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GLOSSARY

AUTHORISATION

This term was superseded by the term Endorsement in 2010

ACNP

Australian College of Nurse Practitioners

AHPRA

AMA

Australian Health Practitioner Regulation Agency (AHPRA) is
responsible for the implementation of the National Registration and
Accreditation Scheme across Australia. Supports the National Health
Practitioner Boards (such as the Nursing and Midwifery Board
Australia) in implementing the scheme.
Australian Medical Association

ANF

Australian Nursing Federation

ANMF

Australian Nursing and Midwifery Federation

ANMAC

Australian Nursing and Midwifery Accreditation Council—ANMAC is
the independent accrediting authority for nursing and midwifery under
the National Registration and Accreditation Scheme. ANMAC sets
standards for accreditation and accredits nursing and midwifery
programs leading to registration and endorsement, and for the providers
of those programs
Advanced nursing practice is a continuum along which nurses develop
their professional knowledge, clinical reasoning and judgement, skills
and behaviours to higher levels of capability (that is recognisable).
Nurses practising at an advanced level incorporate professional
leadership, education and research into their clinically based practice
Advanced Practice Nurse

ANP

APN
CNC

CNS
CPG

ENDORSEMENT

A Clinical Nurse Consultant is one grade below an NP. A CNC does
not have the authority to prescribe medications, order investigations or
refer their patients to a specialist.
A clinical nurse specialist is an RN who is working at an advanced
practice nurse. A CNS is two grades below an NP
Clinical Practice Guidelines were designed to support NP practice. They
are no longer required since NPs must now enter into a collaborative
arrangement with their medical colleagues instead.

ICN

An endorsement of registration recognises that a person has an extended
scope of practice in a particular area because they have an additional
qualification that is approved by the National Board. [Nurse
Practitioner] endorsement may only be granted to registered nurses
(division 1) who are qualified for advanced practice in nursing.
International Council of Nurses

RDA

Rural Doctors Association

RN

Registered nurse
xvii

MBS

NMBA

NP

Medicare Benefits Schedule—this a listing of the Medicare services
subsidised by the Australian Government. The schedule is part of the
wider Medicare Benefits Scheme managed by the Department of Health
Nursing and Midwifery Board of Australia—the NMBA is the national
regulator for the nursing and midwifery professions in Australia. It is
established under the Health Practitioner Regulation National Law (the
National Law) 43, as in force in each state and territory. Its primary role
is to protect the public and set standards and policies that all nurses and
midwives registered within Australian must meet.

NSW

Nurse practitioner means a nurse whose registration has been endorsed
by the Board as a nurse practitioner under section 95 of the National
Law.
New South Wales

NHS

National Health Service

Nurse Practitioner
Endorsement via
Pathway 1

The Board has two pathways that fulfil the education requirements for
endorsement as a nurse practitioner.
Pathway 1: Evidence of successful completion of an Australian Nursing
and Midwifery Accreditation Council (ANMAC)-accredited and
Board-approved nurse practitioner program of study at Masters level.

Nurse Practitioner
Endorsement via
Pathway 2

Pathway 2: Evidence of successful completion of:
a
program of study at Masters level that is clinically relevant to the
applicant’s context of advanced practice nursing for which they are
seeking endorsement as a nurse practitioner; and supplementary
education that will demonstrate equivalence and meet the National
Competency Standards for the Nurse Practitioner.

PBS

Pharmaceutical Benefits Scheme—this is a scheme run by the
Australian Government to subsidise prescription medicines for
Australians who have a Medicare card. If a medicine is subsidised under
the scheme, the patient pays a lower price for the medicine, and the
Australian Government pays the rest
Registered nurse

RN
TNP

Transitional Nurse Practitioner refers to a temporary NP role. If an NP
position is advertised and there is no endorsed NP available to fill the
role, an aspiring NP may be appointed in in a temporary capacity. The
TNP will be provided with a timeline (usually 2 years) for completion
of Master of Nurse Practitioner and finalising their endorsement. If the
TNP does not fulfil the requirements by the agreed date then they will
be required to vacate the position and it will be re-advertised.

Clinical viva or
viva voce
examination

A method of assessing students’ ability to use knowledge in a face-toface examination
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ABSTRACT

Background
Whilst nurse practitioners have been an integral part of healthcare systems around the
developed world for more than 50 years, they were first endorsed in Australia in 2000
following much resistance from powerful medical groups. The numbers of nurse
practitioners in Australia have been slow to increase. The delayed uptake of nurse
practitioners may be due to challenges of transition.

Research Design and Methods
The aim of this study was to explore the transition experiences of registered nurse to
nurse practitioner in Australia. A longitudinal design was used to provide insights into
the participant’s perspectives as they transitioned during their first year of practice.
Carspecken’s critical ethnography and focused ethnography comprised the study
methodology. A purposeful sampling was used to ensure diversity in gender, age,
clinical specialty and location of practice. Data collection involved face to face
interviews with ten newly endorsed nurse practitioners who were interviewed 3-4 times
during their first 12 months of practice. Data were analysed thematically.

Key Findings
Analysis of the data from the 32 interviews revealed a range of personal,
intraprofessional, interprofessional and organisational factors that impact transition.
There were four main themes; Great expectations captures the personal aspirations
participants held for their new roles and is presented as a paper prepared for publication
titled ‘An exploration of the factors that influence nurse practitioner transition in
Australia: A story of turmoil, tenacity and triumph’. We eat our own/Tall poppies
depicts the participants’ intraprofessional relationships and their experiences of
subversion and subterfuge. This theme is also captured in a publication titled ‘The
enemy within: Power and Politics in the Transition to Nurse Practitioner’. Building
bridges: Collaboration and collegiality shows that the nurse practitioners’ allies were
medical colleagues. This theme is also reported in a publication titled: ‘Medical
Acceptance of the Nurse Practitioner Role: A decade on’.
xix

Lastly, Organisational labyrinths and hurdles depict the confusing endorsement
processes at the time of the study and is also presented as a publication titled: ‘A game
of snakes and ladders: Negotiating the ‘ups and downs’ of endorsement as a Nurse
Practitioner in Australia’. The publication ‘Nurse Practitioner Role Transition: A
Concept Analysis’ clarifies the meaning of transition in the context of this study
revealing antecedents, consequences and its attributes using model cases from this
research.

Conclusion
The findings of this study reveal an unsupportive nursing culture and lack of
organisational support impacting newly endorsed nurse practitioners during transition.
Rather than collegiality and support from their colleagues, nurses experienced bullying
and power struggles that left them feeling isolated, powerless and alienated. Several of
the participants resigned from their nurse practitioner positions, leaving their rural and
remote communities without much needed healthcare services.

Senior leaders and managers need to be aware of the potential challenges faced by NPs
during their first year of practice. The findings of this study suggest that new nurse
practitioners should be mentored and supported in scoping and embedding their role
into the health care team. Education for nurse practitioners should include topics such
as the transition experience, imposter syndrome, resilience, clinical leadership, conflict
management and negotiating organisational change.
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CHAPTER 1: INTRODUCTION

Introduction
This thesis by publication, presents a study that explored the transition experiences of
newly endorsed Nurse Practitioners (NPs) in Australia. The purpose of the research
was to ‘explore the transition of registered nurses to nurse practitioners in Australia’.
In this introductory chapter, the development of the NP role internationally, and in the
Australian context, is discussed as background to the study. Definitions and
requirements for the endorsement of NPs in Australia, along with demographic data
about the numbers and nature of specialisations, provide an overview of developments
since the introduction of NPs in this country. This chapter also briefly outlines the aims
of the study and the related research questions, along with the study methodology,
design and methods. A justification for the approach is then provided and reasons for
conducting this study are outlined. Finally, an outline of the structure of the thesis is
presented demonstrating the relevance of each related publication.

Background to the Study
Around the world, NPs are known as advanced practice nurses who have expert nursing
knowledge and skills and who practise in a range of clinical settings and contexts to
provide evidence-based healthcare. The NP role was initially developed by a leading
paediatric nurse, Dr Loretta Ford, and her physician colleague Dr Silver, over fifty years
ago, in response to a shortage of medical practitioners at the University of Colorado in
the USA (Berg & Roberts, 2012 p. 253). Contemporary research shows that NPs
continue to be appointed in response to changing health service demands (Barnes,
2015a; Newhouse et al., 2011; Tuaoi, Cashin, Hutchinson, & Graham, 2011).
Recognised worldwide as integral members of health care teams, and for their unique
role and superior specialist expertise, NPs deliver effective and quality care to diverse
and marginalised populations using an holistic nursing framework. NPs’ approaches
to care are inherently consistent with philosophies of nursing and caring (Brykczynski,
2012) and philosophically distinct from the biomedical approach of medicine (Gould
& Wasylkiw, 2007; Maten-Speksnijder, Aart Pool, Grypdonck, Meurs, & van Staa,
2015).
1

Whilst there is no international agreement on the definition of an NP at this stage, the
following definition reflects the official position of International Council of Nursing
(ICN) as representative of current and potential NP roles worldwide:
A Nurse Practitioner/Advanced Practice Nurse is a registered nurse
who has acquired the expert knowledge base, complex decisionmaking skills and clinical competencies for expanded practice, the
characteristics of which are shaped by the context and/or country in
which s/he is credentialed to practice. A master level degree is
recommended for entry level (International Council of Nursing,
2013).
Consistent with the ICN definition, Australian NPs must have successfully
completed an NP Masters degree (or equivalent) and have high-level
knowledge and skills suitable for an expanded practice role.
Definition of an Australian NP
NPs in Australia are highly educated, advanced practice nurses who function
autonomously to provide high quality healthcare to communities who may otherwise
have limited access to healthcare. The Nursing and Midwifery Board of Australia
(2011) defines an NP as:
A nurse whose registration has been endorsed by the Board as a
nurse practitioner under section 95 of the National Law. A nurse
practitioner is a registered nurse who is educated and endorsed to
function autonomously and collaboratively in an advanced and
extended clinical role. The nurse practitioner role includes
assessment and management using nursing knowledge and skills.
The role may include, but is not limited to, the direct referral of
patients to other healthcare professionals, prescribing medications
and ordering diagnostic investigations. The role is grounded in the
nursing profession’s values, knowledge, theories and practice, and
provides innovative and flexible health care delivery that
complements other health care providers
(Nursing and Midwifery Board of Australia, 2011).
2

Endorsement for NP practice in Australia
To be eligible for endorsement as an NP in Australia, registered nurses (RNs) must be
able to provide evidence that demonstrates:

a) Current general registration as an RN with no conditions on registration relating to
unsatisfactory professional performance or unprofessional conduct.

b) The equivalent of three (3) years’ full-time experience in an advanced practice
nursing role, within the past six (6) years from the date when the complete
application seeking endorsement as a nurse practitioner is received by the NMBA.

c) Successful completion of a Board-approved nurse practitioner qualification at
Masters level or education equivalence as determined by the Board.

d) Compliance with the Board’s National Competency Standards for the Nurse
Practitioner

which

can

be

accessed

from

the

Board’s

website

at

www.nursingmidwiferyboard.gov.au under Codes and Guidelines; and

e) Compliance with the Board’s registration standard on continuing professional
development (Nursing and Midwifery Board of Australia, 2011).

NPs are required to complete an accredited Masters program of study, which requires
them to demonstrate highly developed and sophisticated clinical skills at an advanced
level in their nominated specialisation to successfully complete the program. As a
result, becoming an NP is a long and complex journey requiring clearly defined goals,
much planning and patience, and personal attributes such as resilience and tenacity to
achieve a successful transition. In Australia, the process for becoming an NP from
educational preparation through to NP endorsement, takes an average of three years
(Raftery, 2013).

3

The International Context
NPs have become a valuable resource in addressing the need for healthcare reforms as
the health care needs of populations worldwide expand consistent with the increasing
incidence of chronic diseases, the acuity of client presentations and shortage of
healthcare professionals (Anderson, 2012; Appel & Malcolm, 2002; Bagg, 2004;
Brown & Draye, 2003; Carryer, Boddy, & Budge, 2011; Chang, Mu, & Tsay, 2006;
Gould & Wasylkiw, 2007).
The largest number of NPs practice in the US where, according to the American
Academy of NPs (2016), there are currently over 205,000 licenced NPs, with an
average age of 49 years. The Family NP is the most common model of practice in the
US, with 86.5% having expertise and tertiary qualifications in primary care. An
estimated 17,000 new NPs completed their academic programs in 2013-2014
(American Academy of Nurse Practitioners, 2016). The largest number of practicing
NPs is likely to remain in the US, however the NP role has gradually expanded globally
to become an integral feature of healthcare in Canada, the Netherlands, the United
Kingdom (UK) and more recently in Australia (Cashin, Heartfield, Cox, Dunn, & Stasa,
2015).

According to the International Council of Nursing, it is estimated that approximately
70 countries have established NP/APN roles or are exploring the possibility of
introducing these roles (Cashin et al., 2015; International Council of Nursing, 2013).
By 2010, when the study reported in this thesis was undertaken, the first wave of NPs
had been established in the Australian health care system for almost a decade.

The introduction of NPs in Australia in 2000 was the result of more than ten years of
political lobbying by the nursing profession and was an important step towards
addressing government concerns about how best to meet the health care demands of a
changing and ageing society.

4

Development of the NP Role in Australia
The NP movement was established in Australia more than two decades ago following
its successful development in the US and Canada in the 1960s, and in the UK in the
1980s. The case for implementing NP roles in Australia was similar to that in other
developing countries.

The NP role evolved in response to increased costs of providing health care, the
shortage of medical practitioners, and the acknowledgement of the increased
specialisation and educational preparation of nurses (Driscoll, Worrall-Carter, O'Reilly,
& Stewart, 2005; Harvey, 2010; Offredy, 2000; Pearson & Peels, 2002). Changes to
legislation were also required to protect rural and remote nurses from illegal legislative
practices that were occurring in isolated regions where there was no medical cover
(McCann & Baker, 2002).

Some Australian researchers state that it was not uncommon for rural and remote nurses
in Australia to be working beyond their legal scope of practice as a registered nurse
(RN) (Foster, 2010; Harvey, 2011), with some nurses feeling they were already in de
facto NP positions and referring to themselves as NPs (Foster, 2010, p. 105). This
notion was supported by McCann and Baker (2002) who claimed that some mental
health nurses were at that time practising in areas traditionally considered to be beyond
the boundaries of normal nursing practice. ‘These nurses use an array of quasi legal
and, perhaps, illegal measures [which] include stopgap prescribing by nurses working
in rural and remote settings where there is no regular doctor’ (McCann & Baker, 2002,
p. 175)

New South Wales (NSW) was the first State to take steps to formalise the role through
statutory provisions, thus beginning an eight year journey towards full NP recognition
(Foster, 2010, p. 105). The first NP Task Force was established by NSW Health in
1990, chaired by the Chief Nursing Officer, and included visionary nursing leaders and
nurses from all areas of clinical practice.

Their brief was to develop a Discussion

Paper, commissioned by the Minister of Health. When the report, titled The Role and
Function of Nurse Practitioners in NSW: Discussion Paper was released, the medical
profession voiced considerable opposition to wide establishment of the NP role (Foster,
5

2010, p. 107). Hence, representatives from the medical profession were invited to join
peak nursing professional organisations to provide multi-disciplinary input at the Stage
2 Working Party (Appel & Malcolm, 1999, 2002). Of interest, of the 17 members, only
six were nurses or midwives, three were medical practitioners (one representative from
the Royal College of General Practitioners (RACGP), and two were representatives of
the NSW branch of the Australian Medical Association (AMA). Other members
represented Area Health Services and government departments, including the legal
branch and consumer groups (Foster, 2010, pp. 108-109).

The Working Party proposed the establishment of ten pilot projects measuring the
safety and efficacy of NPs within the Australian healthcare system. Despite the nursing
profession’s best efforts and bi-partisan government support, it took until 1994 for these
pilot projects to commence (Appel & Malcolm, 1999, 2002). The results of the pilot
projects were documented in the Stage 3 Report released in 1996, which stated that ‘the
NP role was viewed as having added value to currents services, having provided new
and valuable additional services, and in some instances, having provided the only
service available’ (New South Wales Department of Health, 1996). One of the key
concerns in these early days was resistance to the NP role from powerful medical
groups, particularly the AMA, the General Practitioners’ Association (GPA) and the
RACGP (Appel & Malcolm, 2002).

Despite rhetorical support for the NP role, the implementation of NPs in the healthcare
system was slow, due in part to the continuation of the political debate between the
medical and nursing organisations regarding boundary issues (Harvey, 2011). In the
early days, the AMA undertook a fear campaign in the media claiming that
“categorically, nurses are no substitute for doctors” and that Australians “expect and
deserve higher quality health care and it would be irresponsible for governments to
pursue medical workforce solutions that offer patients less than the best possible care
(Turner, Keyzer, & Rudge, 2007, pp. 41-42). In fact, Harvey (2010), claimed that the
AMA still yields power over nursing as the elaborate NP endorsement process now in
place was the direct result of the medical associations’ negative influence on the
implementation of the role.

6

Despite the medical opposition, The Nurses Amendment (Nurse Practitioners) Act 1998
(NSW) was passed in State Parliament two years later in 2010, allowing NPs to practice
with extended and expanded practice rights (Australian College of Nurse Practitioners,
2016). The first NPs were authorised (now termed ‘endorsed’) in NSW in December
2000, and the first NP was finally employed in rural NSW in 2001 (Australian College
of Nurse Practitioners, 2016; Driscoll et al., 2005; Harvey, 2011). This was considered
to be a significant advance for the profession and an opportunity to improve healthcare
in Australia, particularly to the geographically isolated regions (Bagg, 2004). Adrian
and O’Connell claimed that the whole process ‘has tested the professional tolerance
and political nerve of the nursing profession, the health bureaucracy and the state and
Federal governments of its time’ (2000, p. 54). Finally, after a decade of political and
debate in the 1990s (Appel & Malcolm, 1999, 2002; Chang et al., 1999; Chiarella, 1998;
Offredy, 2000; Turner et al., 2007), NPs were formally recognised as offering
innovative and creative solutions to caring for local communities and marginalised
groups within the healthcare budget (Driscoll et al., 2005; Harvey, 2011).

Other States and Territories followed NSW by implementing their own pilot projects
and passing legislative changes with significant differences in models of care and
requirements for endorsement. This resulted in national inconsistency and confusion
about the potential of the role (Driscoll et al., 2005; Harvey, 2011). To rectify this
issue, the Health Practitioner Regulation National Law Act 2009 was passed, providing
a nationally consistent approach to health practitioner regulation, including NP
endorsement, superseding all previous legislation and allowing easier movement
between States and Territories (Australasian Legal Information Institute, 2012). The
Australian Health Practitioner Regulation Agency (AHPRA) became the organisation
responsible for the implementation of the National Registration and Accreditation
Scheme across Australia (AHPRA, 2016).

AHPRA works with 14 national boards

including the NMBA, which is responsible for Registration and Endorsement;
Registration Standards; Professional Codes and Ethics and Accreditation (Nursing and
Midwifery Board of Australia, 2016).

The Medicare Act 1973 had prevented NPs from using their extended practice rights to
prescribe, hence their clinical practice was severely restricted (Harvey, 2011; NMBA,
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2016). However, in March 2010, the Health Legislation Amendment (Midwives and
Nurse Practitioner) Act 2010 was passed allowing NPs to apply for and obtain provider
numbers under the Pharmaceutical Benefits Scheme (PBS) and Medical Benefits
Scheme (MBS). The then Federal Minister for Health and Ageing, The Honourable
Nicola Roxan, declared that the Senate had passed “historic legislation that provides
long term deserved recognition of Australia’s highly skilled nurses and midwives”. The
Minister proclaimed it to be ‘A landmark day for Australian nurses and midwives’
whereby, at last, patients treated by NPs would not be financially disadvantaged by not
seeing a doctor (Australian Government, 2010; Pritchard, Foster, & Chiarello, 2010).

However, alongside MBS/PBS legislation was a requirement that NPs would enter into
a Determination of Collaborative Agreement. There are various interpretations of the
advantages and disadvantages of the requirement for these collaborative agreements
with medical practitioners. The Australian Nursing Federation [ANF] viewed this as
‘a major win for the patients’ and the ACNP stated that:
Nurse practitioners have always sought to have a strong
collaborative arrangement with medical practitioners. It is therefore
gratifying that the AMA after years of resisting collaborative
arrangements with nurse practitioners, have now seen the wisdom of
this (Australian College of Nurse Practitioners, 2009).
Many of the frustrations felt by NPs were due to the restrictions on their practice, as
prior to this legislation there had been no reimbursement for medications prescribed by
an NP (Cashin, Stasa, Dunn, Pont, & Buckley, 2014). This new legislation, which took
effect on 1st November, 2010 “provided a mechanism for patients to receive
Commonwealth subsidy for the cost of medication prescribed by an NP outside stateadministered hospitals” (Buckley, Cashin, Stuart, Browne, & Dunn, 2013, p. 2055).
Hence, this legislation was welcomed as it allowed NPs in private practice to prescribe.
Nevertheless it did not assist NPs in the public system to progress this entitlement. This
irregularity was seen as an attempt to encourage NPs to provide services in the private,
non-government sector, rather than the public system (Buckley et al., 2013). At that
same time, the Labour government further demonstrated their commitment to NPs by
providing a $59.7 million package to support NPs to reach their full potential (Pritchard,
Foster, & Chiarella, 2010).
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Meanwhile, the debate continued with other commentators (Harvey, 2011; Harvey,
Driscoll, & Keyzer, 2011) interpreting the Determination of Collaborative Agreement
simply as a way for medical professionals to continue to exert power over nurses. For
example, Cashin et al., (2014) argue that the NPs in private practice are required to
enter into a Collaborate Agreement with their medical colleagues, with patient
reimbursements dependent on the NP maintaining a collegial relationship with the
medical professional. Similarly, NPs working in the public system may be perceived as
being lower in the hierarchical structure within the health system and therefore may
feel unable to challenge the medical practitioner’s treatment (Cashin et al., 2014).
However, the extent to which these negative views are representative of the opinions of
all members of the medical professional is debatable. The study described in this thesis
demonstrates that, for some NPs, their medical colleagues have been their greatest allies
(MacLellan, Higgins, & Levett-Jones, 2015a), and that the opponents to the evolving
role may be other nurses (MacLellan, Levett-Jones, & Higgins, 2016) and leaders of
health care organisations (MacLellan, Higgins, & Levett-Jones, 2015b).

NPs in Australia in 2015
Recent registrant data from the NMBA (2015) shows that in December 2015, 1287 NPs
were practising in Australia, with the largest number in Queensland (339); followed by
New South Wales (279); Victoria (240); Western Australia (217) and South Australia
(113). Smaller numbers of NPs were also practicing in the Australian Capital Territory
(37) Northern Territory (20) and Tasmania (27). The most recent data available from
2011, reported that 30.3% of NPs in Australia were employed as Emergency NPs, with
6.8% as renal NPs and 5.8% of endorsed NPs working in mental health nursing. Given
there were a total of 326,310 registered nurses in Australia at that time (Nursing and
Midwifery Board of Australia, 2015), the number of endorsed NPs remains very small.

Middleton et al., (2011) reported in the Second National Census of NPs that only 72.6%
worked full time as an NP, with another 11.1% working in a dual role, meaning that
some days they worked as an NP and other days they worked as an advanced practice
nurse (Middleton et al., 2011). It is of concern that 37.7% of all NPs are over 50 years
of age (Middleton et al., 2011), a fact that may affect sustainability of the role if
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succession planning is not considered (Raftery, 2013). This survey revealed that 63.3%
of NPs were employed in the metropolitan areas, which was a decrease from the 81.85%
of NPs who were employed in the metropolitan areas at the time of the previous census
in 2007 (Middleton et al., 2011).

Middleton et al., (2011) identified the number of NPs being endorsed via Pathway 1
(with NP postgraduate degrees) has increased since the previous census was reported
by Gardner, Gardner, Middleton and Della (2009) from 40.2% to 46.5%, with the
number of NPs becoming endorsed via Pathway 2 (by portfolio and interview) has
fallen from 33.7% to 27.3%. According to Middleton et al., (2011), 89.6% of NPs
perceived that a lack of legislative support resulted in their practice being either
‘limiting’ or ‘severely limiting.’ It is hoped that over the next decade there will be a
vast improvement in these statistics following the introduction of the Health Legislation
Amendment (Midwives and Nurse Practitioners) Act 2010, which was enacted in
Federal Parliament in November 2010, making it easier for NPs to prescribe.

In summary, throughout past decades of debate and turmoil, NPs position in the
healthcare team has slowly been established and there is now a growing acceptance of
the NP role (MacLellan et al., 2015a). The early views that the nurse is merely a
caregiver, held by some opponents to the role, failed to acknowledge the contribution
that expert nursing knowledge and skills make to patient outcomes (Harvey, 2011).
Acceptance has been achieved by slow and steady steps towards fully autonomous
practice through evidence of safe and effective clinical practice (Gardner, Gardner, &
O'Connell, 2013), evidence of improved patient satisfaction (Allnutt et al., 2010;
Jennings, Lee, Chao, & Keating, 2009) and collaborative agreements with medical and
allied health colleagues (Elsom, Happell, & Manias, 2009; MacLellan et al., 2015a).
My interest in this study
I have been involved with the NP movement in Australia since 2001, having been one
of four participants in a trial on the implementation of the role of the NP in the
Australian Capital Territory (ACT) over a ten-month period.

The trial had two

purposes; firstly to evaluate the feasibility of the NP role, and secondly to develop an
NP curriculum.
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Each model in the trial included a clinical support team, with the NP candidate
‘working-into-the-role’. By maintaining a minimum data set collecting demographic,
clinical practice, patient outcomes and consumer satisfaction surveys, the aim was to
determine the scope of practice, efficacy, feasibility, and sustainability of the role. Each
week consisted of four days of clinical practice working autonomously and as a member
of an interprofessional team, and one day of structured education.
Using an action research approach, NP curriculum was developed (Gardner & Gardner,
2005). As we identified our generic learning needs, the individual clinical practice
teams provided specific clinical education. Following the submission of a final report
and the successful completion of a clinical viva, I was awarded a Master of Nurse
Practitioner degree by The University of Canberra. The results of the trial were
published by the ACT Government (ACT Health, 2002) and recommendations for NP
curriculum were published by the lead researchers (Gardner & Gardner, 2005; Gardner,
Gardner, & Proctor, 2004b).
Following family relocation interstate in January 2003, I was appointed Principal NP
Advisor to the Chief Nursing and Midwifery Officer at the Department of Health in
New South Wales, hence was responsible for advising the Government on policy and
legislation matters related to public and private NP roles. I held this Principal NP
Advisor position for 18 months before being appointed Convenor of the Master of
Nursing (Nurse Practitioner) at The University of Newcastle (UON), a program in its
infancy at that time. As NP practice has been my career interest, the role of program
convenor has been a great privilege, hugely rewarding and immensely enjoyable, with
over 200 NPs graduating during my time as convenor of the program. The NP program
is well respected throughout the country, and the number of graduates from UON by
far exceeds any other education provider. Despite recently handing over the baton to a
colleague to convene the program, I have continued my employment at UON and
remain an active associate member of the Australian College of Nurse Practitioners,
with an interest in the current progress and future directions of the NP role.
The reason I became interested in undertaking this research was because of concerns I
had observed and that had been reported to me regarding the difficulties experienced
by RNs who were in transition to the NP role. From my level of awareness and
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experience, it appeared to me that the recently endorsed NPs were not as well supported
as the first generation of NPs back in the early 2000s.

Although there had been hope for improved processes for NP endorsement with the
establishment of AHPRA, the political environment had changed and funding for NP
positions had reduced dramatically. Anecdotal evidence suggested that senior nurse
unit managers (NUMs) and nursing leaders were not always supportive, and some
exercised their power to undermine the transition of newly endorsed and appointed NPs.
Middleton et al., (2011) reported that 52.2% of NPs noted that ‘organisational support’
was 'limiting' or 'extremely limiting' to practice, and 58.2% responded that ‘support
from within the nursing profession’ was ‘limiting’ or ‘extremely limiting’ to their
practice (Middleton et al., 2011). As the previously endorsed NPs were well established
in their roles, there appeared to be some gatekeeping, which was of concern for the
novice NPs and for the future sustainability of the role.
Statement of the Problem

Much had been reported in the international literature about pioneering roles and the
difficulties in establishing them within the health care systems, particularly within the
US and the UK (Bright & Waldrop, 2010; Brown & Draye, 2003; Brown & Olshansky,
1997; Chang et al., 2006; Chitsaz & Kelly, 2003; Cusson & Edwards, 2005; Cusson &
Viggiano, 2002; Kelly & Mathews, 2001; Spinks, 2009).

As the role of the NP in Australia is still in its infancy, it is important that research is
ongoing and data continues to be collected to ensure the efficacy and sustainability of
the role. Despite the growing body of research into NP roles and practice (Christofis,
2004; Currie, Edwards, Colligan, & Crouch, 2007; Driscoll et al., 2005; Gardner &
Gardner, 2005; Gardner et al., 2009; Gardner, Hase, Gardner, Dunn, & Carryer, 2008;
Gardner, Gardner, Middleton, Gibb, et al., 2010; Haines & Critchley, 2009; MacLellan,
Gardner, & Gardner, 2002; Middleton et al., 2007), Australian nursing literature did not
address the important question of “what were the experiences of RNs transitioning to
the autonomous role of the NP?”. Hence, I had a keen interest in this topic and
undertook an extensive literature review on NP transition to practice.
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In summary, the literature regarding NPs at the time of the study appeared to be limited
to the effectiveness of NPs (Elsom, Happell, & Manias, 2006), their scope of practice
(Gardner & Gardner, 2005), competencies (Gardner, Carryer, Gardner, & Dunn,
2006a), clinical guidelines (Carryer, Gardner, Dunn, & Gardner, 2007a), and various
other clinical issues that are all vital to the sustainability of the role. These studies
however, failed to take into account factors that influence the transition from RN to NP
practice.

