thrown off balance.  

Achieving a balanced lifestyle and regaining a sense of self as a person and professional 

can be elusive. Developing and strengthening resilience is an important element of 

professional becoming: 

[I] wish I could have done better and stretched myself more … been more 
resilient, been more, resilient would be the word, so stretching myself in that 
sense (pause) been more resilient, been more [pause] resilient would be the 
word. Being more resilient, being able to sleep better, being able to deal with 
the loneliness, being able to deal with the stress, rather than compensating 
with alcohol. Just having a more diligent, resilient, balanced lifestyle would 
have been nicer (Jacquie). 

Resilience is characterised by elasticity, buoyancy, cheerfulness, being able to recoil, 

rebound and recover readily from illness, depression and the like (Yallop et al., 2005, p. 

1205). For some New Graduate Nurses, clinical environments have such a toxic effect on 

their being that they retreat into themselves, becoming silent, depressed, increasingly 

isolated and unable to manage the stressors they experience in constructive ways. 

Jacquie’s search for, and emphasis on, the word ‘resilience’ indicates its importance as an 

attribute for professional becoming. Resilience contributes to an ability to ‘deal with’ 

(Jacquie) an array of professional encounters and experiences that impact personally on 

New Graduate Nurses. While New Graduate Nurses recognise the need to maintain their 

own health and balance personal and working life, finding a balance can present 

challenges that can lead to questionable behaviours:  
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This is my bottle of things that impact on my care … It is [a collage] on a 
scotch bottle (Figures 12 and 20). I drank a lot of scotch this past year, 
probably more than I have drunk previously because I was just working, rather 
than working, going on placement and going to university. That is my down 
time, because it is important to have a work–life balance, so I had a lot of 
work–life balance (Tiffany). 

 

 

 

 

Figure 21: Collage on a scotch bottle, Creative artefact, Tiffany  
(photos adapted by Sharon Laver) 

 

I get drunk or eat a lot of McDonalds. I took up smoking again this year 
[pause] tried to quit again (Tiffany).  

I went through a bit of depression through there [a ward with a lot of bullying]. 
I drank a lot of alcohol to get through things and did not sleep well many 
times. All those bumpy rides throws your sense and also how you can work, 
you know [pause], how you can deal with your care at work. Your care will 
not be up to the standard that it really could be. I am only just starting to really 
integrate things into a level of practice I am comfortable with. [It] takes time 
(Jacquie). 

Caring for themselves, making sense of complex environments and giving care to patients 

can become particularly difficult. Their struggles seem private and silent – sleep 

disturbance, alcohol use, fast foods – as they endeavour to survive in their new 

environments and establish themselves professionally.  

Becoming more resilient can be a complex journey that requires some New Graduate 

Nurses to rebuild their sense of self as a person and a health professional. Integrating 

professional and personal ways of being is important in enabling New Graduate Nurses to 

become comfortable with themselves and their practice. 
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Beneath the surface of participants’ descriptions is a desire to be true to themselves and 

authentic in their practice. As they begin to feel comfortable in their roles and take up their 

responsibilities as health professionals, opportunities for authenticity in practice emerge 

where they are able to ‘integrate’ (Jacquie) professional and personal ways of being. In 

the process their self-awareness, deepening self-understanding and shifts in consciousness 

provide a foundation for change and growth. Their personal and professional resilience is 

tested as they strive to balance their work and personal life.  

In redefining themselves, New Graduate Nurses are not only integrating their knowledge 

and skills in and for professional practice but are they are also contextualising personal 

attributes in professional practice, to establish an authentic wholeness. This feature of 

professional becoming is a persistent theme through their respective stories. 

 

6.4 A never ending story 

If I were to imagine myself as a book I would only have the first two pages 
written. There is still a lot more to be written, and more to be learnt. I am still 
in the crucial stages. It is a never ending story (Daisy). 

Although they neither meet Benner’s (1984) criteria for expert practitioners nor consider 

themselves experts, New Graduate Nurses’ knowledge and skill development within one 

year is a substantial achievement. They establish themselves within the profession, 

gaining confidence professionally and personally; however, there is a sense that their 

respective journeys of professional becoming are ongoing. Before moving into the final 

theme of this chapter it is important to acknowledge the sense of achievement New 

Graduate Nurses have as they come to the end of their first year of sustained practice: 

I always wanted to be a nurse and I finally accomplished that (Violet). 

It is a massive achievement just to have finished a year of nursing (Patricia). 

It is nice to know that I have actually accomplished what three years of study 
was all about. This year was all about finding my feet and finding that I am a 
good nurse (Louise). 

I want to acknowledge that I do know a bit but I would not call myself an 
[expert in this area of nursing practice] (Daisy). 

New Graduate Nurses’ sense of achievement is more than completing an undergraduate 

degree and Graduate Nurse Program. The Graduate Nurse Program is a professional 

support strategy for New Graduate Nurses as they establish themselves in the workplace 
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and the nursing profession (Casey et al., 2004; Cubit & Ryan, 2011; Fink, Krugman, 

Casey, & Goode, 2008; Harwood, 2011; McKenna & Newton, 2008). While the value of 

such programs is contentious and the workplace experiences are variable, overall New 

Graduate Nurses do value the support they receive, and their learning opportunities and 

experiences (Cubit & Ryan, 2011; Levett-Jones & FitzGerald, 2005; Parker et al., 2014).  

Within this theme of ‘a never ending story’, two subthemes are explored. ‘Limitations 

and aspirations’ emerged as a subtheme describing the ongoing integration of the personal 

and professional including ‘struggles’ (Jacquie) associated with participants’ clinical 

practice. ‘New life sequelae’ explores the experiences of preparing for new transitions, 

as New Graduate Nurses come to the end of their first year of sustained practice. There is 

a return to evaluation/re-evaluation, planning and preparing for the future, which is 

presented as a sequelae, but could equally be a prequel to the next phase of their 

professional becoming.  

 

6.4.1 Limitations and aspirations  

As New Graduate Nurses feel more in control of their workloads and themselves, become 

adept at completing their fundamental skills, and gain more confidence in their practice, 

they begin to respond to patient needs as more than a series of tasks. This reflects a 

growing maturity in the New Graduate’s practice because their attention moves to the 

human dimensions of nursing care. When New Graduate Nurses recognise a patient’s need 

but are unable to meet it, however, a personal-professional ‘struggle’ (Jacquie) can arise: 

Say you have a palliative patient. You do not have the right kind of time to 
spend with such a person, and you might not need to, but a lot of the times 
they need this kind of care but you do not have the time, and [it creates 
personal] tension and stress … It is quite difficult to be there. As [much as] I 
would really like to be there, I cannot be there. I am yet to get anywhere near 
being able to bring that to the patient, bring that into my practice, in a 
satisfying way because I am still trying to get the reigns together. It is a busy, 
busy, busy kind of work, so that is my struggle (Jacquie). 

While they recognise the human needs of patients as essential to their care, one of the 

challenges for New Graduate Nurses’ is being able to integrate human caring into their 

practice. They are preoccupied with task completion, skill development and time 

management. The struggle creates ‘tension and stress’ (Jacquie) because there is a conflict 

between their professional capability, ideals in practice (‘being there’) and ability to meet 
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their own expectations. ‘Being there’ (Jacquie) implies a caring presence that is beyond 

task completion and doing in the busyness of a work environment. 

The busyness of getting through an assigned workload can overshadow their capacity to 

‘be there’ (Jacquie) for patients in a meaningful way. Managing their own stress and 

tension becomes their priority, in order to gain some sense of control over themselves and 

their work: 

To be able to make the connection and put yourself in their place, or what they 
are going through, in [the] end stage of their life, trying to make sense of all 
kinds of things, and you wish you could be there, but when you are running 
around like a headless chook, this kind of stuff is difficult to bring to the table. 
I wish I could [pause] – It takes a lot of wisdom, it takes a lot of practice 
(Jacquie).  

I have to feel more comfortable as a professional. Comfortable in general 
being a RN (registered nurse), and comfortable with my clinical practice and 
my time management (Jacquie). 

Feeling confident in their clinical practice and time management is a constant 

preoccupation for New Graduate Nurses. Their initial focus on being capable at tasks 

overshadows other nursing considerations and consumes their attention. Purnell (2009) 

asserts that a holistic focus in nursing care is intimately bound with wisdom, acquired 

both professionally and personally. Limited confidence, ‘busyness’ (Patricia) and dealing 

with complex professional situations constrain mental space and time for elements of 

nursing practice that reflect ‘wisdom’ and ‘maturity’ (Jacquie), and patient centeredness 

in practice.  

Initially a self-awareness that they must first address any skills gaps in tasks and time 

management is a feature of professional becoming. New Graduate Nurses come to 

recognise that patient-centred care requires a maturity and wisdom in practice that is built 

upon a solid foundation of skills and knowledge. For example, a conversational approach 

to assessment provides a context for patients to share information related to their health 

and hospitalisation, within a relationship of professional care: 

I think it is a bit confronting when someone says, ‘How much alcohol do you 
drink every night?’ because immediately people are on the back foot. If you 
are having a chat and you have to do your checklist [you can say], ‘I have to 
ask you these questions. The reason we ask it is, alcohol is a drug like anything 
else and if you do not have it regularly, if you have a couple of beers every 
night, so be it, I just need to know’, and they [patients] are fine (Erica). 

With time, New Graduate Nurses develop their own ways of gathering information that 

respect the human dignity of patients. While gleaning information from patients is 
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important for patient care, asking probing personal questions of strangers is not a social 

norm. In the context of professional practice, however, asking such questions is essential 

to ensuring that patients receive appropriate and timely care. The ordinariness of everyday 

conversation recognises the patient as a person and helps the New Graduate Nurse to 

make a ‘connection’ (Jacquie; Daisy) with patients, and establish their professional role 

within relationships of care. Establishing a connection with some patients, however, 

requires a strong sense of self-efficacy. When this occurs successfully, the New Graduate 

Nurse’s attention is less on themselves. They adopt a wider perspective of what they are 

doing and the impacts they have on people. Patients’ small achievements can afford 

substantial fulfilment to the New Graduate Nurse:  

One fellow said, ‘I just want to shave myself.’ And first, when he did he got 
most of the way, and I did the rest. Later that week he said, ‘I am shaving 
again. I wanted to do it myself’, and he did it himself. That is rewarding, and 
he was stoked with it [the achievement]. Being actively involved in his care is 
good. You are happy when somebody else achieves something (Barbara). 

The human responses that people have to their life circumstances are the spaces where 

nurses work to help people maintain or return to health, or die. Patients completing 

activities of daily living are part of the ordinary day-to-day work of nurses that reflects, 

in part, their intimate work:  

She [the patient] was so proud of herself, and that she had achieved it [walking 
to the bathroom], she burst into tears, which gave me goose bumps (Erica). 

By ‘seeing the person beyond the disease’ (Benner, 2004a, p. 75) the New Graduate 

Nurses’ attention and care is focused on the person:  

He [the surgeon] ripped [the dressings] off and I heard her [the patient] yelp, 
and they left. I finished what I was doing and I stuck my head around the 
corner to make sure she was alright. She was heartbroken. They had left her 
with her gown down and just flipped a sheet up. She had not looked at the 
dressings. She refused to. Her eyes were shut and she was just crying. She was 
devastated that she was not brave enough to look and she felt horrible and 
ugly.  

I got really mad because it was so simple, all they had to do was tie her gown 
back up again, but they did not … I did her gown back up …  

They went in again the next day. It was the same team so I had a quick word 
with the Resident and said, ‘If you come across this again just keep in mind 
that she has had her breasts removed. It is probably going to be traumatic. Do 
not rip the dressings off and leave them uncovered. Ask them [patients], if 
they want to see [the wounds]. Make sure they are covered up. Make sure their 
gown is done up.’ I said, ‘Even if you just mention it to the nurse, can you just 
do their button up, that will tell them [patients] that you are thinking of them’ 
(Erica). 
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Treating a person with dignity is a feature of human caring. Recognising the patient’s need 

to be treated like a person, rather than a surgical procedure or wound site, brings into sharp 

focus the intimate nature of nurses’ work within their practice. The human responses to 

life’s situations also reflect the need for patients to be humanised amid systems and 

processes that have the potential to dehumanise them.  

For the New Graduate Nurse there is a rising consciousness about the opportunities that 

nurses have to influence the professional behaviours of others and advocate for patients 

in day-to-day practice. Their human responses to patients’ lived situations and personal 

stories are tempered by professionalism that cultivates their integration of their 

professional and personal self in practice:  

It takes a lot of wisdom, it takes a lot of practice to be able to care for people 
who are struggling with those kinds of bigger questions in life, struggling with 
pain, struggling with all kinds of business [pause] - It takes quite an individual 
to be able to be there for that, especially when you do not know the person 
(Jacquie). 

Wisdom in practice emerges as New Graduate Nurses mature professionally, and are less 

‘busy’ (Jacquie) with tasks and self-organisation. Ordinary and extraordinary experiences 

in clinical practice help bring into focus what is important to patients. ‘Be(ing) there’ 

(Jacquie) means acknowledging and celebrating patients’ achievements, advocating, 

listening, and responding in ways that recognise patients’ humanity.  

Recognising their aspirations and limitations makes it possible for New Graduate Nurses 

to discover new opportunities, personally and professionally. Their achievements – 

completing their undergraduate degrees, Graduate Nurse Programs, and first year of 

sustained practice as registered nurses – mark new beginnings and possibilities for them. 

They claim their professional selves, as depicted in Figure 21.  

 

 

 

 

 

 

Figure 22: ‘Nursing is…’ Part 2, adapted artefact, Violet 
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Their personal and professional changes continue, however, and they begin to clarify and 

establish their professional aspirations:  

I have other dreams and other things I want to do (Jacquie). 

 

6.4.2 New life sequelae  

I’m not a big fan of heights, but, when you overcome those [fears], it is a 
beautiful view (Violet). 

There is a sense that New Graduate Nurses need to overcome vulnerability and fear before 

fully enjoying their work and developing a view of nursing that reveals opportunities and 

possibilities for the future:  

What I have had as a new grad [at this organisation] is only a stepping stone. 
Yes, I am working independently as a RN and I am a professional now but I 
still feel that I am in the training part of my life (Jacquie). 

The first year of sustained practice is a ‘crucial’ (Daisy) stage of professional growth and 

development that is evident in nursing research about New Graduate Nurses (Levett-Jones 

& FitzGerald, 2005; Wangensteen et al., 2008).  

The analogy of ‘a never ending story’ (Daisy) implies that there is more to come in relation 

to learning, knowledge and skill development because ‘you don’t get to the end of three 

years of study and then go, “I’m a nurse, the end”’ (Erica). New goals emerge as the New 

Graduate Nurse begins to evaluate, or re-evaluate, their professional and personal goals 

and identify how best to achieve them:  

Seeing those critical care nurses in action, and the ED [Emergency 
Department] nurses that come up [in response to medical emergencies]. 
Seeing them in action really brought home how much more I need to learn, 
and how much more experience I need (Erica). 

As their Graduate Nurse Program and first year of sustained practice comes to an end, 

some New Graduate Nurses begin planning a meaningful path towards achieving career 

goals. For some New Graduate Nurses career plans are very clear but, for others, their 

plans are somewhat indefinite but no less important: 

The plan was never to study nursing, do a grad year and then get a job and 
stay there for 10 years. [I plan to] apply to do [a course] and after that, I do 
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not know. That is when the plan finishes and I will have to make another one 
(Erica). 

Some of the New Graduate Nurses had started with very specific plans and aspirations for 

the future. Clinical practice areas such as Critical Care and Midwifery are attractive to 

some New Graduate Nurses, but the pathway to achieving a particular goal is not always 

apparent:  

My ultimate goal is to do a [particular] course and then go on and do remote 
area and rural contracts. So, how I get from being a new graduate to that point 
I do not know. I [met with the nurse] who runs the course here and she said, 
‘Yes, grads can apply to do it’, but she would not recommend it [because of] 
how intense the study is. I took that on board because, from [what I have seen] 
I need more experience. Then I spoke to [the Graduate Nurse Program Co-
ordinator] about how I get that [experience] … [Now I have a] more of a clear-
cut pathway (Erica). 