Aim of the Study
The overall aim of the study was to critically examine the factors which influence the
transition from RN to NP. The research question asked:
What are the experiences of registered nurses during their first year of transition to
practice as a nurse practitioner? In particular:
o What are the critical mediating factors/elements that impact on transition of
NPs?
o What are the legislative, organisational, individual and contextual influences
and constraints on NPs transition?
o How do NPs negotiate and scope their role?
o What strategies do NPs use to mediate their transition?
o How do NPs negotiate interprofessional relationships?
o What are their issues and concerns during their first year of practice?
For the purpose of the study, the following definitions of transition were used to guide
the study.

Definitions of Transition
The Merriam-Webster Dictionary, (2014) defines transition as ‘a passage from one
state, stage, subject, or place to another’. Chick and Meleis (1986, p. 253) describe
transition as “a period of change between two relatively stable states that comes to be
associated with some degree of self-redefinition”. Similarly, Arnold Van Gennep, in
his seminal text “The Rites of Passage” states “that the transition from one state to
another is literally equivalent to giving up the old life and turning over a new leaf”
(1960, p. 183). Khun 1970 (as cited in Munhall, 2001, p. 23) also explored the concept
of transition and describes it as “… a gradual process wherein beliefs, values and
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practices of the old and the new overlap”. Bridges (2001, p. 3) describes transition as
“… that confusing nowhere of in-betweenness…it is the way we come to terms with
change”, so it is the ‘limbo’ between a place of comfort and familiarity and a place of
new and unknown territory.

Transition is temporally mediated and associated with movement, phases and
overlapping states and confusion. The definitions of transition above depict a process
that occurs over time, accompanied by an adjustment to roles, relationships and patterns
of behaviour. Transition is subjective in nature, with many complex variables that
influence the transition outcomes.

Overview of Study Design
In the light of the research aims and questions, and the above definitions of transition
with a focus on time and change, a longitudinal qualitative design was selected for this
study. A longitudinal design was adopted to examine the process of change within the
transitional period (Hickey, Sumsion, & Harrison, 2012). A modified version of
Carspecken’s (1996) five stage critical ethnography (CE) informed by the tenets of
focused ethnography (FE) was the methodology used in this study.

Although

Carspecken’s work on critical ethnography is based in educational research, his method
has also been found to be applicable to healthcare research (Hardcastle, Usher, &
Holmes, 2006; Savage, 2006; Smyth & Holmes, 2005). It is particularly appropriate in
studying the nursing profession, as nurses are generally sympathetic to the notion of
critical theory due to its emancipatory effects. FE is where cultures and sub-cultures
within a distinct population are explored and where both participants and researchers
have previous knowledge about an identified issue (Higginbottom, Pillay, & Boadu,
2013; Wall, 2015a). In this study, Carspecken’s ethnography was modified with the
application of FE and the omission of the final stage of his methodology. The
modifications are detailed further in Chapter 3 Research Design.

In the study reported in this thesis, ten NPs participated in 32 in depth interviews during
2010 and 2012. The experiences of the participants during their transition to practice
over a nine to twelve month period were explored.
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Thesis Structure
This thesis is presented as a thesis by publication with the findings supported by 4
publications, one paper under review (paper 5) and one paper in development (paper
6). This introductory chapter outlined the main structure and argument of the thesis.

Chapter 2 provides a contemporary review of the literature regarding the NP role, in
particular its implementation into the Australian Health Service. This literature review
provides background and context to the study, and identifies the gaps in the knowledge
base by drawing on previous work.

Chapter 3 provides an outline of the research design, methodology, methods and plan
for the study. The methodology used was a modified version of Carspecken’s (1996)
Critical Ethnography (CE) and Focused Ethnography (FE) which were consistent with
the aims and research questions. This chapter also details ethics relating to the study,
researcher assumptions, recruitment, and how the data were collected and analysed.

Chapter 4 is the first chapter reporting the findings of the study. The first publication
in this thesis, titled Nurse practitioner role transition: A concept analysis provides new
knowledge, understanding and clarity about transition. Model cases from this study
were generated from the findings and used to provide real life examples of the
attributes, antecedents and consequences of transition. The publication presents a
greater understanding of the challenges faced by NPs as they journey through their first
year of practice. The paper utilises Walker and Avant’s (2005) concept analysis
framework:

MacLellan, L., Levett-Jones, T., Higgins, I., (2015). Nurse Practitioner Role Transition:
A Concept Analysis. The Journal of the American Association of Nurse Practitioners,
27(7), 389-397 July. DOI: 10.1002/2327-6924.12165.

Chapter 5 provides an overview of the themes emerging from a summative content
analysis reported in the following manuscript submitted for review. It addresses the
research question: What are the experiences of registered nurses during their first year
of transition to practice as a nurse practitioner?
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MacLellan, L., Higgins, I., Levett-Jones, T. ‘An exploration of the factors that influence
nurse practitioner transition in Australia: A story of turbulence, tenacity and triumph’.
Manuscript submitted to The Journal of the American Association of Nurse
Practitioners March 2016. This manuscript describes a summative content analysis and
identification of four key themes.

Chapter 6 ‘Great Expectations’. This chapter provides a detailed profile of each of the
participants, and descriptions of the personal and professional challenges to NPs during
transition to practice. It provides a foundation for the other findings chapters and
addresses the research question: What are the experiences of registered nurses during
their first year of transition to practice as a nurse practitioner?

Chapter 7 illustrates resistance by the nursing profession to NP transition, including
the power struggles that sometimes occurred. This publication describes the NPs’
relationship with their nursing colleagues and addresses the following research
questions:
o What are the critical mediating factors/elements that impact on transition of
NPs?
o How do NPs negotiate and scope their role?
o What strategies do NPs use to mediate their transition?
o What are their personal issues and concerns during their first year of practice?

MacLellan, L., Levett-Jones, T., Higgins, I., (2016). The Enemy Within: Power and
Politics in the Transition to Nurse Practitioner. Nursing Plus Open, 2, 1-7. DOI:
10.1016/j.npls.2016.01.003.
Chapter 8 demonstrates that, despite previous reports of resistance, there has been a
growing acceptance of NPs by the medical profession and acknowledgement of the
potential of the NP role. The publication; ‘Medical Acceptance of the Nurse Practitioner
Role in Australia: A Decade on’, describes the NPs’ relationship with their nursing
colleagues and addresses following research questions:
o How do NPs negotiate and scope their role?
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o What strategies do NPs use to mediate their transition?
o How do NPs negotiate interprofessional relationships?
o What are their personal issues and concerns during their first year of practice?

MacLellan, L., Higgins, I., Levett-Jones, T. (2015). Medical Acceptance of the Nurse
Practitioner Role in Australia: A Decade on. The Journal of the American Association
of Nurse Practitioners, 27(3), 152-159 March. DOI: 10.1002/2327-6924.12141.

Chapter 9 illustrates the complex transition experiences of new NPs in relation to the
regulatory requirements of becoming endorsed as an NP. The publication; ‘A Game of
Snakes and Ladders: Negotiating the ‘ups and downs’ of Endorsement as a Nurse
Practitioner in Australia’, describes the NPs’ relationship with the organisation and
addresses the following research questions:
o What are the critical mediating factors/elements that impact on transition of
NPs?
o What are the legislative, organisational, individual and contextual influences
and constraints on NPs transition?
o How do NPs negotiate and scope their role?
o What are their personal issues and concerns during their first year of practice?

MacLellan, L., Higgins, I., Levett-Jones, T. (2015). A Game of Snakes and Ladders:
Negotiating the ‘ups and downs’ of Endorsement as a Nurse Practitioner in Australia.
Contemporary Nurse, 50(2-3), 139-148. DOI:10.1080/10376178.2015.1101351. 015.

Chapter 10 provides a critical discussion of the findings in relation to the international
literature. This final chapter concludes with recommendations for healthcare
organisations, policy makers and higher education providers. The implications and
limitations of the study are also identified and discussed.
Conclusion
This chapter provided background to the research in order to set the scene for the study.
Whilst the NP role was conceived over 50 years ago, it has taken this time to become
embedded as an accepted and legitimate health care role despite the evidence available
on NP effectiveness. Against this background to the study, a statement of the problem
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is made. A brief overview of the study aims, research questions, methodology, design,
and methods was also provided, along with a justification for the study. My own
interests in the study were also declared as background to my assumptions relating to
the study, which are discussed in Chapter 3: Research Design. In Chapter 2, I provide
a comprehensive review of the current literature concerning transition experiences,
nurse practitioner practice and the socio-political imperatives that impact on successful
transition to NP practice.
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CHAPTER 2: LITERATURE REVIEW

Introduction
Chapter 1 provided an introduction to the thesis including discussion on the background
to the study, a statement of the study problem and justification, and an overview of the
research aims and questions, methodology, design and methods. The background to the
study differentiated nurse practitioners (NPs) as advanced practice nurses with highlevel specialist skills and tertiary-level educational preparation. The rigorous
endorsement process was discussed and the history of the emergence of the NP role
internationally, and in Australia, was provided. The notion of transition as it relates to
the study questions was discussed, as was my role in the development of the NP
movement in Australia, and my interests were declared.

In this chapter I critically review the literature relating to the transition experiences of
nurses with a focus on personal and interpersonal relationships, barriers and facilitators
that impact on transition to the NP role. The main aim of this literature review is to
critically examine the main issues and concerns relating to the transition experiences of
nurses and the documented factors that facilitate and impede the transition of NPs
internationally. As noted in the previous chapter, understanding the meaning of
transition as a concept was important to this study and with this in mind, a concept
analysis of transition was also undertaken using the data from this study and is reported
in Chapter 4 of this thesis.

Search Strategy
The primary key words used to search the literature were “nurse practitioner” and
“transition”. Other keywords relating to the topic included “advanced practice nursing”
and “new nursing roles”, “barriers and facilitators”, “education”, “preparedness” and
“Australia”. Education and preparedness were included as a search terms in order to
capture the pre-transition elements that might facilitate or hinder experiences. Searches
were limited to nursing journals in English language. Searches were conducted in the
databases CINAHL, PubMed and Scopus. Articles were retrieved and carefully read
for relevance to the study topic and research questions. In addition, hand searching of
reference lists and key journals such as: the Journal of the American Association of
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Nurse Practitioners, was undertaken. Searching and reviewing the literature was an
ongoing process throughout the study, and continued until the final synthesis of the
findings and construction of recommendations.

Search Results
Despite the plethora of publications reporting on the transition from student to graduate
nurse, studies on the transition experiences from RN to NP were limited by comparison.
Most of the studies relating to NP transition research have been conducted in the United
States (US), Canada and the United Kingdom (UK), with few publications identified
that report on the Australian context. The findings of this review have been clustered
into the themes described below, beginning with the notion of transition as a process,
followed by discussion of the emerging factors that influence transition.

Transition as a dynamic and complex process
A number of studies (Brown & Draye, 2003; Brown & Olshansky, 1997) have explored
the longitudinal nature of NP transition and examined the stages (or phases) that must
be negotiated in order achieve role mastery. Chang, Mu and Tsay (2006) and Yeager
(2010) suggest that transition is a longitudinal process with a number of phases through
which the fledgling NP advances from novice to being fully competent and capable. In
the most cited publication on the topic of NP transition, Brown and Olshansky (1997)
examined the experiences of 35 NPs in the US during their first year of practice using
a grounded theory approach. Interviews were conducted at 1, 6 and 12 months
following graduation. A theoretical model was developed to describe the NPs’ journeys
from Limbo to Legitimacy, with subcategories illustrating the complexity and
challenging nature of the transition process. In this model From Limbo to Legitimacy,
the following themes and sub-categories emerged from the data depicting transition as
a linear process:
Laying the Foundation: This early period was described as ‘testing’; it was a
time for patience while the NPs waited for their education to be recognised in
order to become registered as NPs, and to secure employment as an NP (Brown
& Olshansky, 1997, p. 51).
Launching: The second stage of the process was reported as ‘daunting’ as the
NPs learned to “straddle two identities” - they no longer felt they belonged to
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nursing and saw themselves as located somewhere between nursing and
medicine. This was described as a period of “liminality” or “limbo” (Brown &
Olshansky, 1997, p. 51). The NPs also felt clinically unprepared with many
experiencing imposter syndrome, and some worrying that they would be found to
be a fraud (Brown & Olshansky, 1997, p. 52).
Meeting the challenge: By the time they had been practicing for six months, the
NPs were beginning to settle into their new role and were feeling more competent,
confident, in control and less anxious; they were also able make confident clinical
decisions. Around this time the NPs began to successfully negotiate issues that
affected their practice (Brown & Olshansky, 1997, p. 53).
Broadening the perspective: As time progressed the NPs felt they had justified a
place in the team and reported improvements in knowledge and skills and the
ability to manage challenging situations. As the NPs level of anxiety lessened
they began to enjoy their new place in the healthcare team and became more
assertive (Brown & Olshansky, 1997).

By using these themes as a framework, Brown and Olshansky (1997) illustrated how
transition can be viewed as an unfolding series of challenges and achievements, hence
adequate time is required for the new NP to adjust to their role and to become a fully
functioning member of the team.

This study was followed by a similar study on NP transition by the same lead
researcher. Brown and Draye (2003) reported the transition experiences of 50
pioneering female NPs who had commenced their role between the 1960s or 1970s and
remained in NP practice at the time of the study. Descriptive interviews and focus
groups were undertaken in an attempt to understand their early experiences of NP
practice and to offer advice to new NPs. Most participants reported “an exponential
learning curve while struggling with the self-doubt and anxiety characteristic of a
novice” (Brown & Draye, 2003, p. 394). The six themes identified from the data were:
(a) breaking free, (b) moulding the clay, (c) encountering obstacles, (d) surviving the
proving ground, (e) staying committed, and (f) building the eldership (Brown & Draye,
2003, pp. 392-395). These themes and their respective subthemes indicated multiple
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elements involved in the phases of transition in order for NPs to achieve the ultimate
goal of enhancing the health outcomes of their communities.

Participants in Brown and Draye’s (2003) study reported how the process of transition
unfolded and how they initially experienced resistance to their roles by physicians,
other nurses and pharmacists. However, this antagonism decreased over time as the
healthcare team began to know and trust the NPs. Participants also experienced a
transition from being the person seeking advice to being the person who was able to
provide advice, and they frequently drew on the wisdom that had come from their own
personal struggles and years of experience. One of the limitations of this study is that
it required the participants to reflect accurately on their early experiences, even though
some had be practising as an NP for over 20 years.

Continuing on the theme of phases of transition, Heitz et al., (2004), using a qualitative
descriptive design, interviewed nine NP students during their educational program and
into the first year of practice. The participants considered the transitional process to
have two phases – first, the educational preparation (1-6 months) and second, the role
transition from graduation through to two years as an NP. Six main themes were
identified: extrinsic and intrinsic obstacles, turbulence, positive extrinsic and intrinsic
forces and role development.

Heitz et al. identified how most of the NPs felt that they did not enter into a transitional
period until they had graduated and that they were in a period of role development.
Participants described many obstacles that needed to be overcome during this
“frightening” and “turbulent period, using terms such as “it was a roller coaster”.
However, there were also a small number of participants who described the transition
as “fairly smooth” (Heitz et al., 2004, p. 417). Extrinsic positive forces were reported
as faculty support, and support from co-workers and family. Intrinsic forces were
identified as life experiences, optimistic self-talk and independence (Heitz et al., 2004,
p. 417). Although this study sheds some light on the process of transition, the small
sample size and the fact that it reflected the experiences of NPs in only one context,
limits the ability to draw meaningful and more broadly applicable conclusions.
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Three overlapping phases were described by Chang, et al., (2006) who explored the
transition experiences of ten acute care NPs in Taiwan during their first year of practice
using in-depth interviews. The participants were drawn from a new collaborative model
where NPs had extended practice responsibilities with high levels of support from
medical staff. The study findings demonstrated that these NPs moved through three
phases of transition, role ambiguity, role acquisition and role implementation (Chang
et al., 2006, p. 83). During the role ambiguity stage they found themselves in a new and
unfamiliar territory with unclear expectations a lack of role models (Chang et al., 2006,
p. 86).

The NPs participating in Chang et al’s., study experienced professional isolation and
despite their previous nursing experience, they felt under pressure to “relearn and adapt
to a totally different work environment” (2006, p. 86). In the role acquisition phase,
the NPs were able to gradually negotiate their position in the healthcare team as their
role expanded and the boundaries and responsibilities became clearer (Chang et al.,
2006, p. 87). The final role implementation stage occurred when the NPs were able to
confidently define their role and felt fully accepted by their fellow nurses, medical
colleagues and patients (Chang et al., 2006, p. 87). By this stage they were comfortable
in their role, confident in their clinical decision-making and able to discuss their patients
with the medical staff. The NP model described by Chang (2006) is comparable to the
Australian model of expanded scope of practice, which includes health assessment and
diagnosis and requires a strong commitment to collaboration and teamwork.

In keeping with the notion of transition being dynamic and progressive, Cusson and
Strange (2008) used a qualitative descriptive design to explore the transition of 70
neonatal NPs (NNPs). Given that NNPs had been functioning in an advanced practice
role in the US for over 30 years, it would be reasonable to expect that their transition to
practice would be relatively smooth and that lessons from the past would have directed
efforts to support these new NPs. However, in their written responses to open-ended
questions, the participants described a linear progression of four phases of transition:
“First impressions… am I prepared”?; “The transition”; “Making it as a real nurse
practitioner”; and “Helpers and the hinderers” (Cusson & Strange, 2008, pp. 333335). They described difficult, stressful and anxious times often exacerbated by a lack
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of respect from other nurses. However, over time the participants’ anxiety dissipated
and they developed more confidence in their role. As observed by the authors, the
results of this study are consistent with to those described in the From Limbo to
Legitimacy model developed by Browne and Olshansky (1997) and Browne and Draye
(2003).

Having described the studies promoting the notion of transition as a process, I now turn
to the myriad of factors that impact on NP transition experiences, including: personal
attributes, knowledge, skills and abilities, educational preparation, interpersonal
relationships, support from the interprofessional healthcare team and professional
expectations (Schumacher & Meleis, 1994).

Personal Issues
The literature suggests that NPs experience feelings of inadequacy, self-doubt, and
insecurity when assuming their advanced clinical responsibilities, which is exacerbated
by a lack of support from other members of the healthcare team and a sense of role
isolation (Brown & Olshansky, 1997; Heitz et al., 2004; Kelly & Mathews, 2001).
Family circumstances, fatigue and burnout, unrealistic expectations (Humphreys,
Johnson, Richardson, Stenhouse, & Watkins, 2007) and inadequate support and
mentoring (Barton, 2007; Hayes, 2005) also compound these feelings. The personal
attributes of tenacity and resilience (Duddle & Boughton, 2007; Perry, 2011) are
considered important to successful transition, as NPs need the ability to “bounce back”
from obstacles encountered in their transition journey (Perry, 2011, p. 224).

Characteristically, the early stages of transition are often met with feelings of
“enthusiasm, optimism and a focus on mastering necessary clinical skills” (Chang et
al., 2006, p. 85). However, the early confidence of NPs can soon be replaced by the
realisation that they are out of their comfort zone and in a completely new and
unfamiliar environment (Anderson, Gardner, Ramsbotham, & Tones, 2009; Cusson &
Strange, 2008; Heitz et al., 2004; Kelly & Mathews, 2001).

The literature indicates that an expert clinician who is confident and competent in their
role can experience insecurity and anxiety when reduced to novice status as a result of
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taking on a new and unfamiliar role (Benner, 2001; Cusson & Strange, 2008; 2009).
Benner (2001) described how this can result in an initial decline in clinical competency
and a loss of confidence in one’s knowledge and clinical abilities. The combination of
a change in working conditions and relationships, and the associated stress, has also
been reported by Chang et al., (2006, p. 89) as having a “devastating effect on the
development and confidence of NPs during their first year of practice”.

Consequently, NPs can become distressed at their lack of confidence, particularly when
all aspects of their clinical performance are scrutinised (Yeager, 2009). These feelings
are in keeping with Kralik’s model of transition whereby the person must “realign or
reclaim his/her sense of self.” (Kralik & van Loon, 2009, p. 112). Yeager (2009)
suggest that NPs’ acknowledgment of this as a normal response to transition is the first
step towards achieving success in the new role.

The intense scrutiny experienced by NPs entering a new role, along with perceptions of
higher expectations by themselves, colleagues and the organisation, often leads to
feelings that they are out of their comfort zone. Their self-doubt and loss of confidence
can also lead to a sense of ‘Imposter Phenomenon’ or ‘Imposter Syndrome’ (Bahouth
& Esposito-Herr, 2009; Brown & Olshansky, 1997; Yeager, 2010)
Imposter Phenomenon
Two American psychologists, Clance and Imes coined the term ‘Imposter
Phenomenon’ (IP) after observing over 150 highly successful women who failed to
experience a feeling of success regarding their achievements, despite their
accomplishments, and often felt like “imposters” (Clance & Imes, 1978, p. 1). These
researchers argued that IP occurs when high achieving individuals (mostly women)
continually question their ability and fear that others may discover they are an
‘intellectual fraud’. By contrast, men tended to believe that they had earned their
success and if they did experience IP, it was to a much lesser degree than the females
in the study (Clance & Imes, 1978).

In a similar study, Henning, Ey and Shaw (1998) researched the traits of IP in medical,
dental, nursing and pharmacy students and found that of 477 students surveyed, 27.5%
demonstrated unhealthy levels of stress and distress. IP was common across each of
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these health disciplines and the researchers advocated it was a result of “increased
stress such as time pressure, memorising large amounts of information, peer
competition and increased responsibilities related to patient care” (1998, p. 456).
Students in their first year of medical school often questioned whether they should have
been admitted to the program, a situation which could be considered similar to an NP
questioning if they were worthy to have been endorsed. In contrast to Clance and Imes
(1978), Henning et al., (1998) found that higher levels of IP were identified in male
nursing students, which could be possibly explained by the fact that the males were
entering a traditionally female profession. Brown and Olshanskys’ (1997) research
study identified IP in the new primary care NPs and similar findings were reported by
Yeager (2009) in her study of the neuroscience acute care NPs.

IP is reported to have key characteristics, which can be identified with the early stages
of transition to new nursing roles (Brown & Olshansky, 1997; Redfern -Jones, 2009).
These include generalized anxiety, lack of self-confidence, depression, and frustration
with the inability to meet self-imposed standards (Yeager, 2010). The feelings are
associated with “being expected to process a large amount of information in a short
time” as in an NP Masters degree, dealing with “professional competitiveness”,
“undergoing new client responsibilities” and “undergoing frequent evaluations”
(Clance & Imes, 1978; Henning et al., 1998).

To combat IP, Huffstutler suggests that NPs should recognise that feelings of self-doubt
are a normal part of the transition process, and that “calmly looking inward” or keeping
a handle on reality are the first steps towards working through it (2006, p. 2). NPs
should be encouraged to identify when these feelings occur and question the reality of
the self-doubt against a self-assessment of their knowledge and skills (Clance, 2013;
Yeager, 2010). They should also reflect on the positive aspects of their practice, instead
of spending time dwelling on their limitations, and accept the reality that transition from
an expert RN to a fully functioning NP will not happen overnight (Huffstutler, 2006).
For NPs, extreme stress can have negative consequences, including low job satisfaction
and in some cases, early attrition from their new employment (Henning et al., 1998).
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Kelly and Matthews (2001) studied 21 recent graduates from an NP program in a large
university in the US. Focus groups were used to explore graduates’ perceptions of
preparation, gains and losses, barriers and facilitators and strategies for successful
transition. Although the NPs felt well prepared for the role, they identified feelings of
IP and themes of guilt and insecurity in not knowing everything they thought they
should know. The authors suggested that this attitude was probably due to the fact that
these NP graduates had left the comfort zone of being a competent RN to find
themselves in a new uncertain place with feelings of disorganisation, uncertainty and
insecurity. Despite their apparent IP, the participants still experienced high levels of job
satisfaction in being an NP as they “expressed their love for what they do, the pride
and satisfaction in what they had accomplished, and the reward of a bond of trust with
clients on a level not experienced previously” (Kelly & Mathews, 2001, p. 161). This
study is frequently cited, however the transferability of the findings is weakened by the
fact that most of the NPs were from rural areas. There is potential to prevent or reduce
IP through appropriate educational strategies so as to help NPs develop resilience and
coping skills.

Educational Preparation for the NP role
Many authors have cited the importance of the educational preparation in transitioning
to the NP role (Benner, 2001; Bonnel, Belt, Hill, Wiggins, & Ohm, 2000; Brown &
Olshansky, 1997; Brykczynski, 2012; Buckley, 2014; Chang et al., 2006; Hart &
Macnee, 2007; Heitz et al., 2004; Kelly & Mathews, 2001; Nicolson, Burr, & Powell,
2005). The primary purpose of education is to encourage and develop highly skilled
and knowledgeable NPs who value working within a nursing philosophy of holistic care
(Gardner, Carryer, Dunn, & Gardner, 2004a). Educational preparation should ensure
the NP student has: extensive knowledge of pharmacology, physiology and disease
processes within his/her area of practice; the ability to undertake advanced and complex
physical and psychological health assessment and to make accurate differential
diagnoses; and the ability to initiate, interpret and evaluate a range of investigative
methods. The NP is also required to demonstrate non-technical skills, such as
therapeutic communication; cultural competence; legal and ethical practice; and the
capacity to engage in professional and political activities to enhance NP practice and
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safe health service delivery (Anderson et al., 2009; Brykczynski, 2012; Buckley, 2014;
Gardner et al., 2006a).

A frequently cited study by Hart and Macnee (2007) evaluated perceived educational
preparedness of NPs and their perceptions of the importance of the clinical content in
their NP program. This was a cross-sectional descriptive study with a written survey.
Delegates from two US conferences: the National Organization of Nurse Practitioner
Faculties (NONPF) and the 29th Annual NP Symposium, were asked to rate their
perceived preparedness for NP practice.

The official delegate count from these

meetings was 432 and 900, respectively. Response rates were 28% (n = 121) from
NONPF, and 49% (n = 441) from the symposium. Ten per cent of NPs felt educationally
well prepared; 38% were generally well prepared; and 51% felt minimally or somewhat
prepared. For the latter group, transition was reported as difficult with a lack of formal
support, feelings of insecurity due to the significant learning curve required to function
effectively as NPs (Hart & Macnee, 2007).

Heitz et al., (2004) estimated that NPs took a minimum of six to twelve months to
consolidate their education and begin to perform with confidence. Bahouth and
Esposito-Herr (2009) and Yeager (2010) proposed that formal orientation programs
cannot always prepare NPs for their new clinical role but they do help to provide
realistic expectations and reduce feelings of self-doubt. To assist in this transition
process, they suggest that an orientation program should include streamlined
administrative activities, ongoing peer support and access to formalised clinically based
programs to enable NPs to gradually build up their confidence (Yeager, 2010). It is
noteworthy that this type of formal orientation process for NPs has not been reported
in the Australian literature to date.

In summary, there is strong argument in the literature that educational preparation is
essential for successful NP transition. However, the literature is less clear about the
most effective type and timing of this educational preparation, and whether and to what
extent education is the responsibility of universities or employers. Additionally, the
professional role of individual NPs in accessing and negotiating specific and relevant
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lifelong learning activities such as ward rounds, journal clubs and conferences, for
example, is noticeably absent in the literature (Yeager, 2010).

The impact of collegial relationships
Spinks (2009), in her reflection on preparing for the NP role, likened the transition
journey as “participation in a marathon”, with support and encouragement from
nursing colleagues, friends and family being critical for a successful outcome. Brown
and Olshansky (1997) and Heitz at al., (2004) reported that most NPs experienced some
initial resistance to their roles by other nurses, physicians and pharmacists. This
resulted in feelings of betrayal and isolation as they found themselves in unfamiliar and
sometimes hostile environments (Hamric & Taylor, 1989).

Another study depicting changing relationships focused on five cohorts of graduates
from a neonatal NP program in the UK (Nicolson, Burr & Powell, 2005). The
researchers used a mixed methods design with in-depth interviews, focus groups and a
structured survey. The participants reported that they perceived transition to be an
evolving process of change and gradual acceptance, by not only themselves but by all
key stakeholders. This attitudinal change was summarised as “shrugging off the old”
and “assuming the new” (Nicolson et al., 2005, p. 733). The participants felt that during
their educational preparation there should have been more emphasis on communication
and building relationships in order to ease their transition into the role.

Role Ambiguity, confusion and resistance
One of the challenges to transition is the lack of understanding, by both NPs and other
nurses and health professionals, of their role, scope of practice and their place in the
healthcare team.

There is often confusion in terms of nomenclature, which is

particularly apparent in Australia (Marsden, Dolan, & Holt, 2003), and is related to the
diverse distinctions between various Advanced Practice Nursing (APN) roles, for
example, the clinical nurse specialist (CNS), the clinical nurse consultant (CNC) and
NP role (Duffield, Gardner, Chang, & Catling-Paull, 2009; Elsom, Happell, & Manias,
2008; Gardner, Chang, & Duffield, 2007; Kralik, Visentin, & Van Loon, 2006). As
NPs cross traditional medical boundaries (Anderson, 2012; Main, Dunn, & Kendall,
2007), this “blurred interface” requires a clearly defined scope of practice (Spinks,
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2009). If the NP themselves is unclear of their new role, there will inevitably be
confusion and resistance/conflict within the team. Education is therefore of paramount
importance to identify the NPs’ place in the interdisciplinary team (Duffield et al., 2009;
Elsom et al., 2008; Gardner et al., 2007; Kralik et al., 2006; Main et al., 2007; Spinks,
2009).

The literature identifies that NPs often feel professionally isolated due to the lack of
peer support and being outside their comfort zone (Chang et al., 2006; Fleming &
Carberry, 2011; Kelly & Mathews, 2001) and because their nursing colleagues do not
fully understand the new roles (Pearson et al., 2004). This notion of isolation was also
reported by Cusson and Strange (2008) and Yeager (2010), who described NPs as
experiencing resentment and passive resistance from nursing colleagues. Some suggest
that the reason for this resistance may be simply be a lack of understanding, but others
claim that it is related to professional jealousy or what has been referred to by Ling,
Curtis, Brighton and Dunlop as ‘‘tall poppy syndrome associated with seeking the role’’
(2013, p. 83). It should be noted that this notion has attracted limited attention to date
in Australian nursing literature (Lowe & Plummer, 2013; Middleton et al., 2011).
Conversely, researchers from the UK (Humphreys et al., 2007; Lloyd-Jones, 2005)
suggest that nursing resistance has resulted in many NPs resigning or changing jobs
(Cusson & Strange, 2008). Throughout the literature, this conflict and confusion
appears to be entwined with NP feelings of self-doubt, with Yeager (2009) reporting an
attrition of 6% of NPs within the first year of NP practice. Sullivan-Benz et al., (2010)
found that one third of the participants in their Canadian study had changed jobs during
their first year in the role, and Barnes (2015b) claims employment turnover rates for
NPs are double that of the medical profession.

Acceptance of the role by medical colleagues
Main et al., suggest that NPs need to define their roles more accurately as they are
“caught between the cultures of nursing and medicine. The [NP] role crosses
professional boundaries but is not part of either culture as it takes on medical roles but
within a nursing framework” (2007, p. 486). NPs therefore need to make it clear to
their medical colleagues that they have no desire to “defect to the medical side” and
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become medical practitioners, and that they are committed to providing holistic care
within a nursing model (Barton, 2006; Gardner et al., 2004a; Spinks, 2009).
Brykczynski, in her publication ‘Reflections on Clinical Judgment of Nurse
Practitioners’ (1999), debated the distinctions between nursing and medicine and the
blurring of the boundaries. It was her belief that, rather than being in competition, the
medical profession should recognise and acknowledge the benefits to safe and cost
effective care made possible through the NP role (Brykcznski, 1999). She was also
insistent that although NPs had crossed traditional boundaries, they had nonetheless
continued with their own ‘history, traditions, philosophy, concepts and theories,
disciplinary matrix, and ways of being with patients and families’ (Brykcznski, 1999,
p. 182).

Acceptance by the medical profession was also the focus of Gould and Wasylkiws’
(2007) report on the early beginnings of the NP role in Canada. The aim of the study
was to explore the experiences of these early NPs through semi-structured interviews,
with questions related to their perceptions of their effectiveness in the role and their
acceptance by other disciplines (Gould & Wasylkiw, 2007). A common view amongst
participants was that NPs were committed to the caring philosophy of nursing
(Brykczynski, 2012; Fleming & Carberry, 2011) and they observed a growing
acceptance of the role as their relationships with other professionals changed over time
(Gould & Wasylkiw, 2007). Although this study added to the growing body of
knowledge about the experiences of these fledgling NPs in rural Canada, with only
seven participants, there are obvious limitations to the findings.

Bonnel et al., (2000) interviewed five NPs in their first year of practice in aged care
nursing facilities and used content analysis to identify common themes in their
experiences. Two significant themes emerged: a) figuring things out (p. 354); and b)
responding/getting a handle on things (p. 356). Although the sample size was small,
some important practical strategies were identified. These include the need for an
effective orientation process, setting up the physical environment, clarifying
communication, and building a team approach to care.

The awareness of good

relationships with medical and other health staff was considered vital to the
sustainability of the role.
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An Australian study, led by Desborough (2012), explored the experiences of newly
endorsed NPs in the Australian Capital Territory (ACT). A grounded theory approach
was used to analyse the data collected from seven participants who participated in face
to face interviews lasting between 40 and 80- minutes. Five main themes emerged;
these were: (a) “developing clinical practice guidelines; (b) collaborating with the
multidisciplinary team; (c) developing legitimacy and clinical credibility; (d)
communicating; and (e) transitioning to practice” (Desborough, 2012, p. 23). NPs
perceived that “developing legitimacy and credibility” with their colleagues
(Desborough, 2012, p. 24) was the most vital element, as well as the need for good
mentorship, especially if there are no other NP role models available. Most of the
participants reported some nursing resistance, which appeared to be the result of lack
of clarity around the role. Hence, they used their communication skills to resolve the
difficulties and team support was recognised as essential to ensure a smooth transition.
These findings provide new knowledge regarding the establishment of NPs in the ACT,
however the small number and the lack of follow up of the participants, limits the
usefulness of the findings to the ACT.

Although transition may be accompanied by considerable personal upheaval many
studies have identified that personal attributes and collegial relationships are key to NPs
negotiating through the transitional phase (Barton, 2007; Huffstutler, 2006; SullivanBentz et al., 2010). Nicolson et al., suggest that there is a variability in the manner to
which new NPs respond to transition, with some taking difficulties personally and
others seeing them as structural issues that require solutions (2005, p. 736). For this
reason resilience and tenacity are key attributes needed to transverse what is often a
tumultuous initiation to the role (Duddle & Boughton, 2007). Confidence and a positive
self-image along with collegial support are also recognised as fundamental ingredients
to success as an NP (Yeager, 2010).

Mentorship
Barton (2006, p. 824) states that development of each NP’s clinical knowledge and
skills through a collegial mentoring relationship, is “arguably the most important
feature in ensuring competence and capability”. Clinical mentorship is recognised as
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a way of providing professional and educational support to NPs, with the mentor
providing expert teaching and supervision in the clinical environment. Mentors can
also assist NPs to become confident and competent in client assessment and clinical
decision-making (Hart & Macnee, 2007; Hayes, 2005).

As NPs are clinical leaders in their specialised fields, input from other disciplines is
encouraged as it mirrors the genuine collaborative nature of NP practice (Chang et al.,
2006; Lyon & Peach, 2001; Zwarenstein et al., 2008). Mentoring helps to ensure client
safety while enabling novice NPs to extend their skills and engage in experiential
clinical learning opportunities (Gardner & Gardner, 2005; Gardner, Gardner,
Middleton, Della, et al., 2010; Hayes, 2005). Mentoring bridges the gap between theory
and practice and allows NPs to reflect on their practice, promoting self-confidence and
independence.

Organisational factors that influence transition
In addition to ongoing mentorship, support from the organisation is considered vital
(Nicolson et al., 2005). Self-worth, territorial boundaries and tussles for authority and
power were identified as barriers to NP practice, but enhanced communication and
collaboration skills had the opposite effect. Organisational managers have the
responsibility to foster an environment, which embraces change and provides
continuing professional development to the new NPs (Lloyd-Jones, 2005; Nicolson et
al., 2005). Effective managers should prepare for the introduction of a new NP role,
and ensure that all staff are well educated about their scope of practice and the potential
to improve patient outcomes (Keating, Thompson, & Lee, 2010; Lloyd-Jones, 2005).
It has been demonstrated in an Australian study by Lee et al., (2007) that education
about the role improves staff attitudes. The organisation must also accept that novice
NPs take time to develop advanced skills and that a reduction in patient load in the
initial phases will assist in reducing stress (Booth, Hutchison, Beech, & Robertson,
2006; Brown & Olshansky, 1997). Furthermore, NPs should be provided with position
descriptions, along with an orientation period and realistic expectations by peers of
what the NP should achieve (Humphreys et al., 2007; Keating et al., 2010; Nicolson et
al., 2005).
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Australian researchers Lowe and Plummer (2013) explored the perceptions of NPs,
managers and policy makers regarding the implementation of the NP role. A total of
452 questionnaires were sent out with a response rate of 38% (n=172). NPs were the
largest group of respondents (51.7%), followed by nurse managers (44.2%), and nurse
policy representatives (4.1%).

The results demonstrated that most participants

perceived that there was positive regard for NPs (n=116) and adequate support for their
roles (n=92). However a number (n=43) disagreed, and suggested that organisational
support was not always forthcoming. Although there was recognition of the benefits
of the role, the authors recommended that more work needs to be done to improve
clarity of the NP role and what it entails. The open-ended questions indicated that
inadequate medical collaboration, lack of access to the Medicare Benefits Schedule
(MBS) and Pharmaceutical Benefits Scheme (PBS), demands of the role, isolation, and
lack of resources were other issues critical to the NP participants. The nurse managers
also reported on the limitations to MBS and PBS, the lengthy endorsement processes,
and lack of resources as barriers (Lowe & Plummer, 2013).

A vital element in the sustainability of NP role is a strong commitment by the
organisation to fund positions on a long-term basis. Keating, et al., (2010), in research
undertaken in Victoria, Australia, explored the barriers and facilitators to the
implementation of emergency NPs by surveying 37 staff employed to implement NP
roles between 1998 and 2008. Participants agreed or strongly agreed that the main
barriers to progression were legislative constraints (78%), a finding that has been
identified by other commentators (Driscoll et al., 2005; Harvey et al., 2011; Lowe &
Plummer, 2013). Another barrier identified was the cost of educational programs and
the lack of access to funding from within the organisation, with 78% of participants
suggesting that the expense of education may prohibit some nurses who would
otherwise aspire to become an NP (Keating et al., 2010). These findings support
Middleton et al., (2011), who identified that only 72.6% of NPs worked full time, with
another 11.1% working in a dual role.

Whilst many organisations claim to be

supportive of the NP role, the research findings indicate that this is more rhetoric than
reality (Keating et al., 2010; Lowe & Plummer, 2013). If the NP role is to have
longevity, then organisations must provide an environment that embraces change and
supports new roles by reducing expectations (Nicolson et al., 2005), provide orientation
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and professional development programs (Yeager, 2010), mentoring (Barton, 2007) and
the provision of ongoing funding (Keating et al., 2010).

Leidel (2014), in her recent publication in the Medical Journal of Australia, argues that
the Australian NP movement has failed to align itself with the needs of the rural and
remote communities, as was the focus in the early years of its development. As noted
by Middleton et al., (2011), most NPs practice in metropolitan areas, with only 5% of
NPs working in rural and remote areas. A recent report by Duckett and Breadon (2013)
suggested that NPs had been unsuccessful in providing healthcare to some remote areas,
and instead suggested the introduction of other new roles such as physician’s assistants,
paramedics and pharmacy prescribers. Leidel claims that “if the NP movement is to
progress, NPs must demonstrate that they provide flexible solutions to the highest
priority healthcare concerns in Australia”(Leidel, 2014, p. 86) “or there is a real risk
they will fade into obscurity” (Leidel, 2014, p. 85).

Conclusion
The focus of this review was on NP transition to practice and, although the studies
profiled are different in their origins and their methods, generalised statements about
the key themes influencing NP transition can be made.

Transition from RN to NP is depicted as a period of considerable stress as the new NP
attempts to deal with the shift from being a confident, experienced nurse to being in an
unfamiliar and sometimes uninviting place in the healthcare team (Brown & Olshansky,
1997; Chang et al., 2006). The experiences of NPs during this period of adaptation
have been demonstrated to be often turbulent and stressful, with many expressing loss
of confidence in their ability to function as senior clinicians (Barnes, 2015b; Wallace,
2012). The many emotions reported during this time are excitement (Cusson & Strange,
2008); nervousness and anxiety (Kelly & Mathews, 2001); feelings of inadequacy
(Anderson et al., 2009); and feelings of isolation (Bahouth & Esposito-Herr, 2009),
with some NPs wishing they could return to their previous position (Fleming &
Carberry, 2011). The notion of imposter syndrome was prominent in the literature and
discussed in some detail (Brown & Olshansky, 1997; Clance, 2013), and some
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strategies to reduce the impact were proposed by Huffstutler (2006) and Yeager (2010).
There is much evidence that shows a great deal of ambiguity and confusion around the
new role (Donald et al., 2010; Flinter, 2010; Poronsky, 2013), which may be the cause
of some reports of nursing resistance (Desborough, 2012; Ling et al., 2013; LloydJones, 2005; Lowe & Plummer, 2013; MacLellan et al., 2016). However, on a more
positive note, it appears that although there has been slow uptake, there is evidence of
growing medical acceptance of the NP role (MacLellan et al., 2015a; Wand, White,
Patching, Dixon, & Green, 2012; Weiland, Mackinlay, & Jelinek, 2010). Educational
preparation mediated many experiences, as well as mentoring and support from medical
and other professional colleagues (Barton, 2007; Gerhart, 2011; Hart & Macnee, 2007).
Although solid organisational structures and strategic planning to support the
continuing development of the NP is vital (Lowe & Plummer, 2013), some authors
described lack of funded positions and unrealistic workloads as significant barriers to
the role (Keating et al., 2010; MacLellan et al., 2015b).

Consistent with the definitions of transition outlined in Chapter 1 of this thesis, the
literature depicts transition as a multi-phase experience that requires a period of
adjustment by the NP. It also requires an attitudinal shift by members of the healthcare
team. The initial period of transition is often challenging and demands planning, highly
developed clinical competence, a sophisticated level of negotiation skills and personal
attributes such as courage, tenacity, fortitude and determination.

In the following chapter, the research methodology and design are discussed. A
description of the processes used to ensure trustworthiness of the study are also
presented, along with a discussion of my assumptions relating to the study and the
ethical considerations.
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CHAPTER 3: RESEARCH METHODOLOGY, DESIGN AND METHODS
Introduction
In the previous chapter a review of the literature regarding the development of the Nurse
Practitioner (NP) role, both globally and in Australia, was provided. This was followed
by a review of studies exploring the transition experiences of NPs. A gap in the
literature related to NP transition in Australia was identified and it was proposed that
was an issue requiring further investigation.

Whilst each of the findings papers, reported in Chapters 4, 5, 7, 8 and 9, outline the
research design and methods used, this chapter provides a comprehensive discussion of
the research methodology and study design, along with a justification for
methodological decisions. The chapter concludes with a discussion of the ethical
considerations of the study and the processes used to ensure rigor and trustworthiness
of the study.

Aim of the Study
As noted in Chapter 1, the overall aim of the study was to critically examine the factors
which influence the transition from registered nurse (RN) to nurse practitioner (NP).

The research question asked: What are the experiences of registered nurses during their
first year of transition to practice as a nurse practitioner? In particular:

o What are the critical mediating factors/elements that impact on transition of
NPs?
o What are the legislative, organisational, individual and contextual influences
and constraints on NPs transition?
o How do NPs negotiate and scope their role?
o What strategies do NPs use to mediate their transition?
o How do NPs negotiate inter professional relationships?
o What are their issues and concerns during their first year of practice?
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Research design and methodology
In the light of the research aim and questions, a longitudinal qualitative research
design was selected for the study. Creswell describes qualitative research as:
“… an intricate fabric composed of minute threads, many colours,
different textures and various blends of material. The fabric is not
explained easily or simply. Like the loom on which the fabric is
woven, general frameworks hold qualitative research together”.
(1998, p. 13)
Critical ethnography was used to examine, in depth, the experiences and perceptions of
NPs. Critical ethnography (CE) described by Carspecken (1996) and the tenets of
focused ethnography (FE) (Knoblauch, 2005; Wall, 2015a) were used to address the
research aim and questions. CE aims to examine an area of injustice to a particular
group resulting from their historical, social, political, cultural and economic
circumstances, and is underpinned by the writings of critical social theorists, including
Foucault and Habermas, who seek to make sense of “power and social structures,
oppression and social justice” (2011, p. 25) in order to reveal the misuse of power
within marginalised groups (Wall, 2015a). Through the participants’ involvement in
the study, they can be enlightened and empowered, and by doing so, bring about social
change to improve their lives (Carspecken, 1996, p. 3; Denzin & Lincoln, 2005, p. 305;
King, Munt, & Eastwood, 2007).

Critical theory
Foucault (1972, 1973; 1977b) has written extensively on the relationships between
power, politics and knowledge. Foucault's theory states that:
“Knowledge linked to power, not only assumes the authority
of 'the truth' but has the power to make itself true. All
knowledge, once applied in the real world, has effects, and in
that sense at least, 'becomes true.' Knowledge, once used to
regulate the conduct of others, entails constraint, regulation
and the disciplining of practice. Thus, 'there is no power
relation without the correlative constitution of a field of
knowledge, nor any knowledge that does not presuppose and
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constitute at the same time, power relations” (Foucault, 1977a,
p. 27).

Foucault contends that power is “exercised rather than possessed” (Foucault, 1995, p.
26), and that it is everywhere “not because it embraces everything, but because it comes
from everywhere” (Foucault, 1990, p. 93). Davidson (2015) asserts that by the very
nature of humans being in relationship, power dynamics are evident at all levels of
society (Cheek & Porter, 1997).

Within the health profession, concepts of power and status have long been recognised
as underpinning relationships (Hart, 2015). In nursing, the concept of power may be
critiqued by focusing on the two separate elements identified by Foucault, as
“disciplinary power and knowledge/power relationships” (Bradbury-Jones, Sambrook,
& Irvine, 2008, p. 258).
Disciplinary power is exercised through ‘hierarchical observation’, ‘normalizing
judgement’ and ‘the examination’ (Gilbert, 2005). ‘Hierarchical observation’ occurs
through what is described as ‘the gaze’ (Foucault, 1995, p. 177), which can be either
discrete or indiscreet. In nursing, this occurs by nursing staff silently observing each
other’s actions, as a way of ensuring that professional standards are adhered and their
colleagues are fit to practice (Bradbury-Jones et al., 2008), whilst ‘normalizing
judgement’ refers to being judged against the norm. Norms take the form of “what is
right”; “what one ought to do”; and how one “ought to act” in relation to behaviours
that have become customary over time within a group, culture, or society (Davidson,
2015, p. 262). Nurses learn to judge themselves and regulate themselves against what’s
considered ‘the norm’ and constantly compare their performance to the perfect nurse.
This self-scrutiny may have a positive effect of improving their performance, however
nurses must also be aware of this being a “discreet form of disciplinary power”
(Bradbury-Jones et al., 2008, p. 263).

The third process, ‘the examination’, combines the first two processes of ‘hierarchical
observation’ and ‘normalizing judgement’ in creating a “meticulous archive” that
captures and documents the previous observations and gives them permanency
(Foucault, 1995). In nursing ‘the examination’ refers to the qualification of registered
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nurse and is preceded by many examiners who are gatekeepers to the profession. This
is how the nursing profession is self-regulated (Gilbert, 2005), which Street argues
“results in a meek and unassuming workforce, which not only reacts to the demands of
others, but reacts with speed and efficiency”(1992, pp. 107-108).

Holmes and Gastaldo (2002) define disciplinary power differently by proposing that it
is a form of power exercised over an individual or a number of individuals to influence
their conduct, habits, and attitudes in order to help them achieve particular skills and
new ways of thinking. Thus, because nurses are innovative and continually seeking to
improve patient care, compliance through disciplinary power becomes an imperative
for self-improvement (Holmes & Gastaldo, 2002)

Knowledge/Power Relations: Foucault addressed the complex relationship between
power and knowledge extensively, and suggested that they are intertwined and one
cannot exist without the other. Power produces different forms of knowledge and
people exercise power through knowledge (Street, 1992, p. 101). The exercise of power
through knowledge is intentional, exercised by everyone at every level of society, and
not the just the remit of government or states (Holmes & Gastaldo, 2002). Power
therefore, can be productive as well as repressive, and disciplinary knowledge (as in
institutional/hospital/health knowledge) is one way that power can be exercised and the
behaviour of individuals in society regulated (Holmes & Gastaldo, 2002; Street, 1992,
pp. 107-108).

Foucault argues that the relationships between three forms of disciplinary knowledge,
"technical, practical, and emancipatory, overlap, support and mutually use each other”
(as cited in Street, 1992, p. 100). “Domination is found in each of these interrelated
interests…[and that] these systems of relationships give different emphasis to power”
(as cited in Street, 1992, p. 100).
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Power, politics and knowledge in nursing
Critical theorists argue that that certain groups in society are in a subordinated position
(Appelbaum, He´bert, & Leroux, 1999), with a controlling group having greater
prestige, power and status than the oppressed group (Fletcher, 2006).

Some commentators suggest that nurses perceive that they have been assigned an
inferior position in the hierarchy of the healthcare system (Daiski, 2004; Fletcher,
2006). This is illustrated in the words of a registered nurse (Ruth Smith) in the ‘Street’s
Inside Nursing’ ethnographic study, conducted in 1986 at the time of a nurses’ strike:
Nursing has traditionally been a female profession, and thus has
suffered the many equalities faced by women in the workforce at
large…We have suffered lack of power in our health institutions, little
say in decision-making processes that affect our work environment, a
heavy workload with few means to control it, a handmaiden
/ministering angel image, low professional status (particularly
compared to doctors), and our own generally passive, non-assertive
nature…it is not just money and career structure that is at stake here,
we are trying to shrug off a whole tradition of submission and
oppression (Street, 1992, p. 29).
Although written 30 years ago, the misuse of power by doctors and health service
management still occurs and is also evident at all levels of the nursing hierarchy (Hart,
2015). Within nursing there is competition, oppressed groups, and subordination to
those considered to be in positions of power (Daiski, 2004). Nurses use manipulation
(a common behaviour in oppressed groups) to gain what they want for the more
dominant group (Bradbury-Jones et al., 2008), and undermining, bullying and
horizontal violence are recurring issues (Hart, 2015; Ling et al., 2013; Lowe &
Plummer, 2013; Woelfle & McCaffrey, 2007; Yee, Bernstein, Lee, & Nokes, 2014).

On a more positive note, Fackler, Chambers and Bourbonniere (2015, p. 267) argue
that nurses believe power develops through “acquisition of knowledge, experience, and
self-confidence”. Nurses’ voices need to be heard so that they can advocate for patients.
For this to be achieved nurses must collaborate with other disciplines and participate in
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discussions at senior levels of management. Empowerment should be seen as a process
of personal growth and development (Kuokkanen & Leino-Kilpi, 2000) and nurses
must also use their power to advocate for positive change regarding the status of nursing
and recognition of the unique contribution of the nursing profession to optimising
healthcare (Fackler et al., 2015).

Given the influence of power, politics and disciplinary knowledge in healthcare, critical
social theory was considered appropriate to examine how NPs negotiate their transition
experiences. In the next section the practical application of critical theory to the study
design is discussed.

Ethnography
Ethnography developed from the social science of anthropology in the twentieth
century and was first used to examine American society at the time of the Great
Depression in the 1920s and 1930s. At that time, ethnography was only accepted within
the social sciences, however it has since been accepted into other areas of research such
as education and healthcare (Brewer, 2005; Savage, 2006).

Ethnography is considered to be both the body of knowledge of a cultural group and
also the research process that provides a description, analysis and interpretation of a
particular culture or sub-culture. Ethnography is concerned with how people create
meaning for their lives and how these meanings developed over time within a particular
context. Ethnography therefore examines the culture in a holistic manner in an attempt
to understand what is happening within that group (Munhall, 2001, p. 277-280).
Wiersma & Jurs, (2005) state that culture is defined “in different ways, but in the broad
sense refers to what humans have learned that impacts on behaviour” (p.203).

Brewer defined ethnography as:
the study of people in naturally occurring settings or ‘fields’ by means
of methods which capture their social meanings and ordinary
activities, involving the researcher participating directly in the setting,
if not the activities, in order to collect data in a systematic manner but
without meaning being imposed on them externally (2005, p. 10).
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Critical Ethnography
Critical ethnography (CE) is a branch of ethnography and attempts to understand ‘what
is’ and ‘why’ and ‘how’ a situation has been structured by societal ideologies and
control (Savage, 2006). Hence, its aim is to ‘critique the social order and call into
question historical power structures’ and in doing so “support greater equity for people
who are oppressed” (Mahon & McPherson, 2014, p. 9). CE seeks to reveal the misuse
of power, to address exploitative conditions and hidden agendas, and by so doing bring
about a positive change (Wall, 2015a; Savage, 2006, p. 386).

O’Reilly (2009a, p. 51) defines CE as:
…an approach that is overtly political and critical, exposing inequalities
in an effort to effect change. The goals are to expose hidden agendas,
challenge oppressive assumptions, describe power relations and
critique the ‘taken for granted’.

Data collection often takes place in a natural setting to allow the context to be taken
into account (Brewer, 2005, p. 11; Wiersma & Jurs, 2005, pp. 202, 242, 244). CE
researchers not only observe the members of the group and their actions, but also often
become part of the group as a participant/observer in an attempt to develop a deeper
understanding of the culture. In this design, inductive, flexible and interactive methods
are used to examine socio-cultural activities and patterns in an attempt to understand
and describe cultures (Parahoo, 2006, p. 67). Consequently, the research question may
evolve as the study progresses and important factors begin to emerge within the data
(Wiersma & Jurs, 2005, pp. 202-203, 219).

Interviews with participants are designed to bring about a critical discourse, promote
critical reflection, expose power relationships and inequalities, and encourage concerns
to be expressed within a safe environment (Allen, Chapman, Francis, & O'Connor,
2008, p. 228). CE accepts and values participant’s subjective experiences, ideas,
intentions and emotions throughout the data collection process; they are treated equally
and their ideas respected (Roberts, 2009).
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CE has the ability to bring about changes in the status quo and to involve researcher
/participant collaboration. Vandenberg and Hall (2011, p. 25) define critical theory as
“a complex and dynamic philosophical paradigm that is increasingly being used to
guide nursing research”. These authors state this methodology is based on the writings
by famous philosophers such as Foucault, Habermas and others who use critical theory
to make sense of “power and social structures, oppression and social justice” (2011,
p. 25). The objective is to study marginalised groups and reveal their reports of misuse
of power and hidden agendas (Wall, 2015a). There are many designs and types of data
collection that can be used in CE but the common threads are power and emancipation.

Carspecken’s method
In this study Carspecken’s (1996) method of CE was used because it provided a clear
guide to undertaking methodologically-rigorous qualitative research.

Although

Carspecken’s method has focused primarily on educational research, this method is also
relevant to healthcare research (Savage, 2006). CE is concerned with social inequalities
and Carspecken describes the nature of social structure, power, culture and human
agency. His method consists of five steps that use a variety of data collection methods
which may overlap and be undertaken concurrently (1996, p. 40).

The five stages of Carspecken’s CE are as follows:
Stage 1: “Building a Primary Perspective – the Etic Perspective”. The purpose is
to collect “thick” descriptions of the normal events which occur in the field (1996,
pp. 44-45).
Stage 2: “Preliminary Reconstructive Analysis”. Stage two involves analysis of
the data for the purpose of reconstructing meanings, hence providing a foundation
for the assumptions and values shared by the participants (1996, p. 93).
Stage 3: Dialogical Data Generation. Once stage two is completed then the
researcher will encourage discussion with the participant through a one to one
interview (1996, p. 154).
Stages 4: Conducting System Analysis. Stage four consists of an analysis of the
data to compare and contrast from the various sites with particular interest in the
political and economic factors (1996, p. 195).
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Stage 5: Stage five considers the findings in relation to society as a whole and
makes recommendations (1996, p. 202).

Modification of Critical Ethnography and Focused Ethnography
For the purpose of this study, Carspecken’s (1996) method of data collection was
adapted from the original five steps to a four step modified version, informed by the
tenets of focused ethnography (Wall, 2015a). The fifth stage of Carspecken’s
framework, “using system relationships to explain findings” (Carspecken, 1996, p. 202)
or macro-level social theories was omitted. Instead, the findings are considered in the
light of the extant literature and selected aspects of Foucault’s writings. In addition,
during the analytic process in stage 4, summative content analysis was used to reveal
the predominant factors and themes that emerged in the study.

Carspecken’s methodology includes the use of observations in the field as data (see
Stage 1) however FE uses a limited number of observational field visits when the
researcher has a degree of familiarity with the culture and/or context. Extensive
observation is compensated for by undertaking a significant number of in-depth
interviews and by a process of extensive data analysis (Higginbottom, 2011;
Knoblauch, 2005). The researcher ensures that their own values and beliefs are not
imposed upon the findings through constant reflexivity. FE has been used increasingly
in practice-based disciplines such as nursing (Knoblauch, 2005). Wall (2015a) argues
that if the research question has been clearly defined, the researcher has background
knowledge of the culture, and the opportunities for observation are limited, then FE is
a rigorous alternative to the more traditional form of CE for studying a specific cultural
group. As noted in Chapter 1 of this thesis, I have in depth knowledge of the field in
the light of my involvement in NP practice and education which means that I am
familiar with the practise contexts for NPs in Australia.

Research assumptions
As stated by O’Reilly (2009b, p. 6), some researchers are already members of the group
or are very familiar with the culture of the participants that they are studying. In Chapter
1, I disclosed that I had been involved in NP practice and education for more than ten
years prior to the study.

Consequently, I was not an outside observer, but had
45

significant first-hand experience of the issues affecting newly endorsed NPs and the
culture of the healthcare environment. Thus I approached the study with assumptions
that I was aware that I had the potential to influence the collection and interpretation of
the data. In order to moderate this, I maintained a reflective journal throughout the study
in order to record my beliefs, values, assumptions and emerging ideas and perspectives,
and to ensure that they did not unduly influence the research processes; in particular
data collection and analysis.

From the start of the study I anticipated that NPs generally would feel comfortable
sharing their experiences with me and that participating in this study would be an
opportunity for their voices to be heard. I was, by this stage, very aware of the many
issues and concerns NPs held about transitioning to their new roles. I wanted to
understand the participants’ issues and concerns, and was keen to listen to the
conversations without imposing my own thoughts and feelings. It was difficult at times
not to be tempted to ‘compare stories’ with my own experiences. However, I was aware
that there was a risk that I might be influenced by the “extent to which I belong to the
reality under investigation” (Fairman and McMahon (2001, p. 323). Writing field notes
and recording my own personal reflections prevented me from reading unintended
meaning into the participants’ words (Burns & Grove, 2005) or allowing my personal
experiences to influence my interpretation of the data (Mantzoukas, 2005; Rose &
Glass, 2010).