Graduate Nurse Programs provide opportunities for experience in a variety of clinical 

areas. While there is debate about the value of rotations (Clare & van Loon, 2003; Kelly 

& Ahern, 2009), exposure to a variety of settings helps New Graduate Nurses identify 

areas of nursing practice they want to work and develop in:  

[There are] jobs in ED [Emergency Department] and one of the men down 
there said, ‘Well, why don’t you apply for the job?’ I have my [rotation 
coming up] there. I will make sure that I like it first. Even though the ED is a 
dream I have had for ages I am not going to be stupid about it. I still want to 
make rational decisions (Daisy). 

Broadly, experience of ‘more than a few weeks’ (Louise) in a variety of settings helps a 

New Graduate Nurse identify clinical practice areas that are of interest to them. It is 

apparent from the advice they receive about preparing for further study and clinical 

specialisation that a broad base of experience is an important foundation. A single year of 

sustained practice, however, may not provide sufficient experience. The reality of a 

working environment may not be a ‘dream’ (Daisy) come true for a New Graduate Nurse. 

Rather than getting swept up in an idea about an area of clinical specialisation, 

opportunities for experience are important to inform New Graduate Nurses’ decision 

making:  

There are areas like medical and rehab that no one really wants to go to 
because they think they are boring. I do not find it boring. I really enjoy it. 
The sole reason I would not go back there is because of the people that work 
there (Tiffany). 



153 

Connecting with registered nurses who have similar professional interests and reflect 

consistent professional values to themselves becomes an important consideration for New 

Graduate Nurses:  

I am interested in working towards being an Associate Nurse Unit Manager, 
probably in the next three years. I would like to do some form of management. 
[I have asked] a couple of the Nurse Unit Managers about career paths and 
[they have said], ‘I could see you doing that.’ It is nice having that support 
and encouragement and it was reassuring because sometimes you doubt 
yourself. That somebody thinks I have that potential is very exciting (Louise). 

Support and encouragement to establish and pursue career goals are part of the New 

Graduate Nurse’s professional becoming because it means they are finding their ‘niche’ 

(Barbara) among their peers. They are taking ownership of their professional careers and 

identifying themselves as part of the profession, with an eye to their options for career 

progression: 

I have always wanted to work my way up in whatever area I am in. I want that 
responsibility and I want that opportunity. You can make change when you 
are on the floor but to actually instigate that and review it, I think you need to 
be at that next level up which is what I would like to eventually be doing 
(Louise). 

Leadership emerges as an important part of becoming for New Graduate Nurses. They 

look to nursing leaders for reassurance about the possibilities they perceive for themselves 

and appreciate their career guidance. In addition, while being immersed in their day-to-

day work, some New Graduate Nurses perceive opportunities to effect changes across 

organisations. They are not leaders in their organisational positions but some of them will 

be emerging leaders in nursing and health services. Some are keen to assume new 

responsibilities and take up new opportunities where they can influence and initiate 

changes in work units and health services. For those New Graduate Nurses, professional 

becoming means taking in a wider view of what nurses can do to influence patient care 

and health service systems.  

There remains an element of self-doubt, however, about career goals. Supportive 

conversations remain an important part of the New Graduate Nurse’s professional 

becoming because, although they may appear to be confident and capable, some New 

Graduate Nurses feel vulnerable and exposed once again as they come to the end of their 

Graduate Nurse Programs: 

It will be a bit scary to think that in a few years I could be that, one of the more 
senior people on the ward. I hope I will have enough, I will have the 
knowledge that they have. I know it takes – it is experience and to have 



154 

experience you need time. I would like to be the same knowledgeable person 
[as the senior staff now] that you could go to if you were new ... Experience, 
knowing what to do if something goes wrong. [For instance] when you get air 
in a line, how to get air out? I still struggle and I think, how do you do that 
again? Someone will come and show me but if there is no one – if I am the 
senior person and I cannot remember how to do it, it does not put a lot of 
confidence in the junior staff (Violet). 

The possibility of having a clinical leadership role is a transition that is visible to New 

Graduate Nurses but, for some, confidence in their ability to fulfil the role in the future 

seems beyond their grasp. Consistent experience and time become important in order to 

consolidate and integrate the vast array of professional and personal knowledge they have 

accumulated across their undergraduate degree and first year of sustained practice.  

Realising that their learning journey is ongoing resolves some of the tension that New 

Graduate Nurses experience in relation to expectations of themselves as registered nurses. 

While they are initially anxious about their knowledge and skills, with high expectations 

of themselves, they begin to resolve their uncertainty as they recognise that ‘the more I 

learn the more I realise how much I do not know’ (Erica).  

While career paths and ambitions may be clear for some New Graduate Nurses, others 

search for broad clinical experiences and greater confidence to align professional and 

personal goals: 

I want to do a bit of both, children and adult [nursing]. I think that will be good 
for me, to get out of my comfort zone. [The] experience will go a long way 
towards [developing some flexibility but] I will probably miss being part of a 
team. I will always be the pool nurse. [My partner and I] want to travel, 
eventually. If we do travel I will have more options. That is not the immediate 
future. I want the experience and confidence behind me (Nelly). 

For some New Graduate Nurses a defined career trajectory or passionate pursuit of a 

specific area of clinical practice is not part of their planning. Future flexible employment 

options are a priority for some New Graduate Nurses and they believe that broad clinical 

experience will enhance their clinical confidence and future employability.  

Confidence in clinical situations can be elusive for some New Graduate Nurses, 

particularly if they are not intrinsically confident. All the New Graduate Nurses who 

participated in this study reflected on their confidence as registered nurses, indicating that 

they were not entirely confident about their abilities after twelve months:  

I was terrible when I started and I do not think I am that great now, but my 
confidence has improved. I feel like I have achieved more than I thought I 
would. It has really opened my eyes to what is possible (Violet). 
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The importance of experience and time were emphasised repeatedly by participants in 

this study. Initially, their emphasis is on skill development through experience (as doing) 

and time management. As they come to the end of their Transition to Practice Program 

though, perspectives about their role and future responsibilities have a sharper focus and 

they see experience and time as ‘a never ending story’ (Daisy) that is essential to 

continued growth in their clinical confidence.  

 

6.5 Summary remarks: 

The first year of sustained practice is a transformative period for New Graduate Nurses, 

professionally and personally. They come to know themselves differently through their 

experiences as registered nurses. Transition to Practice Programs provide a map, but each 

New Graduate Nurse’s route is their own. New Graduate Nurses are shaped personally 

and professionally through their experiences and those experiences are integral to their 

professional becoming because they provide a platform from which to continue their 

respective journeys. 

Professional becoming for New Graduate Nurses means personal and professional 

change. New Graduate Nurses’ journeys of professional becoming in this study included 

an awakening of their sense of self as a professional, and an emerging authenticity of self 

in their practice. Personal and professional resilience are important features of their 

process of becoming as they encounter new situations that have transformative potential. 

Further, they encountered the humanity of patients as people, rather than a blur of bed 

numbers, diagnoses, pathologies and procedures or tasks. These encounters, combined 

with their increasing self-confidence, enabled the New Graduate Nurses to be more 

authentic in their practice as they re-contextualised personal attributes in their professional 

practice.  

During the New Graduate Nurses’ first year of sustained practice finding ‘meaning’ 

(Jacquie) in their work, as something bigger than themselves, is initially overshadowed 

by establishing themselves as registered nurses capable of doing tasks, working as part of 

a team, ‘prov(ing)’ (Jacquie) their worth and capability, and becoming comfortable as 

registered nurses. They can ‘be there’ (Jacquie) in ways that recognise the humanity of 

their patients, advocating, celebrating successes and achievements, or being a caring 

presence that does not require action or activity.  
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Claiming their professional self is a feature of professional becoming because it 

represents personal change that has emerged in coming to know nursing through its 

practice. Claiming their professional self is reflected in the New Graduate Nurse’s sense 

of fulfilment in their work, and recognition of the difference they can make in their roles 

for patients and colleagues. They are taking control of themselves and their practice. A 

sense of incomplete integration of personal and professional self, however, implies that 

the journey of professional becoming continues beyond the first year of sustained practice 

because they are continuing to integrate ‘the familiar with the unfamiliar ... while 

continuously becoming the not-yet’ (Parse, 1998, p. 88). 

To conclude, in spite of, or perhaps because of, their experiences during the first year of 

sustained practice, participants’ affirmed their career choices: 

This year I just fell in love with actual nursing (Louise). 
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Chapter 7: Discussion 

7.1 Introduction 

Meanings are the valued images of the is, was and will be languaged in the 
now, with and without words, with and without movement. Meaning refers to 
the linguistic and imaged content of something and the interpretation that one 
gives to something. It arises (from) … moments of everyday living (Parse, 
1998, p. 29). 

Meaning is given to phenomena in our day-to-day lives through description and 

interpretation, creating a social reality and knowledge. Knowledge of the world is formed 

through our experiences in the world. In other words, we shape and are shaped by the 

world around us – always being this whilst becoming other than we are, at any point in 

time. Being is informed by experiences in and of the world, and our knowledge of the 

world evolves with those experiences. Professional becoming among New Graduate 

Nurses locates interpretation and meaning in the everyday experiences of nursing 

situations. The hermeneutic phenomenological methodology used in this study facilitated 

critical reflection on participants’ experiences through interpretation of texts and other 

representations of their lived experiences, which illuminated particularities and identified 

elements of experience that may have been taken for granted or not self-evident.  

The phenomenon of interest in this study is New Graduate Nurses’ experience of 

professional becoming during their first year of sustained practice. This defined time has 

been identified as a critical period of transition in nursing research (Boychuk Duchscher, 

2008, 2009; Halpin et al., 2017; Hussein et al., 2016; Odland et al., 2014; Wangensteen 

et al., 2008). For the purposes of this study, professional becoming in nursing is defined 

as a process of personal change that emerges through acquisition of knowledge and its 

application in authentic situations that facilitate coming to know the world of nursing 

through its practice. New Graduate Nurses are immersed in nursing situations as 

registered nurses, which enables them to come to know nursing as independent and 

interdependent practitioners, during this significant transition period.  

As identified in the literature review, ‘the nursing situation’ is a key concept in Boykin 

and Schoenhofer’s (2001, p. 13) theory of Nursing as Caring, which locates nursing 

practice and professional nurse caring in clinical contexts. Within this discussion ‘the 

nursing situation’ is extended to include intra-professional contexts because it is within 

these contexts that the intrinsic beliefs, values and symbols of nursing’s professional 
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culture dwell and become known. Experience in nursing situations over time enables and 

informs professional becoming for New Graduate Nurses.  

The purpose of this chapter is to critically evaluate New Graduate Nurses’ descriptions 

of their experiences during their first year of sustained practice, in order to synthesise 

meaning and form ‘new horizons’ (Gadamer, 1989/2004, p. 301) for professional 

becoming. ‘Time for experience in professional practice’ and ‘coming to know in nursing 

situations’ emerged from this study as consistent and significant features of professional 

becoming. ‘Time for experience in professional practice’ explores time and experience 

conceptually, linking the relevance of both these ideas to professional caring in practice 

and nursing situations. ‘The nursing situation’ is clarified and provides a framework for 

the ensuing discussion – ‘Professional becoming: A process of coming to know in nursing 

situations’. Participants’ experiences are brought together to reveal how they come to 

know the profession in clinical and intra-professional contexts as professionals. Critical 

evaluation of these predominant themes is synthesised in Section 7.4 ‘Professional 

becoming: A silent process of coming to know oneself as a professional’. 

 

7.2 Time for experience in professional practice 

‘What is REAL?’ asked the Rabbit …  

‘Real isn’t how you are made,’ said the Skin Horse. ‘It’s a thing that happens 
to you’. 

‘Does it happen all at once, like being wound up,’ he asked, ‘or bit by bit?’ 

‘It doesn’t happen all at once,’ said the Skin Horse. ‘You become. It takes a 
long time’ (Bianco, 1996, pp. 6–7). 

The Skin Horse’s words imply that becoming is a transition that requires time; it takes 

time for experience to be gained. Transitions are periods of evolution or change and shifts 

in consciousness – ‘a passage from one life phase, condition or status to another’ (Meleis 

& Trangenstein, 1994, p. 256) – which are both a process and outcome of complex 

interactions and experiences between a person, or people, and their environment. Time 

and experience are specific needs for New Graduate Nurses and have been reported as 

being essential to their professional socialisation and enculturation (Parker et al., 2014; 

Phillips et al., 2013; Wangensteen et al., 2008). Time, as a construct, emerged as a theme 

of this study in many guises.  
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7.2.1 Time 

There are two main ways in which time is conceptualised: objective, linear and 

measurable and also subjective, embodied and mind-dependent (Bunnag, 2017; Young, 

2002). Objective time is observed in the natural world as, for example, lunar cycles and 

seasons. Objective time is measured in increments – seconds, minutes, hours, days and 

years. These observations and measurements denote sequencing and provide a way of 

locating events as past, present and future (Albom, 2013; Bunnag, 2017). This ordered 

way of conceptualising time recognises patterns and rhythms such as changes between 

seasons and shifts from night to day.  

The experiences of the participants in this study provided an objective chronology of 

events – undergraduate workplace learning; the graduate year of practice; clinical 

rotations; and hospital shift schedules. In clinical practice, attention to objective time is 

an imperative in, for example, medication administration, completion of vital signs and 

diagnostic investigations, and workflow associated with patient care, medical rounds and 

case conferences. For health service organisations, the strict scheduling of objective time 

enables workflow planning such as hospital admissions, surgical lists and patient 

discharge. 

The participants experienced objective time as something to be managed in order to 

complete their work tasks within a shift. Managing time implies that it is a commodity or 

resource to be allocated and organised in measured amounts. Considering time in this way 

reflected the participants’ desire for structure and routine in their day-to-day work and 

suggests a deliberate, methodical way of working.  

Identifying a pattern of workflow that is time bound helps to establish a way of working 

and embeds a foundation for time management in clinical environments. Allan et al. 

(2015) and Young (2002) point out that following rituals and routines can enable New 

Graduate Nurses to gain some control over themselves and their work. In order to gain 

some sense of control, participants in this study narrowed their attention to skill 

development and refinement, emphasising task completion because this was familiar 

from their undergraduate experiences. This emphasis reflects a rote learned, ritualistic 

approach to practice that can lead to a superficial ‘uniformity of habits’ (Turner, 2007, p. 

114) but which does not account for knowledge and becoming in practice.  
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Establishing habits is, however, a way for New Graduate Nurses to identify day-to-day 

rhythms and patterns that can help them structure their work as they gain some sense of 

control over what they are expected to do (Allan et al., 2015; Young, 2002). Developing 

and maintaining a sense of control over objective time through deliberate and methodical 

ways of working may be a product of the military origins of modern nursing that have 

become ritualised in practice (Barker, Reynolds, & Ward, 1995). The unpredictability of 

clinical environments, however, means that foundation skills in time management – while 

affording a sense of control over what a nurse is doing – are insufficient. An unexpected 

deterioration in a patient’s condition, as described in Chapters 5 and 6, may mean that 

tasks have to be reordered, reprioritised or delegated. Knowing how to undertake these 

processes requires contextual experience. 

Objective, linear or measured time does not distinguish any flow of experience. Young 

(2002, p. 96) observed that ‘nurses tread the line of linear time’ and that they are shaped 

by ‘clock regulated routines [in which] they can easily become mechanical in their work’. 

In contrast, subjective or embodied time is experienced rather than measured. It is raised 

to our consciousness via our senses, as perceptions of the world around us (Bunnag, 

2017). For example, we feel heat in summer and cold in winter, hear the crunch and rustle 

of leaves fallen from deciduous trees under our feet in autumn, and see the fresh green of 

bud bursts in spring. The natural phenomena of seasons can be observed objectively but 

consciousness, raised through the senses, adds experience and meaning to the 

observation. This idea of subjective or embodied time binds time to experience and, in 

the context of professional becoming, the two cannot be separated. 

 

7.2.2 Experience 

In practice, there is a constant interchange between objective and subjective time. 

Experience cannot be taught, nor can it be measured as the passage of time (Benner, 1984; 

Benner & Wrubel, 1989; Bunnag, 2017). Equally, like subjective time, experience is not 

a commodity that is allocated. Experience refers to participation in contextual, practical 

and social situations that alters understanding or preconceived perceptions. ‘The nursing 

situation’ (Boykin & Schoenhofer, 2001, p. 13) locates experiences for New Graduate 

Nurses in practical and social contexts of practice. Through participation in situations, the 

senses awaken the consciousness to situated and contextual nuances, and possibilities that 

bring about change in understanding and knowledge (Benner, 1984; Benner & Wrubel, 
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1989; Gadamer, 1989/2004; Parse, 1998). Experiences inform who we are and how we 

know, respond to, and understand our (broader) world through interpretation and 

ascribing meaning to them. This means that experience is not an end in itself but an ever-

changing source of knowledge construction.  

Experience in the workplace is essential for New Graduate Nurses to build confidence in 

their skills. Experience associated with skill development and refinement, and efficient 

completion of tasks, was a clear imperative for participants who emphasised being able 

to confidently do what is required. Embedding an ability to do tasks and procedures 

confidently then opened opportunities for participants to uncover meaning in professional 

experiences and begin to apply knowledge to a patient’s particular circumstances.  

From a professional perspective, confidence is more than being able to do tasks and 

procedures. Identified as a ‘habit of mind’ (Scheffer & Rubenfeld, 2000, p. 352), 

confidence is defined as ‘assurance of one’s reasoning abilities’ (p. 358). New Graduate 

Nurses’ ability to reason in practice can be overshadowed by their limited experience as 

registered nurses. This study illuminates the tensions of capability–inability associated 

with knowing–not-knowing in practice, as evidenced through the participants’ ebbs and 

flows in confidence, awkwardness in executing skills, and clumsy time management. The 

New Graduate Nurses’ experiences of confidence, or lack thereof, are discussed further 

in Section 7.3. 

By being in the world of nursing, the participants in this study gained experience 

physically and cognitively. Cognitive space for clinical reasoning was, however, 

inundated by a more primal survival thinking related to self-organisation, competent task 

completion and avoiding unwanted attention. An ability to apply knowledge to particular 

situations may be elusive for some New Graduate Nurses. These assertions will be 

explored in more detail in Section 7.3.2. 

Nursing practice is more than a series of rote learned procedures and responses provided 

to students in clinical contexts. Experience is essential for developing expertise in 

practice-based professions because clinical contexts are complex, nuanced and 

changeable (Ajjawi & Higgs, 2008; Benner, 1984). The unpredictability of clinical 

contexts arises from patients’ unique responses to their personal circumstances and illness 

experiences that may not fit the rules and categories of those learned procedures and 

responses, and may be beyond the immediate understanding of the New Graduate Nurse 
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(Benner, 1984; Hatzenbuhler & Klein, 2019). For participants in the study, 

unpredictability in clinical contexts contributed to a sense of busyness for them. Within 

these findings, a cognitive busyness appeared to fill an ‘epistemological gap’ (Barnett, 

2004, p. 259). 

Beyond becoming capable with tasks and procedures, participants were integrating a vast 

range of skills and knowledge in practice. Their experience of knowledge and skill 

application will be explored in more detail as this chapter unfolds. Nursing practice is, 

however, more than thinking, doing and knowing.  

 

7.2.3 Professional practice in nursing situations  

Practice has been defined and described by multiple theorists. Polkinghorne (2004) 

clarifies practices simply as ‘all the things people do’ (p. 6). This brief statement, 

however, belies the intricacies of practice. Explanations and interpretations of practices 

have had different emphases. Some authors emphasise skilled individual achievements 

whilst others emphasise the social character or conditions of activities (Spichiger, 

Wallhagen, & Benner, 2005). Turner (2007, p. 111) contends that practices cannot be 

fully described because there is nothing ‘beyond or behind practice that explains it’. In 

contrast, Green (2009) asserts that, through research and understanding, a comprehensive 

description of practice as a ‘distinctive social phenomenon’ (p. 1) can be achieved. 

Practices, as social phenomena, therefore do not occur in a vacuum and behind 

professional nursing practice, as in other health professions, sits a distinct body of 

knowledge that informs current and future practice. 

Accepting practice as a ‘distinctive social phenomenon’ (Green, 2009, p. 1) assumes that 

the things people do and say, and their professional relating, constitute professional 

practice. On this basis, nursing practice is contextual and relational, has personal and 

professional meaning embedded in action, thought and feeling, and is sensitive to the 

humanness of others (Benner, 1984; Benner & Wrubel, 1989). ‘In-between [the] social 

spaces of medical diagnosis and treatment, and the patients’ lived experience of illness or 

prevention of illness’ (Benner et al., 2010, p. 31), is a complex environment of inter-

relationships which establishes meaningful distinctions about personal concerns for nurse 

and patient, locating the clinical context in a professional relationship of care.  
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Professional caring practice in nursing is also a multi-dimensional concept that is 

underpinned by an extensive and growing body of international research evidence from 

and for practice. Professional nursing practice includes application of pathology, other 

scientific, technical and practical knowledge and skills, and the ability to appraise 

unpredictable clinical contexts where patients’ responses to pathophysiological changes 

and treatments require sound clinical reasoning (Alvsvag, 2010; Benner, 2004b; Benner 

& Wrubel, 1989; Jesse, 2010; Leininger, 1988, 2006; Levett-Jones et al., 2010; 

Lindstrom, Lindholm, & Zutterlund, 2010; Watson, 2012). Within the sayings, doings 

and relating of practice, nursing is imbued with professional care (Benner & Wrubel, 

1989; Kemmis & Grootenboer, 2008; Watson, 2012). It is a distinct element of nursing 

practice that is argued to be at the heart of nursing as a discipline (Benner, 1984; Benner 

& Wrubel, 1989; Boykin & Schoenhofer, 2001; Leininger, 1988, 2006; Watson, 2008, 

2012).  

Boykin and Schoenhofer (2001, pp. 1–2) reason that ‘caring is an essential feature and 

expression of being human’ that people grow to express; that the capacity to convey 

caring ‘varies with lived experiences of being human’ and is a response ‘to something or 

someone that matters’. Like Boykin and Schoenhofer (2001), one major premise of the 

work of Benner and Wrubel (1989), Leininger (1988, 2006) and Watson (2008, 2012) is 

that care is ontological – part of being human and also essential for a person to fulfil their 

potential. Consistent with Parse (1998), this broadens the clinical contexts of nursing 

practice and locates ‘caring in practice’ in a holistic, humanist realm of being and 

becoming that is informed by the past, located in the present, and preparing for a future. 

This implies that expressions of nurse ‘caring in practice’ are founded upon experience 

within nursing situations. 

Becoming a professional occurs through constant interaction with other professionals in 

professional environments (Dall’Alba, 2009a). The intra-professional environment of 

nursing is informed by the profession’s complex history, diverse cultures, and discipline 

based knowledge and practices. It is also where intrinsic beliefs, values, inherent tensions, 

and symbols of nursing’s professional culture dwell and become known. The notion of 

nurse caring in practice, however, appears to have been lost from the professional 

discourse about New Graduate Nurses (refer to Section 7.3 for further discussion). 

The intra-professional environment is presented in this discussion as an extension of the 

‘nursing situation’ (Boykin & Schoenhofer, 2001, p. 13) in which relationships with 
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colleagues facilitate construction of knowledge and understanding for New Graduate 

Nurses. In this context, the intra-professional environment means the professional 

environment of nursing, rather than the broader health service working environment. The 

intra-professional environment experienced by the participants widened and deepened 

their perspectives on nursing including contemporary discourse about New Graduate 

Nurses, which is grounded in professional history. Like their experiences in clinical 

contexts, experiences within intra-professional contexts informed the participants’ 

professional becoming. Whilst their experiences were not homogenous, intra-

professional tensions were illuminated in the participants’ accounts. Participant 

experiences specific to these contexts are discussed in greater depth in Sections 7.3 and 

7.4. 

New Graduate Nurses bring a foundation knowledge and limited experience to their 

practice, having been deemed to have met the minimum standards for practice and 

registration (Australian Nursing and Midwifery Acreditation Council, 2012). They enter 

contemporaneous social, political, economic and organisational environments that have 

localised knowledge and established traditions and rituals, as a member of a profession 

that has distinct and at times unique responsibilities, accountabilities and values in and 

for professional practice. Knowledge of the local community and the availability of 

services and resources, in addition to the development of effective interpersonal 

relationships, is significant within organisational environments and influences patient 

care. New Graduate Nurses are simultaneously being and becoming registered nurses, or 

as noted in Chapter 6, integrating ‘the familiar with the unfamiliar ... while continuously 

becoming the not-yet’ (Parse, 1998, p. 88).  

 

7.3 Professional becoming: A process of coming to know in nursing situations 

‘… you become Real.’ 

‘Does it hurt?’ asked the Rabbit. 

‘Sometimes,’ Said the Skin Horse … 

The Rabbit sighed … He wished that he could become it without all those 
uncomfortable things happening to him (Bianco, 1922/1996, pp. 6–7).  

In this study, professional becoming in nursing is conceived as a uniquely personal 

process of change, emerging through acquisition of knowledge and its application in 

authentic situations that facilitates coming to know the world of nursing through its 
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practice. This is an interdependent process that includes ‘being with others’ (Dall’Alba, 

2009b, p. 26) in nursing situations.  

New Graduate Nurses experience others as patients and their families, nursing colleagues 

and peers. In the context of this discussion, the concept of others is extended to include 

members of the profession who have ‘gone before’ and also to nursing leaders, 

researchers, educators, managers and commentators who continue to inform profession-

wide discourse about nurses and nursing, bringing to light discipline- and profession 

specific tensions, opportunities, models and theories. These collective others are not part 

of New Graduate Nurses’ immediate experience but are part of a horizon that informs 

their professional becoming. Participants’ experiences of ‘others’ are explored later in 

this Chapter. 

 

7.3.1 Constant transition  

Successful completion of an accredited undergraduate degree marks an end to New 

Graduate Nurses’ formal preparation for practice, which includes a minimum of 800 

hours of workplace learning (Australian Nursing and Midwifery Acreditation Council, 

2012). Formal recognition of this achievement occurs when a degree is conferred at 

graduation. It is important to note, however, that New Graduate Nurses have not 

previously been registered nurses. The first year of sustained practice could therefore be 

considered an interface between learning for practice as undergraduates and learning in 

practice as registered nurses during which there are transitions to professional ways of 

being that are uniquely personal processes of becoming. 

Knowledge and skill acquisition are emphasised during preparatory education for practice 

among professions, including nursing (Dall’Alba, 2009b). It is argued that undergraduate 

education is an ‘early phase in learning to be professionals’ but that most of the learning 

occurs in the workplace where ‘formation of professional ways of being’ occurs in 

relationship with existing traditions of practice (Dall’Alba, 2009b, pp. 8–10). Participants 

in this study, like those studied by Hatzenbuhler and Klein (2019), emphasised that their 

fleeting undergraduate workplace learning experiences were significant to their learning. 

They were exposed to nursing situations that may have informed professional ways of 

being; however, they described their fleeting experiences as less about being and 
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becoming and more about practising skills. Transitioning to practice, with attention to 

formation, did not appear to be a feature of their undergraduate experience or learning. 

Critics of higher education contexts assert that ontological processes of being and 

becoming are not addressed in higher education curricula (Barnett, 2009; Dall’Alba, 

2009a). ‘Transition pedagogy’, originally developed to facilitate engagement, support and 

belonging among increasingly diverse first year student cohorts entering higher 

education, has been extended to include transition from university to work and lifelong 

learning (Butler et al., 2017, p. 195; Kift, Nelson, & Clarke, 2010, p. 1; O’Donnell, 

Wallace, Melano, Lawson, & Leinonen, 2015, p. 76). Dealing with uncertainty, 

complexity and change; strengthening a sense of professional identity; and managing 

career planning are essential elements of transition to professional practice for law 

students and graduates (McNamara et al., 2015). Butler et al. (2017, p. 195) identify that 

students are in a constant state of transition and recommend transition pedagogy as a 

design principle in capstone subjects to help final year law students develop skills to 

successfully ‘navigate their way out of university and into the professional world’. 

Consistent with the Registered nurse standards for practice (Nursing and Midwifery 

Board of Australia, 2016b), McNamara et al. (2015) and Butler et al. (2017) emphasise 

attaining lifelong learning and reflective practice skills that contribute to acquiring and 

refining higher order cognitive skills. Of additional relevance to this study, these authors 

emphasise ongoing professional formation, as students make their transition from learner 

identities to assuming professional identities, and strengthening resilience, and 

professional attributes and qualities consistent with professional values. Transition 

pedagogy as an organising principle of curricula development across undergraduate 

degrees could begin to address ontological processes of being and becoming that support 

transition to practice for New Graduate Nurses during their first year of sustained practice.  

In relation to nurse education, critics contend that curricula lack vision; are bogged down 

with increasing layers of content; and are seldom reviewed for relevance to current or 

future (health) needs of the community (Benner et al., 2010; Binding, Morck, & Moules, 

2010; Fisher & Owen, 2008; Williams & Stickley, 2010). More recently, concern that the 

heart of nursing is being sacrificed in the pursuit of professionalisation through 

reductionist scientific enquiry has also been expressed (Benner, 2011; Benner et al., 2010; 

Binding et al., 2010; Fisher & Owen, 2008; Watson, 2012; Williams & Stickley, 2010). 

Watson (2012) and Watson and Hills (2011, p. 11) return attention to the disciplinary 
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foundations of nursing as human care and caring, providing ‘the moral and intellectual 

blueprint for education, practice, research and leadership’ that grounds the profession and 

professional ways of being. These critiques shed light on the flaws of focusing on 

knowledge and skill acquisition without addressing processes of becoming in the 

preparation of undergraduate nursing students for professional practice.  

The first year of sustained practice is a significant transition point for New Graduate 

Nurses because they are simultaneously being and becoming registered nurses in 

professional practice. They are immersed in nursing situations, experience nursing 

practice as registered nurses, and discern new meanings from their experiences – all of 

which contribute to their professional becoming. This study revealed a loss of attention 

to the person and personal associated with New Graduate Nurses’ transition to 

professional practice that impacted their professional becoming. 

 

7.3.2 Busyness 

Participants’ descriptions of practice highlighted ‘busyness’ as a mechanism to enable the 

efficient completion of tasks within unpredictable workplace environments. Further, their 

claims of knowing ‘nothing’ except how to ‘do’ particular tasks are indicative of an 

‘epistemological gap’ (Barnett, 2004, p. 259) between their knowledge and the demands 

placed on them in practice. Participants’ claims reflect a lack of knowing how to apply 

knowledge in clinical contexts and how to be a registered nurse because their relationships 

with existing traditions of practice are being established. Traditions of practice are located 

in intra-professional contexts and will be discussed in more detail as this Chapter 

progresses. The combined significance of busyness, unpredictability and claims of 

knowing nothing except how to do tasks requires further attention.  

In the unpredictability of clinical contexts, a knowing–not-knowing tension emerges and 

contributes to a sense of ‘busyness’ that is both physical and cognitive. Physical busyness 

may manifest as ritualistic activity that implies getting a job done without any sense of 

presence and relationship. The New Graduate Nurses’ descriptions of experiences such 

as ‘like being in a washing machine’, ‘putting out spot fires’ and ‘running around like a 

headless chook’ are indicative of a physical busyness that may or may not have been 

productive.  
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Physical busyness, as described by the participants, implies a reactive way of working, 

without reference to embedded experience and knowledge, that lacks higher order 

thinking associated with ‘knowing in situ’ (Barnett, 2004, p. 251) and thinking in practice 

that calls for imagination in professional formation (Barnett, 2004; Benner, 2011; Benner, 

Hughes, & Sutphen, 2008; Benner, Sutphen, Leonard-Kahn, & Day, 2008). At the point 

of practice, a perceived demand for task efficiency might override the process of critical 

thinking. For these New Graduate Nurses it appears that cognitive busyness, which 

prioritises efficiency of task completion over critical thinking, may be a mode of working 

which fills an ‘epistemological gap’ (Barnett, 2004, p. 259), in lieu of situated experiences 

that inform practice, and risks superficial ‘uniformity of habits’ (Turner, 2007, p. 114). 

The findings from this study indicate that individualised, meaningful care and caring for 

the patient and nurse can be lost amid ‘cognitive busyness’. 