As the study progressed, I developed a deep admiration and respect for the NPs who
shared their experiences with me. It was not surprising that a bond was established
between the participants and myself as the study progressed, as they shared many
distressing situations. My reflective journal became an essential way of recording my
evolving thoughts, perceptions and reactions throughout the study as recommended by
Burns and Grove (2005).

Prior to the commencement of the study, I held the following assumptions:
o NPs are grounded in the philosophy of nursing and a holistic, caring approach
to patient care. Despite their practice extending into what has traditionally been
considered to be biomedical, they do not want to be doctors.
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o Although some nurses are not responsive to change and not supportive of
evolving NP roles, this resistance is not necessarily typical of all nurses or all
clinical contexts.
o The processes required to implement a new role were multifaceted and
influenced by a range of key stakeholders, some of whom may misuse their
power to protect their own ‘turf’.
o Despite previous opposition by medical associations, most medical staff respect
NPs for their knowledge and expertise, especially when they have had a
longstanding professional relationships prior the nurse becoming endorsed as
an NP.
o The leaders of healthcare organisations are generally supportive of the role and
value their contribution and capacity to optimise patient outcomes. If an NP
position had been ‘promised’ to the NP once endorsed, I assumed that promise
would be fulfilled.
o Despite a thorough educational preparation for the role, there were many issues
and concerns that plagued newly appointed NPs.
o Giving collective voice to NPs to express their issues and concerns has the
potential to bring about professional change.
Participant recruitment
Following ethics approval, participant recruitment commenced through an
advertisement by the Australian College of Nurse Practitioners, inviting NPs who were
interested in the study to contact the researcher for further details (see Appendix 2). A
‘snowballing’ approach (Wiersma & Jurs, 2005, p. 314) occurred, and several
participants encouraged their colleagues to become involved in the study. NPs met the
Inclusion Criteria if they had been endorsed for less than 12 months at the time of their
enrolment to the study, or had completed an approved NP Masters qualification and
were in a Transitional NP (TNP) position awaiting endorsement. NPs were excluded
from the study if they had been endorsed for longer than 12 months. The 12 month
transition period was considered appropriate, as it is during this period of time that the
NPs tend to consolidate and expand on their knowledge base, transfer this knowledge
to their specialty area of practice, and to settle into their new position (Bonnel et al.,
2000; Brown & Olshansky, 1997; Cusson & Strange, 2008; Desborough, 2012; Kelly
& Mathews, 2001).
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Ten NPs from diverse clinical backgrounds and a wide range of clinical settings in
Australia agreed to participate in the study. A purposeful sampling was used to ensure
diversity in gender, age, clinical specialty and location of practice.

Each NP was provided with an information statement (see Appendix 3) and a
participant consent form (see Appendix 4). Further details of participants’ background
and previous clinical experience are provided in Chapter 6: Great Expectations. As
NPs remain in small numbers, care has been taken to ensure the anonymity of the
participants; hence several of the broad areas of practice have been altered slightly to
protect the participants’ confidentiality.

Data collection
As discussed previously, Carspecken’s (1996) method informed by FE (Wall, 2015a)
was used to structure data collection. This included:

Stage 1 – Building a Primary Perspective: Short periods of outsider observation were
conducted during 2010 and 2011 to collect ‘thick’ descriptions of the normal events
which occurred in each NP’s clinical setting (Carspecken, 1996, pp. 44-53). I observed
and compiled field notes about participants to develop an understanding of their context
of practice and to explore their interactions with other members of the healthcare team.
In accord with the tenets of FE (Knoblauch, 2005; Wall, 2015a), this initial period of
observation was limited in duration and supported by semi-structured in-depth
preliminary interviews, also conducted in the participants’ workplace (natural setting).
Phone interviews were conducted with the three participants located in remote
locations.

The face-to-face and phone interviews were audio-taped with the

participants’ permission and then transcribed. Pseudonyms were used to maintain
confidentiality and features that had the potential to identify individuals were deleted
or de-identified.

The interview questions sought to explore each participant’s transition experience and
to find out ‘what was going on in the field’. The interviews provided opportunities for
the NPs to reflect on and critique their experiences and consider the strategies they used
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to negotiate their transition during their first 12 months in their role. During the first
interview each participant described their context of practice, outlined their educational
qualifications, their model of practice, clinical support team and their stage within the
process of transition. They were then asked to recall key events that had influenced
their transition. Several of the participants also reflected on and recorded their transition
experiences by maintaining journals and writing narratives so as to capture critical
incidents for discussion with me in later interviews.

Data collection was not limited to the spoken word, as I also recorded the participant’s
body language – hesitations and silences, facial expressions and gestures where
possible (Kay, Evans, & Glass, 2015). Although it was beneficial to recruit NPs
working interstate as their interviews provided an added perspective to the study, the
telephone interviews meant that facial expressions and body language could not be
observed.

Stage 2 – Preliminary Reconstructive Analysis: This stage involved analysis of the first
data set in order to reconstruct meanings from the field notes and first set of interviews
(Carspecken, 1996, pp. 93-120).

I began to explore the participant’s transition

experiences, their beliefs, assumptions and values, as well as the power relationships
and political forces that were shaping their experiences.

Stage 3 – Dialogical Data Generation: During this stage there was a degree of
familiarity between the participants and myself. Consequently, the discourse was led
by the participants and they were encouraged to speak honestly and at length about their
experiences (Carspecken, 1996, pp. 154-164). The interview questions and topics were
flexible, as new concepts continually emerged from the data as the study progressed.
The ten participants were interviewed three to four times for 45-60 minutes each over
a period of nine to twelve months.

Data collection ceased after 32 interviews (see

Appendix 5), with data saturation having been achieved by this stage (Cleary, Horsfall,
& Hayter, 2014).

The longitudinal design adopted for this study allowed early

interpretations of the data to be verified with participants in later interviews (Whiffin,
Bailey, Ellis-Hill, & Jarrett, 2014), and changing in attitudes, beliefs and perceptions to
be examined over an extended period of time. This approach also assisted in examining
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the changing perspectives of the participants during the transition period (Flick, von
Kardoff, & Steinke, 2008, p. 148), as described in the content analysis in Chapter 5.
The advantage of this approach was that I was able to identify trends and changes in
attitudes or perceptions through analysis of the data collection over time (Flick et al.,
2008, p. 148).

Stage 4 – Conducting Systems Analysis: In the final stage, data from the 32 interviews
were analysed by comparing and contrasting the participant’s experiences with
particular attention to issues related to power, knowledge and politics at an individual
and a systems level (Carspecken, 1996, pp. 195-202). Deep immersion (Kay et al.,
2015) was ensured, as I read and reread the transcripts and field notes at least three
times looking for similarities and differences in perspectives. Once familiar with the
data, I highlighted significant elements and manually coded and categorised the data
into themes (Burns & Grove, 2005, pp. 547-548). This allowed for in depth and rich
understandings of key aspects of the data. Emerging categories and themes suggested
a need to conduct a summative analysis in order to provide another perspective and
further meaning to the data.

Summative Content Analysis
Further interrogation of the data continued by undertaking a summative content
analysis, which is “a form of content analysis where counting and comparisons (usually
of keywords or content) is used to explore usage” (Romppanen et al., 2015, p. 45). It
begins with the counting of words or manifest content, then the analysis is extended to
themes and meanings (Hsieh & Shannon, 2005). The success of summative content
analysis depends on an efficient coding process (Romppanen et al., 2015), with each
transcript being read at least three times to identify and quantify word and content as
recommended by Brykczynski (2012). Zhang and Wildemuth (2016) argue that this is
a vital stage in the process as its success depends almost completely on the researcher’s
analytical abilities to ensure accuracy, trustworthiness and rigor of the data, as
recommended by Squires (2009). The final stage of this analytical process was to
synthesise the information and verify the conclusions.
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Reflective Practice Strategies
During the process of data collection and analysis I continued to reflect on, and record
my emerging thoughts in a journal as an additional data source and to ensure a
transparent and rigorous approach (Holloway

& Biley, 2011).

Reflection is a

frequently adopted method in critical research to ensure that the researcher’s personal
and professional values, beliefs and previous experiences do not influence analysis and
findings (Jack, 2008; Mantzoukas, 2005; Rose & Glass, 2010). For example, I knew
that nursing resistance was an issue with new nursing roles as I had personal experience
of this during my NP internship, however, I had not appreciated the extent of the
animosity and the profound sadness and distress that was described by some of the
participants in this study. I soon realised that I had underestimated the negative impact
that nursing resistance was having on many of these participants.

Trustworthiness of the study
Rigor in qualitative research is referred to as ‘trustworthiness’. Tracy (2010, p. 840)
suggests that, if researchers are to persuade readers of the quality and trustworthiness
of their study, the following principles should be adhered to:
(a) For a research question to be considered worthy of investigation, it should be
relevant, timely, significant, interesting or evocative. The topic of NP transition was
considered important and relevant, as justified in both the introductory chapter and
Chapter 2, the literature review. The identified gap in the body of knowledge and the
timing of the study made it worthy of investigation.
(b) Tracy (2010) argues that rich rigor in qualitative research is generated through the
use of sound theoretical constructs along with careful data collection, resulting in the
production of rich, complex findings. To ensure that the data included ‘rich rigor’ I
used Carspecken’s (1996) CE approach along with tenets of FE (Knoblauch, 2005;
Wall, 2015a) as a framework. Foucault’s extensive writings on power and knowledge
also provided a theoretical framework to inform the study as previously mentioned.
The method was appropriate and justifiable as it allowed me to meet the research aims
and answer the research questions. The data collection was appropriate, and sufficient
data was collected from the interviews to reach data saturation (Morse & Richards,
2002). I was confident data saturation had been reached as I had collected data from
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10 participants in 32 interviews, equalling approximately 28- 30 hours of interviews
and over 500 pages of written transcripts, with no new themes emerging from the data.
(c) Sincerity is accomplished through self-reflection, honesty and transparency about
the researcher’s biases and goals. For this research to be considered sincere, I declared
my background and my values, beliefs and assumptions prior to the commencement of
the study and practiced self-reflection throughout (Burns & Grove, 2005; Denzin &
Lincoln, 2005, p. 121). Self-reflection was important and this was addressed by
maintenance of a journal to record my thoughts, which helped me to examine my own
values and beliefs and the new meanings that emerged from the narratives.

(d) Credibility relates to trustworthiness and honesty and the ability to convince the
reader that you have yielded credible findings. By the end of the study, the researcher
must be able to provide a report on the topic under investigation that has enough
credibility for readers to confidently act on the recommendations. In this study
credibility was accomplished by providing thick descriptions of the context,
undertaking thorough in-depth interviews, and meticulous handling of the data. The
documentation of field notes and maintenance of reflective journal continued
throughout the whole research study.

(e) Resonance is considered to be “the feature of the text that meaningfully reverberates
and impacts an audience” (Tracy, 2010, p. 238). It is achieved by empathetic writing
that attracts the attention of the public. It is also important to demonstrate transferability
so that the findings may be considered in other contexts or situations. Resonance of the
data was achieved in this study by recruiting participants who were representative of a
homogenous sample of Australian NPs and collection of data that was both rich and
relevant (Morse & Richards, 2002). Hence, the findings will be transferable and
relevant to the key stakeholders. It is also expected that the researcher’s passion for the
topic and the need for change will be evident in the publications and conference
presentations from this study.

(f) To claim that a research study has made a significant contribution is judged by
how much it has added to the body of knowledge, and by what impact the findings will
make to society. This study has made a significant contribution to the body of
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knowledge around what we understand of NP transition in Australia. The research was
methodologically sound and the data were collected and analysed according to ethical
principles. It is expected that the findings of this research will prompt changes to policy
and practice regarding new NPs, and will inform and encourage further research in the
future.
(g) For a study to have meaningful coherence, it must build on previous knowledge to
accomplish its goals using appropriate methodology to answer the research question.
Meaningful coherence was achieved as the intentions of the study were presented in the
introduction of this thesis and have been followed through till the final conclusion. The
methodology was appropriate for the research questions and analysis was enhanced by
quotes from the narratives to support the findings. The findings do not make claims
that are not supported by the data, and the report has been written in simple plain
language for non-researchers to understand.

(h) During the study, the four ethical principles of beneficence, non-maleficence,
respect for autonomy and justice were addressed, and are discussed in detail below.

Ethical Considerations
The study was approved prior to participant recruitment. Approval was sought from
the University of Newcastle Human Research Ethics Committee (Reference No:
H2009-0175) (see Appendix 6) and the Local health District Human Research Ethics
Committee

(Reference

No:

09/09/16/5.04:

NSW

HREC

Reference

No:

HREC/09/HNE/300 and SSA Reference No: SSA/09/HNE) (see Appendix 7).

The study was underpinned by the four guiding ethical principles of autonomy,
beneficence, non-maleficence and justice (Butts & Rich, 2005). As nursing research
involves social connection with others, it is necessary to embrace these four guiding
principles throughout the study to ensure we are behaving in an ethical manner at all
times. To practice ethically, we must first recognise what might be considered to be an
ethical issue and then know how to respond to it in an ethical manner.
Autonomy is the ability to make free choices (Johnson, 2007).

It refers to a

participant’s willingness to participate in the study without any coercion or persuasion.
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To uphold this ethical principle, informed consent was sought from each participant.
Each person who expressed interest in the study was sent a participant information sheet
describing the study and I was available to answer any questions.
Each potential participant was given the opportunity to read the information sheet and
ask questions about the study before deciding if they wished to consent. I respected
their rights and privacy and did not pressure them to participate. Each participant
signed a consent form before participating in the study, and prior to each interview I
confirmed that the participant was willing to be involved in the study. At the beginning
of the interview participants were given the opportunity to ask questions or express any
concerns, and they were advised that they could withdraw from the study at any time
without prejudice or penalty.

The Principle of beneficence refers to deeds of “mercy, kindness and charity” and
“taking action to promote the welfare of other people” (Butts & Rich, 2005, p. 12).
Although the findings of this research will not directly benefit the participants, it is
anticipated that it will add to the body of knowledge and potentially influence the
transition experiences of future NPs.

In agreeing to participate in the study the participants used the interview process as an
opportunity to debrief in a safe environment. One participant (Libby) emailed me after
the last interview and said “Thank you for taking an interest in me and in my practice
and frustrations”. Many of the other participants in the study stated that they felt they
had benefitted by sharing their stories.

The principle of non-maleficence means “to do no harm” (Butts & Rich, 2005, p. 13).
Although this study did not involve any invasive or life threatening treatments, Burns
and Grove (2005) advise that researchers should acknowledge that recalling stories of
negative experiences can evoke emotional reactions. In the case of a participant
becoming distressed during an interview, they would have been provided with contacts
for the university counselling service. However this was not required.

The principle of non-maleficence also includes the assurance of privacy and
confidentiality. Burns and Grove (2005) suggest that the risks of this type of study are
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minimal. However, as the content of the interviews were personal and sensitive,
participants were assured that they would not be identifiable in the reporting of the
findings. Additionally, interviews were held in a private room where the conversations
could not be overheard.

To ensure confidentiality, the transcriptionist signed a

‘Promise of Confidentiality’ agreement and provided transcription guidelines (see
Appendix 8). No personal details of the participants were recorded, and pseudonyms
were used when transcribing the data and reporting the findings. Specialty areas of
practice were mentioned in broad terms only, and consent forms with participants’
names were stored separately from the data.

Study records and transcripts were stored in a locked filing cabinet in in my office at
The University of Newcastle and only my supervisors and I have access to the files.
Electronic files have been password protected and all data will be destroyed after five
years.

Justice is the fourth ethical principle relevant to this study (Johnson, 2007). It refers to
treating all participants justly, fairly and equally (Butts & Rich, 2005, p. 13), and
ensuring that participants were neither advantaged nor disadvantaged as a result of their
involvement in the study.

The research did not involve payments, rewards or

inducements. Justice also includes a commitment to honesty, truth, balance and
harmony (Butts & Rich, 2005), which was adhered to at all times.

Conclusion
This chapter provided discussion and justification for the use of CE and FE in this study.
The main elements of critical theory that guided the study included the relationships
between personal issues, power, politics and knowledge. In particular, disciplinary
power helped understanding the NPs transition experiences in the context of the
resistance from their own nursing colleagues. The use of Carspecken’s (1996) CE
method was detailed, including the modifications associated with the use of FE and
summative content analysis. Finally, the processes for participant recruitment, data
collection, and analysis were detailed, including the ethical considerations for the study
and finally, how trustworthiness was ensured throughout.
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The next chapter represents a published paper that is a concept analysis of transition
using data from the study. Because transition was a key term relating to this study and
there were few definitions that related specifically to NPs, I used Walker and Avant’s
(2005) model to explore the concept and offer new insights about NP transition
experiences. This concept analysis identifies attributes, antecedents and consequences
of transition, and provides greater meaning and understanding of the concept of
transition within the context of new NPs during their first year of practice.
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CHAPTER 4: A CONCEPT ANALYSIS OF NURSE PRACTITIONER ROLE
TRANSITION

Introduction
In Chapter 2 a comprehensive literature review for this study was provided. In this
chapter a concept analysis of transition in relation to the progression from registered
nurse (RN) to the nurse practitioner (NP) is provided in the following paper:

MacLellan, L., Levett-Jones, T., Higgins, I., (2015). Nurse Practitioner Role
Transition: A Concept Analysis. Journal of the American Association of Nurse
Practitioners, 27(7), 389-397. DOI: 10.1002/2327-6924.12165.
A concept analysis using Walker and Avants’ (2011) framework for theory construction
in nursing (MacLellan, Levett-Jones, & Higgins, 2015c) was undertaken. Three model
cases were drawn from the data and used to illustrate the attributes, antecedents and
consequences of NP transition. They included a model case of a successful transition;
a borderline case of an incomplete transition; and a contrary case of an unsuccessful
transition (Walker & Avant, 2011). This concept analysis presents new knowledge and
understanding about the barriers and facilitators to transition and how they can
positively or negatively influence NPs confidence, clinical competence and capability.

In this chapter the universal and multifaceted properties of transition are described by
Chick and Meleis (1986) as “a passage from one life phase, condition or status to
another — a multiple concept embracing the elements of process, time span and
perception”. Transition is further conceptualised as an emotional and confusing process
as NPs further develop their clinical knowledge and skills to undertake a more
independent and autonomous role (Barnes, 2015a).

This concept analysis utilised Bridges theory (2003) to identify the critical attributes of
transition from RN to NP as a continuum of “endings; neutral zone and beginnings”
resulting in the NPs experiencing “chaos, turmoil and confusion” in their new role
(MacLellan et al., 2015c, p. 392). The antecedents which are the precursors to the
concept under review (NP transition) include appropriate levels of knowledge and
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skills, educational preparation and the professional recognition of clinical expertise
within a defined area of specialist practice (MacLellan et al., 2015c, p. 393). The
consequences are the events that follow the concept or are a result of the concept. They
were identified as “loss of identity, loss of confidence, imposter syndrome,
marginalisation, isolation and role ambiguity” (MacLellan et al., 2015c, p. 394).

These findings concurred with other studies exploring the early stages of transition to
the NP role, for example, Yeager (2010, p. 85) reported the participants in her study
experienced feelings of “isolation, disorganization, uncertainty and insecurity”. Lack
of clarity about role expectations is also common as the NPs attempt to define a place
for themselves within a healthcare system that is sometimes unwelcoming and
inhospitable (Ling et al., 2013; Lowe & Plummer, 2013). At a time when they require
friendship, collegiality and the support of committed mentors, many NPs experienced
resistance and antagonism to the role (Barnes, 2015b; Fleming & Carberry, 2011).
There is no doubt that transition to the NP role is both challenging and demanding
(Duffield et al., 2009), and often plagued by self-doubt (Fleming & Carberry, 2011).
Successful transition requires commitment from a supportive organisational structure,
(Bridges, 2003), and collegial relationships from supportive mentors, managers and
peers (Barton, 2007; Huffstutler, 2006).
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Publication: ‘Nurse Practitioner Role Transition: A Concept Analysis’

59

60

61

62

63

64

65

66

67

CHAPTER 5: FACTORS THAT INFLUENCE NURSE PRACTITIONER
TRANSITION IN AUSTRALIA
Introduction
A concept analysis of transition in relation to the progression of registered nurses (RN)
to nurse practitioners (NP) was provided in Chapter 4. Chapter 5 extends on this work
by reporting the findings from an exploration of the factors that influenced the transition
experiences of the ten study participants. Whilst the overall study methodology was
critical (Carspecken, 1996, p. 3) and focused ethnography (Wall, 2015a), this chapter
presents a summative content analysis of the type described by Hsieh and Shannon
(2005). Data from the 32 interviews were organised into four overarching categories;
personal, intraprofessional, interprofessional and organisational factors that influenced
NP transition, by counting and comparing reoccurring key words and phrases. The
frequency of usage of each word or phrase was then calculated for each category across
the series of interviews to provide valuable insights into the NPs’ changing perspectives
as they progressed through the various stages of transition. Finally, under each of the
four categories, key themes were identified, explored and illustrated by verbatim quotes
from the transcripts.
Each of key the categories and emergent themes from the summative content analysis
are further explored in Chapters 6-9:
• Chapter 6 focuses on the personal factors that impact transition and is titled
Great Expectations.
•

Chapter 7 focuses on the intraprofessional factors that impact transition and is
titled The Enemy Within: Power and Politics in the Transition to Nurse
Practitioner.

•

Chapter 8 focuses on the interprofessional personal factors that impact transition
and is titled Medical Acceptance of the Nurse Practitioner Role in Australia: A
Decade on.

•

Chapter 9 focuses on the organisational factors that impact transition and is
titled A Game of Snakes and Ladders: Negotiating the ‘ups and downs’ of
endorsement as a Nurse Practitioner in Australia.
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Chapter 5 presents the following manuscript, which was submitted for peer review to
the Journal of the American Academy of Nurse Practitioners in March 2016.

Manuscript under review:
‘An exploration of the factors that influence nurse practitioner transition in
Australia: A story of turbulence, tenacity and triumph’.

ABSTRACT
Background and Aim:
Nurse practitioner legislation was introduced in Australia in 1998 with the first nurse
practitioners endorsed two years later. Although the number of nurse practitioners has
slowly increased they still face significant challenges during the transition to their new
role.
The aim of this study was to explore the factors that influence the transition experiences
of nurse practitioners.

Data Sources:
Ten newly appointed nurse practitioners were interviewed over a 12-month period.
Using a summative content analysis, data were reduced to four key factors that
influence transition: personal, intraprofessional, interprofessional and organisational.

Conclusions:
The findings illustrate that for many of the participants transition was a time of turmoil
and a great deal of tenacity was required to navigate the journey. However, despite the
challenges, some of the participants were triumphant and able to forge a successful role
for themselves within the healthcare team.

Implications for Practice:
This study has highlighted the need for the nursing profession to support new nurse
practitioners during their transition to practice. This study has also demonstrated that
many nurse practitioners have significant reserves of strength and determination to
succeed and make a difference to the health of their patients.
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INTRODUCTION
Whilst Nurse Practitioners (NPs) have been practising in the United States since
1965, they were only legislated to practice in Australia in 1998 (Foster, 2010, p. 130).
Since then, the number of NPs has grown as has their acceptance amongst the general
community. The introduction of NPs was initially resisted by many medical
professionals who felt threatened by what they perceived to be merging practice
boundaries (Foster, 2010, p. 248). Indeed, the Australian Medical Association
(AMA), asserted “that there [was] no place for NPs in our healthcare system”
(Turner et al., 2007, p. 41). Unsurprisingly, NPs in Australia have had to overcome
many challenges and obstacles (Haines & Critchley, 2009; Scanlon, Cashin, Watson,
& Bryce, 2012) during their transition to practice journey.
The aim of this paper is to report the findings of a study that explored the transition
experiences of ten newly endorsed Australian NPs.
BACKGROUND
The process for endorsement to practice as an NP in Australia is a rigorous and
complex process (Raftery, 2013) requiring a minimum of three years full time
advanced specialist practice, completion of a Master of NP degree and endorsement
by the Nursing and Midwifery Board. The introduction of NPs has heralded major
improvements to patient outcomes particularly in rural and remote contexts (Turner
et al., 2007). NPs now practise in metropolitan, regional, rural and remote locations
in a range of clinical specialties, for example: neonatal, aged care, emergency, mental
health and chronic care nursing (Middleton et al., 2011; Raftery, 2013). However,
actualising the role of NPs in Australia has been slow as legislation, prior to 2010,
prevented them from prescribing (Lowe & Plummer, 2013); a key feature of the role.
In addition, many new NPs struggled to establish themselves due to lack of role
clarity and resistance from nursing colleagues (Ling et al., 2013; Lowe & Plummer,
2013; MacLellan et al., 2016).

Lack of role clarity is not new and the international literature shows that initially NPs
were challenged by the blurring of roles with medical practitioners (Donald et al.,
2010; Hurlock-Chorostecki et al., 2015). The Australian literature also reports
ambiguity as both doctors and nurses struggled to understand the emergent role
(Gardner, Chang, Duffield, & Doubrovsky, 2012; Lowe, Plummer, O'Brien, & Boyd,
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2012). Poor understanding of the role, its scope and boundaries, means that NPs’
contributions to patient outcomes may be undervalued by decision makers, including
senior nursing managers (Gardner, Duffield, Doubrovsky, & Adams, 2016) who may
hinder NPs’ career progress (MacLellan et al., 2016).

Resistance from nurses to NPs is an ongoing concern (Hurlock-Chorostecki,
Forchuk, Orchard, Reeves, & van Soeren, 2013; MacLellan et al., 2016).

Unfortunately, the reason for nursing resistance to NPs is unclear, although it is likely
to be related to lack of role clarity and professional jealousies (Ling et al., 2013;
Lowe & Plummer, 2013). For some new NPs, sabotage has undermined their
confidence and impacted their clinical reasoning and decision making (HurlockChorostecki et al., 2015). For others, these negative behaviours have served to
motivate them to work harder to improve patient outcomes (Desborough, 2012).
Despite the initial resistance by the medical profession, NPs are now widely
accepted, as evidenced by the embedding of the role throughout the health care
system (MacLellan et al., 2015a). Whilst the international literature documents
concerns regarding the transition of NPs to practice, the Australian literature is
mainly limited to studies of the safety and efficacy of NPs (Fry, 2011; Gardner et al.,
2013; Middleton et al., 2011).

METHODS
Study aim and design
The aim of the study was to examine the transition experiences of new NPs in
Australia during their first 12 months of practice. A qualitative design was used
incorporating face to face interviews, reflective journaling and some observations of
practice. Because transition is a multiphase experience, a longitudinal design was
used to capture the range of experiences throughout a 12 month period (Whiffin et
al., 2014). Whilst previous papers (MacLellan et al., 2015a, 2015b; MacLellan et al.,
2016), have reported the findings of this study using critical (Carspecken, 1996, p.
3), and focused ethnography (Wall, 2015a), this paper presents the findings of a
summative content analysis that examined the personal, intraprofessional,
interprofessional and organisational factors that influenced NP transition
experiences.
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Ethical considerations
Ethical approval was obtained from the university ethics committee prior to
commencement of the study. To ensure anonymity and confidentiality, pseudonyms
were used and areas of practice were described in broad terms (Burns & Grove,
2005).

Data Collection
Ten NPs from rural, remote and metropolitan areas representing a range of nursing
specialties agreed to participate. Semi-structured interviews were conducted, audiorecorded and transcribed. Interviews were transcribed verbatim and data collection
continued until saturation was achieved (Denzin & Lincoln, 2005, p. 527). Thirty two
interviews were conducted, each taking approximately 45 to 60 minutes.
Data Analysis
As noted above, this paper reports the findings of a summative content analysis, a
process of classifying large amounts of text data into similar categories with parallel
meanings in order to identify emergent themes (Hsieh & Shannon, 2005, p. 1278).
Summative content analysis involves a series of systematic steps such as “counting
and comparisons of key words and content, followed by the interpretation of the
underlying meaning” (Levett-Jones, Pitt, Courtney-Pratt, Harbrow, & Rossiter,
2015, p. 306).
The first step of summative content analysis involves immersion in the data to obtain
a sense of the whole followed by classifying and comparing content into categories.
In this initial step, reoccurring words, phrases or sentences which represent a
category of relevance to the research question are identified and highlighted (Hsieh
& Shannon, 2005). The data from the 32 interviews in this study were reduced to
four categories; personal, intraprofessional, interprofessional and organisational
factors that influence NP transition. The frequency of words and phrases were then
calculated for each category (see Tables 1 and 2).
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Pseudonym

Personal

Intra

Inter

Organisational

Factors

professional

professional

Factors

Factors

Factors

1

Emilie

30

2

20

21

2

Libby

7

0

5

11

3

Jessica

18

9

7

6

4

Grace

42

14

16

20

5

Alison

30

8

12

22

6

Michael

19

9

10

9

7

Sam

17

12

7

19

8

Clare

28

6

7

13

9

Jill

24

19

19

35

10

Sue

36

9

8

28

TOTALS

251 (40%)

88 (14%)

111 (17%)

184
(29%)

Table 1: The frequency of words and phrases in each category
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Participant Personal
Factors

1 Emilie

2 Libby

3 Jessica

4 Grace

5 Alison

6 Michael

7 Sam

8 Clare

9 Jill

10 Sue

TOTAL

Intraprofessional Interprofessional Organisational
Factors

Factors

Factors

First

Last

First

Last

First

Last

14

4

0 (0%)

1

11

1 (11%) 5

(47%)

(44%)

(11%)

(36%)

4

2

0 (0%)

0 (0%)

(57%)

(16%)

7

5

(38%)

(33%)

4

23

(33%)

(60%)

11

9

(79%)

(32%)

13

6

(43%)

(35%)

5

6

(24%)

(50%)

9

6

(45%)

(86%)

12

2

(40%)

(14%)

9

16

(39%)

(47%)

88

79

0 (0%)

3 (17%)

3 (25%)

0 (0%)

6

6

(40%)

(33%)

4

2

(11%)

(17%)

4

1(7%)

(17%)
5 (42%) 3

0 (0%)

7 (33%)

6

(24%)

(20%)

0 (0%)

4

3 (15%)

0 (0%)

4
(20%)

7 (23%)

6 (26%)

34

(43%) (42%) (17%)

(11%)

(27%)

4 (24%) 6

0 (0%)

2

7

(14%)

(23%)

2 (6%)

2 (9%)

5

4

3 (11%) 2

(19%)

(33%)

2

(25%)

0 (0%)

3

(42%)

(14%)

4

Last

(43%)

4 (11%) 3

(14%)
5 (17%)

First

7
(18%)
12
(43%)
3

(20%)

(17%)

5

6

(24%)

(50%)

4

1

(20%)

(14%)

3 (22%) 4
(14%)
6 (18%) 6

7
(50%)
10

(26%)

(29%)

23

43

26

40

58

(12%)

(20%)

(14%)

(20%)

(32%)

Table 2: The frequency of words and phrases for each category during the first
and last interviews.
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If the analysis had ceased at this point, the results would be purely quantitative but
summative content analysis also includes a process of interpretation (Hseih &
Shannon, 2005). During the interpretive stage, categories are examined for patterns
of meaning and emergent themes (see Table 3).