Cognitive busyness refers to an internalised pressure created by a perception of limited 

time to complete tasks (Thompson et al., 2008; Yallop et al., 2005). The perception of 

time as a limited resource reinforces the concept of time as something to be managed and 

allocated. Cognitive busyness impacts a person’s ability to process information for 

understanding, decision making and problem solving (Thompson et al., 2008). It 

diminishes memory capacity, the ability to perform tasks and attention to detail, and also 

impairs decision making (Gilbert & Osborne, 1989; Lalwani, 2009; Samson & 

Kostyszyn, 2015; Thompson et al., 2008). These impacts were evident in the participants’ 

accounts and imply a socialisation process for New Graduate Nurses that does not 

recognise the human dimensions of being or becoming.  

The effects of cognitive busyness also include risks to the health and wellbeing of New 

Graduate Nurses and risks to patient care associated with compromised safety, incomplete 

nursing care, and ‘cognitive short cuts’ (Lalwani, 2009, p. 306; Thompson et al., 2008). 

Cognitive shortcuts – face value acceptance of a patient’s situation without due 

consideration of the context – were described by some of the participants. For the study 

participants, this manifested as contradictory experiences of capability–inability and 

knowing–not-knowing.  

Time within practice is required to enable New Graduate Nurses to consider activities 

methodically and process information to formulate actions. Systemic and endemic deficit 

views about their professional capabilities (explored as this Chapter progresses) that 

neither acknowledge nor address their experiences of overwhelming physical and 
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cognitive busyness are invisible factors that impact New Graduate Nurses’ clinical 

performance, sense of salience, capacity for clinical reasoning, and their professional 

becoming.  

 

7.3.3 Salience and clinical reasoning 

A New Graduate Nurse’s first year of sustained practice will not have been their first 

encounter with contradictory tensions. As an undergraduate student, however, they may 

not have recognised these contradictory experiences because they had time-bound 

workplace learning for practice (Adama & Taylor, 2014; Andrews et al., 2006; Bickhoff, 

Levett-Jones, & Sinclair, 2016). It was evident that – whilst they knew what was required 

at the point of practice – fear, anxiety and a lack of confidence left the participants with 

feelings of inability that compounded their limited capacity for clinical reasoning. This is 

not to say that they know everything and, consistent with research by Hoeve, Brouwer, 

Roodbol, and Kunnen (2018) and Chanya and Pataraporn (2017), the complexity of some 

patients’ clinical needs was confounding to and beyond participants’ initial capability to 

assume full responsibility for their care with confidence.  

‘Clinical reasoning is a systematic and cyclical process that guides clinical decision 

making’ (Levett-Jones, 2018, p. 4; see also Levett-Jones et al., 2010). In unpredictable 

clinical situations application of the clinical reasoning cycle leads to accurate and 

informed judgements through collection of information and cues, processing information, 

understanding and identifying problems, planning and implementing interventions, 

evaluating outcomes and, finally, reflecting on and learning from the process (Levett-

Jones, 2018). Within this study and consistent with a plethora of research about New 

Graduate Nurses, the participants identified that clinical leadership from more 

experienced nurses was very important to facilitate their clinical reasoning and enable 

their professional becoming (Boychuk Duchscher, 2009; Hoeve et al., 2018; Parker et al., 

2014). Of equal importance to the participants was adequate time spent in clinical 

situations so that they could develop a sense of salience that incorporated nuanced patient 

responses and contexts to inform clinical reasoning (Benner, 1984, 2004b; Benner, 

Chesla, & Tanner, 2009; Kemmis, 2005). Time for experience and intra-professional care 

and support in unpredictable clinical situations could calm New Graduate Nurses’ 

cognitive busyness and reduce cognitive short cuts associate with perceptions of time 

pressure that may, or may not, be life threatening.  
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Benner (1984) illustrated the relevance of salience in expert nursing practice and clarified 

that it is an ability to perceive a situation ‘as a whole’ (Benner, 1984, p. 3). Perceiving a 

situation as a whole means more than face value acceptance associated with cognitive 

short cuts. A sense of salience emerges and evolves from knowledge that enables action 

without deliberate or stepped calculations about each aspect of a situation. Salience 

develops for a person based upon extensive situated and contextual experiences over time, 

and forms part of a complex web of assumptions, expectations, understanding and skilled 

capabilities that become part of practice (Benner, 1984; Benner et al., 2010; Kemmis, 

2005). Benner et al. (2010, p. 94) note the importance of situated practice in order to 

develop a sense of salience and increase ‘situated cognition’ and ‘thinking in action’. New 

Graduate Nurses need time for experiences, supported by clinical leaders, in order to 

develop their own sense of salience and professional capability. 

The clinical reasoning cycle is a valuable educational model for enhancing 

undergraduates’ clinical reasoning skills and beginning to develop a sense of salience. 

Levett-Jones (2018) and Benner et al. (2010) focus attention on reflecting on particular 

clinical situations for learning and patient care. In nursing education, attention to 

reflection on the meaning of experiences that inform being and professional becoming is 

less explicit than attention to clinical knowledge, but it is essential to New Graduate 

Nurses as they transition to their professional roles. Reflection and reflexivity within the 

clinical reasoning cycle related to professional becoming will be explored in more detail 

in Section 7.4. 

Participants in this study did not speak explicitly about an increasing sense of salience or 

clinical reasoning, nor describe clinical simulation as part of their preparation for practice. 

Increasingly, clinical simulation education is being reported as an approach to providing 

immersive practice based experiences for undergraduate students and has been proposed 

as an option for overcoming limitations in the capacity to provide workplace learning for 

undergraduates, as has occurred internationally, and to improve preparedness for practice 

beyond care of small numbers of patients (Blodgett et al., 2016; Bogossian et al., 2018; 

Cant et al., 2018; Mason, 2013). Through clinical simulation students are afforded 

opportunities to practice and learn in safe environments, improving their skills, 

confidence and competence through active participation in scenarios (Arthur et al., 2013; 

Blodgett et al., 2016; Cant et al., 2018; Cummings & Connelly, 2016; Levett-Jones et al., 

2015; Shin et al., 2015). It is beyond the scope of this study to critique clinical simulation. 

Developing clinical reasoning and a sense of salience in clinical simulation environments 
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has not previously been reported as an outcome in research about this participative 

teaching-learning strategy, so this may be an opportunity for further research. The 

participants in this study highlighted that workplace learning experiences were where 

they learned to think like nurses. They emphasised their need for time for experience in 

practice as New Graduate Nurses to strengthen their theory–practice nexus, of which 

salience and clinical reasoning are part.  

An essential element of clinical simulation is providing feedback that enables students to 

reflect on their performance and enrich their learning (International Nursing Association 

for Clinical Simulation and Learning, 2016). Clinical simulation has considerable 

strengths and limitations (Blodgett et al., 2016; International Nursing Association for 

Clinical Simulation and Learning, 2016; Kable et al., 2018; Levett-Jones et al., 2015). As 

noted above, it is beyond the scope of this study to critique clinical simulation in detail; 

however, the studies cited above emphasise learning, knowledge and skill acquisition for 

competent and confident performance within undergraduate programs. Limited clarity 

and consistency about the use of assorted simulation strategies could lead to clinical 

simulation being undervalued as a genuine approach to preparation of undergraduates for 

the realities of nursing practice. An emphasis on procedural knowledge and skilled 

performance risks ignoring professional ways of being and becoming because attention 

to the person and personal is not evident in the outcomes of clinical simulation.  

Analytical and critical thinking are higher order cognitive processes used to apply 

knowledge and skills in practice, and identify the meaning of patients’ responses to their 

particular contexts (Kantar, 2014). Working as registered nurses, participants in this study 

described the translation of undergraduate knowledge and skills for practice, to 

knowledge and skills in practice; transferring book learning as rules and rituals, to patients 

and their human responses to illness or disease. This was both a physical and a cognitive 

experience because the New Graduate Nurses were consolidating skills through task 

repetition and integrating knowledge through reflection in and on practice, in 

unpredictable clinical contexts. It is likely that the development of participants’ clinical 

reasoning capability reduced cognitive busyness and enhanced their professional 

becoming through immersion in practice situations. 

From participants’ descriptions of their experiences over time, their ability to discern 

what is more or less important in the context of each situation was an indication that their 

cognitive busyness was subsiding. They were able to respond in nursing situations beyond 
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the busyness of task completion and ‘cognitive short cuts’ were less of a feature of their 

practice. It is important to note, however, that cognitive busyness and short cuts impacted 

participants’ professional becoming throughout the first year of sustained practice to 

greater and lesser degrees, reflecting the nonlinearity of their transitional experience, as 

recognised by Boychuk Duchscher (2009).  

Consistent with the work of Boychuk Duchscher (2008, 2009), non-linearity was revealed 

in this study through participants’ descriptions of contradictory experiences of capability–

inability and knowing–not-knowing associated with new or unfamiliar circumstances, 

complex clinical situations or contexts. The reasons for these contradictions are 

multifaceted and include personal attributes and traits and intra-professional contexts, 

which will be explored further as this Chapter progresses. As cognitive busyness subsided 

(even briefly) each nursing situation came into sharper focus as the New Graduate Nurses 

in this study came to know nursing responses, and could focus on the things that ‘matter’ 

(Benner & Wrubel, 1989; Boykin & Schoenhofer, 2001) to patients in professional 

relationships of care.  

 

7.3.4 Professional relationships of care 

The human dimensions of nursing are complex and require a focus on the things that 

matter to patients; possible solutions or ways of coping; and ways of giving and/or 

receiving help. This human dimension may fuse ‘thought, feeling and action’ (Benner & 

Wrubel, 1989, p. 1; Spichiger et al., 2005) to inform caring in practice. As such, it is lived 

in the moment and unfolds over time through nurturing expressions of concern, respect 

and responsiveness to ‘others’ (Benner, 1997, p. 47; Boykin & Schoenhofer, 2001, pp. 1–

2; Cappelletti, Engel, & Prentice, 2014; Nolte, 2017). Caring in practice can therefore, be 

considered a relational and contextual process with some form of reciprocity where 

meaning can be uncovered, patterns revealed, and possibilities emerge for the nurse and 

the ‘other’ in professional relationships of care. 

The way in which nurse–patient relationships are experienced is bound to our humanness 

and shared humanity (Taylor, 1994; Watson, 2012). Through nursing situations, nurses 

encounter intimacies with patients; their human frailties and vulnerabilities must be 

navigated to discern what matters and what is of concern to the patient and themselves. 

The participants in this study extended their doing as practice to include ‘what matters’ 
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to a patient, indicative of being an authentic presence (Sandberg, 2017; Watson, 2012). 

For example, taking the time to listen and be a caring presence holds human elements of 

a patient’s circumstances and allows New Graduate Nurses to refocus their attention to 

each patient’s human particularities.  

While endeavouring to address patients’ concerns, New Graduate Nurses are also trying 

to navigate what is important to themselves and the values they hold. Adapting nursing 

responses to a patient’s situation requires a New Graduate Nurse to think creatively and 

use ‘clinical imagination’ (Benner et al., 2010, p. 85) to bring forward possibilities for 

recovery and draw on experiences to inform their clinical decision making. Adapting 

responses to patients’ particular contexts characterises a shift in thought, feeling and 

action beyond rote learned behaviours towards actions that ‘make a difference to patients 

because they are imbued with nursing knowledge and skill’ (MacLeod, 1994, p. 365; see 

also Young, 2002).  

Thinking creatively and using clinical imagination are cognitive processes that are built 

on foundation skills and knowledge in practice (Benner et al., 2010). Creative thinking 

will enable a New Graduate Nurse to adapt their practice as relevant to a patient’s 

particular needs (Whelan, 2017). The nursing knowledge and skill embedded in offering 

a ‘therapeutic face washer’, for example, has far greater significance than the formulaic 

or rote-learned preparation for hygiene that would be a hallmark of novice practice 

(Benner, 1984). The literal use of a face washer as a tool for hygiene is expanded to a 

means of offering comfort through caring that expresses nursing presence and human 

concern for the patient.  

Nurse caring is not only reflected in completion of a task, but in the nurse’s response to 

the patient as a person. Within nursing situations, nurses come to know the ‘other’ through 

shared lived experiences that acknowledge the humanness and humanity of each person 

(Boykin & Schoenhofer, 2001; Nolte, 2017; Sandberg, 2017; Watson, 2008, 2012). The 

New Graduate Nurses described offering a face washer, a reassuring pat on the hand, or 

taking the time to listen to patients, which are acts of caring that humanise patients amid 

organisational systems that risk dehumanisation of both patient and nurse.  

Benner et al. (2010, p. 166) characterise these shifts in attention from mastering skills as 

tasks, to exercising context-dependent judgements and actions, as part of professional 

‘formation’, which occurs over time and transforms ways of being and acting. 
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Understanding shifts from ‘what nurses do (from a lay perspective) to an insider’s 

professional understanding of being a nurse’ (Benner et al., 2010, p. 179). The 

participants in this study described this professional understanding as recognising features 

of situations that were not typical of the patient, and individualising their responses within 

professional relationships of care.  

As they navigated relationships of care with patients, the New Graduate Nurses were 

simultaneously re-framing social norms to align with contexts of professional practice. 

This is important because there is a complex interplay of contradictions in personal and 

professional responses reflected in ways of being. Participants described discomfort 

associated with managing their personal response to a patient’s situation and stepping 

beyond their social norms into their professional roles. Personal responses are not the 

final response in professional relationships of care. Participants’ experiences combined 

with clinical reasoning provided a foundation for their professional responses, reflecting 

a therapeutic use of their professional selves. 

Professional relationships of care may be described as simultaneously intimate and 

detached, empathic and removed, inquiring and answering, and a basis for co-creation 

through a holistic being with rather than or while doing to/for in practice. Becoming 

professionally comfortable with personal discomfort in nursing situations is an essential 

feature of professional becoming because ‘self-understanding always occurs through 

understanding something other than the self, and includes the unity and integrity of the 

other’ (Gadamer, 1989/2004, p. 83; see also Mezirow, 1997). Managing and moving 

beyond personal discomfort means that a New Graduate Nurse must work with personal 

tensions in professional practice. Their discomfort, however, can be silencing and may 

lead to a perception that New Graduate Nurses have a knowledge deficit, leaving them 

open to horizontal violence or precipitating attrition. 

The participants’ inconsistent and limited undergraduate experience upon entry to 

practice, their need for time to gain experience combined with claims of knowing 

‘nothing’, and their personal discomforts, were reflected in feelings of awkwardness and 

silence. Experiences such as these may contribute to perceptions that these novice 

practitioners have a theory practice gap, are ill-prepared for practice and are not work 

ready (Andrews et al., 2006; Gallagher, 2004; Greenwood, 2000; Monaghan, 2015). The 

experiences described by participants in this study, however, did not necessarily reflect a 

theory practice gap.  
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7.3.5 Strengthening a theory practice nexus 

A theory practice gap implies that theory and practice are separated by a space that needs 

to be bridged, or a void to be filled, for completeness (Gallagher, 2004). This phenomenon 

has also been recognised in literature from the teaching and social work disciplines 

(Cheng, Cheng, & Tang, 2010; Clapton, 2013). The theory practice gap is an extensively 

documented criticism of the transfer of nurse education from hospitals to universities and 

debate about it among nurse academics, managers and educators has been a consistent 

source of tension for many years (Bendall, 1976; Bennett, 2017; Burns & Poster, 2008; 

Levett-Jones & FitzGerald, 2005; Maben et al., 2006). These tensions are beyond the 

influence of New Graduate Nurses. 

The findings in this study highlight that the participants were not homogenous, either in 

their workplace learning experiences as undergraduates or during their first year of 

sustained practice. Consistent with research over the past fifteen years, opportunities to 

practise particular skills were not always possible during brief periods of workplace 

learning and some of the workplace learning facilities were not conducive to preparing 

undergraduates for the role and responsibilities of registered nurses or employment in 

regional health services (Andrews et al., 2006; Claeys et al., 2015; El Haddad et al., 2013). 

This flaw in preparation impacted participants’ professional becoming. 