Categories

Personal factors

Intraprofessional factors

Intraprofessional factors

Organisational factors

Themes

Great expectations:
Unmet expectations
and the weight of
others’
expectations

We eat our own
&
Tall poppies

Building bridges:
Collaboration and
collegiality

Labyrinths
and hurdles

Table 3: The factors that influenced transition as reported by the ten
participants

KEY FINDINGS
Table 1 illustrates the number of words and phrases representative of each of the
categories and extracted over the series of interviews. Overall, the NPs focused more
on the personal factors that affected their transition 40% (n= 251), followed by
organisational factors 29% (n=184), interprofessional factors 17% (n=111) and
intraprofessional factors 14% (n= 88) respectively.
Table 2 illustrates the percentage of each participants’ first and last interview
transcript related to the four categories. In the first set of interview transcripts, 205
words and phrases related to the four categories were identified. In the last set of
interview transcripts 186 words and phrases related to the four categories were
identified. In both the first and last interviews most participants focused on the
personal factors influencing their transition to the NP role; 43% (n=88) and 42%
(n=79) respectively. However, there were differences between the data sets related
to the other three categories. Organisational factors accounted for 20% (n=40) of the
data in the first interviews and 32% (n=58) in last interviews. Intraprofessional
factors accounted for 17% (n=34) of the data in the first interviews and 12% (n=23)
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in last interviews. Similarly, interprofessional factors influencing transition
accounted for 20% (n=43) of the data in the first interviews and 14% (n=26) in last
interviews.

Personal factors: Great expectations
As illustrated in Tables 1 and 2, the personal factors that influenced the NPs’
transition experiences were the most commonly reported by the participants. The
theme, Great expectations captures: (a) the participants’ unmet expectations when
seeking to secure a position as an NP and, when a position was secured, their unmet
expectations of the role; and (b) the weight of the seemingly unrealistic and
unachievable expectations of medical practitioners, allied health colleagues and
senior nurse managers. Unmet expectations had a negative impact on the participants;
it created a sense of turmoil for them whereby they were frustrated, felt a failure and
lost confidence in their own abilities. The expectations of others weighed heavily on
their minds; many of the NPs became discouraged trying to effect change, and some
expressed ‘burn-out’ and eventually resigned from their role.

Unmet expectations
In the following exemplar Libby, who secured a position as an NP, was unable to
function to the full capacity or scope of the role as her clinical practice guidelines
had not been signed off by her local area health district:

It frustrates me in some respects, because I can’t do the extra things
that I’m supposed to be allowed to do under the grade [as an endorsed
NP]. I’m still working as a CNC, but I’d love to be able to write out a
pathology form, for instance, but I have to go and find a doctor to write
out a pathology form because I can’t. (Libby)

A number of the participants described how they had been encouraged to enrol in
Master of NP degree and promised a position which did not eventuate. Clare shared
her frustration and resigned herself to the fact that her manager had reneged on the
promised NP position:

76

It’s pointless, it’s not going to happen. You have to stop hitting your
head against the wall at some stage. This has been particularly hard
for me because I don’t give up, I am a fighter! (Clare)

The weight of others’ expectations
For those participants who had secured an NP position, being overwhelmed and
unable to meet the expectations of their peers and managers was a source of great
concern. Some participants described being ‘weighed down by the burden of other
people’s unrealistic expectations’ about what they should know and do:
I think some people have an expectation of what I’m going to do that I
can’t live up to, and I’m going to feel like I’m a failure … I’m terrified....
People expect you to be superman and you don’t want to let other
people down if they’ve got that expectation of you. (Grace)

The expectations associated with a high salary and workload created anxiety and
physical exhaustion for many participants. This was compounded by isolation and a
lack of support from professional peers and other NPs. When the burden was too
great, some decided to resign. Emilie described the toll of working in an isolated
community and being solely responsible for their healthcare:
I’m just thinking of packing it in, the anxiety level, lack of support, lack
of backup. It’s a case of trying to balance my level of anxiety of what’s
going to come through the door. If I had just had someone to buddy up
with …who could show me the way… it’s pretty well a baptism by fire.
(Emilie)

Jessica was also unable to deal with the workload expectations:
I have resigned. Just taking a tiny step back for a little bit. The reason
is, I'm very dissatisfied in my job. It's killing me… Oh, it’s massive. I’m
not able to negotiate. If they came to me and said, “I’ll give you a
million dollars.” I just couldn’t do it at the moment… I’m not confident
in that workplace at all. It’s kind of overwhelming. (Jessica)
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For some of the participants the Great expectations of being an NP were achieved
and they were determined to succeed. Their stories of tenacity and eventual triumph
are captured in the following words:
It has been a challenge and it has caused me angst and anxiety and I have
gone home upset and thinking “it’s not worth my sanity”. But I’d say “I’m
going to show you. I’m going to prove a point.” Don’t give up. Be strong.
(Grace)

I knew it was going to be long and hard, but if you’re willing to do it there’s going to be a lot of setbacks. (Michael)

Intraprofessional factors
Professional jealousies and sabotage amongst nurses reflect the intraprofessional
factors that impact NP transition. The theme, ‘we eat our own’ illustrates how some
of the newly appointed NPs encountered lack of support from nurses during a period
of intense competition for limited NP positions:
[There is] bitchiness between nurse practitioners - I can’t believe it.
Not sharing information and not collaborating with each other. I have
no other nurse practitioner I can converse with, apart from one, and
he’s a very much an alpha male and does not like to share information.
(Jill)

And we’ve got these wonderful nurses who are ready to work as nurse
practitioners, but they’re being held back. I mean, come on! She is
supporting one and blocking the other. She will not sign the paperwork
for one of them. It’s almost like sabotage. (Sue)

Now I face a new issue that one of my colleagues, who is a new NP,
said to me one day that the place wasn’t big enough for two nurse
practitioners – now I don’t get told information. So I’m finding that
thing about, ‘we eat our own’ - yeah, I’m feeling that…. (Alison)
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Tall Poppies
A number of participants sensed resentment from their colleagues regarding their
achievements. There were obstructed in their new role and were given no support
from colleagues:
Some people I think are a little bit resentful - I think nursing is that way
anyway. I think it is that whole tall poppy thing. I find that extremely
difficult and they are a big obstacle for me, personally, to being happy
in that role, I’m finding them to be obstructive. (Grace)
I do believe that the position commands some respect and I guess in 70
per cent of cases you’re going to get that. But I guess you are still going
to have the knockers and those who are jealous. (Clare)

The negative, unsupportive behaviour of others left some of the new NPs feeling
powerless and ill-equipped to navigate the complex and hostile environments they
faced as they tried to negotiate a place for themselves within the healthcare team.

When I started going to help her service, she became very threatened–
[she exhibited] very strange behaviours… Well you'd think if it was a
nurse practitioner [coming to help] – fantastic, – but it’s as though they
think we know more than them it’s really bizarre. … It’s really horrible.
(Jessica)

On the other hand, some participants found that although they experienced
resistance from senior nurses, they had support from junior staff who were excited
about the role and viewed the new NPs as role models:

The younger ones, the Generation X and Y are quite open to it. They
see you as a resource person and they’re happy to ring you up and
say, “We’ve got this, can you come down and go through it with me”?
(Grace)
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Interprofessional factors
The theme Building bridges: Collaboration and collegiality illustrates how the NPs
worked to change the perceptions of medical staff about their role. The NPs in this
study revealed changing attitudes amongst many medical and allied health colleagues
who collaborated with them to optimise patient outcomes:
Basically what I’ve done is, change attitudes towards nurse
practitioners, built the bridges and shown it can be done in a
collaborative model. (Emilie)
The team have accepted me from day one. Once they saw what I was
capable of doing and how I ran it and the staff specialist was happy.
Her words were, ‘I think this is going to work’. (Sue)
It’s nice to think that doctors actually respect you enough to say, ‘Yes,
I know you well enough to know that you can deal with [the retrieval of
a sick child], without having a doctor [with you]’. That was a nice little
recognition. (Grace)

However, despite the growing support, there were evidence of some medical resistance
to the NP role.
I’m taking a significant amount of their income. I’m feeling that too.
They think you’re a great nurse, but they have said their biggest fear
was the fact that it would dip their income [with reference to a private
practice setting]. (Alison)
Organisational factors
The impact of the changeover from state based to national nursing registration during
the time of this study appeared to influence the transition experiences of many of the
participants. The changed legislative and regulatory requirements along with a lack
of direction about processes from the relevant bodies, at the time of the study,
detracted from the sense of achievement associated with endorsement. The theme
Labyrinths and hurdles depicts the complexity and confusion associated with
endorsement processes and the many other requirements mandated by local health
care organisations:
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I’ve had three goes at the vivas and I got it the third go. The second
panel, I was not impressed with at all and the report I got angered me,
because some of what they said was completely untrue. And they
disputed my hours; that was wrong. (Libby)

Each time I go [to the managers] the structure has all changed. Each
time it required me presenting my business case and re-visiting it all
and then they would be saying ‘Yes, next year, we’ll get funding out of
blah, blah’ and then nothing happened. I guess there’s been a lot of
deterrents as far as getting this position up and running. Over the years
it’s been put on the back burner because of funding and you know, [my
specialty] just isn’t sexy and no one can see where the benefits can
actually bring to our patients. (Tracey)
It’s taking me longer than I would have thought to have my clinical
guidelines signed off, because I had too much to do first- to build
bridges with the community, with the networks and collaboration the
GPs which in itself, is just unbelievably difficult. I’ll have been
endorsed for over 12 months before my clinical guidelines are signed
off, however, that hasn’t impacted on my patients in any way. (Emilie)

DISCUSSION
The findings from this study expose the many issues that the newly appointed NPs
faced during their first year of transition to practice. These findings show that
although the participants had great expectations for their new role they had to contend
with a great deal of resistance from peers and negotiate many organisational and
legislative labyrinths and hurdles associated with endorsement. Overwhelmed by the
recurrent impediments, some gave up altogether; while others were more tenacious
and persistent. Instead of their role being an opportunity for change and innovation,
many participants experienced distress, self-doubt and isolation. Unclear
expectations by members of the clinical team and role ambiguity added to the
difficulties of scoping a role for the participants. The scrutiny of senior managers and
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clinicians led some of the participants to lose confidence in their skills and enhanced
their self-doubt; a phenomenon reported in the international literature (MatenSpeksnijder et al., 2015; Spinks, 2009) and referred to by Redfern-Jones (2009) as
Imposter Syndrome. Interprofessional relationships, proved to be a source of support
for many of the NPs and they were able to build bridges and forge alliances.

CONCLUSION
Despite the importance of the NP role nationally and internationally there is
continuing evidence of professional resistance and a lack of organisational support
which has a negative impact on the transition experience (Lowe & Plummer, 2013;
MacLellan et al., 2015b; MacLellan et al., 2016). While the endorsement process
appears to have improved somewhat since data were collected for this study, there
remain issues associated with role clarity and unclear expectations at the local level
of health care organisations. This study has demonstrated that transition to the NP
role can be a time of turmoil requiring a great deal of tenacity to navigate the journey.
However, these challenges can be overcome and, as evident in this study, NPs can be
triumphant and forge successful roles for themselves within the health care team.

IMPLICATIONS FOR PRACTICE
There are many implications for practice from this study. To begin, there needs to be
recognition of the valuable contribution made by NPs to the health care team and
their impact on improved patient outcomes. In order to assist with NP transition,
senior leaders and managers need to acknowledge the inherent challenges faced and
ensure that all newly appointed NPs are mentored and appropriately supported in
scoping their role. Education programs for NP preparation should include leadership
skills, negotiating change within an organisation, self-care and conflict resolution.
Further research is needed to explore the impact of such initiatives on NP
performance, retention and attrition.

The findings from an exploration of the factors that influenced the transition
experiences of the ten study participants was provided in Chapter 5. Chapter 6 will
present the participants’ individual stories along with an epilogue depicting their
career progression since the completion of the study.
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CHAPTER 6: GREAT EXPECTATIONS

Introduction
In Chapter 5, the theme of ‘Great Expectations’ that emerged from the data analysis
was outlined. This theme related to the personal factors that impact Nurse Practitioner
(NP) transition. In the light of this, the following chapter explores each of the
participants’ individual stories to reveal their personal expectations of becoming an
NP, how these expectations were not always realised, and how this then resulted in
bitter disappointment.

Chapter 6 introduces each participant’s story and provides a foundation and point of
reference for the chapters that follow. The ten participant stories were developed
from the transcripts and ordered chronologically. The participants’ personal stories
reveal what motivated each participant to become an NP, along with their initial
hopes, dreams, plans and expectations for the role. To ensure rigour, the process of
member checking was used (Belgrave, Zablotsky, & Guadagno, 2002) and each story
was returned to the participants who were invited to review the content and amend
or change as they considered appropriate. The participants were also invited to
provide an update on their current role and any reflections they wished to add. These
have been provided as epilogues to their stories.

As noted in Chapter 3, the participants were purposively selected to represent NPs
from metropolitan, rural and remote regions across four Australian states. Eight
female and two males practicing in diverse specialties agreed to participate in the
study. Identifying information about the participants was removed and pseudonyms
were used to ensure anonymity, privacy and confidentiality.

What was of interest to me was the reason why the ten busy clinicians were willing
to participate in this study and share their innermost thoughts and feelings about their
transition journey with a stranger. The literature points to several reasons why
participants may decide to participate in multiple interviews over a period of time
(Jessiman, 2013). Some suggest that altruism is one of the main motivations as
participants may think that ‘something good may come out of it’ and ‘it may help
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someone’ and change the system in a positive way (Peel, Parry, Douglas, & Lawton,
2006, p. 1342). Some participate for therapeutic reasons and a desire to get something
‘off their chest’, seeing the interview as ‘a vehicle for being listened to’ or a way to
voice their dissatisfaction with the system. Others consider interviews to be a way of
gaining emotional support when this is not otherwise available (Peel et al., 2006, p.
1339). Whatever the reasons, these motivators are consistent with the tenets of
critical ethnography, which is concerned with social inequalities and the desire to
bring about social change (Carspecken, 1996, p. 3).

The participants’ stories
What becomes immediately apparent from the participants’ stories is the stark
contrast between their initial hopes and expectations and what actually transpired.
Some of the NPs were thrust into challenging roles and expected to take on
significant clinical responsibilities across vast geographical areas with limited
support and supervision. Although some arose to the challenge with tenacity and
resilience, others felt anxious and overwhelmed by the issues they encountered. At a
time when the NP role was relatively new in Australia, it seemed as if, in many
contexts, there was limited recognition that these beginning NPs were novices
(Benner 2001, as cited in Chang et al., 2006, p. 84) in the role and needed the support
and guidance of their nursing and medical colleagues.
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Emilie’s Story

Emilie trained in the 1970s at a small rural hospital. She had a varied career in aged
care and community nursing and was a solo practitioner for many years. Emilie held
a number of senior nursing positions both in acute care and in a residential aged care
facility and also completed a Master of Nursing degree. Following a family move,
Emilie was appointed as a Transitional Nurse Practitioner (TNP) pending successful
completion of an NP Masters degree. When I first met Emilie, she had completed
her degree, and had newly been endorsed and was practising as an NP.

During the first interview Emilie reflected on her initial understanding and
expectations of the NP role:
I fell into the [NP] position. I didn’t actually go looking for one and I
wasn’t climbing the career ladder. It was the only job that came up in
my area that didn’t have nights. So I went for the interview and got the
job. But I had no idea what an NP was - didn’t have a clue. So, it was
pretty well a baptism by fire I suppose.

Emilie described the context of her practice and some of the challenges she
encountered during her transition:
It’s an isolated role, it covers 4000 square kilometres, so you’re a sole
practitioner. When I went into the role, there were four immediate
towns around the communities that I covered and there were many GPs
in those towns. When I first got in the job they threw me the primary
care manual at me and the manager said, “This is your bible”. I said,
“Oh my God, I know nothing”.

Emilie felt isolated and anxious in her new position as she had no medical or nursing
support. When she shared her apprehension with a more experienced NP, they replied:
“When you were just registered as an RN, you learned on the job.
That’s where you’re at again”.
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Emilie explained the extent of her anxiety, how she tried to manage it, and the impact
that the lack of support had on her wellbeing:
I think it’s higher expectations. Even as a [registered] nurse I’d have
been anxious, but not to the level I am now. But what can you do when
you’re only on your own? It’s a case of trying to balance my level of
anxiety with what’s going to come through the door. I’m thinking of
packing it in … the anxiety, lack of support, lack of backup. I’m just
very isolated.

At the fourth interview Emilie informed me that she had resigned. When I enquired
whether she intended to apply for another NP position, she replied:
Not at this stage … it’s too hard. The clinical assessment and having to
prescribe medications … I just get too anxious. I’ve lost all my
confidence. If I’d had someone to buddy up with, who could provide
leadership or show me the way … but there was no networking then. I
think it’s improving now but it [the NP role] was implemented so badly.
It was all of a sudden, “we’re going to have NPs and this is how we’re
going to do it”. It wasn’t structured. It wasn’t thought through and I
went into the position having no idea what an NP was.
I think if I’d had good support, actually knew what an NP was and what
I was supposed to be doing, it might have been different. But I did have
some good times though and it did serve a purpose … everything serves
a purpose. When I resigned I was replaced one day a week with an
Enrolled Nurse.

Epilogue: March 2016
Emilie now works as a Clinical Nurse Consultant in aged care - a role that she enjoys,
and she stated that her new role is “free from politics”. She decided not to return to
the remote area NP position, nor to renew her NP endorsement because she felt her
scope of practice had now changed and “the continuing professional development
requirements were too onerous”. Emilie is engaged in a number of research projects
and has recently enrolled in a doctorate in nursing.
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Libby’s Story

Libby is a woman in her early fifties who proudly told me she completed her training
“in the old days, in a hospital”. Her husband’s job required the family to move
around considerably but they finally settled in the 1980s in the town where she still
lives and works. Initially, Libby worked as a community nurse before moving to
work as a continence nurse caring for children, adults and older people. In the early
2000s when the NP role was first being implemented in Australia, Libby decided that
she was working at that level anyway, so “might as well have a go”. As she already
had a Master of Nursing degree, she decided to apply for NP endorsement through
Pathway 2, with the submission of a portfolio and subsequent interviews at the
Nurses and Midwives Board (NMB) in her jurisdiction. She had required three
attempts to pass the clinical viva, which was not uncommon. When I first met Libby,
she was a newly endorsed NP working in a Clinical Nurse Consultant (CNC) position
while awaiting her NP position to be finalised. She told me at the first interview about
her experiences of the clinical viva at the NMB and how traumatic she felt the
experience had been:
It was horrendous. I’ve had three goes at the vivas before I got through.
I think they gave me a new panel for my second viva and along I went.
I was not impressed with them at all and the report I got angered me,
to put it nicely, because some of what they said was completely untrue.
And they disputed my hours, whereas the first one had not disputed my
hours and it was wrong. So I asked the NMB to please give me a panel
that had people in it who were familiar with living and working in rural
Australia, because I felt that some of the comments that had been made
were from people who didn’t have a clue. The whole process is crazy,
I’ve decided.

Once Libby was endorsed, she thought she would be able to practice as an NP but
she encountered continuing problems:
…but even when you get through that [endorsement process] you’ve
still got continuing sagas.
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Libby told me that although she had received approval from her area Pharmacy
committee and the MBS and PBS, but she was unable to prescribe until her
Curriculum Vitae and drug formulary had been approved by her local Pharmacy
committee:
I think for people to go through endorsement, there should be some
guidelines and pathways outlining what to do as this is all crazy.

When asked at her second interview how she felt about her transition journey so far
she shared both positive and negative experiences:
I’m out there meeting great people and I see a lot of them at home and
if you can make their lives a little better, then they’re really happy.
I don’t really think my practice at this point has changed. Partly
because my scope of practice [clinical practice guidelines] still haven’t
been approved. It frustrates me in some respects; because I can’t do the
extra things that I’m supposed to be allowed to do [as an NP]. I wonder
if I’ll ever be able to do any of the extras [prescribing, ordering
investigations and writing referrals] by the time I’ve been endorsed for
two years?
I tell myself all the time that I’m a trail-blazer. I think the only reason
it is happening is because I’ve pushed for it. So, I have had to claw my
way a bit. It’s all quite frustrating.

Libby spoke about the challenges and expectations of her role associated with the
geographic spread of her practice area and large clientele:
This population alone is 50,000 not counting the rest of the area so it’s
probably closer to 80,000 - 90,000… and there’s only one of me. Of
the sole practitioners, I have the largest number of patients in the area.
I have 200 client referrals per year … 200 new patients over the age of
50 a year.

Libby explained that determination and tenacity are essential attributes to be
successful as an NP. She also described how important it is to build collaborative
relationships with colleagues:
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I have to say, my road was a very rocky one. You have to be patient and
you have to keep chipping away. You’ve also got to have a massive
amount of tenacity and you have to build confidence in yourself. And
you need rapport with other nurses and with medical colleagues.
Libby is well respected and is one of a small number of NPs with a research higher degree.

Epilogue: March 2016
It’s March 2016 and I have a prescriber number so can prescribe for
Community clients but still can’t order pathology tests - I have to add
the doctor’s name. If I was to leave the health service [and work in
private] I could apply for a provider number and be able to refer and
order tests etc. After completing my doctorate I decided to apply for a
position as a Clinical Lead for Aged Care for my health service and am
heavily involved in that.

89

Jessica’s story

Jessica is a country girl but she began her training in a large metropolitan teaching
hospital the early 1990s as an Enrolled Nurse (EN). She has always ‘really, really
loved nursing” and this motivated her to enrol in a bachelor of nursing degree,
explaining that “it was a start and I’m very proud of it”. After marrying and having
a family, Jessica worked as a community nurse and was soon offered a position in
chronic and complex care. She commenced postgraduate education soon after.
When I met Jessica, she had successfully completed her NP Masters degree, was
endorsed as an NP and waiting for her NP position to be finalised. When asked at
the first interview about the context of her practice, Jessica explained some of the
related challenges:
Just off the top-of-my-head, there’s 30,000 people within my area. I
think it’s kind of overwhelming, like where do I start? There are so
many people to see. There’s a limit to how much one person can do.

As an NP within a small specialty, Jessica explained she was expected to drive 250
kilometres, attend to a clinic full of patients, and drive home in the one day. The
health service did not think it was appropriate for her to stay there overnight:
I have a very large area to cover and due to the travelling, I work a 1012 hour day. It’s so, so busy … overlapping clients, running between
two rooms. I get very tired.

Jessica spoke about how interpersonal dynamics, horizontal violence and unsafe
working conditions had impacted her confidence in her new role:
I thought I’d start to get to know the existing people in my area and
work with them. However, I’ve had instances where the horizontal
violence has really shocked me and that took away my confidence. I felt
really uneasy going into that workplace the next time.
It’s a place that doesn’t have phone connections – there are safety and
security issues there and because I’m not conditioned to that work
environment, I find I’m not confident in that workplace at all.
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When I met Jessica for the second interview, she told me she had resigned that
morning. It was not an easy decision as her husband had his own business and they
had teenage children who loved living in the country, as well as elderly parents
requiring support. Jessica explained the reasons behind her decision to resign:
I have resigned, I've given two weeks’ notice from today. I think the
underlying reason is, I'm very dissatisfied in my job. I drove to the city
and was thinking about work all the way, I wish my brain would stop
sometimes! I’m very tired. Having restless sleeps, thinking about work.
Feeling really stressed - not enough hours in the day.

Jessica was appointed to a nurse educator position in the city and moved there with
her husband and family:
I think this job will be more like working at a strategic level and
showing leadership and I can still be doing community preventative
care as well, but I'll have that degree of anonymity, which will be quite
good. I’m just taking a tiny step back for a little bit. No more thinking
“how am I going to do this on my own”.
I asked Jessica where she saw her career heading in the future:
I hope to work as a nurse practitioner, so I want to keep up those skills.
I’ve got this feeling in my gut that I’ll be back. I know it sounds stupid,
but I always go with that gut feeling. It’s just like … this is what I want
to do for now but I just have a sense that I’ll be back.

Epilogue: March 2016
Jessica and her family were in the city for several years but are back in their own
home-town now and she is very happy working as an NP in primary healthcare in
a town nearby.
I’ve loved my different jobs in the city. Firstly as an educator and then
in management but we had to return to the country fairly suddenly due
to a family crisis. I’ve had a tumultuous time since then, taking any work
I could get as an RN to keep things ticking over. I’ve done everything,
even aged care and I’ve had to travel several hours each way, one day
a week to a position to maintain my advanced practice. However, I was
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recently offered an NP position and I’m very happy and settled. I can’t
tell you how delighted I am to be working with such fabulous people, to
feel valued and to be working as an NP at last.
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Grace’s Story

Grace started her career as an Enrolled Nurse working in a large regional hospital and
later completed a Bachelor of Nursing degree. She has had over 20 years of acute care
experience in a range of settings. Grace completed postgraduate studies in emergency
and trauma nursing, followed by an NP Masters degree. She loved the “high intensity
and adrenaline rush” of emergency, and trauma nursing. When I first met Grace, she
was a newly endorsed NP but still working as a Clinical Nurse Consultant [CNC] in
the emergency department of a large trauma centre. In the first interview Grace said:
When you’re suddenly endorsed and you’re all on your own … it really
is a big step and I think it’s only human to think, “Am I doing the right
thing?”. I’m excited about it, but I’m apprehensive and I think it is a
challenge and there will be obstacles. At the moment I think it’s just a
confidence thing. I’m not an aggressive sort of a person, so I just do it
slowly and gently.

Grace was aware that the staff she worked with had high expectations of the NP role
and she was concerned about her ability to fulfil those expectations and worried she
may fail:
They have a perception that I’m just going to be able to step into the
role and fulfil everybody’s expectations. But I don’t think that I can.
I’ll be comfortable with some things but be uncomfortable with others.
Some people have an expectation of what I’m going to do, and I can’t
live up to it.

There were occasional times during the interview when Grace was positive about the
expectations of the NP role and demonstrated remarkable resilience and tenacity:
I think the whole NP role is about finding yourself and seeing what
you’re capable of doing. Every day I learn something new or learn to
find something else on a CT that I didn’t know - that’s a positive for me,
and I think “my skills are getting better” ... they’re highs for me. It’s
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just a matter of being a quiet achiever and getting in there, showing
them what you can do, and just chipping away quietly.

Grace was concerned that some of her colleagues felt somewhat threatened by her
advanced skills and knowledge:
I get a bit emotional about things because that’s what I’m passionate
about, and I have to accept that not everybody is going to work to my
standard. That’s why it’s an advanced practice role, it’s not just about
monkey-see, monkey-do. It’s about justifying your actions and having a
rationale for that treatment. I’ve learned to take a big deep breath and
not to take it personally … I can’t change the way the other nurses feel.
I just have to show them by not being too aggressive or too assertive,
that I’m not there to challenge them or dictate to them … I’m just there
to do a job. I don’t let it get the better of me because I haven’t worked
so hard and so long to be pushed into the shadows.

By the fourth interview, Grace was working in a part-time NP position in an
emergency department. On the days when she was not working as an NP she worked
as an RN. She was frustrated, as she was restricted to only attending to the low acuity
patients instead of utilising the trauma and critical care skills she had taken years to
master:
There’s a lot of politics because the area health services has to improve waiting
times in Emergency; and an NP treating ATS categories 4 and 5 [low acuity]
can reduce numbers quickly and the data looks good. It is all about meeting
targets and KPI’s. I think once they really understand the NP role and embrace
it, there is enormous potential …but I don’t think we’re quite there yet.

When reflecting on the journey and the time and effort it had entailed Grace provided
the following advice for aspiring NPs:
It is worth it. It’s not an easy road and not for the faint-hearted. But if
you want it and you’re there for the right reasons you just persevere. You
say ‘No, I’m going to show you, I’m going to prove a point’. It’s a great
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opportunity for nurses to say “Hey, we are competent clever clinicians
and we can care for and treat patients really well”.

Epilogue: March 2016
Despite Grace’s drive and positive approach she felt that she had not been able to
forge a valued or respected role for herself in the emergency department. More than
a year after the interviews concluded Grace said:
The department hasn’t embraced the NP position. After so many years
they still don’t understand what a nurse practitioner is. I feel they would
like to shove me in a corner and they forget about me because they don’t
really know what to do with me. They don’t put the NP on the daily
staffing board, and forget to invite me to nursing leadership meetings. It
is really disappointing! It should have been amazing!