Allocation to workplace learning facilities was beyond participants’ direct control as 

undergraduates, but impacted their confidence and professional becoming during their 

first year of sustained practice. Hungerford, Blanchard, Bragg, Coates and Kim (2019) 

raise significant questions about how quality workplace learning experiences can be 

assured in undergraduate preparation given complex and ever changing health and 

education contexts. Like Hungerford et al. (2019), other authors emphasise a need for 

genuine collaborative approaches to undergraduate preparation for practice that reflect a 

shared vision, responsibility and accountability and that unite the profession in supporting 

its newest members at systemic and organisational levels (El Haddad et al., 2013; El 

Haddad, Moxham, & Broadbent, 2017; Freeling & Parker, 2015; Maben et al., 2006). It 

is incumbent upon the profession, education providers and health services to facilitate 

and support appropriate and effective preparation for practice that enables New Graduate 

Nurses to engage meaningfully in practice in environments of constant change beyond 

completion of their degree and into their first year of sustained practice.  
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The study participants did not talk explicitly about environments as constantly evolving 

or systemic tensions associated with their preparation for practice, as identified by 

Boychuk Duchscher (2008). They did, however, recognise the need to strengthen their 

skills and knowledge through independent inquiry. Musker (2011) asserts that intuitive 

self-awareness contributes to independent inquiry and strengthens a theory practice 

nexus. Independent inquiry reflects a self-acknowledged need for a deeper understanding 

about patients’ diagnoses and needs, and nursing practice, in order to contribute to patient 

care.  

Time for immersive experience in nursing situations, to consolidate and integrate nursing 

knowledge and skills, and to strengthen the nexus between theory and practice was 

integral to participants’ professional becoming. Accentuating knowledge and skills in 

relation to strengthening a theory practice nexus could enhance professional ways of 

being and becoming. Van Manen (1990) and Hills & Carroll (2017) suggest that, through 

reflection in and on situated experience, theory emerges cyclically, rather than there being 

a linear relationship between theory and practice. A cyclic view of theory and practice 

implies a constant evolution of theory and practice beyond skills and knowledge for 

practice that silently inform professional being and becoming.  

For the participants in this study the cognitive busyness they initially experienced meant 

that there was limited space for further inquiry and reflection in and on practice. Intra-

professional contexts described by participants were central to enabling (or limiting) their 

growth and development and professional becoming. Some participants experienced 

intra-professional contexts where their capability–inability was recognised and they were 

nurtured in professionally safe environments that enhanced their capability and 

professional becoming.  

 

7.3.6 Professionally safe: Professionally unsafe 

Attributes such as compassion, courage, empathy, honesty, humility, integrity, sincerity 

and sensitivity have been described as lived, inherent qualities for practice and the 

profession (Bray, O’Brien, Kirton, Zubairu, & Christiansen, 2014; Como, 2007; Hawkins 

& Morse, 2014; Watson, 2008, 2012). These attributes, in part, form a foundation for 

understanding nursing that begins at, if not prior to, commencement of an undergraduate 

degree (Andrew, McGuinness, Reid, & Corcoran, 2009; Apesoa-Varano, 2007). Without 
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diminishing the importance of these attributes in practice and for patient care, the intra-

professional environments experienced by some participants in this study indicate a 

different reality.  

A professionally safe environment was experienced and described by participants as one 

in which there was understanding and recognition of their capabilities and experience in 

managing their workload. It was further described as including openness to their possible 

contributions to work practices, and acceptance of them as emerging professionals. In 

these environments New Graduate Nurses felt safe to apply their knowledge, skills and 

thinking in practice, and were able to grow and flourish professionally (Kramer et al., 

2013). In safe intra-professional situations, participants came to know nursing as a 

profession of care and caring that was extended between colleagues in respectful and 

honest relationships of reciprocal trust that enhanced their self-efficacy and enabled them 

to provide safe care to patients.  

The first year of sustained practice for New Graduate Nurses is located in intense, 

complex, unpredictable and stressful environments (Boychuk Duchscher, 2008, 2009; 

Clare & van Loon, 2003; Levett-Jones & FitzGerald, 2005; Phillips et al., 2015; Phillips 

et al., 2013). It is in these environments that New Graduate Nurses endeavour to ‘prove’ 

themselves, increasing their confidence and proficiency in clinical contexts. They are 

tested by ‘others’ in order to establish their professional credibility and gain membership 

of an established group (Blackstock, Harlos, Macleod, & Hardy, 2014; Hutchinson, 

Wilkes, Jackson, & Vickers, 2010). These tests are based on unseen and undocumented 

criteria from which performance is judged by unknown ‘others’.  

Tests create shifting expectations for New Graduate Nurses which can lead to role 

ambiguity and failure. The perceived content of the test and expected outcomes are 

neither explicit nor consistent (Chang & Hancock, 2003; Kramer & Schmalenberg, 1977). 

Participants’ descriptions indicate that these tests were administered in a variety of ways 

including covert assessment of personal traits presented as friendliness toward, and 

personal interest in, participants. Passing a covert test of this type was a first step towards 

acceptance because a social and professional fit was readily discerned by those 

administering the test. Participants who passed these ‘tests’ described being welcomed 

and invited to participate socially in activities. Consistent with the work of Taylor (2012), 

participants who passed their ‘tests’ described professional and personal support, and care 
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that appeared to afford opportunities for them to establish their professional credibility 

and sustain personal networks.  

Professional credibility has consistently been aligned with clinical practice, meaning 

skilled, efficient care of patients that recognises technical and bureaucratic procedures in 

the delivery of health services. It also recognises expert knowing and action in clinical 

practice (Ajani & Moez, 2011; Andrew, Ferguson, et al., 2009; Benner, 1984; Benner & 

Wrubel, 1989; Fisher, 2005; Glanville & Houde, 2004; Odland et al., 2014). Heavy 

workload allocations, incomplete information to provide patient care and allocation of 

patients whose needs are beyond the New Graduate Nurse’s capability with minimal 

associated support will publicly test a nurse’s capability and credibility (Boychuk 

Duchscher, 2009; Chanya & Pataraporn, 2017).  

Being perceived as capable, hardworking, and requiring minimal supervision, guidance 

or direction was evident in the participants’ descriptions and consistent with a prevailing 

work ethic of efficient task completion. Silently going about their work in order to avoid 

attracting attention seemed to earn the respect of more experienced colleagues. Through 

achieving acceptance in this way, participants believed that they were less likely to be 

judged as inefficient, incapable or disruptive to the social order or smooth running of a 

ward. Determining fit based upon personal traits or characteristics and aligning 

professional credibility with efficiency, however, risks loss of the person and the personal 

from the intra-professional environment and does not account for being or becoming a 

professional in intra-professional contexts.  

Perceived awkwardness and poor time management, combined with deficit views of their 

practice capabilities, open another dimension of the intra-professional environment for 

New Graduate Nurses. There is a cultural underbelly that has been documented 

extensively as horizontal violence, lateral violence and, more recently, bullying and 

incivility (Becher & Visovsky, 2012; Birks, Budden, Biedermann, Park, & Chapman, 

2018; Budden, Birks, Cant, Bagley, & Park, 2017; Clare & van Loon, 2003; Duffy, 1995; 

Vessey, Demarco, & DiFazio, 2010). New Graduate Nurses who are judged by other 

nurses as inefficient, incapable, in some way disruptive, or whose personal traits could be 

challenging to the status quo of an intra-professional social order, can fall prey to 

horizontal violence (Andrews et al., 2006; Bickhoff et al., 2016). The insidious nature of 

horizontal violence can make it challenging to identify and call perpetrators to account.  
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The experiences reported by some of the participants comprise behaviours that have been 

inherent to the profession for many years and mirror research findings about the cultural 

underbelly of horizontal violence in nursing. Being ‘at the bottom of the food chain’, 

exposed to a ‘stereotypical nursing culture’, and claiming that ‘nurses eating their young 

is a very common saying … because it is very true’ indicates that some participants felt 

professionally unsafe and that their patient care was consequently sub-optimal.  

Experiences of being made to feel welcome and being ‘eaten’ were opposing features of 

participants’ experiences that impacted variously on their professional becoming. 

Horizontal violence has been reported as being a significant contributor to New Graduate 

Nurses’ decisions to leave the profession (Beanlands et al., 2019; Bickhoff et al., 2016; 

Halpin et al., 2017). Several participants in this study considered leaving their 

employment, but instances of resignation are not discussed in the findings of this study 

to avoid identification of participants.  

The testing, horizontal violence and interpersonal behaviours that some New Graduate 

Nurses experienced served to compound their cognitive busyness by adding a layer of 

unexpected, deeply personal and wounding experience to their cognitive load. The effort 

required to implement personal coping strategies significantly reduced their cognitive 

capacity for professional becoming.  

After decades of research and associated recommendations it is disturbing to hear that 

‘battle-axe’ stereotypes still persist in nursing and that horizontal violence is sometimes 

part of a New Graduate Nurse’s professional socialisation. This negative behaviour 

marginalises the people to whom it is directed and who are most in need of professional 

care and caring which is at the heart of the nursing profession. 

Without intra-professional relationships that included care for them as emerging 

professionals, a New Graduate Nurse’s capacity to adjust to the particularities of clinical 

and intra-professional contexts could leave them feeling professionally unsafe. The 

disrespect, indiscreet gossiping and mean-spiritedness that some participants described 

had the effect of eroding their confidence, self-efficacy and resilience. Attention to self-

care in these contexts was particularly important because care and caring from colleagues 

was not forthcoming. Balancing their personal needs and self-care with the demands and 

responsibilities of their professional roles was a particular challenge which required 

resilience.  
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As a personal attribute, resilience is indicative of positive adaptation and adjustment to 

significant risk or adversity, and it has been identified as an important intrapersonal factor 

in withstanding horizontal violence (Ebrahimi, Hassankhani, Negarandeh, Azizi, & 

Gillespie, 2016; Jackson, Firtko, & Edenborough, 2007; Mellor, Gregoric, & Gillham, 

2017; Ong, Bergeman, & Boker, 2009). The participants’ ability to nurture their own 

resilience was influenced by the professional and social support they received, the clinical 

and intra-professional contexts they encountered and their personal (physical, social, 

emotional and spiritual) health practices. Coping strategies identified by some of the New 

Graduate Nurses included rest and sleep and establishing collegial social networks. Other 

strategies which these practitioners employed reflected poor self-care – eating fast food, 

poor sleep patterns and social isolation; and risk taking behaviours such as alcohol misuse 

and smoking.  

Nursing situations present New Graduate Nurses with complex contradictions. Sources 

of contradictions are multifaceted. A paradox of acceptance of some and marginalisation 

of other New Graduate Nurses is reflected in our professional history. A capability–

inability paradox is evident for New Graduate Nurses as they discern their complex 

responsibilities in practice and establish themselves in new roles. The clinical contexts of 

nursing situations require the application of knowledge and evidence to inform direct 

patient care, and locate professional accountabilities and responsibilities in practice at a 

public–professional interface. Professional becoming, however, is more than the visible 

capability and knowing New Graduate Nurses come to display in their practice.  

 

7.4 Professional becoming: A silent process of coming to know oneself as a 

professional 

… the Boy went out to play … while he was playing two rabbits crept out … 
One of them was brown all over, but the other had strange markings under his 
fur, as though long ago he has been spotted and the spots still showed through 
… there was something familiar, so that the Boy thought to himself: 

‘Why, he looks like my old bunny …’ (Bianco, 1922/1996, pp. 35–37). 

The story of the Velveteen Rabbit reveals experiences of joy, concern, fear, discomfort 

and silence associated with becoming. Equally, in professional contexts transformative 

processes and experiences are not always congenial, friendly and risk free journeys. 

Experiences can, however, illuminate new or transformed meanings that continuously 

shape patterns of relating, being and becoming (Dall’Alba, 2009a; Mezirow, 1997; Parse, 
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1998; Thomson, 2004). Moving from knowledge for and in practice to an ontic 

perspective of coming to know the professional self in practice is a process of 

transformation. This coming to know was mirrored in the participants’ silences in their 

everyday practice as expressions of their professional becoming. 

 

7.4.1 Literal silence 

Through interaction with the ‘other’, language and silence creates and recreates social 

realities and offers possibilities for being and becoming. Acceptance, rejection or 

modification of social realities depends on what is expressed and by whom. Narratives 

that are offered can tell of some experiences and not others (Clair, 1998; Moaşa, 2013). 

Throughout the data collection interviews for this study, sitting with ‘literal silence’ (van 

Manen, 1990, p. 112) enabled the participants to gather their thoughts and order and share 

their experiences in their own words. The participants gave priority to their experiences 

from their own perspectives. In some instances they were searching for words (in a literal 

silence) to describe their experiences and, once found, they were repeated, sometimes for 

emphasis and at other times for personal reassurance of their own meaning or intent. This 

is evident in some of the interview extracts provided in the preceding chapters.  

Silences may be indicative of disempowerment and fear, or can be a survival strategy that 

affords time to process experiences, ascribe meaning and determine a way forward 

(Ahrens, 2006). In relation to their experiences, New Graduate Nurses’ literal silence was 

evident in choosing to remain silent and through their absence.  

Participants’ silences could have been associated with their limited experience, or fear 

and disempowerment resulting from a desire to ‘fit in’ and avoid reputational damage, or 

violations associated with horizontal violence. Within intra-professional contexts New 

Graduate Nurses’ silence could be interpreted as acquiescence to the behaviours of others 

(Leong & Crossman, 2016). Increasingly, the impacts of horizontal violence among 

nurses are being reported in relation to mental health, professional dissatisfaction, 

burnout, plans to leave the profession, absenteeism and attrition (Becher & Visovsky, 

2012; Gaffney, Demarco, Hofmeyer, Vessey, & Budin, 2012; Hegney, Eley, Plank, 

Buikstra, & Parker, 2006; Laschinger et al., 2016; Laschinger, Grau, Finegan, & Wilk, 

2010; Vessey et al., 2010). Absence from the workplace through sick leave and attrition 

evidence a literal workplace silence.  
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New Graduate Nurses’ silence through absence could be considered as evidence that they 

are unable to cope with their work. These silences appear to go unrecognised; they are 

ignored or drowned out by the noise of everyday work and powerful ‘cliques’ or, as noted 

by Gaffney et al. (2012, p. 7), ‘their voices may be silenced before their message is heard’. 

Silence through absenteeism appeared to be a survival strategy that weighed heavily on 

participants. While feeling like a ‘burden’ in their work units, they were also burdened 

with the need to resolve clashes of anticipated and lived professional values, shaken self-

efficacy, and lowered sense of self-worth and self-esteem as people and professionals. 

Some participants’ coping strategies led them to questionable health behaviours.  

A literal silence of defiance and resistance (Dalton & Fatzinger, 2003) also emerged from 

the data. This type of silence suggests ‘claiming the power of silence’ (Dalton & 

Fatzinger, 2003, p. 37) in establishing oneself as a professional in the eyes of the ‘other’. 

For example, a silence of defiance and resistance was disruptive to an anticipated 

exchange between one of the New Graduate Nurses and a colleague, enabling the 

participant to claim her own professional power.  

Staking such claims is not without risk and could lead to being ostracised and further 

silencing by the other (Gaffney et al., 2012; Gkorezis, Panagiotou, & Theodorou, 2016). 

Ostracism from the nursing group, as a result of endeavouring to resist prevailing cultures 

and expectations was reflected in one participant’s need to be ‘brief and assertive’ in 

communication. This New Graduate Nurse had experienced particularly wounding 

horizontal violence. Maintaining a silence in an effort to survive may be propelled by 

fear.  

An alternate view of silence is that New Graduate Nurses’ silences could be deliberate 

enabling processes in their professional becoming. Time for experience and cognitive 

space for critical reflection on incidents was important within some participants’ silences. 

In silence, meaning can be ascribed to experiences, interpreted and used to shape patterns 

of relating, being and becoming (Dall’Alba, 2009a; Parse, 1998; Thomson, 2004). 

Meaning, however, is not static as new experiences can illuminate new or transformed 

meanings and ways of being. 
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7.4.2 Epistemological silence 

Participants’ experiences were, at times, difficult for them to articulate (and sometimes, 

equally difficult to hear), leaving an ‘epistemological silence’ (van Manen, 1990, p. 113), 

or that which is known but beyond words. Within epistemological silence a knowing–

not-knowing tension emerges – to know, but be unable to explain, describe or articulate. 

Epistemological silence distinguishes knowledge as understanding of the world, from 

knowing as a person (Barnett, 2009). When the ability to articulate descriptions of 

experiences eluded participants, an epistemological silence was revealed through use of 

metaphor, analogy and implication.  

Participants’ descriptions of some experiences revealed ‘the privileged place of nursing’ 

(Benner & Wrubel, 1989, p. xi) in professional relationships of care. Nursing work 

involves person-to-person relationships in which nurses bear witness to intimate personal 

circumstances that can be awe-inspiring, bewildering, confronting, demanding, humbling 

… in their day-to-day practice (Campbell & Davis, 2011). To bear witness is a ‘moral-

ethical obligation’ (Campbell & Davis, 2011, p. 7) in professional caring practice that is 

central to being human and offers presence in the face of suffering while, at the same 

time, risking suffering (Cody, 2007; Watson, 2008; Young, 2002).  

Presence, according to Cody (2007), is integral to bearing witness through a connection 

of ‘being with’ (Parse, 1998, p. 71) that honours ‘the whole person’ (Watson, 2008, p. 

125). It involves authentic openness to, and awareness of, the patient’s needs beyond the 

task; without avoidance, judgement or labelling; respectfully attending to the patient’s 

unique humanity; where the meaning and significance of an experience affects both nurse 

and patient beyond the immediate encounter (Cody, 2007; Horton-Deutsch, 2017; Parse, 

1998, 2010; Watson, 2008; Wiklund Gustin, 2017; Young, 2002). What occurs within 

these encounters can be beyond words, leaving an epistemological silence. Participants’ 

descriptions illuminated epistemological silences that revealed hidden tensions which 

were all at once ‘revealing-concealing, enabling-limiting, and connecting-separating’ 

(Parse, 1998, p. 33; see also Dall’Alba, 2009a).  

For example, the participants’ responses, whilst reflecting a humanistic dimension, were 

also tempered by a professional detachment that could reflect an understanding of the 

meaning of an experience for the patient and/or family. In that moment at the point of 

care, the shared meaning of the patient’s situation is revealed while professional meaning 
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for the nurse in relation to ongoing patient care is concealed. Within that moment, 

personal meaning for the patient and professional meaning for the nurse connect their 

humanness but separate their roles. It is an experience of bearing witness that 

acknowledges the patient’s humanity, while at the same time preserving the nurse’s 

professional standing. It is a silence of being with, rather than doing to/for, patients.  

A maturity and knowing self in practice becomes important in allowing silence to be 

because it can speak more than words or actions in providing care and being and 

professional becoming. Participants in this study expressed a genuine desire to bear 

witness that was overshadowed by their perceptions of time pressure and their limited 

professional experience. Some participants described their silences as avoidance and 

busyness that was neither professionally comfortable nor meant to deny or devalue human 

connection. Participants’ silences were more than a silence of being unable to articulate 

what is known or understood. Tensions of silence in patient care are an ongoing co-

creation of patterns of relating, perceived and experienced by people as they are lived, 

that are enabled and limited by unique experiences and choices (Parse, 1998; Thomson, 

2004). Participants’ silences were also about ascribing meaning to experiences, and 

searching for their own understanding and humanity in order to respond meaningfully to 

patients and/or colleagues in ways that preserve the integrity and dignity of both 

patient/colleague and the New Graduate Nurse.  

 

7.4.3 Ontological silence 

In the silence of bearing witness, opportunities for transformative self-understanding can 

emerge (Cody, 2007; Gadamer, 1989/2004; Mezirow, 1997). Caring for a patient and 

deeply understanding their situation requires the ability to hold a literal and an 

epistemological silence, and return to a ‘silence of Being’ (van Manen, 1990, p. 114). 

This is an ontological silence of being that is a return to the self that can enable deeper 

self-understanding and self-awareness through reflexivity. The familiar ‘spots’ (Bianco, 

1922/1996, p. 37) of being are retained, while renewed self-understanding enables 

transformations as a process of becoming something new. 

Ontological silence offers meaningful fulfilment and insight that is all at once fulfilling 

and desiring fulfilment, which presents a tension (van Manen, 1990). In nursing practice 

the impulse to fill ontological (and other) silences with ‘sayings’, ‘doings’ and ‘relatings’ 



185 

(Kemmis & Grootenboer, 2008, p. 38) can be difficult to resist. Discomfort within 

ontological silences can arise from deep understanding, awakening, reflection, reverence 

and presence. Equally, misunderstanding, pain, mistrust, absence and betrayal can emerge 

(Bunkers, 2013; Ciulei, 2014; Parse, 2008). To be fulfilled and at the same time desire 

fulfilment, and to hold the accompanying silence, is uncomfortable.  

In the context of the participants’ professional experience, discomfort occurs in 

ontological silences associated with changing patterns in ways of being that reveal and 

conceal shifting values associated with professional becoming and humanness in 

professional relationships of care (Parse, 2010). Silence resulting from, for example, 

awkwardness and avoidance could be considered a betrayal of the trust patients appear to 

place in nurses. Withholding information from a patient may appear to be dishonest and 

could indicate deception but, when considered more deeply, may signal a shifting way of 

being within an ontological silence. Allowing and enabling ontological silences returns 

individuals to their own humanity – their frailties, vulnerabilities, strengths and 

capabilities – for meaning making.  

To bear witness and ‘be there’, for example, sometimes with the sense of powerlessness 

or guilt described by some participants, requires reflection, self-awareness, self-care and 

compassion that allows acknowledgement of personal emotions and thoughts in 

professional practice (Wiklund Gustin, 2017). Reflection enables critical review of 

practice aimed at personal refinement, improvement or change that is important in 

undergraduate preparation for practice (Brown & Schmidt, 2016; Levett-Jones, 2018). 

Reflection in and on practice, however, needs to be extended to reflexivity.  

For a deeper self-understanding and self-awareness, reflexivity can enable new meaning 

illuminated by new or transformed understandings that continuously shape patterns of 

relating, being and becoming (Dall’Alba, 2009a; Parse, 1998; Thomson, 2004). This can 

occur through continuous movement in reflexively ascribing meaning to lived 

professional experiences informed by the (personal and professional) past, and providing 

a basis for being (present) and becoming (future), grounded in personal and professional 

beliefs, values and ethical phenomena that expand consciousness (Parse, 1995, 2010; 

Watson, 2008). Experience remains a consistent source of knowledge and understanding 

for and in professional practice that can retain attention on the person and personal in 

practice, situating an authentic self as a professional beside the other in professional 



186 

relationships of care. Reflexivity, as an extension of reflection in clinical reasoning, can 

return to ontological silences that enable professional becoming beyond being capable.  

Undergraduate preparation for practice should engage students in such a way that 

knowledge of self, self-care and compassion can transform their ways of being and 

facilitate authentic human connections with patients and colleagues beyond routine, ritual 

and habit in practice (Ondrejka, 2013). Recognition of tensions of silence in patient care 

appears to be limited in preparatory knowledge for practice. Enabling and allowing the 

use of silence during undergraduate preparation could facilitate development of a level of 

comfort with discomfort in professional practice through which experience can inform a 

continuous flow of transformation in professional becoming. 

 

7. 5 Summary remarks 

Nursing situations have some familiarity to New Graduate Nurses because they have been 

exposed to them during their undergraduate workplace learning. Nursing situations are 

also unfamiliar situations because during their first year of sustained practice New 

Graduate Nurses are immersed in the clinical contexts of nursing, experiencing situations 

as registered nurses rather than students. For this reason they need time for experience in 

their new roles. In these roles, New Graduate Nurses encounter ‘others’ in professional 

contexts, creating a situated interdependence in professional contexts that can be 

transformative to their ways of being and impact on their professional becoming.  

Initially, a cognitive busyness fills an epistemological gap at the point of practice because 

adept performance and self-organisation is constrained by limited context-bound 

experience and a lack of confidence in skills and knowledge. Until they are comfortable 

in their day-to-day work and practice, New Graduate Nurses’ wider thinking about their 

role and capability to integrate personal and professional way of being is not possible 

because they are preoccupied with tasks, time management and, in some instances, 

survival.  

Clinical reasoning ability is impacted by cognitive busyness, limited experience as 

registered nurses and reliance on rules for practice. Experience in clinical contexts enables 

a transformation of the New Graduate Nurse’s capability for clinical reasoning and 

professional understanding. What occurs, what is learned and how it is understood is 
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open-ended as new contexts are encountered, experience is gained and new perspectives 

and interpretation of experiences emerge. New Graduate Nurses learn to integrate their 

knowledge and skills in practice and refine their sense of salience for clinical reasoning, 

in a range of clinical contexts. 

Experiencing strengthening of a theory practice nexus is an important feature of the New 

Graduate Nurse’s journey of professional becoming. Their immersion in nursing 

situations enables ‘seeing’ and suggests looking beyond face value and rote learned 

parameters, and experiencing ‘aha’ moments of clarity in which the patient’s human 

situation is recognised.  

Interactions with patients and colleagues in nursing situations introduce New Graduate 

Nurses to processes of simultaneously being and becoming registered nurses in 

professional practice contexts. Time to gain experience in their new roles and to 

understand and contextualise their experiences is important, not only for their practice but 

also for the New Graduate Nurses as people. Integrating their role as a registered nurse 

within their broader life is a feature of professional becoming that is silent.  

Silence, if enabled and truly heard, can speak more loudly than the hubbub of daily life. 

To return to silence is to return to being and inform becoming as a constant process of 

transformation and meaning making that emerges from lived experiences. Throughout 

the findings of this study, literal, epistemological and ontological silence reflects 

individual participant’s discomfort and private efforts to ascribe meaning to their 

experiences that reach beyond the present to inform their future practice.  
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Chapter 8: Conclusion and recommendations 

This chapter concludes the thesis and presents recommendations arising from this study. 

A summary of the study will be presented, providing an overview of its purpose. To locate 

myself in this process, I will discuss my background and my involvement with the 

participants. How researcher bias in data analysis was avoided will be outlined and 

inclusion/exclusion of some elements of experience will be explained. 

Significant findings and outcomes of the study are provided to conclude the Chapter. 

Recommendations emerging from this study are presented in relation to undergraduate 

preparation for practice, intra-professional and inter-sectorial collaborative opportunities, 

New Graduate Nurse transition and further research.  

 

8.1 Summary of this study 

The purpose of this study was to gain a deeper understanding of experiences of 

professional becoming during the first year of sustained practice among New Graduate 

Nurses. The phenomenon of interest throughout this study has been professional 

becoming. The study aimed to reveal experiences of professional becoming among New 

Graduate Nurses by asking the following question: 

 What are the experiences and perceptions of New Graduate Nurses that 

shape their professional becoming?  

To answer this question the following sub-questions were posed: 

o What enables and constrains New Graduate Nurses’ professional 

becoming?  

o What do New Graduate Nurses’ experiences mean for their care and caring 

practices? 

To gain a deeper understanding of New Graduate Nurses’ experiences of 

professional becoming, the scope of the study has been preserved through 

application of methodological and ethical limitations.  
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8.2 Scope and limitations of this study 

This study is phenomenological, exploring New Graduate Nurses’ experiences of 

professional becoming. It is important to note that phenomenological research is not a 

search for absolute, generalisable truths. Instead it is a search for meaning and the 

elements that make a phenomenon what it is. The overall purpose of this study was not 

to identify findings that could be generalised to all New Graduate Nurses but to develop 

a deeper understanding of experiences of professional becoming. A different 

methodological approach to this study would have required a different type of question 

and yielded different data and findings. The findings from this study may not be 

applicable to all New Graduate Nurses in all settings.  

Participants in this study were New Graduate Nurses employed and participating in 

Transition to Practice Programs during 2013 and 2014 at three regional Victorian health 

services. It is important to note that not all New Graduate Nurses choose to undertake a 

Transition to Practice Program, and not all graduates are offered positions in such 

programs. Experiences of professional becoming among graduates in other settings may 

differ from participants in this study.  

Participants self-selected, meaning that other than the selection criteria established in the 

research design and approved by HRECs (as detailed in Section 3.4.2.1), no limits were 

placed on who participated in the study. All participants were self-motivated to either 

provide their personal contact details or make direct contact with the researcher and to 

volunteer their time to participate in this study. It was only their perspectives and 

experiences that were gathered to answer the study question.  

The experiences of New Graduate Nurses who did not participate in a Graduate Nurse 

Transition to Practice Program were not explored. Their experiences are, however, no 

less important than those of the participants in this study. This limitation presents an 

opportunity for further research and is addressed in Recommendation 11.  

It is relevant to note that the two male participants shared experiences from gendered 

perspectives that were not included in the findings of this study in order to maintain their 

confidentiality. To address this limitation, an opportunity for further research has been 

identified in Recommendation 12. 
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Being attentive to New Graduate Nurses’ experiences in regional Australia could be 

considered a limitation of this study. This limitation is a point of departure from other 

research that has focused on New Graduate Nurses either as a homogenous group, or in 

particular locations such as metropolitan, rural or remote service settings. There is limited 

research evidence relating to New Graduate Nurses working in regional health services. 

Undertaking this study in a metropolitan, rural or remote health service location, or in a 

different state or territory, may have afforded different experiences from those described 

by participants in this study and therefore led to different findings.  

The findings of this study have emerged from analysis and interpretation of data provided 

between 2013 and 2014 by nine New Graduate Nurses working at three regional Victorian 

health services. Since this period of time, curriculum updates affecting the requirements 

for Bachelor of Nursing course accreditation, including undergraduate preparation for 

practice and changes to pedagogical approaches in undergraduate education, may also 

have influenced the experiences of New Graduate Nurses during their first year of 

sustained practice. This limitation is addressed as an opportunity for further research in 

Recommendation 13.  

 

8.2.1 Researcher becoming: Reflexivity and silence 

Consistent with expectations of phenomenological methodology set out by van Manen 

(1990), the descriptions of lived experiences presented in this study have validated the 

experiences of other participants, study supervisors and nurse colleagues who have read 

extracts of this thesis, meaning that there are no ‘flights of fancy’ in the findings. Elements 

of experience have been extrapolated from the data to identify enablers and constraints 

on the participants’ professional becoming and the related impacts on caring practice. 

Orientation to each participant’s experience enabled multiple perspectives on elements of 

experience which have been analysed, interpreted/re-interpreted, presented/re-presented 

and synthesised. Contradictory experiences were apparent in the data and required me to 

remain open to, and curious about, individual descriptions in order to determine their 

relevance to professional becoming. I did not dismiss the contradictions, but presented 

them to provide balance to the findings, grounded in the relevant evidence base. Openness 

and curiosity also led, for example, to the exclusion of gendered descriptions that may 

have identified participants (refer to Recommendation 11). 
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8.3 Major findings 

New Graduate Nurses have not previously been registered nurses. They have, however, 

spent the equivalent of three or more years formally preparing for the role and 

responsibilities of a registered nurse. The graduate year has been substantially 

documented as a significant period of transition, growth and development for New 

Graduate Nurses.  

The ‘Doing, ‘Being’ and ‘Knowing’ (Boychuk Duchscher, 2008, p. 444–447) stages of 

transition theory were discernible in the participants’ descriptions of their experience. 

Transition theory emphasises becoming capable as a registered nurse in relation to tasks 

and procedures, building confidence, progressing to self-organisation, managing stress 

associated with roles and responsibilities, and recognising systemic issues within 

organisations. Experiences within these stages of transition and the impact on 

professional becoming and New Graduate Nurses’ caring practices are, however, less 

clear. 

Current literature about Transition to Practice Programs emphasises improving the New 

Graduate Nurse’s capability for task completion in changeable acute care environments, 

where prominence is given to meeting organisational needs. Reviews of Transition to 

Practice Programs indicate that they are necessary to create working environments that 

accommodate the needs of New Graduate Nurses and facilitate development of their 

confidence. The structure and length of these programs remains a topic of debate and 

currently they do not appear to pay attention to a New Graduate Nurse’s professional 

becoming. These programs do afford opportunities for professional acculturation but the 

impact of this aspect of the workplace on New Graduate Nurses’ professional becoming 

and caring practices has not been explored. Further research is needed to identify effective 

support strategies that address the particular needs of New Graduate Nurses, beyond 

training them to be capable practitioners.  