Grace has since taken a part time university position, teaching and supporting the
undergraduate medical students. She plans to continue working as an NP part time.
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Alison’s Story

Alison trained overseas and came to Australia as an RN with a diverse background
in acute care. She then she worked in chronic and complex care and as a community
nurse. She has several graduate certificates in various aspects of community care.
Alison was well established in her area of expertise when she had a conversation with
an experienced NP who inspired her to take the next step in her career and consider
becoming an NP. She enrolled in an NP program and during her studies, Alison
became the editor of a specialty nursing journal and represented her specialty nursing
group in negotiations with the Federal government. Alison had successfully
completed her NP Masters degree when I first met her and was awaiting NP
endorsement. Alison explained the context of her clinical practice and how she felt
that being an NP was an opportunity to practice in an evidence-based manner:
I wanted to work in an environment where somebody valued what nurses
do. My boss was very instrumental in encouraging me to do the whole
thing with the nurse practitioner. So I’ve got to the end of one journey as
an RN and I’m starting another new journey as a nurse practitioner... I
guess I’ve got a bit more [responsibility]. Once that door is closed and
you’re alone with that patient, your care must be evidenced-based … not
just because I got told that 20 years ago by somebody. If I’ve gained
nothing else from that education, that’s huge, a huge learning curve.

Alison further explained her passion for the NP role and the need for lifelong learning:
I loved that nurse practitioner course, it opened up so many doors of
learning and I’m astounded … it just broadens your horizons. And it just
gets that thirst for knowledge going. I look at something now and I think,
‘I’m not happy with that. I want to find out more’ and it makes me go
further and look for something further. …and it’s just about lifelong
learning.
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Alison told me at the second interview that she had submitted her portfolio to the
regulatory authority in December with originals of all her certificates and evidence
of advanced practice:
I sent it in by registered post; this huge package of information that took
me a long time to get, and because you had to show your experience for
the last five years and I had to get three lots of references…so, it took a
while to get all of that.

It had taken her many months to put her documentation together and when she hadn’t
heard from the regulatory agency for a long period of time, she phoned to be told that
her portfolio had been lost:
I was cheesed off because I hadn’t heard anything and I just thought,
‘this is never going to happen’. As far as I know they haven’t received
it, they don’t know where it is and somebody’s looking into it, so my huge
package of information is somewhere and it’s lost. And I was beginning
to think I might just pack it in and just work at Woolworths.
It was almost two months before I heard anything, and they told me that
my application had been received and I was suitable for endorsement,
and I had wanted that desperately. I’ve worked too hard, for too long not
to get the endorsement at the end.

At the fourth interview, Alison described how she was experiencing further problems
with finalising her right to prescribe and the lack of clear guidelines for the process.
She believed this was partly because she was one of the first NPs to be endorsed in
her context of practice:
This year’s been pretty tough. I feel extremely isolated. I do. I do feel
isolated. The problem is it’s really hard to find specific information out,
because there’s nothing really clearly written anywhere about it. No
instructions. No, this is the process you need to go through. That’s what
happens when you are a trailblazer. But there’s always going to be one
that has to go first.
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When Alison had met all of the requirements to practice as an NP she explained how
proud she felt:
I am really proud. I know my family are, but I’m so proud of myself. I’m not a big
headed person but I must admit it’s really lovely to wake up and I think, “oh, good
on you. You’ve done a really good job“. And I’m doing what I do, because I love it.

Epilogue: March 2016
Alison has now successfully completed a second Masters degree. She remains a high
profile NP at the Australian College of Nurse Practitioners and continues her
advocacy role for her specialty and the patients who require her care. She loves
learning and is considering enrolling in either another Masters degree or possibly a
Professional Doctorate. She is very well respected and happy in her NP position.
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Michael’s story

Michael is a young man in his 30s who has a graduate certificate in critical care and
emergency as well as qualifications in trauma nursing and paediatric nursing. He has
worked in the emergency department for more than 10 years. Michael’s nurse
manager encouraged him to enrol in the NP Masters degree with a view to becoming
an NP in the emergency department.

Michael completed his NP Masters degree and his endorsement over a period of five
years and he was appointed as a Transitional Nurse Practitioner (TNP) in the
emergency department of a large metropolitan teaching hospital. When describing
the process Michael said:
There was no problem with the endorsement. It went through first time
and then I found out that I was endorsed - so happy days. There was a
lot of support at that time for me as a transitional nurse practitioner. I
could see the benefit from this role, I had statistics on all the patients I
had seen, and I had all that data and I put together a draft report. I had
a meeting at the end of my trial period and presented these data to the
Director of Nursing so I had every expectation that my position would
continue.

There was no reason for Michael to think his position was in jeopardy as he had
completed the required educational preparation and was by then an endorsed NP. He
also had evidence of his impact on patient outcomes and related cost effectiveness
figures. However, to his surprise he was informed that due to budgetary restrictions
his position could not be supported and he would need to return to his RN role.
Michael described how upset he felt with this decision and believed he had been
betrayed by the senior nurse managers who had “tapped him on the shoulder to
become an NP” and had promised him an NP position. He explained how he felt as
there was seemingly no funding for his position and yet a second nurse manager had
been appointed, as an additional cost to the staffing budget:
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But at the end of the day there was no money for this role to proceed from
there. So I did all this work and sort of, well…it was gut wrenching! I’d
been at that hospital for probably eight, nine years at that time, so I sort
of grew my career there, but then that fell apart. Well at that same year
when they put that on a second Nurse Unit Manager (NUM) and we
didn’t see the need.

Michael was forced to relocate and uproot his family so that he could continue his
journey as an NP. He secured a position in a smaller hospital two hours away and
described how he was settling into his new role:
The first six months [of the new job] I was anxious but I’m fairly well
respected by everyone now. The only sort of back-lash from work would
be, not for my practice but for one of the nurse practitioners that I work
with [who had been there for a while and was well established].
In the beginning when I first initiated the role I explained what a nurse
practitioner does and the types of patients that I’d be seeing. I left a
brochure in the tea room for the nurses and the doctors to read and the
more I spoke to each individual nurse about it the more they came to
understand the benefits of the NP role. Now they see me as a great
resource. I am also mentoring some of the new RNs. I think that’s the
sort of thing you have to do - act as a role model.

Michael continued to gain self-confidence in his role and increasingly enjoyed his
role:
I really enjoy the people and the way the role it works. Within the
department I work autonomously but when I need help it’s there. I do try
to do it all myself, which sometimes can slow my time up. I’m happy with
my job and I’m confident enough doing it all myself.

Epilogue: March 2016
Michael is happily settled into his NP position at a large teaching hospital in a regional
town and is now an experienced emergency NP, supporting and mentoring aspiring
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NPs. He shares his time between clinical practice and strategic planning with the local
health district. He is undertaking further research on the NP role and is considering
enrolling in a research higher degree in the near future.
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Sam’s Story

Sam works in the emergency department of a large metropolitan teaching hospital.
He has been nursing for over 10 years and has completed a graduate certificate in
emergency nursing, a graduate diploma in midwifery and an NP Masters degree.
Sam had submitted his application for endorsement as an NP to the regulatory agency
when I first interviewed him:
I had an interest in advancing my skills, doing something a bit more
engaging and different. So I completed an NP Masters degree this year
and I should know within the next two weeks whether I’m actually going
to be endorsed. It’s pretty convoluted … the whole process.

Sam spoke about how his employment as an NP was less certain due to a recent
change in management and subsequent lack of support:
A lot has all happened within the last 18 months since I’ve been studying.
The new manager has said that he doesn’t support the NP role. I think
he’s got ideas about how it should work which are quite different to what
we had originally been told.

Sam explained that although funding for the NP role was tenuous, he had the support
of his medical colleagues:
In terms of funding, that has to go to our senior nurse managers to decide
but from the medical side of things, there seems to be unlimited support.

By the next time we spoke Sam was endorsed and the process had been relatively
smooth. He explained his initial expectations and impressions of working towards
the NP role:
I feel already like you’re being held to a higher standard than what you
would be as a RN, than even a doctor would be. I think one of the things
is being really open and honest about what I do know and what I don’t
know, and what I am, and I’m not comfortable with. The more study I do
the more I know how much I don’t know.
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Sam described his concerns with ongoing delays and apparent bureaucratic inertia in
formalising his NP role. He also shows how nurses can misuse their positional
authority and power to block progress toward employment as an NP:
The chief nursing officer is quite obstructive at times. I feel like he is
our major block and while he talks about support for the role, there’s
none at this stage.

At the third interview Sam told me that since our previous conversation there had
been no visible progress in formalising his role and he had eventually made the
decision to resign:
I just felt like I was banging my head against the wall so I left a month
ago. It didn’t really feel like it was happening, it didn’t feel as there was
a commitment. The senior nursing manager is aware of situations
where nurses may hinder the implementation of this new role, however,
the irony is that the biggest hindrance to date has been that very
person!!

Although his resignation had been a difficult decision, Sam had been appointed as an
NP in a busy emergency department looking after low acuity patients and is
optimistic about the possibilities afforded by this role:
I’m really enjoying the new position. Most of my training has been in
ICU and theatre, but mainly ED, and it was all categories 1 and 2,
resuscitation, traumas, and lots of chest pain. Whereas what I’m seeing
now is categories 3, 4 and 5; lots of limb injuries and everything. So I’ve
had to learn simple things like suturing. People ask me, “Do you miss
not doing the high acuity stuff?”, But there is more responsibility in what
I do now because I have complete care for the patients. Although senior
management is supportive, the ED manager still thinks nurse
practitioners are a bit of a flash in the pan and it’ll probably die out…

After many years of training and developing a wealth of expertise in trauma and
resuscitation nursing, Sam decided that his only option if he wanted to secure a
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position as an NP was to relocate and change his focus from treating high acuity to
low acuity patients. This decision demonstrates Sam’s tenacity and resilience.
However, this outcome also calls into question the potential loss to the profession of
Sam’s expertise and experience and how nurse managers can misuse their positional
authority to undermine the progress of NPs.

Epilogue: March 2016
I worked as an NP in an emergency fast track model for four years.
During that time I have become a leader and expert in my area of
practice. I have engaged heavily in the non-clinical aspects of the NP
role supporting the development and expansion of the role with some
significant improvements and I feel that I have contributed to and led
change within the ED where I worked. I am now seconded to a senior
nursing position within the Department of Health were I have input to
policy and strategic direction at a state and national level. I feel that it is
important that nurse practitioners are engaged at senior levels within
hospitals and health systems to lead the changes that are required.
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Clare’s Story

Clare has been an RN for “over 35 years” and has practiced in a range of specialties.
Her attendance at a conference in the US several years ago ignited an interest in
becoming an NP. With the encouragement of her Head of Department she progressed
through and successfully completed her NP Masters degree and was endorsed as an
NP soon after. Clare was the recipient of a Premier’s Scholarship to travel to the US
and observe NP models of care in preparation for her role in Australia. Recognised
as a high achiever, Clare was promised an NP role when she was endorsed and she
spoke about her expectations:
I’ve got so many hopes for the future because I think my NP role is
actually going to come to fruition. It is going to be a huge learning curve
for me, and I am really quite excited about it.
My professor has thought about the position and my capabilities and
discussed it with my nurse manager and myself. Our satellites haven’t
lined up yet but our expectations of the NP role are getting closer. I’m
going to accept anything I can to get into the NP role that I’ve fought so
hard for and to be paid for what I’m actually worth for the care I’m
delivering.

Although Clare was waiting for her NP position to be formalised she had already
experienced a sense of isolation from her colleagues and some professional jealousy
from nursing staff:
I first noticed the jealousy from the time I won the Nursing and Midwifery
Excellence Award and then winning the Premier’s Scholarship - you do
get treated very, very differently. And the snide remarks like, “I suppose
you’re going to tell us what we’re doing wrong”. You get people that just
don’t understand what you’re doing, or how you’re doing it, or why
you’re doing it, I guess.

Clare explained how she dealt with that professional jealousy:
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I’ve kind of isolated myself here but I’ve got friends out of work. As far
as my peers that I work with, I just do what I need to do, teach and look
after my patients. I don’t have anyone I can really confide in.

She explained how her greatest support came from some of the nurses that she had
previously studied with:
However, I’m lucky that I’ve got a group of very dynamic people that I
studied with that are trailblazers as well and we get a lot of support from
each other.

At the second interview Clare was quite despondent and expressed frustration with
the lack of progress being made in formalising her NP position:
I guess I’m still in that same spot. There’s not been a lot of progress.
See this is it - for the last three or four years someone comes along who
is very supportive and says “we’re going to do this”, and then nothing
happens. I don’t know who is holding the power, because I mean, if you
could find the cause of the problem you would do everything you could
to sort it out.
I’ve got absolutely nowhere with my NP role despite several more
meetings ... It’s made me think, “it’s pointless … it’s not going to
happen”. I’ve had to come to terms with it … and I am looking for other
employment.

At the third interview Clare explained that after more than four years of study and
preparation for the NP role, she couldn’t wait any longer for a position or listen to
any more broken promises, so had resigned:
I did have high expectations and it has been a true grieving process to
put all this behind me … something that I fought so hard and so long to
do. But for my own health I need to move on. I do believe in consequences
and I don’t take anything I do lightly. It has been the most difficult and
soul-destroying venture I have ever undergone.
No matter what happens at least I’ve had the experience of doing my
nurse practitioner program. I would do things differently next time but I
106

don’t regret doing it and no one can take my Master of Nurse Practitioner
qualification away from me.

Unfortunately Clare felt she had no option but to leave the hospital and the clinical
team she had worked with for eleven years as the NP role was never going to happen.
She approached a smaller private hospital and was immediately appointed as an RN.
She was confident that her skills would be valued and she would enjoy providing
high quality patient care to those she was looking after.

Clare demonstrated an unwavering love of nursing and a determination to begin a
new chapter in her career where her skills and knowledge will be respected. Clare
explained her sense of anticipation in her new role:
This morning I went to the hospital that I will be transferring to, and it
was such a lovely environment to walk in to. In that environment that
they actually want me to be there, they recognise my achievements and
they’re really excited to what I can bring to the unit. I just need to feel
wanted and nurtured, instead of … “what battle am I going to fight
today?”

Epilogue: March 2016
I have been working in a small private hospital as an RN for the last
four years. I still kept up my high profile in my specialty but had
accepted that I may never work as an NP. Then I was on night duty and
I came across an advert for a NP position in a large teaching hospital.
It wasn’t exactly my specialty but it had some common threads so I
applied for it and was successful. What a difference a few years
make…I have landed the job of a life time. To end my career in this
position is just amazing! This is the best job ever and I am absolutely
loving it!
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Jill’s Story

Jill is in her 40s with a young family. She had been an NP in the US, where she had
been running her own clinic for four years. When she immigrated to Australia, Jill’s
NP qualifications weren’t recognised and she was required to undertake a second NP
Masters degree. She was motivated by her love of nursing and a commitment to
“make a difference”; she just wanted “to be a nurse practitioner again”. While she
completed her studies, Jill was appointed as a TNP with the promise of an NP
position when she was fully endorsed.

She explained the challenges of settling into the TNP role and her expectations of the
role:
…my expectations are certainly different to what they’re already
expecting me to do. The cases are becoming more complex and require
a high degree of expertise and knowledge - I see myself checking things
twice or three times before I actually write something down on paper
and then I recheck the patients afterwards to see if there is an
improvement of care. I feel really tense with my NP role … like I’m
being watched and there is also the expectation of providing an
outcome.

After completion of her studies, Jill had to undertake a clinical viva at the Nurses and
Midwives Board in her jurisdiction before she could be endorsed as an NP. She was
unsuccessful in her first clinical viva and was required to repeat it. Jill felt the viva
panel was inappropriate, as the members were not practicing clinicians from her own
specialty. The process caused Jill significant anxiety and this impacted her ability to
answers the questions coherently:
I had to pass the clinical viva for endorsement, which was quite a
challenge. I was knocked around and in the end I couldn’t answer any
questions anymore. I had it all in my head and it was just all gone. I
had a mental blank.
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In her role as a TNP, Jill has experienced considerable resentment from other nurses
who continually scrutinised her practice. She was particularly disappointed in the
attitudes of some experienced NPs who had been secretive and withheld information
that would have been helpful to her in her preparation for interviews:
There is such resistance here … the other nurse practitioners will rarely
share their knowledge. They push other people out of the way to get
where they are - I can’t believe it. Most of them are very secretive and
do not collaborate.

Once Jill had passed the clinical viva and was eligible to apply for endorsement she
experienced other delays and challenges. The health registration authority was
changing from a state-based to a national system and applications from aspiring NPs
who were awaiting endorsement were not processed until several months later. Jill
told me of her frustrations with the delay:
There are apparently 15 applications sitting there. That lady said
they’re not going to be even looked at until the national regulatory
guidelines are finalised. I feel blocked in every single way because as a
TNP you don’t have as much credibility as being an NP. There is so
much I could be doing as an NP and I just can’t get on with it, because
I don’t have the paperwork yet.

By my fourth interview with Jill, she had received notification that she had been
finally endorsed. However, the community NP position that she had been promised
did not come to fruition. She applied for a number of other community NP positions
and was offered one interstate but that would have meant moving the whole family.
Eventually, Jill was offered an NP position in the local hospital in a different subspecialty but one that she had some experience in. She was thrilled to have finally
achieved her goal of becoming an NP in Australia:
I’m delighted … I will be the first NP for my area, I’m the trailblazer.
Yeah, nearly two years with that whole endorsement, all the stress of
that, and now an NP position. I really feel for the first time in my whole
career, that I have the respect and the acknowledgement of the medical
staff and I think that’s the essence of being a nurse practitioner.
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When I spoke with the Staff Specialist I felt validated, acknowledged for
my skills and very much respected. I don't think anyone understands the
tremendous amount of hard work that goes into getting recognition and
validation from the medical profession.

Epilogue: March 2016
Four years later, Jill has now moved into a full time NP position in the specialty
she was initially endorsed in and works now in a metropolitan hospital. Jill has
also gained her credentials to work in a private hospital in a consultative capacity.
The years in the different sub-specialty prepared her well for the current NP
position. Jill enjoys the kindness and respect from all medical professionals she
works with. She is teaching her specialty in developing countries and hopes to
finish her PhD soon.
My life is good...I am happy and my kids are settled. I have everything
in life I could ever wish for.

110

Sue’s Story

Sue was a hospital-trained nurse in her 40s who became interested in becoming an
NP when working in acute care in a large teaching hospital several years before. She
wanted to extend her practice and to utilise her skills and knowledge and the NP role
seemed to be an opportunity to do so. She was confident that if she successfully
completed her NP Masters degree and became endorsed, she would find an
appropriate NP position. Sue explained some of the challenges she encountered while
completing her degree:
So going to university was the beginning of my journey. The girls who
I studied with have always been really nurturing and supportive of me.
I would not have got through without their support.
I had to talk to my manager about study days and spending some time
in the clinic with the specialist who was one of my mentors, but I was
blocked - I was held back. I had to virtually beg for study time and time
with my mentor.

Soon after the second interview Sue had become endorsed as an NP and the process
had been straightforward. She was considering her options and although she had
already been offered an NP position where she was currently working, she felt she
needed a change of environment and a new challenge:
I had my endorsement, so I thought “this is silly, I’m wasting this”. I
was looking for a job, and even though I loved where I was, I thought
“no. I’m moving on”.

By the third interview, Sue was settled into a new NP position a few hours away,
nearer to the coast. She was happy with the support she was receiving from the
medical staff and management and was enjoying the collegial working environment:
The team accepted me from day one. They didn’t quite know how to use
me at first and my boss was really conscious of not wanting me to be
too busy and being everything to everybody. But once they saw what I
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was capable of doing, how I ran it and that the specialist was happy …
I could feel the love.

Sue felt her NP Masters degree had prepared her well for the NP position and her
current responsibilities in a diverse and autonomous role:
I felt well prepared because my education for the NP role was fresh and
I knew I had a lot of support to do what I’m doing now. I work in clinics
looking after people with chronic diseases in rural and remote areas
and I’m filling a big gap where the specialist has not been able to go.
In the past have I would have had a few self-doubts but no one else does
what I do. So, we’re helping each other here [Sue and the specialist]
and it’s not about us it’s about the patients getting the best possible
care.

Sue’s role is still developing, and she acknowledges that she needs to work to
establish relationships with the local GPs and other nurses in the area. She is very
satisfied with her NP role and the opportunity to make a difference to her patient’s
lives:
I’ve yet to go and meet and greet the local GP’s in my area, but already
they are starting to see what I do. You know what, I wake up in the
morning and it’s good to be alive. I think … “what can I pack into
today?”. Aren’t I blessed to be able to do what I love doing and do what
I can do in a position that allows me to do it?”. Maybe that’s why I’m a
nurse practitioner, because I love the hands-on clinical and connection
with the patients.

Epilogue: March 2016
Unfortunately, I was unable to make contact with Sue before submission of this thesis.
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Conclusion
It is ironic and disappointing that a number of the NPs interviewed eventually
transferred or withdrew from their role. Given that NPs are intended to meet an
identified gap in the healthcare system this attrition is important, not just on a
personal level but also to the profession and the community. Workforce changes and
attrition have a flow on affect, and in this study the loss of the NPs resulted in some
communities being left without any medical service until another nurse could be
employed and trained for the role. The participants’ stories demonstrated that much
work is required to ensure more positive and productive NP transition experiences.
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CHAPTER 7: INTRAPROFESSIONAL RELATIONSHIPS

Introduction
In the previous chapter the personal stories of the nurse practitioners (NPs) were
presented. The ‘Great Expectations’ held by the NPs as they began their journey and
the seemingly unrealistic and sometimes unattainable expectations of the role were
explored. In this chapter, the NPs’ evolving relationships with their nursing
colleagues are examined against a backdrop of changing regulatory authorities and
political unrest.

This chapter presents the following publication:
MacLellan, L., Levett-Jones, T., Higgins, I., (2016). The Enemy Within: Power and
Politics in the Transition to Nurse Practitioner. Nursing Plus Open, 2, 1-7. DOI:
10.1016/j.npls.2016.01.003

In contrast to the anticipation one would expect with the introduction of new NP roles
(Chang et al., 2006), this chapter identified that many senior nurses displayed covert
and overt resistance. Instead of collegiality, mentorship and support, many nurses in
positions of power withheld information, created impediments, scrutinised the NPs’
practice and sabotaged their transition to such an extent that many felt disempowered,
demoralised and isolated. Indeed, at the end of this study, only four of the participants
remained with the same employer.

Nursing resistance to NPs has been reported in both Australian and international
studies and the reasons are multifaceted (Brown & Draye, 2003; Desborough, 2012;
Ling et al., 2013; Lowe & Plummer, 2013; Middleton et al., 2011). In some cases the
lack of understanding of the advantages and scope of the NP role may have
contributed (Lowe & Plummer, 2013), and without doubt, the changing political
climate and consequent reduction in the number of NP positions has resulted in
intense competition for positions. However, some commentators also advocate that
negative behaviours are ingrained within the culture of the nursing profession and
are passed down from generation to generation (Duddle & Boughton, 2007; Lewis,
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2006). Nursing resistance, undermining and horizontal violence have been identified
as reasons for the slow growth in NP numbers in Australia (Harvey, 2010).

The participants in this study were certainly ill-prepared for the turf wars they
experienced, and many had to draw on personal reserves of strength, tenacity and
resilience in order to continue in their NP roles. It is an indictment that some of the
NPs found their work experiences so difficult that they made the decision to resign
and to return to practice as an RN. The findings from this chapter indicate that
education providers must ensure NPs are adequately prepared for transition to
complex and challenging healthcare environments. This includes equiping beginning
NPs with leadership and negotiation skills and knowledge of the contemporary
political landscapes that they are entering.
Additionally, there needs to be increased attention given to creating supportive
workplace environments for transitioning NPs.

Next page:

Publication: ‘The Enemy Within: Power and Politics in the Transition to
Nurse Practitioner’
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CHAPTER 8: INTERPROFESSIONAL RELATIONSHIPS

Introduction
In this chapter, the focus of the thesis turns to how nurse practitioners’ (NP)
relationships with their medical colleagues influenced their transition experiences.
The findings in the paper presented illustrate how medical staff were often “the NPs
strongest allies” and supporters of their role. This contrasts markedly to previous
studies where doctors were depicted as resistant to, and unsupportive of new NPs.
This chapter also acts as a counterpoint to the previous chapter where senior nurses
were often seen to engage in political manoeuvring and to use their power to sabotage
NPs’ transition to practice.

Healthcare in Australia has traditionally been a hierarchical system with the medical
profession dominating the political decision-making and exercising their power to
control the activities of other disciplines (Turner et al., 2007). Initially, the Australian
Medical Association (AMA) was strongly opposed to the introduction to the NP role
and expressed concerns about blurring the boundaries of traditional medicine
(Harvey, 2011; Weiland et al., 2010) and NPs becoming “doctor substitutes” who
provided “a second class service” (Pollard, 2006). These resistant attitudes and
competitive interprofessional relationships negatively influenced the transition
experiences of many of the first NPs to be endorsed (Turner et al., 2007). However,
this chapter highlights that there has been gradual shift in the attitudes held by a
number of medical staff and that collaborative and respectful interprofessional
relationships are emerging. This is encouraging, as effective communication,
collaboration and teamwork between disciplines is fundamental to patient safety and
positive patient outcomes (Crossan, 2015; Foster, 2010, p. 52; Zwarenstein et al.,
2008).

This chapter presents the following publication:
MacLellan, L., Higgins, I., Levett-Jones, T. (2015). Medical Acceptance of the
Nurse Practitioner Role in Australia: A Decade on. Journal of the American
Association of Nurse Practitioners, 27(3), 152-159 March. DOI: 10.1002/23276924.12141
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The findings are presented as a montage of three narratives, which illustrate the major
theme of growing medical acceptance of the NP role.

Next page:
Publication: ‘Medical Acceptance of the Nurse Practitioner Role in
Australia: A Decade on’.
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CHAPTER 9: THE IMPACT OF ORGANISATIONAL STRUCTURES AND POLICIES
ON NURSE PRACTITIONER TRANSITION EXPERIENCES

Introduction
Previous chapters have addressed the personal, intraprofessional and interprofessional factors
that influence NP transition experiences. However, this thesis would be incomplete without
addressing the labyrinth of nursing bureaucracy and complex processes the study participants
were required to negotiate during transition and to become endorsed NPs. Although not every
participant experienced the same type of challenges, the three narratives presented in this
chapter illustrate a type of game playing by many in authority. Like a game of snakes and
ladders, the NPs described a series of highs and lows as they sought to overcome the confusing
and inconsistent processes and policies they confronted during the changes to a national
registration authority between 2010 and 2012 in Australia.

This chapter presents the following publication:
MacLellan, L., Higgins, I., Levett-Jones, T. (2015). A Game of Snakes and Ladders:
Negotiating the ‘ups and downs’ of endorsement as a Nurse Practitioner in Australia.
Contemporary Nurse Journal, 50(2-3), 139-148. DOI:10.1080/10376178.2015.1101351.

It should be acknowledged that the move to a national registration system has resulted in many
improvements; the NP role is now standardised along with consistent endorsement
requirements and practice standards (Gardner et al., 2016), and a number of the hurdles and
challenges described by the participants were related to the change to national registration
(Driscoll et al., 2012). However, there were many other unrelated organisational barriers
reported, for example, the unnecessarily “inconsistent”, “gruelling” and “nerve-wracking”
nature of the clinical viva processes (Foster, 2010, p. 161); and the withholding of information
or provision of misinformation, that appeared to be due to ongoing political gatekeeping.
Several of the participants also described how their managers had encouraged them to enrol in
study programs to become eligible for NP positions but later reneged on their promise due to
changing political environments and consequent funding reductions. The organisation where
the NPs practice can make the decision to either fully support the unique contribution to patient
care that they are capable of providing, or they can choose to undermine it and compromise
patient safety and future healthcare outcomes (DiCicco-Bloom & Cunningham, 2015).
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It became apparent from the findings that effective negotiation skills were an essential attribute
for the NPs as they learned to overcome antagonism from management and argued their case
for funded positions. Once again, it became evident that, in addition to a highly sophisticated
level of clinical knowledge and skills, NPs must also demonstrate determination and resilience
if they are to navigate through the turbulent waters of transition.

Next page:
Publication: ‘A Game of Snakes and Ladders: Negotiating the ‘ups and downs’ of
endorsement as a Nurse Practitioner in Australia’
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CHAPTER 10: DISCUSSION AND RECOMMENDATIONS

This final chapter of the thesis provides a discussion of the findings, the relevance and
implications of the study and recommendations for healthcare organisations, policy makers and
educational providers. This chapter draws upon prior research in the field and compares and
contrasts the findings against the Australian and International literature, highlighting new
knowledge that has emerged from the study. The chapter also provides a personal reflection,
limitations of the study and suggestions for future research.

As noted in previous chapters, whilst the literature shows that a positive transition experience
is crucial to the effectiveness of the Nurse Practitioner (NP) role (Barnes, 2015b; Lowe &
Plummer, 2013), there is no research to date that explores the factors that impact on Australian
NPs’ transitioning to practice, and even less understanding of the nature of the transition
experience. Research conducted in Australia reveals a fragmented and somewhat sketchy
picture of NPs’ experiences (Gardner et al., 2008; Middleton et al., 2011). There has been a
failure by researchers to tap into the complexities of the everyday experiences of NPs in an
attempt to bring understanding and clarity to the multiple facets of transition.

The findings from this study provide insight into the experiences of new NPs; they illustrate
the key factors that influence transition and the complex negotiations required by new NPs as
they develop their model of practice. The study highlights that the experiences of the ten
participants were varied, with some new NPs experiencing a relatively smooth transition;
whilst others encountered such a difficult and turbulent beginning that they resigned without
completing their first year. As the study was undertaken during the changeover from state and
territory to national registration, all of the participants were impacted, to a greater or lesser
degree, by the prolonged endorsement processes.
Revisiting the aim of the study
The aim of the study was to critically examine the transition of RNs to NPs in Australia. The
overarching research question was ‘What are the experiences of registered nurses during their
first year of transition to practice as a nurse practitioner?’ with particular attention to:

o The critical mediating factors/elements that impact on transition of NPs,
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o The legislative, organisational, individual and contextual influences and
constraints on NPs transition,
o How NPs negotiate and scope their role,
o The strategies NPs use to mediate their transition,
o How NPs negotiate interprofessional relationships, and
o NPs issues and concerns during their first year of practice.