The first year of sustained practice is a New Graduate Nurse’s initial period of immersion 

in nursing situations during which they are simultaneously being and becoming 

professional registered nurses. It represents a change in status from an undergraduate 

student learning for practice, to being registered nurse professionals in practice. Through 

their immersion in nursing situations, New Graduate Nurses experience nursing practice 
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and discern meanings from their experiences as registered nurses to inform their 

professional becoming. Professional becoming among New Graduate Nurses has not 

previously been explored or reported in any detail within the nursing literature. This study 

has looked beyond the logistics of Transition to Practice Programs and organisational 

imperatives to explore the enablers and constraints that New Graduate Nurses experience 

in their professional becoming. 

This study contributes to the current evidence relating to New Graduate Nurses and 

illuminates the phenomenon of professional becoming from their perspective. For the 

purpose of this study professional becoming has been defined as a uniquely personal 

process of change, emerging through acquisition of knowledge and its application in 

authentic situations that facilitates coming to know the world of nursing through its 

practice. Research about New Graduate Nurses’ experiences of professional becoming 

could inform the development of evidence based strategies to support undergraduate 

preparation for practice and role transition during their first year of sustained practice.  

The clinical contexts of nursing situations emphasise the application of knowledge and 

evidence to inform direct patient care for professional credibility. Professional becoming, 

however, is more than the visible capability that New Graduate Nurses come to display 

in their practice. Time for experience in professional practice, and cognitive space, is 

required to enable New Graduate Nurses to consider their activities methodically, and 

process information to inform their practice as registered nurses. Consistent with 

Boychuk Duchscher (2008, 2009) and Benner’s (1984) work, calming cognitive busyness 

is neither time-bound nor linear as new situations and circumstances are experienced that 

challenge New Graduate Nurses’ capability in clinical contexts and their sense of 

themselves as professionals. These invisible factors impact New Graduate Nurses’ 

clinical performance, sense of salience and capacity for clinical reasoning, and constrain 

their professional becoming.  

Broad profession-based support of New Graduate Nurses to enable their reflexive 

practice, independent of Transition to Practice Programs, presents an opportunity for a 

shift in the deficit narrative about their professional capabilities. Such care for the newest 

members of the profession could begin to redress some historically inherent behaviours 

and stereotypes, and return to a focus on them as unique people and professionals.  
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Tensions come from the intimate and privileged nature of nursing work that is beyond 

social norms of relating to strangers. Time to gain experience in their new roles and to 

understand and contextualise their experiences and professional relationships of care is 

important, not only for their practice but also for New Graduate Nurses as people. The 

personal changes that New Graduate Nurses experience are significant to their 

professional becoming because their encounters in practice impact them personally and 

professionally, and holistically rather than compartmentally. Integrating their role as a 

registered nurse within their broader life is a feature of professional becoming that can be 

difficult to navigate.  

In the busyness of clinical practice environments, where time and space for deliberate 

methodical thought about tasks and procedures is perceived as limited by New Graduate 

Nurses, reflection about self as a professional and a person appears to be lost. A loss of 

attention to the person and the personal impacts their professional becoming. The reasons 

for these losses are multifaceted and include personal attributes and traits, undergraduate 

preparation for practice, and intra-professional contexts of nursing and practice that are 

beyond the influence or control of New Graduate Nurses.  

The intra-professional environments that New Graduate Nurses enter are revealed in their 

experiences of work unit cultures and the broader professional discourse about New 

Graduate Nurses. Systemic and endemic tensions within the profession’s discourse about 

New Graduate Nurses’ preparation for practice are beyond their control. Yet they bear 

the burden of deficit views about their professional capabilities that neither acknowledge 

nor address their experiences of overwhelming physical and cognitive busyness in 

nursing situations. It is important to be attentive to areas for development in practice, 

acknowledging their generalist preparation and limited, inconsistent undergraduate 

experiences. Collectively supporting their professional development to become 

practitioners capable of providing integrated, skilled and embodied care is a professional 

imperative.  

Inconsistent experiences of feeling professionally safe or unsafe has a deep effect on 

practice and professional becoming. Aspirations for acceptance into the professional 

community are evident in New Graduate Nurses’ desires to be perceived as capable, while 

at the same time anticipating intra-professional care that recognises their neophyte status. 

Emphasis on task completion to meet organisational imperatives combined with their 
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aspiration for acceptance into an established social order, however, risks loss of the 

personal which is the essence of nursing practice.  

After decades of research about horizontal violence and associated recommendations for 

the profession, it is disturbing that it remains part of the professional socialisation of New 

Graduate Nurses and a feature of our collective professional behaviour. It is important 

here not to ‘blame the victim’. The unexpected layers of physical and cognitive busyness 

some New Graduate Nurses experience as a result of horizontal violence erode their 

resilience and professional capability. The sources and impact of horizontal violence have 

been documented extensively during the past 40 years, as have strategies and options for 

its management. Addressing horizontal violence requires a whole-of-profession approach 

that celebrates our collective caring practices, turning them inward to apply theories and 

models of care and caring to all nurses and in particular the newest members of our 

profession.  

New Graduate Nurses have no control over, and little if any influence on, the cultures 

they enter. Their complex and multifaceted professional experiences impact them as 

people, leaving uncomfortable silences. Literal, epistemological and ontological silence 

reflects personal discomfort and private efforts to ascribe meaning to their experiences. 

Through reflection in and on practice, opportunities arise to question and challenge 

inherent assumptions and biases. Self-evaluation and self-critique can move New 

Graduate Nurses beyond merely improving direct patient care, to enriching professional 

maturity and knowing oneself in practice by returning to being and (professional) 

becoming.  

 

8.4 To conclude 

The meaning and impacts of New Graduate Nurses’ experiences of their professional 

becoming, care and caring practices locate this study within nursing as a discipline and a 

profession. The transition from student to registered nurse is a time of substantial change 

and transformation. Sharing their stories and gaining a deeper understanding of New 

Graduate Nurses’ experiences has revealed enablers and constraints that influence their 

professional becoming , care and caring practices as registered nurses.  
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Use of visual elicitation in interviews during data collection returned participants to 

particular experiences and helped them to overcome epistemological silences. Self-

expression through creative artefacts revealed their experiences through story-telling and 

chronicled professional and personal topics and concerns that emerged from their 

graduate year. These data collection methods were valuable adjuncts to the semi-

structured interviews because they provided a means for the participants to share their 

experiences through a different medium and enriched their narrative.  

It is incumbent upon the profession, education providers and health services to 

collectively facilitate and support appropriate and effective preparation for practice that 

enables each New Graduate Nurse to transition effectively from an undergraduate 

program into their first year of sustained practice. Accepting and acting upon a shared 

responsibility for undergraduate preparation for practice enables opportunities for 

collaborative intra-professional and inter-sectorial evaluation and research that could 

begin to address ontic processes of professional becoming throughout New Graduate 

Nurses’ preparation for and entry to practice.  

This study revealed silence (literal, epistemological and ontological) as an essential 

feature of professional becoming for New Graduate Nurses. In nursing situations 

recognising and allowing silence to speak is a challenging but uniquely personal 

experience that embraces reflection in and on experiences, practice and self as a person 

and a professional. Silence is all at once comfortable and uncomfortable, enabling and 

constraining, revealing and concealing, questioning and answering in a never ending 

spiral of retaining and discarding, personally and professionally. In silence professional 

becoming moves nursing practice from doing as caring to being caring in professional 

practice, thus enabling a continuous process of transition that is ‘a never ending story’ 

(Daisy). 
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8.5 Recommendations emerging from this study  

This study set out to explore and gain a deeper understanding of New Graduate Nurses’ 

experiences of professional becoming during their first year of sustained practice. 

Experiences of professional becoming, while professional and personal, result from intra-

personal, intra-professional, educational, organisational and systemic influences. 

Supporting New Graduate Nurses as health professionals involves a combination of 

organisational, professional and personal support, with each factor having a significant 

influence on their transition experience. Recommendations emerging from this study are 

presented below with a focus on four areas: undergraduate preparation for practice; intra-

professional and inter-sectorial opportunities; New Graduate Nurse transition programs; 

and further research.  

8.5.1 Undergraduate preparation for practice 

The experiences described by the New Graduate Nurses participating in this study support 

a need for change in pedagogical approaches to undergraduate preparation for practice 

and professional expectations associated with workplace learning. Within Australia 

accredited Bachelor of Nursing programs require students to complete a minimum of 800 

hours of workplace learning in a variety of clinical settings. Workplace learning offers 

significant, but inconsistent, learning opportunities for undergraduates to practise and 

develop their skills. An emphasis on skill development is important for undergraduates 

to demonstrate their growing competence, application of their underpinning knowledge 

and safe practice commensurate with their level of education. Their exposure to nursing 

situations, however, is fleeting, which means that their experience is limited to learning 

and preparation for practice rather than transitioning to practice.  

From this study the theme of ‘busyness’ emerged as a significant element of New 

Graduate Nurses’ experiences that also impacted upon their transition to learning in 

practice and professional becoming. Aside from their physical busyness, a cognitive 

busyness was identified that impacted their capacity to practise critical thinking, clinical 

reasoning and reflexivity.  

Recommendation 1: Undergraduates’ preparation for practice should include 

awareness of ‘busyness’ as a significant proposition associated with nursing 

work, and ‘cognitive busyness’ as an experience associated with life 

transitions. Aligning ‘busyness’ with their transition to university education 
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could normalise the experience, strengthen personal skills and attributes, and 

facilitate development of self-management and self-care strategies 

throughout their studies and during the first year of sustained practice. 

Preparing undergraduates beyond being clinically capable and competent reflective 

practitioners means extending reflection on practice to reflexivity about self as an 

emerging professional in practice. Reflexivity is not explicit as a teaching and learning 

strategy or pedagogy in undergraduate preparation. Extending reflection to include 

reflexivity in capstone subjects could integrate and enhance New Graduate Nurses’ 

transition experiences and facilitate their professional becoming. 

Recommendation 2: Undergraduate nursing courses should facilitate attention 

to processes of professional becoming in higher education, using transition 

pedagogy as a design principle with scaffolded reflection that leads 

undergraduates to reflexivity in capstone subjects. 

 

8.5.2 Intra-professional and inter-sectorial opportunities 

This study has highlighted that, due to the complexities and unpredictability of health 

service environments, New Graduate Nurses’ limited undergraduate workplace learning 

experiences are rarely homogenous or congruent. The findings of this study indicate that 

opportunities to practise skills and build confidence were limited by the type and 

availability of facilities attended and the time bound nature of workplace learning 

rotations. To maximise the development opportunities afforded through undergraduate 

workplace learning, build confidence in skills, and facilitate critical and analytical 

thinking for clinical reasoning the following recommendations are made: 

Recommendation 3: Education providers and health services should 

collaboratively evaluate workplace learning venues to ensure undergraduate 

experiences in clinical contexts afford opportunities for their development, 

commensurate with their year of study, that will prepare them for employment 

and align with the Registered nurse accreditation standards 2012 (Australian 

Nursing and Midwifery Acreditation Council, 2012) and Registered nurse 

standards for practice (Nursing and Midwifery Board of Australia, 2016b), 

or equivalent documents, as updated. 



198 

Recommendation 4: Health services and education providers should share 

investment in the development and implementation of registered nurse inter-

sectorial workplace learning liaison roles that can serve as a conduit for health 

service and education provider expectations, in order to maximise alignment 

and scaffolding of undergraduates’ academic preparation, workplace learning 

experiences, professional capabilities, and career aspirations (particularly 

relevant for capstone subjects). 

After decades of research about horizontal violence and associated recommendations to 

address negative behaviours within the profession, it is disturbing that the insights of 

some participants in this study indicate that it remains part of the professional 

socialisation process for New Graduate Nurses and also persists as a feature of our 

collective professional behaviour.  

Recommendation 5: Professional associations/bodies, such as the Australian 

College of Nursing and Australian Nursing and Midwifery Federation, in 

partnership/collaboration with health service providers and/or workers 

compensation insurers and statutory authorities, should sponsor the 

development and implementation of projects based upon recommendations 

from the extensive suite of research about horizontal violence. 

More introspectively, it is time to apply established theories and models of care and 

caring to our own intra-professional practice and relationships in ways that acknowledge 

the humanity of each nurse. Almost et al. (2016) suggest increasing self-awareness, 

stress management and strengthening emotional intelligence as personal starting points 

for addressing changes to the cultural underbelly of the profession, as implied by the 

quotation below from His Holiness, The Dalai Lama XIV: 

 

 

 

 

 

 

‘If you want to change the world, first try to 

improve and bring about change within 

yourself’ 

(Dalai Lama XIV, 2009, p. 44) 
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The Nursing and Midwifery Board of Australia (2016a) notes that Continuing 

Professional Development hours include time spent on the development of personal 

qualities.  

Recommendation 6: Personal development and self-awareness/stress 

management programs should be promoted and emphasised by the Nursing 

and Midwifery Board of Australia, Continuing Professional Development 

program providers and health services as part of nurses’ Continuing 

Professional Development hours. 

 

8.5.3 New Graduate Nurse transition  

Current literature about Transition to Practice Programs appears to emphasise improving 

the New Graduate Nurse’s capability in practice and promoting the use of objective and 

reliable outcome measures that enable comparative research about confidence, 

competence, knowledge, stress and anxiety. Without diminishing the importance of 

capability, confidence, competence and knowledge, or dismissing the stress and anxiety 

that New Graduate Nurses experience, some continuity in professional support and self-

sustainability is essential.  

Recommendation 7: New Graduate Nurse Transition to Practice Programs 

should incorporate opportunities for professional and social networking that 

builds on undergraduate learning associated with self-care and the need for 

personal–professional balance and self-sustainability, and should also 

enhance prospects for the establishment of supportive collegial relationships 

beyond direct patient care contexts.  

Recommendation 8: Independent of Graduate Nurse Transition to Practice 

Programs, a suite of programmed seminars/symposia should be established to 

specifically address the needs of New Graduate Nurses. These professional 

development resources should be accessible via electronic technologies and 

be sponsored by professional bodies such as the Australian College of 

Nursing, the Australian Student and Novice Nurse Association and/or the 

Australian Nursing and Midwifery Federation, in partnership/collaboration 

with health service providers.  
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It is important to focus on differentiating the graduate year of clinical practice rotations 

from undergraduate workplace learning, enabling New Graduate Nurses to have some 

influence on their clinical allocations and development as health professionals. 

Recommendation 9: New Graduate Nurses should be provided with 

opportunities to identify areas for their professional development that will 

build on their strengths and facilitate growth in areas of professional 

limitation. This should be facilitated in collaboration with Graduate Nurse 

Program Co-ordinators and/or clinical preceptors, prior to allocation of 

clinical rotations, as part of recruitment/induction processes and/or after a 

minimum of eight months of sustained practice. 

Recommendation 10: New Graduate Nurses should be provided with 

opportunities to discuss and identify their career aspirations with Graduate 

Nurse Program Co-ordinators, nurse educators and/or clinical preceptors, 

after eight months, to enable career planning.  

 

8.5.4 Further research 

In pursuing a deeper understanding of professional becoming among New Graduate 

Nurses, new questions and issues have come to light that could not be addressed within 

the scope of this study. A range of different methodologies are likely to be required to 

critique, explore, explain, understand and focus actions to address questions and topics 

that could not be considered within this study. With this in mind, the following 

recommendations for further research relate to transition to practice; gender and 

professional becoming; and clinical simulation.  

8.5.4.1 Transition to practice independent of formalised programs 

It was beyond the scope of this study to explore the experiences of New Graduate Nurses 

who were not part of a Transition to Practice Program. A lack of explicit comparative 

evidence about New Graduate Nurses within and outside of formal Transition to Practice 

Programs might lead to a perspective of homogeneity about New Graduate Nurses.  

Recommendation 11: Comparative studies about New Graduate Nurses 

within and outside of formal Transition to Practice Programs is recommended 

to broaden the discourse about New Graduate Nurses’ experiences and reduce 
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the risk of New Graduate Nurses being regarded as a homogenous group of 

practitioners. 