Because many of the definitions and meanings of transition focused on time and change, a
longitudinal qualitative design was used to address the research question. As stated in Chapter
3, the critical ethnographic (CE) approach described by Carspecken (1996), and focused
ethnography (FE) described by Wall (2015a) and Knoblauch, (2005) were used to address the
research aim and questions. CE examines injustices caused by historical, social, political,
cultural and economic circumstances. CE uses critical theory to make sense of power, social
structures, oppression and justice to reveal the misuse of power (Vandenberg & Hall, 2011, p.
25). In the study reported in this thesis many of the participant NPs experienced misuse of
power and injustices metered out by organisational systems in disarray. There were four key
factors that impacted the participants’ transition experiences.

Study Findings
The study findings reveal factors attributed to personal issues and the NPs’ relationships with
their nursing, medical and allied health colleagues, and the healthcare organisation. In the
following discussion, the findings are reviewed to address the research questions.

Personal issues before, during and after transition, were central concerns for the participants.
‘Great expectations’, reported in chapter 6, focuses on each participant's vision for their future
as NPs and the factors that influenced their transition. The ‘Great expectations’ held by the
NPs as they began their journey and the seemingly unrealistic and sometimes unattainable
expectations of the role were revealed. The different nomenclature for advanced practice roles,
including CNS, CNC, APN and NP, the many practice areas, including acute care, community,
residential aged care and outreach (e.g. the homeless or victims of domestic violence), changed
legislation and inconsistent endorsement requirements, the hidden interdisciplinary agendas of
individuals, and the environmental and economic influences in Australia all played a part in
role transition, as was demonstrated in the experiences of the participants in this study.
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Personal Issues
Personal issues before, during and after transition, were the most important of the NPs
concerns. Their personal issues focused on their vision for the future and the factors that
influenced their progress towards a successful transition.
The research question ‘What are the NPs’ issues and concerns during their first year of
practice? was addressed in Chapters 5 and 6. NPs experienced chaos, turmoil and confusion
in their first year of practice. Many of the participants articulated feelings of self-doubt and
insecurity and they felt the pressure of intense scrutiny from their colleagues. A common view
of the participants was that lack of support and feelings of isolation were major contributors to
these negative beliefs when they were establishing their role. They found it even more
challenging if they were the first NP or ‘the trailblazer’ in their organisation. Some participants
perceived they had fallen into the position by chance and consequently battled with feelings of
being an ‘imposter’.

The findings indicated that with some participants, the unrealistic expectations, long hours and
unfamiliar work environments, along with feelings of inadequacy, led to stress and burnout
with several being so overwhelmed that they decided to resign before they had completed their
first year. What was interesting in this study was that neither of the two males in the study
articulated any notions of self-doubt nor lack of confidence and, despite many other issues that
affected them including lack of support, they continued to feel positive and had no doubt that
given the opportunity, they were capable of performing well in the position. This notion
concurs with Clance and Ime’s (1978) seminal writings on Imposter Syndrome, suggesting it
is a mostly female trait.

These findings from this study resonate with studies where it is reported that the transition to
NP is fraught with many challenges (Barnes, 2015b). The personal issues to emerge from
previous studies include concerns relating to excitement, stress and anxiety (Cusson & Strange,
2008; Duchscher, 2008), insecurity and loss of confidence (Chang et al., 2006), isolation (Kelly
& Mathews, 2001), self-doubt and imposter syndrome (Bahouth & Esposito-Herr, 2009;
Yeager, 2010), not fitting in (Heitz et al., 2004), and longing to return to their old position
(Fleming & Carberry, 2011).
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In summary, the findings from this part of the study support previous literature establishing
that the novice NPs in Australia have very similar challenges to their international peers. There
are several major strategies that can successfully prevent these overpowering feelings and these
are described in the recommendations and in many of the publications from this study. How
NP transition experiences are impacted by a lack of role clarity, particularly when other nurses,
health care providers and patients are unsure of the valuable contribution that NPs make to
health outcomes, was another major concern.

Role Definition and Adaptation
The research questions: ‘How do NPs negotiate and scope their role’; and ‘what strategies do
NPs use to mediate their transition’? were addressed in Chapters 5, 7 and 8. Consistent with
the literature (Donald et al., 2010; Lowe et al., 2012), this study identified that successful
transition is likely to be linked to role clarity, supportive professional relationships and
mentoring.

However for some NPs in this study the lack of clarity about the role was pervasive: neither
the NP, their peers nor their managers fully understood the scope and purpose of the role. Some
NPs seemed to be ‘lost in a fog’, with their functions overlapping with other clinicians; both
nurses and doctors, who also seemed to have limited understanding of how the NP role would
unfold. As the NPs transitioned, their roles, functions, practices and work models evolved.
They became integrated into the health care team and recognised as making a unique
contribution.

There are similarities between the attitudes expressed by the participants in this study and those
described in previous studies, with feelings of insecurity, self-doubt and confusion about what
their organisation expected of them and where their role fitted in to the healthcare system
(Donald et al., 2010; Gardner et al., 2007; Poronsky, 2013).

The literature highlights the need for NPs and their colleagues to adapt to new ways of thinking
about the changing social structure, and to modify their behaviours to adapt to the new
environment during this transitional period (Maten-Speksnijder et al., 2015). NPs must remain
grounded in a nursing philosophy but comfortable with straddling the two identities of nursing
and medical practice (Brykczynski, 2012). They must accept that this may lead to feelings of
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isolation at times, as they no longer completely fit within the nursing profession. To combat
these issues, education providers should address topics such as the transition experience,
imposter syndrome, resilience, clinical leadership, conflict management, and negotiating
organisational change. Increasing self-confidence and clarity about NP roles should improve
a sense of professional identity, coupled with a degree of resilience and tenacity (Lowe et al.,
2012).
This study showed that the participants were aware of the attitudinal changes required by
themselves and their clinical colleagues and the importance of such, and recognised that
without these personal and professional changes to their new environment, their role is unlikely
to be sustainable and optimum client outcomes would not be achieved. These notions are
consistent with the previous studies by Benner (2001); Chang et al., (2006); and Schumacher
& Meleis (1994). However, it has also been demonstrated in this study that with resilience and
tenacity, NPs can overcome these role identity issues, to be rewarded with immense
professional satisfaction through their unique position in the healthcare team providing holistic
and comprehensive care and optimising patient outcomes. This study therefore validates what
has been reported in previous writings in regard to the importance of clarity in these new roles.

In the next section of the chapter, NPs’ evolving relationships with their peers are discussed.

Intraprofessional relationships
The research question: ‘What are the critical mediating factors/elements that impact on
transition of NPs?” was addressed in Chapters 5 and 7, and NPs’ changing relationships with
their nursing colleagues were shown to have a significant impact on their transition.
Resistance to NPs by nurses has been mentioned in the international literature in Brown and
Olshanskys’ seminal paper (1997); Lloyd-Jones (2005); Middleton, Gardner, Gardner, &
Della (2011); and Lowe and Plummer (2013), but it has attracted scant mention in Australia.

Whilst the introduction of the new NP role in Australia was an exciting time heralding clinical
career opportunities for expert nurses, many of the participants reported ‘professional jealousy’
and the feeling they were being cut down as a ‘tall poppy’. Their nursing colleagues seemed to
be entrenched in a culture of ‘no change’ and they conveyed disrespect and contempt for the
new role and new NPs. This was one of the most unexpected findings in this study as discussed
in detail in the publication titled ‘The Enemy Within: Power and Politics in the Transition to
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Nurse Practitioner’. Although some nursing résistance was expected, the degree of disharmony
and overt bullying of the newly endorsed NPs was disturbing. The new NPs, who at this time
of uncertainty and vulnerability needed support and camaraderie, were too often the victims of
hostility and sabotage.

Perhaps one of the most important findings was that the novice NPs had to deal with
colleagues in positions of authority who misused their power by sabotaging the NPs’
progression, presumably in an effort to protect their own position within the hierarchy of the
healthcare team. The participants’ narratives provided in Chapters 5, 6 and 7 explained their
perceptions of the misuse of power by senior nurses and the particularly hostile environment
at that time, made them feel powerless to negotiate with key stakeholders or to exert any
positive influence to progress their role.

Associated with changing political leaderships in the state and territory governments in
Australia (there are six federated states and two mainland territories) funding for new NP
positions were often vulnerable creating a competitive atmosphere for positions. Nurses,
managers and practicing NPs engaged in withholding information, sabotaging, setting
unrealistic boundaries, over-scrutinising and criticising the new NPs’ practice, excluding them
from nursing rosters and social events, and exercising positional power which impacted the
NPs ability to succeed in the role. Eventually, this resulted in feelings of disempowerment and
alienation and led to some participants resigning from their new role.

The reasons for these behaviours are not clear, however, nurses, managers and practicing NPs
seemed unclear about the scope and jurisdictions of the NP role. Role confusion may, in some
cases, have resulted from the low numbers of NPs and the lack of experienced role models, as
described by Maten-Speksnijder et al., (2015). In some cases it may be a temporary problem
and a case of not knowing what is happening until the ‘fog’ clears and some clarity about NP
roles emerges in the future. However, the situations described by some of the participants
point to a more serious and pervasive situation, with malicious acts of behaviour undermining
the ability of NPs to work effectively in their role. Malicious acts of behaviour have been
reported previously in the literature by Brown and Olshansky (1997) and Lloyd-Jones, (2005).

The findings in this study show that resistance by nurses may be a barrier to successful NP
transition in Australia. Importantly, this study is the first to report the nature of this resistance
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and its impact on NP transition (MacLellan et al., 2016). The misuse of power left some of the
newly endorsed NPs in this study with no alternative but to resign and seek employment
elsewhere due to high levels of stress and burn out. It is apparent that the profession must
recognise the impact of nursing resistance and take a more publicly unified stance to address
the identified issues in order to ensure the future of NPs in Australia.

Whilst the findings of this study might not resonate with all NPs, an unsolicited affirmation of
the findings (with reference to the publication titled ‘The Enemy Within: Power and Politics in
the Transition to Nurse Practitioner’) was received at the time of writing this thesis. An email
from an NP from Wisconsin, USA, experienced challenges during her transition year in
Australia 1. She wrote:

I just came across your article and wanted to tell you right away that you have
done a great job with this study! The participants' views were powerfully
resonant. I am a US-trained NP...I practiced in Australia for 5 years. I found
the Australian NP practice environment unbearable. Medical opposition was a
non-issue, while the entire spectrum of nursing was overtly and covertly working
against NPs. I hope that research like yours continues to highlight the problems
and hopefully generate some solutions for my former NP students and
colleagues in Oz. Once again, well done, I enjoyed reading this important
paper!

Interprofessional relationships
As no single discipline can provide holistic care to patients with chronic and complex illnesses,
NPs are well placed to meet the gaps in service delivery, particularly in rural and remote areas
where there is a shortage of medical practitioners (MacLellan et al., 2015a). As many patients
present with multiple comorbidities and a variety of disciplines are involved in their care, it is
vital that regular and open communication takes place between all members of the
interprofessional team (MacLellan et al., 2015a). NPs have therefore found it necessary to gain

1

The writer has given permission for her name and full emails to be disclosed and these are available in

Appendix 9 Personal Communication.
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the trust, support and mentorship of medical and allied health colleagues to ensure collaborative
working relationships and to optimise patient outcomes (Maten-Speksnijder et al., 2015).

The research question ‘How do NPs negotiate interprofessional relationships?’ was addressed
in Chapter 8. Whilst the early days of the introduction of NPs in Australia, medical
organisations voiced strong opposition to the role (Turner et al., 2007; Weiland et al., 2010),
medical resistance was not evident in this study. The participants revealed changing attitudes
amongst medical and allied health colleagues and their interprofessional relationships were
characterised by mutual respect and effective communication which resulted in positive patient
outcomes.

The extent to which the membership of the medical associations supported or rejected the
implementation of the NP role has always been a topic of debate as discussed in detail in
Chapter 1 and in the publication titled ‘Medical Acceptance of the Nurse Practitioner Role in
Australia: A Decade on’. The participants in this study made significant efforts to develop
strong and mutually beneficial relationships with medical staff, and they shared many stories
of successful collaborations with local General Practitioners along with examples of effective
mentoring and clinical supervision.

In this study we found that most NPs were well known to their medical colleagues having
worked together previously. This meant that the NPs were able to more easily negotiate a
position for themselves within the healthcare team. It is evident that ensuring that members of
the healthcare team are cognisant of the scope, role and responsibilities of NPs, as well and
their value to patient outcomes, is vital to successful implementation of NP roles (MacLellan
et al., 2015c). The findings of this study concur with the literature (Cusson & Strange, 2008;
Yeager, 2010) that interprofessional collaboration, support and mentorship were critical factors
without which it is very difficult to succeed as a beginning NP. To our knowledge this study
appears to be the first to report a change in attitudes and growing acceptance of NPs by the
medical profession in Australia (MacLellan et al., 2015a).
Although medical and allied health support has been shown in this study to be necessary, the
support of healthcare and nursing organisations is also critical. The impact of legislative,
organisational and contextual factors on NP transition was profound.
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Legislative, organisational and contextual factors
The research question; ‘what are the legislative, organisational, individual and contextual
influences and constraints on NPs transition?’ was addressed in Chapters 5 and 9. Building on
the available evidence, the findings reported in these chapters revealed some of the social,
political and organisational issues that either enabled or hindered NP transition and the capacity
to respond to change. It is important to note that this study was undertaken at a critical time for
the nursing profession, with the move from state and territory to national registration for all
health professionals. In particular, there were significant changes to the requirements and
processes for endorsement, which had a negative impact on many of the participants. Many of
them shared details of the challenges they encountered due to lack of understanding and support
by nursing organisations. Those who were already endorsed and had been appointed into NP
positions, were often held back by the delays and cumbersome processes for gaining approval
for practice protocols (MacLellan et al., 2015b). This finding agrees with what has already been
reported in the literature by Carryer, Gardner, Dunn and Gardner, who suggested that “the
capability of NPs may be diminished by controlling protocols” (2007a, p. 108).

The research highlighted that for those participants who had secured an NP position, the
workload expectations relating to the higher grade position and the higher level of pay were a
source of concern. The seemingly onerous expectation of the healthcare organisations added to
the difficulties NPs encountered during transition. The pressure of seemingly unattainable
workloads and of excessive travel expectations was overwhelming for some participants who
reported high levels of anxiety, frustration, stress, exhaustion and burn out. These participants
voiced how they felt that these problems were unsurmountable, as they were totally isolated
and unsupported by their mangers, peers and other NPs. Several participants felt they had no
alternative but to resign (MacLellan, Higgins & Levett-Jones, under review).

Several Australian researchers have explored the reasons for the establishment of the NP role
in Australia, with Cashin et al., (2007) arguing that NPs are a better use of nursing resources,
particularly in emergency departments where they have been shown to reduce waiting times.
Jennings, Lee, Chao and Keating (2009) suggest the NP role was prompted by the need for the
delivery of high quality and cost effective healthcare, and Driscoll, Worrall-Carter, O'Reilly
and Stewart, (2005) propose that NPs were introduced to meet the needs of disadvantaged
communities. Despite these sound reasons for implementing NPs role, the findings from this
study indicate that in some contexts there was little strategic planning for NP positions. Several
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of the participants were ‘tapped on the shoulder’ and encouraged to undertake the required
educational program to be eligible for endorsement. However, once endorsed, many of the
promised positions did not eventuate. This resulted in some of the participants leaving their
place of employment to find an NP position elsewhere. Their dogged determination, personal
strength, drive, tenacity and resilience, often resulted in them having to uproot their family to
achieve their goal of becoming an NP. Other participants shared stories of giving up on the
idea of becoming an NP. One participant even considered giving up nursing completely as she
was so devastated and damaged by the injustice of her situation (MacLellan, Higgins, & LevettJones, under review).

In summary, the findings of this study illustrate some major concerns related to the practices
of some senior managers and healthcare organisations at the time of this study. The concerns
regarding the competitive nature of NP positions, and unmet promises by management do not
appear to have been reported in the literature to date and thus add to the body of knowledge
regarding NPs in Australia. These issues need to be addressed as a matter of urgency so that
the sustainability of the NP role is not jeopardised.

Recommendations for the future
The findings of this study suggest that a successful transition requires each newly appointed
NP to make personal and professional adaptations to their new environment to ensure the
transition process is as positive and seamless as possible. Health care leaders and organisations
also need to make adjustments. A number of recommendations are outlined below to improve
the transition experiences of NPs during their first year of practice.
1. Recommendations for the healthcare organisations and policy makers
A successful transition will only occur if there is a genuine commitment from healthcare
organisations. The provision of workplace environments where NPs are supported and
empowered to reach their full potential are likely to have a positive impact, not only on the
individual, but also on the organisational culture and ultimately patient outcomes. The findings
from this study show how resistance from peers and a lack of support from senior nursing
leaders are barriers to transition to NP roles. This study also identified that horizontal violence
and a misuse of power can undermine NPs’ confidence and negatively impact retention. Future
success and sustainability of NPs roles requires a greater awareness by nursing leaders of the
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influence they exert over NP transition; as well as implementation of the practical strategies
identified below:
Strategic planning for NP positions and Recruitment: NP positions should be based on
service needs and or gaps in services. Consistent and equitable recruitment processes should
be transparent and advertised nationally so that NP candidates are selected to address the
strategically identified service gaps. The practice of ‘promising’ positions to nurses aspiring to
become a NP, rather than recruiting through competitive and transparent processes, should be
reviewed.
Orientation: Provision of supportive and structured orientation programs are needed to
facilitate effective transition to the diverse, complex and challenging NP roles. The new NP
should be encouraged to “shadow” key clinicians to increase understanding of each other’s
roles and to establish a relationship at a time free of potential conflict and stress (Yeager, 2010).
This strategy would also provide an opportunity for the NP to negotiate how the work might
be shared prior to fully implementing the role. Clarity of expectations and a gradual increase
in responsibilities are likely to optimise adjustment to the NP role. In addition, at this time a
model of practice could be established with the aim of integrating the NP into the team’s
approach to care and the practice setting

Clinical supervision and mentoring: NPs must be provided with appropriate and experienced
mentors for example; endorsed NPs or medical practitioners within the specialty who are
agreeable to provide ongoing support and guidance to be continued for at least the first year of
practice. The NP in collaboration with his/her mentor will:
•

use their personal and professional experience to identify their own learning needs
and develop strategies to meet these learning needs;

•

undertake self-directed learning;

•

accept responsibility and accountability for their own actions;

•

reflect on their own professional development and self-evaluate their performance;

•

be prepared to accept both positive and challenging feedback; and

•

have the opportunity for regular and confidential meetings to reflect on their practice
and debrief over critical incidents

156

Mentoring is particularly important for NPs who are working in geographically and
professionally isolated roles hence, they should be encouraged to establish virtual relationships
with nursing and medical colleagues both nationally and internationally. A bank of suitable
mentors is available through the Australian College of Nurse Practitioners and is likely to
expand globally in the near future (ACNP).

As indicated in this study, medical and allied health colleagues can be the new NPs most
supportive allies. This support could be further enhanced by ensuring that all members of the
interprofessional team are fully cognisant of the scope, role and responsibilities of NPs, as well
as their value to the healthcare team and potential to positively impact patient outcomes.
Workload expectations: Attention to the safety and work life balance of NPs is likely to
reduce the incidence of burn out and attrition. In practical terms, this includes the provision of
guidelines for acceptable travel requirements for those working in rural and remote areas,
ensuring that NPs do not work alone in settings where there are potential threats to their safety,
and the provision of relief positions so that NPs can take scheduled annual leave.
Community of practice: The Australian College of Nurse Practitioners and the College of
Nursing must work together to provide an online community of practice for NPs. Such an
initiative would provide positive and professional support, career advice and opportunities for
continuing professional development; strategies that are likely to enhance workplace
satisfaction longevity in the NP role. One to one mentorship is not only encouraged but
considered vital to reduce isolation and provide a support network for new NPs (Hayes,
2005).

2. Recommendations for Education Providers
Although it is acknowledged that transition will inevitably have challenges, education
providers must review their current approaches for preparing aspiring NPs for their
professional role. Undoubtedly, highly developed knowledge and clinical skills are essential
requirements, however educational programs should also address professional capabilities and
personal attributes that will better equip NPs with the confidence needed to embark on their
transition journey.
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Role clarity: Education providers must ensure that nurses who are aspiring to become NPs
have a clear and comprehensive understanding of the expectations of the role and the inherent
requirements. To this end, it is suggested that NP students are provided with opportunities to
spend time observing experienced NPs in their practice settings, to gain an appreciation of the
diversity and expectations of the role, as well as innovative models of care. This strategy would
also promote networking, collegiality and the development of key contacts for specialty advice
and referrals. Involvement of experienced NPs in teaching of masters programs would also
facilitate intraprofessional connections and enhanced role clarity as it would expose aspiring
NPs to a diverse range of models of care.
Preparation for practice: In addition to knowledge and clinical skills, NP programs should
address topics such as the transition experience, imposter syndrome, resilience, clinical
leadership, conflict management, and negotiating organisational change. Additionally,
practical skills in developing a business plan and negotiating the requirements associated with
extended practice rights should be included as a component of educational programs.
Clinical Vivas: Examiners involved in clinical vivas must appropriately represent the NP
student’s specialty area of practice. The panel should also include at least one experienced NP
and one medical practitioner or allied health professional as appropriate to the specialty area.
All members of the viva panel should be fully cognisant of the process and the level of
knowledge required for NP clinical practice. Importantly, issues of academic integrity, equity,
fairness and inter-relater reliability of the process should be assured.

Personal reflection
Reflection is the cornerstone of professional practice (Rose & Glass, 2010). At the beginning
of this study, as a novice researcher, my knowledge of NPs in Australia was an advantage in
conceptualising and designing this study but I was very aware of the need to maintain a journal
throughout the study to ensure my assumptions did not colour the analysis. This was quite an
effective strategy to ensure my values and beliefs did not influence the findings of the study
but in some ways, my assumptions were either limited or mistaken.

There were several aspects of the findings of this study that I found personally and
professionally challenging, particularly the participants’ descriptions of resistance by their own
nursing colleagues. Before starting data collection, I was aware that some nurses would not be
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responsive to change. Hence they would not all be supportive of evolving NP roles but I was
not expecting the resistance to be so widespread and so personally hurtful and destructive. As
a caring profession, it was quite unsettling to listen to repeated reports of blatant use and misuse
of power to sabotage the NP role and to the extremes that other nurses took to protect their own
‘turf’. Despite their comprehensive educational preparation for the role, these new NPs were
left feeling isolated, undermined and ill-prepared to negotiate the unwelcoming situation that
they found themselves in. During the interviews, they identified and meaningfully reflected
on the many gaps in their knowledge of self-care and change agency skills that would have
assisted them in a smooth transition.

Initially, I thought that the stories told were probably isolated incidences, but I gradually came
to realise that they were the norm as most of the participants were facing similar negative
attitudes without the ability to defend themselves. In reading and re-reading their narratives, I
came to realise the legitimacy of my previously held understandings as I unpacked new
meanings from the data. I was very aware of the need for the participants to have their voice
and to tell their own stories of what their experiences were at the time of the study. I hope I
have accomplished that important goal.

Although without exception, these ten participants had experienced turbulent and difficult
transitions against a backlash of hostility and resistance, it is pleasing to report that all except
one participant are settled into NP positions at the end of the study and they are at last
acknowledged as making valuable and essential contributions to the healthcare of their
community.

Limitations of the study
Whilst the sample size in this study is small, this is consistent with a qualitative study. Indeed,
the depth of data obtained through the use of a longitudinal approach provided rich and
meaningful data. The recruitment processes used in this study were purposive, as I aimed for a
representation of ages, gender, specialisations and clinical practice locations across four
Australian states. However, it is acknowledged that some of the participants may have
volunteered for the study because of their poor experiences and the desire to “have their say”.
The experiences of the NPs in this study are not likely to represent the experiences of all new
NPs, however they provide some insight into an area of practice that was previously unknown.
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Lastly, this study was conducted at a time when there were inconsistencies and ambiguities
relating to the endorsement processes and procedures associated with changes to nursing
regulation from States and Territories to the new National Regulation Agency (Harvey, 2011).
Over the last five years much has changed in terms of the establishment of the national
registration authority and consistency with endorsement processes. It is therefore possible that
some of the issues identified in this study associated with transition may have improved
(Driscoll et al., 2012; MacLellan et al., 2015b).

Future Research
This study explored the transition experiences of ten NPs across four states during their first
year of practice. It would be interesting to re-connect with the participants in another three to
five years to explore how their careers have progressed over this time, what their ongoing
issues are, and if their current NP appointments align with healthcare needs of their
community.
Further research is also required to more fully explore:
•

how and why nurses use and misuse power to support or undermine NPs:

•

attitudes of other members of the healthcare team towards NPs;

•

NP preparedness for practice especially factors that enhance and detract from their
confidence and resilience; and

•

any differences for males or females in respect to easing their transition to NP by the
medical profession.
Conclusion

This research was undertaken in order to understand the transition experiences of NPs. This
study is the first to report extensively on NP transition to practice in Australia, hence this new
information makes an important contribution the body of knowledge both nationally and
internationally. It provides important data on career progression of early NPs and the factors
that influenced their decisions to ‘stay or go’.

Although transition may be accompanied by considerable personal upheaval, research suggests
that personal attributes and strong collegial relationships can result in a positive transition
experience for new NPs. However, the stories told by the participants in this study identified
that there are many issues that negatively influence successful transition and that for too many,
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the first year of NP practice was unnecessarily problematic and distressing. The sustainability
and success of the NP role in the Australian healthcare system is at risk unless the issues
identified in this study are addressed by those with the power to do so. This study has achieved
its aim by critically examining the transition of nurse practitioners, reporting on the current
situation in Australia, and making recommendations for the nursing profession, for future
educational practice and for organisations and policy makers.
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For all who share my love of nursing

You’re going to feel like giving it up.
You’re going to struggle. You’ll have
days where you wonder, ‘what’s it all
for?’ You’ll have days when people
attempt to break you down, or
challenge your intelligence, skills and
right to be where you are. You’ll have
moments when you question your own
abilities and perhaps your sanity - but
you’ll rise!

You’ll rise because your
strength as a nurse is not determined
by one grade, one shift or one job – it’s
an ongoing journey of learning, honour,
humility and a chance to make even
the smallest difference in the lives of
your patients.

Unknown
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APPENDICES

APPENDIX 1
Conference Abstracts

Fourth Australian College of Nurse Practitioners (ACNP) Conference
Melbourne October 2008
Title: The Secrets of Success: An exploration of Nurse Practitioner Perceptions of
Preparedness for Practice
Author:
Lorna MacLellan (PhD Candidate), Professor Isabel Higgins, Professor Tracy Levett-Jones,
School of Nursing & Midwifery, The University of Newcastle, Callaghan NSW 2308
This paper discusses a research proposal for a study of Nurse Practitioner perceptions of their
preparedness for practice in Australia and New Zealand. A logical and concise review of the
current literature surrounding Nurse Practitioner perceptions of the elements which impact on
their preparedness will be presented. Searches identified an extensive body of literature
regarding the nurse practitioner education, roles and scope of practice but a paucity of literature
describing any other elements that impact on Nurse Practitioner preparedness for the role.
These elements can be grouped into three domains:

Education, Clinical Practice and

Organisational support.

It is without doubt that high quality nurse practitioner education and professional support in
clinical practice are vital aspects in the preparation for practice. The aim of nurse practitioner
education is to facilitate further development of specialist knowledge and complex problem
solving skills that prepare expert clinical nurses to function as nurse practitioners within an
inter-disciplinary health care team. Clinical mentorship has been introduced into many of the
nurse practitioner educational programs to assist aspiring nurse practitioners to achieve a higher
level of client assessment and clinical decision making. However, organisational support and
personal attributes may also play a large part in the successful transition from expert nurse to
nurse practitioner practice. Few studies have addressed the organizational changes required to
successfully implement this autonomous nursing practice.

In relation to nurse practitioners, the proposed study will:
1. Describe the demographics of the study participants
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2. Explore perceptions regarding elements of preparedness
3. Provide valuable knowledge and information for health services, policy makers, nurse
regulatory bodies and higher education institutions regarding nurse practitioner education and
organisational support.
4. Contribute to the identified gap in the body of knowledge regarding preparedness of nurse
practitioners.
Twenty fifth American Academy of Nurse Practitioners (AANP) Conference
Phoenix, Arizona. USA. 2010
Title: Transition to NP practice in Australia –what really happens on the journey to the top?
Authors: Lorna MacLellan (PhD Candidate), Professor Isabel Higgins, Professor Tracy
Levett-Jones, School of Nursing & Midwifery, The University of Newcastle, Callaghan NSW
2308
Purpose: The aims of the study are to;
a) critically explore the experience of Nurse Practitioners (NPs) during their first year of
practice; b) identify the critical mediating factors/elements that impact the transition of NPs
during their first year; and
c) make recommendations for policy, practice and education in this area.

Review of Literature: A logical and concise review of the current literature surrounding nurse
practitioner perceptions of the elements which impact on their transition will be presented.
Searches identified an extensive body of literature regarding nurse practitioner education, roles
and scope of practice but a paucity of literature describing other elements that impact on
transition to the role. These elements are multi-faceted and include the influence of politics,
legislation, educational and clinical preparation, organisational culture and personal attributes.
It is without doubt that high quality nurse practitioner education and professional support in
clinical practice are vital aspects in the preparation for and transition to practice. The aim of
nurse practitioner education is to facilitate further development of specialist knowledge and
complex problem solving skills that prepare expert clinical nurses to function as nurse
practitioners. However politics, legislation, organisational support and personal attributes may
also play a large part in the successful transition from expert nurse to nurse practitioner
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Methodology: This study explores the transition of registered nurses to NP practice using a
critical ethnographic approach. The data collection methods used in this study are participant
observation, multiple individual interviews and the collection of appropriate data to provide
context and further understanding of the organisational dynamics including political and
economic factors. Both the researcher and the participants in the study maintain a reflective
practice journal.