8.5.4.2 Gender and professional becoming  

The two male participants shared particular experiences that could have enabled their 

identification. A conscious decision was made to exclude those experiences from the 

data analysis and findings in order to maintain their confidentiality, leaving a literal 

gender silence within this study. Their experiences were no less important to their 

professional becoming.  

Recommendation 12: Research specific to male New Graduate Nurses’ 

experiences of professional becoming from a wider pool of health services 

could illuminate particular experiences of male New Graduate Nurses in a 

way that was not possible within this study. 

8.5.4.3 Clinical simulation 

Clinical laboratory simulation is a significant pedagogical approach to facilitating the 

development of clinical reasoning for undergraduate nursing students. The impact of 

clinical laboratory simulation beyond undergraduate preparation for practice and its 

relationship to professional practice is not addressed in the current nursing literature.  

Recommendation 13: Longitudinal collaborative research between higher 

education and health service providers that examines the impacts of clinical 

simulation during the first year of sustained practice would strengthen the 

evidence base for this pedagogical approach to undergraduate nurse education 

and begin to address persistent concerns about New Graduate Nurses’ ‘work 

readiness’.  
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Appendix B: Human Research Ethics Committee approval: Goulburn Valley Health 
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Appendix C: Human Research Ethics Committee approval: Northeast Health 
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Appendix D: Human Research Ethics Committee approval: Charles Sturt University 
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Appendix E: New Graduate Nurse Information sheet 
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Appendix F: Participant Consent form 
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Appendix G: Sample email invitation 

 

From: Laver, Sharon  

Sent: Monday, 28 April 2014 11:01 AM 

To: xxxxx@gmail.com 

Subject: Participation in Research 

 

Hello xxxx, 

Thank you for your interest in being a participant in my research project: Lived experiences of 

regional Australian new graduate nurses: enhancing caring practices 

Attached please find the information sheet and consent form. 

I look forward to hearing from you to set up an initial interview appointment in the next 

couple of weeks. I will bring a consent form to the interview. 

 

Regards, 

 

 

Sharon Laver 
Lecturer, School of Nursing, Midwifery & Indigenous Health 

Charles Sturt University 

PO Box 789  

Albury, 2640 

Australia 

Tel:  

 

Email: slaver@csu.edu.au  

www.csu.edu.au 

 

 

ALBURY-WODONGA | BATHURST | CANBERRA | DUBBO | GOULBURN | ONTARIO (CANADA) | ORANGE | SYDNEY | 
WAGGA WAGGA  

Charles Sturt University Australia Chancellery Building, Panorama Avenue, Bathurst NSW Australia 2795 (ABN: 83 878 708 
551; CRICOS Provider Numbers: 00005F (NSW), 01947G (VIC), 02960B (ACT)). 

Charles Sturt University Ontario 860 Harrington Court, Burlington Ontario Canada L7N 3N4: Registration: www.peqab.ca. 

 

mailto:slaver@csu.edu.au
http://www.csu.edu.au/
http://www.csu.edu.au/
http://www.charlessturt.ca/
http://www.peqab.ca/
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Appendix H: Participant recruitment process 

 

 

 

 

 

 

 

  

Ethics Approval 

Approach Graduate Nurse 

Program Co-ordinators to 

identify Study Day dates to invite 

New Graduate Nurses to 

participate in research 

Researcher’s business card with several 

attached Post It Notes® provided to 

each attendee.   

New Graduate Nurses invited to write their name, 

email address and contact phone number on a 

Post It Note®, and return Post It Note®, with or 

without the business card to a large envelope. 

Researcher left the room with the Program Co-

ordinator. 

Direct contact with the 

researcher by email or phone 

 

Study introduced to New Graduate 

Nurses.   

The Program Co-ordinator returned the 

envelope to the researcher. 

Contact details provided to the researcher 

were transcribed to an electronic file 

Email contact with potential participants with an 

additional invitation to participate, and forwarding a 

copy of the study information sheet and consent form  

Follow-up phone call to discuss the study, confirm the 

New Graduate Nurse’s agreement to participate and 

arrange an appointment for the initial interview 

Recruitment complete 



235 

Appendix I: Interview 1 guide 

Interview Structure New Graduate Nurses: 
As submitted with HREC Applications 

Initial Interview: 

Housekeeping:  

Introduction, thank participant for agreeing to participate in the research 

Offer an overview of researcher and research background 

Provide information sheet and Consent form 

Clarify any participant questions, including desire to use a pseudonym. 

Ask participant to sign Consent form 

 

Questions: 

Can you tell me a little bit about your background e.g., where you come from, what attracted you 
to this location? 

Can you describe how you are feeling about your graduate year/what it has been like to date? 

 What do you looking forward to/are you excited about? 

 Have there been any particular incidents/instances that have highlighted that for 
you? Could you describe that/them to me? 

 What did that mean for/to you as a nurse? 

Visual prompts may be used at this point to elicit experiences that graduates are finding difficult 
to articulate 

 

Housekeeping: 

Thank participant for their time 

Arrange next interview and clarify method of communication for confirmation of 
appointment. 
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Appendix J: Information sheet, health service clients 

Lived experiences of regional Australian new graduate nurses: 
enhancing caring practices 

 

Sharon LAVER      Associate Professor Franziska TREDE 

PhD Student         Supervisor 

02 60 519135           

The (insert Health Service Name) Human Research Ethics Committee has approved this study. 
Approval Number: 

INFORMATION FOR HEALTH SERVICE CLIENTS 

I am participating in a PhD research study that explores the enhancement of caring practices of 
new graduate nurses. The aim of the study is to gain a deeper understanding of their experiences 
of caring practices during their first year of sustained practice in regional Australia.  

The researcher’s name is Sharon Laver. She is a nurse and works at Charles Sturt University in 
Albury. She has interviewed me about my experiences and would like to observe me for an hour 
today. This means she would sit quietly in the corner of the room, and might write some notes 
on a piece of paper. She will only observe me with you if you consent. You don’t have to 
participate – there will be no penalty if you don’t want to. If you agree and then change your 
mind, or circumstances change, then Sharon will quietly remove herself. The notes she makes 
will relate to what she observes about me. Your personal information and details will not be part 
of the research. The notes are confidential and will not be disclosed to any person other than 
Sharon’s research supervisors; you will be completely anonymous.  

If you are interested in taking part, you can keep an information sheet. Sharon will be happy to 

answer any questions you may have about the research and will ask you to sign a consent form 

allowing her to watch me with you. 

NOTE: Charles Sturt University’s Human Research Ethics Committee has approved this 
project. If you have any complaints or reservations about the ethical conduct of this project, 
you may contact the Committee through the Executive Officer: 

 The Executive Officer 

 Human Research Ethics Committee  

 Office of Academic Governance 

 Charles Sturt University 

 Panorama Avenue 

 Bathurst NSW 2795 

 

 Tel: (02) 6338 4628 

 Fax: (02) 6338 4194 

 

Any issues you raise will be treated in confidence and investigated fully and you will be 
informed of the outcome. 
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Appendix K: Consent to participation, health service clients 

 

Lived experiences of regional Australian new graduate nurses:  

Enhancing caring practices 

 

Sharon LAVER      Associate Professor Franziska TREDE 

PhD Student         Supervisor 

02 60 519135 

            

Charles Sturt University’s Human Research Ethics Committee has approved this study.  

Approval Number:  

CONSENT TO PARTICIPATION: HEALTH SERVICE CLIENTS 

 The purpose of the research has been explained to me and I have read and understood the 
information sheet given to me. I have been given the opportunity to ask questions about the 
research and received satisfactory answers. 

 In understand that the researcher will be observing the nurse caring for me and that is the 
nurse’s caring that is the subject of the research, rather than anything about me or my health 
care needs. 

 I understand that my participation in this research will involve the nurse caring for me being 
observed by the researcher. 

 I understand that I am free to withdraw my participation in the research at any time, and that if 
I do I will not be subjected to any penalty or discriminatory treatment. I also understand that the 
researcher may quietly withdraw from observing the nurse. 

 I understand that my personal details are confidential and that neither my name nor any other 
identifying information will be used or published. 

 I understand that participation in this research is voluntary and I will not receive any payment or 

incentive. 
 I understand that if, in the course of the researcher’s observation period, illegal activities or 

activities that require mandatory reporting are highlighted they will be reported to appropriate 
authorities. 

 I understand that if I have any complaints or concerns about this research I can contact: 

Executive Officer 
Human Research Ethics Committee 
Office of Academic Governance 
Charles Sturt University 
Panorama Avenue 
Bathurst NSW 2795 
 
Phone:  (02) 6338 4628 
Fax:  (02) 6338 4194 

 

Signed:       Date:     

 

Witnessed:       Date:     
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Appendix L: Field observations process 

 

 Initial date and time established with participant 
 

 Offer to make contact with NUM on behalf of participant 

 If requested, phone contact with NUM day prior, organisation’s HREC approval 
forwarded via email if required 

 Arrive 30 minutes early to obtain client consents, introduce self to NUM and/or any other 
staff 
 

 With notebook and pen in hand, follow participant for an hour, noting:  

Personal appearance – usually depends on the time in the shift, personal equipment e.g., 
nurse’s pouch, watch, pens, lists/handover sheets 

 Interactions with clients and staff – sayings, doings and relatings, whom the interactions 
are with, body language, facial expressions, tone/volume of voice, physical 
closeness/touch, language used (technical or lay), eye contact and frequency of same. 

Activities/movement in the ward area e.g., tea trolleys, linen trolleys, visitors, patient 
transfers 

Procedures being carried out with/for clients, other people involved, communication  

Structural environment/layout: corridors, cupboards, storage spaces, nurses gathering 
spaces/desks, privacy screens 

Environment other e.g., lighting, blinds 

Equipment: monitors, whiteboards, IV stands, beds, lockers, call bells, keys, lists, 
charts; nurse’s use and interactions with same 

Sounds: phones, voices, beepers, TV/radio, trolleys 

Smells 

 Thank participant and NUM and advise I am leaving the clinical area 
 Make detailed notes of impressions, particular interactions, sounds, what was said or done 

and how 

Preparation for Second Interview 

 Review transcript of first interview and creative piece if forwarded to me prior to interview 
and compare with observation notes to identify coherence and congruence between the data 
sets and paradoxes. Note particular items I want to clarify. 

 Analyse notes from observation period, mark particular items I want to clarify. 
 Discuss paradoxes in second interview. 
 Prepare additional questions (from those in the ethics application) about what I observed 

and want to clarify from first interview. 
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Appendix M: Field notes extract 

 

This extract has been edited to maintain the participant’s confidentiality. Particular 
identifying features have been deleted.  

Violet – late 20s, maybe early 30s 

- Worked in … and as an Enrolled Nurse 
- Very reserved, perhaps lacking confidence, although she seems very capable. 

She is intriguing. I wonder about her back story? 

 

Interview 1: 

Time: … Date: … Venue: … 

- Interview slow to start, jerky. Perhaps she does not trust me. Seemed to need 
reassurance. Understood the research topic and happy to participate.  

- Unusual Graduate Nurse clinical rotation … 
- Topics discussed: 

o Clarity of roles and responsibilities 
o Who was who in the ward 
o Self-care strategies and  
o Support networks  

 personal … 
 professional seem quite limited … may be a result of 

the unusual placement rotation 
o Attention to patient care 

 

- Lovely analogies with the photo elicitation – pier, view from the ferris wheel. 
I like the descriptive words. 
 

- Personal disclosure about her back story right at the end of the interview. I had 
to stop the recording. Very powerful. I had to sit in silence. 

This is a very privileged place and it is humbling to hear …  

 

Preparing for field observations: 

So glad I have mobile numbers and email addresses. This is really frustrating. 

(Date): finally made contact to set up a date and time for field observation and interview 
2. Offered to contact the Nurse Manager which she wants me to do. 

(Date): Contacted the Nurse Manager. Emailed the (Health Service) ethics approval and 
information sheets to her. Good to go! 

Field Observations: 
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Date:  Ward: ... 

A warm welcome from Violet this morning, and the Nurse Manager. No questions from 
the Nurses Manager. Violet introduced me to the patients then I returned to get their 
consent to me observing Violet with them, except for the lady in Room 4. She gave verbal 
consent but wanted to be left to rest a while due to a long night of limited sleep … ASK 
ABOUT WORKFLOW AND THE IMPACT OF LEAVING SOME PATIENTS TO 
REST.  

The undergraduate student was with another patient. We were introduced – no questions 
there either. 

This is a completely different environment to the one I was in last week – it felt like an 
episode of ‘The West Wing’. Here things seem calm … 

Violet is business like, but warm with patients. The confused lady – very confused –
Violet’s voice was calm but commanding, redirecting the patient’s attention. Violet’s 
hand on her forearm guiding her to the chair near the window and explaining (again) 
where she is and why … Discussion with the Nurse Manager about the patient … That 
has raised more questions than it answered. ASK ABOUT WORKING WITH 
PATIENTS WHOSE DIAGNOSIS IS NOT CLEAR AND HISTORY IS UNCERTAIN. 

A question from the student … That same patience explaining … (diagnosis and 
treatment) … and helping the student organise her day. This is a lovely thing to observe. 
ASK ABOUT TAKING STUDENTS – what does it mean to her – … 

She is very attentive to patients and their care. Methodical in what she does … ASK 
ABOUT THIS – is she normally like this or is it a new way of working? 

Interview 2: 

Time: … Date: … Venue: … 

Violet seems relaxed this afternoon. The shift continued without incident after I left. I 
commented on how calm the ward seemed to be. Her laughter was genuine when she said 
it was a good day. There is a warm smile today. She had finished her shift and did not 
need to return to the ward. Looking forward to days off … 

- Topics: 
o Achievement of completing the year (almost) 
o Her uncertainty about her communication – getting things out of 

her head in a cohesive way 
o Plans for the future 
o Concerns about her limited self-confidence 

… 

She is capable and attentive. I would like her looking after me. 
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Appendix N: Interview 2 guide 

Second Interview: 

Housekeeping:  

Thank participant for agreeing to participate in the research 

Clarify any participant questions and reinforce option to opt out of the research. 

 

Questions: 

How have things been since we last met? What has changed?  

Thinking back over the past year, can you describe a particular incident/instance to me that 
has been a turning point for you?  

What did it mean for/to you as a nurse?  

How has it changed the way you interacted with colleagues or clients? 

Can you tell me about the changes? (Draw on field observation of and/or reflective piece 
provided by participant.) 

What did/does it mean for/to you? 

Can you tell me about what has led you to this (conclusion)? 

 

In your reflective piece ...  

Can you tell me some more about ...?  

Can you describe ... in more detail? 

What did/does it mean for/to you? 

 

Housekeeping: 

Thank participant for their time and participation in the research.  

Wish participant well. 
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Appendix O: Sample consolidation of ideas from collaborative analysis 

Destination not yet – music artefact (Jacquie)  

Brain storm 
1/7/15 

8/2015 9/2015  Possible titles 
for sections 

Vulnerability 
Mystery 
Uncertainty 
Discordance 
Tentative 
Out of step 
Unconfident 
Distortion 
Pain 
Sadness 
Grief 
Being silenced 
Survival 
Not being 
welcomed 
Increasing 
confidence 
Self-assurance 
Changing rhythm 
and pattern 
Resolution 
Celebration 
Lightness 
Sense of peace  
Nurturing 
Creativity 

 
Mystery 
Uncertainty, 
Tentative,  
Discordance, Out 
of step, 
Distortion  
Pain 

  
Uncertain 
mystery 
 
Distortion and 
discordance  
 

 
Searching for 
rhythm 
 

Silence 
Survival 
Sadness 
Grief  
Not being 
welcomed 
 
 

  Silence 

Unwelcome stranger 
Lost confidence  
(isolation/solitude) 
 

Being silenced  

Survival 
Sadness, grief and 
vulnerability 
(survival, resilience) 
 

Being silent  

Changing rhythm 
and pattern  
Increasing 
confidence, 
Tentative 
Self-assurance 
Nurturing 
Creativity 
Celebration and 
Resolution 
Lightness 
Sense of peace  

Changing rhythm and 
pattern  
Gathering self-
confidence, Tentative 

Lightness 
Sense of peace 

A different 
drum 

Sense of peace  
Celebration and 
resolution 

There’s work to 
be done (From 
recording) 
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Appendix P: Metaphors, themes, subthemes and elements of experience 

 