Results: Background, context and initial results from the study will be presented.

Implications for NPs: This study provides valuable knowledge and information for health
services, policy makers, nurse regulatory bodies and higher education institutions regarding
nurse practitioner education and organisational support. It contributes to the identified gap in
the body of knowledge regarding transition from registered nurse to nurse practitioner in
Australia and will also identify areas for further research.
International Council of Nurses (ICN) NP/APN Network Conference Abstract
Brisbane Australia, September 2010
Title: Transition to NP practice in Australia: Readiness, Resilience and Reaping the Rewards
Authors: Lorna MacLellan (PhD Candidate), Professor Isabel Higgins, Professor Tracy
Levett-Jones, School of Nursing & Midwifery, The University of Newcastle, Callaghan NSW
2308
Introduction: The aim of the study is to explore the experience of authorised Nurse
Practitioners (NPs) in Australia during their first year of practice.

Review of Literature: A brief review of the current literature surrounding nurse practitioner
perceptions of the elements which impact on their transition will be presented. Searches
identified an extensive body of literature regarding nurse practitioner education, roles and
scope of practice but a paucity of literature describing other elements that impact on transition
to the role. These elements are multi-faceted and include the influence of politics, legislation,
educational and clinical preparation, organisational culture and personal attributes.
It is without doubt that high quality nurse practitioner education and professional support in
clinical practice are vital aspects in the preparation for and transition to practice. The aim of
nurse practitioner education is to facilitate further development of specialist knowledge and
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complex problem solving skills that prepare expert clinical nurses to function as nurse
practitioners. However politics, legislation, organisational support and personal attributes may
also play a large part in the successful transition from expert nurse to nurse practitioner

Methodology: This study explores the transition of registered nurses to NP practice using a
critical ethnographic approach. The data collection methods used in this study are participant
observation, multiple individual interviews and the collection of appropriate data to provide
context and further understanding of the organisational dynamics including political and
economic factors.

Results: Background, context and initial results from the study will be presented.

Conclusion: This study provides valuable knowledge and information for health services,
policy makers, nurse regulatory bodies and higher education institutions regarding nurse
practitioner education and organisational support. It contributes to the identified gap in the
body of knowledge regarding transition from registered nurse to nurse practitioner in Australia.

Seventh Australian College of Nurse Practitioners (ACNP) Annual Conference
Surfers Paradise, Australia. September 2012
Title: Acceptance of the Nurse Practitioner Role in Australia: Rhetoric or Reality?
Authors: Lorna MacLellan (PhD Candidate), Professor Isabel Higgins, Professor Tracy
Levett-Jones, School of Nursing & Midwifery, The University of Newcastle, Callaghan NSW
2308
Background: The nursing profession in Australia has undergone a dynamic transformation
over the last decade and expert clinical nurses are gradually being acknowledged for their
unique contribution to the delivery of high quality patient outcomes.

Although nurse

practitioners (NPs) have been part of the healthcare team for a decade, the number of NPs
practicing in Australia still remains relatively small.

Aim: This study attempts to examine what happens during the transition from registered nurse
to nurse practitioner practice.
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Methods: A critical ethnographic approach was undertaken to explore in depth the personal
experiences of ten NPs during their first twelve months of practice. A longitudinal design was
adopted and thirty two semi-structured interviews undertaken across Australia over a two year
period.

Results: The interviews provided an insight into the barriers and facilitators encountered by
nurse practitioners during transition. Varying degrees of support and resistance from nursing
colleagues and other health professions were described. Although some medical associations
regularly voice their disapproval, senior nurses were identified as having the most significant
influence or power over the establishment of nurse practitioner practice. Their support of the
role was perceived as being vital to its successful implementation.

Discussion: Despite the many barriers encountered, NPs remained true to their belief in the
potential of their role to improve patient outcomes. Their innovative strategies for acceptance
will be presented and will hopefully inspire those about to begin their journey towards NP
practice.

Conclusion: This study provides a deep understanding of the factors that influence NP
transition to practice and the effectiveness of the strategies used to negotiate their place in the
healthcare team. The findings provide a strong platform to inform and influence healthcare
managers and policymakers of how best to support fledgling NPs.

177

Australian Capital Territory (ACT) Nursing & Midwifery Research Conference
Canberra, Australia. October 2012
Title: The personal experiences of Australian Nurse Practitioners during transition to
practice: Stories from the field.
Authors:
Lorna MacLellan (PhD Candidate), Professor Isabel Higgins, Professor Tracy Levett-Jones,
School of Nursing & Midwifery, The University of Newcastle, Callaghan NSW 2308
Background: Australia’s rapidly ageing population and the positive effects of advanced
technologies, are just a few of the many issues that have forced our service providers to change
the way we deliver healthcare. Specialisation is increasing and expert clinical nurses are
finally being acknowledged for their unique contribution to high quality patient outcomes.
Nurse practitioners have the potential to meet the needs of marginalised communities and are
highly respected as clinical leaders in their field.
Aim: This study attempts to provide new knowledge of what happens during the transition
from registered nurse to nurse practitioner practice.
Methods: A critical ethnographic approach was undertaken to explore in depth the personal
experiences of ten nurse practitioners during their first twelve months of practice. A
longitudinal design was adopted and thirty two semi-structured interviews undertaken across
Australia over a two year period.
Results: The interviews provided an insight into the barriers and facilitators encountered by
nurse practitioners during transition. Varying degrees of support and resistance from nursing
colleagues and other health professions were described. Senior nurses were identified as
having the most significant influence or power over the establishment of nurse practitioner
practice. Their support of the role was perceived as being paramount to its successful
implementation.
Discussion: The acceptance and indeed survival of the nurse practitioner role requires strong
leadership and a cultural change within our profession. These nurse practitioners are visionaries
who create and shape successful change. Their innovative strategies for acceptance will be
presented and will hopefully serve to inspire those about to embark on the journey towards
nurse practitioner practice.
Conclusion: This study provides a greater understanding of the factors that influence nurse
practitioner transition to practice and the effectiveness of the strategies used to negotiate their
place in the healthcare team. The findings of this study provide a strong platform to inform
and influence policy and practice in health and healthcare.
International Council of Nursing (ICN) NP/APN Network Conference
178

London, England. August 2012
Title: Negotiating hurdles in transition to practice: Narratives from Australian Nurse
Practitioners
Authors:
Lorna MacLellan (PhD Candidate), Professor Isabel Higgins, Professor Tracy Levett-Jones,
School of Nursing & Midwifery, The University of Newcastle, Callaghan NSW 2308
Background: The nursing profession in Australia has undergone a dynamic transformation
over the last decade and expert clinical nurses are gradually being acknowledged for their
unique contribution to the delivery of high quality patient outcomes. While the first nurse
practitioners were endorsed in 2001, after a decade, the number of nurse practitioners practicing
in Australia still remains relatively small.
Aim: This study attempts to provide new knowledge of what happens during the transition
from registered nurse to nurse practitioner practice.

Methods: A critical ethnographic approach was undertaken to explore in depth the personal
experiences of ten nurse practitioners during their first twelve months of practice. A
longitudinal design was adopted and thirty two semi-structured interviews undertaken across
Australia over a two year period.

Results: The interviews provided an insight into the barriers and facilitators encountered by
nurse practitioners during transition. Varying degrees of support and resistance from nursing
colleagues and other health professions were described. Although some medical associations
regularly voice their disapproval, senior nurses were identified as having the most significant
influence or power over the establishment of nurse practitioner practice. Their support of the
role was perceived as being paramount to its successful implementation.

Discussion: Despite the many barriers encountered, nurse practitioners remained true to their
belief in the potential of their role to improve patient outcomes. Their innovative strategies for
acceptance will be presented and will hopefully serve to inspire those about to embark on the
journey towards nurse practitioner practice.

Conclusion: This study provides a greater understanding of the factors that influence nurse
practitioner transition to practice and the effectiveness of the strategies used to negotiate their
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place in the healthcare team. The findings of this study provide a strong platform to inform
and influence policy and practice in health and healthcare.
Tenth Australian College of Nurse Practitioners (ACNP) Annual Conference
Melbourne, Australia. September 2015
Title: Medical Acceptance of the Nurse Practitioner Role: A Decade On
Authors:
Lorna MacLellan (PhD Candidate), Professor Isabel Higgins, Professor Tracy Levett-Jones,
School of Nursing & Midwifery, The University of Newcastle, Callaghan NSW 2308
Introduction: Nurse practitioners were first endorsed in Australia, in 2000. It is well
recognised that transition to their advanced role can be a turbulent time at a personal and a
professional level. It seems reasonable to assume from the literature that a positive transition
experience is crucial to the ongoing effectiveness of the nurse practitioner role. After more than
a decade, the number of nurse practitioners remains relatively small with previous research
suggesting medical resistance as a key reason for this.
Aim: The aim of the study was to explore the transition experiences of newly endorsed nurse
practitioners, with particular attention to relationships with their nursing and medical
colleagues.
Methodology: The experiences of ten Australian nurse practitioners were examined using a
modified critical ethnographic approach. The fledgling nurse practitioners were interviewed
three to four times for up to an hour throughout their first year of practice. Participants’
narratives provide insight into their transition to practice and the barriers and facilitators to
their new role.
Results: A selection of narratives from the study will be presented. In contrast to previous
research, medical colleagues were generally supportive and collegial while resistance was
demonstrated most often by senior nurses yielding positions of power.
Conclusions: This study provides insight into the influences that key health professionals have
over the transition of nurse practitioners. Despite the fact there are still negative attitudes being
expressed by some medical associations, in this study medical colleagues were largely
supportive of the nurse practitioner role. Integral to the development of these interprofessional
relationships was mutual respect and effective communication.
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APPENDIX 2

Advert for The Australian College of Nurse Practitioners
Dear colleagues,
Re: A critical ethnography of the transition of RN to NP in Australia.
I am conducting the above research project as part of my PhD through The University of Newcastle. The project
has been approved by the Human Ethics Committee at the university.
You are invited to participate in the research project if you meet the following criteria:
1. Nurse practitioners who have been authorised for less than 12 months; or
2. Transitional NPs who hold an approved NP Masters degree and are awaiting authorisation as an NP.
The aim of the study is to explore the transition of NPs to clinical practice and make recommendations for future
practice and policy changes. It remains unclear how legislation, organisational dynamics, clinical performance
and professional interactions can influence the transition to practice as an NP within the Australian context. The
research question is “how can these factors influence transition to practice as an NP”?
What would I be asked to do?
You would be asked to give consent to be interviewed 3-4 times for 30-45 minutes during your first year. These
interviews would be at a time suitable to you and could be undertaken face to face or by phone or skype,
depending on where you live and work.
Please advise your interest by return email to lorna.maclellan@newcastle.edu.au so as further information about
the project can be forwarded to you. Asking for more information does not commit you to the project and you
can also withdraw at any time.
Many thanks for your consideration.
Kindest regards,

Lorna MacLellan

PhD Candidate
School of Nursing and Midwifery
T: +61 2 4349 4536
F: +61 2 4349 4538
E: Lorna.MacLellan@newcastle.edu.au
The University of Newcastle (UoN)
Callaghan NSW 2308
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APPENDIX 3

Participant Information Statement

Information Statement for the Research Project:
A critical ethnography of the transition of registered nurse
to nurse practitioner in Australia.
You are invited to participate in the research project identified above which is being
conducted by myself Lorna MacLellan, a PhD student from the School of Nursing and
Midwifery at the University of Newcastle. The research is supervised by Professor Isabel
Higgins and Associate Professor Tracy Levett-Jones from the School of Nursing &
Midwifery and has been approved by The University of Newcastle and the Hunter New
England Human Ethics Committees.
Why is the research being done?
The purpose of the proposed research study is to explore the transition of nurse
practitioners (NPs) to clinical practice and make recommendations for future practice and
policy changes. Although several international studies have been undertaken on the effect
of the legislation, organisational dynamics, clinical performance and professional
interactions, it remains unclear how these factors influence the transition to practice as an
NP within the Australian context. The question is how can these factors influence
transition to practice as an NP?
Who can participate in the research?
The following health professionals are invited to participate in the study:
1. Nurse practitioners, who have been authorised for less than 12 months, are
currently approved by the Hunter New England Human Ethics Committee
(HNEHEC) to participate in the study. These nurse practitioners are from Hunter
New England (HNE) Health.
2. Transitional Nurse Practitioners and nurses with a Master of Nursing (Nurse
Practitioner) degree are those who have been identified as potential NPs and are
developing the role while they await their full authorisation by the NMB.
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3. The research team would also like to extend the invitation to your Interdisciplinary
team members including Medical Officers, Registered Nurses, Clinical Nurse
Consultants or Allied Health Professionals to participate in the project. Their
experiences will provide valuable data as they play a vital role in working with
you in your practice.
The area health services have kindly forwarded this information to appropriate nurse
practitioners or nurses who are likely to be authorised as nurse practitioners in the near
future. It is hoped a snowballing effect might occur so if you are aware of another
authorised or transitional nurse practitioner who may wish to participate in the study, then
please feel free to provide them with my contact details.
What choice do you have?
Participation in this research is entirely your choice. Only those people who give their
informed consent will be included in the project. Whether or not you decide to participate,
your decision will not disadvantage you in any way. If you do decide to participate and
change your mind, you may withdraw from the project at any time without giving a reason
and have the option of withdrawing any data which identifies you.
What would you be asked to do?
If you agree to participate, you will be asked to:
a. Allow the researcher (Lorna MacLellan) to observe your practice.
The observation may include your interactions with clients, carers and other healthcare
professionals in an attempt to understand how your role is accepted in the context of your
practice. The observations will be undertaken during your normal work activities for
example, during clinics or ward rounds and may include clients, carers and other health
professionals. Verbal permission will be sought from clients prior to observation and I
will leave the room if the client does not give permission or shows any sign of being
uncomfortable with the situation. Similarly verbal permission will be sought to observe
discussions with colleagues. I will at all times use discretion and will not observe you
during any direct patient care or discussions which could be considered confidential or
sensitive. These conversations will not be audio-taped.
b. Participate in individual interviews.
Individual interviews will include questions designed to explore your transitional
experiences. The interviews will be an additional to the information collected during
observation. All interviews will be taped with the participants’ permission and transcribed
word for word. As a participant, you will be given the opportunity to review the recording
and/or transcripts at each stage of the study to edit or erase your individual contribution.
The interviews will be an opportunity for me to find out about your experiences during
the first nine to twelve months of NP practice.
c. You will be requested to maintain a reflective practice journal.
I am interested in stories about your experiences and progress during transition and any
significant events or changes which may have occurred.
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d. Consent will be sought for access to records regarding the development of the NP
role. These records may include minutes of meetings or discussions with nursing and/or
colleagues from other disciplines that have taken place regarding how the role fits into
the existing structure of the healthcare team. The collection of this data will provide
context and further understanding of the organisational dynamics including attitudes,
political and economic factors
How much time will it take?
You will be visited three times during their first 12 months of NP practice. These visits
will be once at the beginning of the study, once around 4-6 months after recruitment and
then a final meeting towards the end of your 12 month period of transition. Each visit
will take approximately 45 minutes for the observation and 45 minutes for the interview.
Not everyone will be observed at every visit so some meetings may be shorter than others.
It will be helpful if excerpts from your reflective practice journal could be sent to me by
email prior to my visit. This helps me understand what is happening in your practice and
how your role is progressing.
What are the risks and benefits of participating?
This type of study can encourage people to share their ideas and challenges and help to
uncover what is going on in an organisation. You will be encouraged to express your
ideas and concerns and through this discussion, you may feel empowered to change your
situation. This study does not involve any invasive or life threatening treatments nor is
it likely to cause emotional distress.
How will your privacy be protected?
The researcher is aware of the requirement for a high level of confidentiality and
anonymity at all times. This is particularly relevant to this study as the interviews will be
audio-taped. To ensure confidentiality, none of your personal details will be recorded and
pseudonyms will be used to de-identify you when transcribing the data and reporting the
findings of the study. In addition, no details of your specialty area of practice or the
region where you work will be included as these details may identify you.
The information, records and transcripts will be stored in a locked filing cabinet in my
office at The University of Newcastle and the information will only be used for this study.
No-one except the research team will have access to the files to ensure privacy and
confidentiality. All electronic files will be protected by a password and archived for a
minimum of seven years. To ensure privacy and confidentiality, copies of each stage of
the data analysis will be retained in a locked cabinet in the School of Nursing &
Midwifery. A backup of data entered will be downloaded to an external hard drive and
stored in my supervisor’s office away from the other study data.

Feedback of Results to Participants
Participants will be entitled to have access to their contribution to the data and detail the
information if they wish. You will be given the opportunity to review the recording and/or
transcripts at each stage of the study to edit or erase your individual contribution. The
findings of the study will be made available to you and will become the basis of the study
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report and my PhD thesis. Neither the individual participants nor their place of
employment will be identified in any reports arising from the project.
How will the information collected be used?
This information will be sent to you and all other participants, Australian College of Nurse
Practitioners (ACNP), health services, policy makers, nurse regulatory bodies and higher
education institutions responsible for providing NP education. It is also hoped that the
findings will be made available to the nursing profession through publications in peer
reviewed journals and disseminated through conference presentations.
What do you need to do to participate?
Please read this Information Statement and be sure you understand its contents before you
consent to participate. If there is anything you do not understand, or you have questions
please do not hesitate to ask them. If you would like to participate, please email me
(Lorna MacLellan) on lorna.maclellan@newcastle.edu.au or 0417 499 027. I will then
contact you to arrange a time convenient to you for the first meeting and interview.
Further information
If you would like further information please do not hesitate to contact me on the numbers
below.
Thank you for considering this invitation.

Lorna MacLellan
PhD student
School of Nursing and Midwifery
Faculty of Health
The University of Newcastle
Tel: (+61 2) 4921 6345 or (02) 9427 5107
Fax: (+61 2) 4921 6301
Mobile: 0417 499 027
Email: lorna.maclellan@newcastle.edu.au
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Isabel Higgins
Professor of Older Person Nursing
School of Nursing and Midwifery
Faculty of Health
The University of Newcastle
Tel: (+61 2) 4921 6144
Fax: (+61 2) 49216301
Mobile: 0419 233 305
Email: Isabel.Higgins@newcastle.edu.au
Tracy Levett-Jones
A/Professor Nursing
School of Nursing and Midwifery
Faculty of Health
The University of Newcastle
Tel: Tel: (+61 2) 4921 6599
Fax: (+61 2) 49216301
Mobile: 0400 940 438
Email: tracy.levett-Jones@newcastle.edu.au

Complaints about this research

This project has been approved by the University’s Human Research Ethics Committee,
Approval No. H- 2009-0175 and the Hunter New England Human Research Ethics
Committee of Hunter New England Health, Reference 09/09/16/5.04).
Should you have concerns about your rights as a participant in this research, or you have
a complaint about the manner in which the research is conducted, it may be given to the
researcher, or, if an independent person is preferred, or Dr Nicole Gerrand, Manager
Research Ethics and Governance Hunter New England Health Committee, Hunter New
England Health, Locked Bag 1, New Lambton NSW 2305, telephone (02) 49214950,
email Hnehrec@hnehealth.nsw.gov.au
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APPENDIX 4

Participant Consent Form

Consent Form for the Research Project:
A critical ethnography of the transition of registered nurse
to nurse practitioner in Australia.

I ………………………….……agree to participate in the above research project and give my consent
freely.
I understand that the project will be conducted as described in the Information Statement, a copy of which
I have retained.
I understand I can withdraw from the project at any time and do not have to give any reason for withdrawing.
I consent to:
• being observed in my transitional nurse practitioner /nurse practitioner
(NP) practice
Yes / No
• participating in interviews and having them recorded;
Yes / No
• maintaining a reflective practice journal & providing excerpts
Yes / No
• allowing access to records regarding the development of my NP role Yes / No
I understand that my personal information will remain confidential to the researchers.
I have had the opportunity to have questions answered to my satisfaction.

Print Name___________________________________

Signature:____________________________________

Date: _________________________

Contact Details to arrange an interview (Please see overleaf)

Participant’s email:
_____________________________________________________________________
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Phone(w)________________________________________
Phone (m)___________________________

Thanks you for agreeing to participate in this research study.

Yours sincerely,

Lorna MacLellan
PhD student
School of Nursing and Midwifery
Faculty of Health
The University of Newcastle
Tel: (+61 2) 4921 6345
Fax: (+61 2) 4921 6301
Mobile: 0417 499 027
Email: lorna.maclellan@newcastle.edu.au
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APPENDIX 5
PhD Recruitment
Pseudo’m

Specialty

Date
enrolled

Interview
1

Interview
2

Interview3

Interview
4

At the end of
the study

1

Emilie

Rural and
remote

3.2.2010

03.02.2010

07.05.2010

06.08.2010

30.11.2010

Endorsed prior
to enrolment
Resigned from
NP position to
return to RN

2

Libby

Rehabilitation

15.01.2010

03.02.2010

13.05.2010

22.11.2010

Completed

3

Jessica

Medical
specialty

06.05.2010

06.05.2010

13.08.2010

Journal
sent

4

Grace

13.05.2010

13.05.2010

13.08.2010

22.11.2010

22.06.2011

5

Alison

14.10.2010

14.10.2010

17.02.2011

23.06.2011

21.11.2011

6

Michael

Emergency/
Trauma
Chronic
complex care
(Private
Practice)
Emergency

Endorsed prior
to enrolment
Endorsed prior
to enrolment
Resigned from
NP position to
return to RN
Endorsed prior
to enrolment
Endorsed during
study

30.11.2010

30.11.2010

30.05.2011

Completed

Completed

7

Sam

Emergency/
Trauma

01.12.2010

07.12.2010

18.03.2011

31.10.2011

Journal
sent

8

Clare

Surgical
specialty

03.12.2010

07.12.2010

24.03.2011

19.12.2011

31.01.2012

9

Jill

Medical
specialty

13.12.2010

13.12.2010

14.03.2011

22.07.2011

21.10.2011

10

Sue

Rehabilitation
/ Aged Care

16.12.2010

28.02.2011

20.07.2011

02.12.2011

Endorsed prior
to enrolment
Had recently
moved as
previous NP
position closed
Endorsed during
study. Resigned
and moved to
another NP
position as
position was not
forthcoming
Endorsed prior
to enrolment.
Resigned from
position to return
to RN as position
was not
forthcoming
Endorsed during
study. Resigned
and moved to
another NP
position as
position was not
forthcoming
Endorsed prior
to enrolment.
Was in an NP
position but
chose to move to
another NP
position

Data Collection: 32 semi structured interviews completed by 31.01.2012
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APPENDIX 6
Notification of Human Ethics Approval (University of Newcastle)

HUMAN RESEARCH ETHICS
COMMITTEE

Notification of Expedited Approval
To Chief Investigator or
Project Supervisor:
Cc Co-investigators /
Research Students:
Re Protocol:
Date:
Reference No:
Date of Initial Approval:

Professor Isabel Higgins
Ms Lorna Maclellan
Associate Professor Tracy Levett-Jones
A critical ethnography of the transition of registered
nurses to nurse practitioners in Australia
11-Aug-2009
H-2009-0175
06-Aug-2009

Thank you for your Response to Conditional Approval submission to the Human
Research Ethics Committee (HREC) seeking approval in relation to the above
protocol.
Your submission was considered under Expedited review by the Chair/Deputy Chair.
I am pleased to advise that the decision on your submission is Approved effective 06Aug-2009.
For noting: Please note that the supervisor's letterhead should appear at the top of the
recruitment materials, rather than the PhD candidate's letterhead.
In approving this protocol, the Human Research Ethics Committee (HREC) is of the
opinion that the project complies with the provisions contained in the National
Statement on Ethical Conduct in Human Research, 2007, and the requirements within
this University relating to human research.
Approval will remain valid subject to the submission, and satisfactory assessment, of
annual progress reports. If the approval of an External HREC has been "noted" the
approval period is as determined by that HREC.
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The full Committee will be asked to ratify this decision at its next scheduled meeting.
A formal Certificate of Approval will be available upon request. Your approval
number is H-2009-0175.
If the research requires the use of an Information Statement, ensure this number
is inserted at the relevant point in the Complaints paragraph prior to
distribution to potential participants You may then proceed with the research.
Conditions of Approval
This approval has been granted subject to you complying with the requirements for
Monitoring of Progress, Reporting of Adverse Events, and Variations to the Approved
Protocol as detailed below.
PLEASE NOTE:
In the case where the HREC has "noted" the approval of an External HREC, progress
reports and reports of adverse events are to be submitted to the External HREC only.
In the case of Variations to the approved protocol, or a Renewal of approval, you will
apply to the External HREC for approval in the first instance and then Register that
approval with the University's HREC.
•

Monitoring of Progress

Other than above, the University is obliged to monitor the progress of research
projects involving human participants to ensure that they are conducted according to
the protocol as approved by the HREC. A progress report is required on an annual
basis. Continuation of your HREC approval for this project is conditional upon
receipt, and satisfactory assessment, of annual progress reports. You will be advised
when a report is due.
•

Reporting of Adverse Events

1. It is the responsibility of the person first named on this Approval Advice to
report adverse events.
2. Adverse events, however minor, must be recorded by the investigator as
observed by the investigator or as volunteered by a participant in the research.
Full details are to be documented, whether or not the investigator, or his/her
deputies, consider the event to be related to the research substance or
procedure.
3. 3. Serious or unforeseen adverse events that occur during the research or
within six (6) months of completion of the research, must be reported by the
person first named on the Approval Advice to the (HREC) by way of the
Adverse Event Report form within 72 hours of the occurrence of the event or
the investigator receiving advice of the event.
4. Serious adverse events are defined as:
o Causing death, life threatening or serious disability.
o Causing or prolonging hospitalisation.
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o

o

o

Overdoses, cancers, congenital abnormalities, tissue damage, whether
or not they are judged to be caused by the investigational agent or
procedure.
Causing psycho-social and/or financial harm. This covers everything
from perceived invasion of privacy, breach of confidentiality, or the
diminution of social reputation, to the creation of psychological fears
and trauma.
Any other event which might affect the continued ethical acceptability
of the project.

5. Reports of adverse events must include:
o Participant's study identification number;
o date of birth;
o date of entry into the study;
o treatment arm (if applicable);
o date of event;
o details of event;
o the investigator's opinion as to whether the event is related to the
research procedures; and
o action taken in response to the event.

6. Adverse events which do not fall within the definition of serious, including
those reported from other sites involved in the research, are to be reported in
detail at the time of the annual progress report to the HREC.
•

Variations to approved protocol

If you wish to change, or deviate from, the approved protocol, you will need to submit
an Application for Variation to Approved Human Research. Variations may include,
but are not limited to, changes or additions to investigators, study design, study
population, number of participants, methods of recruitment, or participant
information/consent documentation. Variations must be approved by the (HREC)
before they are implemented except when Registering an approval of a variation
from an external HREC which has been designated the lead HREC, in which case you
may proceed as soon as you receive an acknowledgement of your Registration.
Linkage of ethics approval to a new Grant
HREC approvals cannot be assigned to a new grant or award (ie those that were not
identified on the application for ethics approval) without confirmation of the approval
from the Human Research Ethics Officer on behalf of the HREC.
Best wishes for a successful project.
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Associate Professor Alison Ferguson
Chair, Human Research Ethics Committee
For communications and enquiries:
Human Research Ethics Administration
Research Services
Research Office
The University of Newcastle
Callaghan NSW 2308
T +61 2 492 18999
F +61 2 492 17164
Human-Ethics@newcastle.edu.au
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APPENDIX 7
Notification of Human Ethics Approval (HNEH)
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APPENDIX 8

Transcription Guidelines

Type in size 12 font, and leave a wide margin (40–45 mm) on the right side.
Title each interview transcript with relevant information as provided by the researcher e.g. Ds500055.
R Researcher Lorna MacLellan
P Participant
Date
• Number the pages of the transcript
• Use a new line for each turn in conversation (when one person starts to speak, or
when another responds).
• Identify who is speaking by using R (for researcher) and P (for research participant).
• Number each turn in conversation in chronological order (starting with 1, and working down).
• Delete any names that could identify individuals, hospital etc by using initials only
(e.g., Dr S [not Dr Smith]; nurse/sister J [not Sister Jones]; my brother D [not my
brother Donald]; G hospital [not Gosford Hospital]; in N [not in Newcastle] etc.).

Use the following symbols to indicate pauses, emphasis etc as these appear in the verbal interview:
• Use bold type to indicate when words are spoken loudly, or emphasised
strongly.
• Use — (long dash) to indicate a short pause of 2–4 seconds.
• Use quotation marks (“ ”) to indicate when the person speaking is quoting
someone else (e.g. So he said “No, I don’t agree with that”, and we could not talk
him out of it.)
• Use the statement [interview stopped] in bold text in brackets on a separate line
to indicate that the interview was interrupted or stopped for a time
• Underline text that you are not sure has been transcribed accurately (e.g. if you
cannot hear or understand exactly what was said, or are not sure of the correct
spelling).
• Underline and place in brackets if you are unable to hear at all (e.g. So the doctor said I should do
[unable to hear] and that would resolve the problem.)
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Transcriptionist’s Promise of Confidentiality Agreement

I, Christine Rickard, am aware of the importance of maintaining the confidentiality of the information that
may be revealed to me during transcription of the interviews from Lorna MacLellan’s research project. I
am aware that during these transcriptions I may be privy to information about individuals that is of a private
and personal nature. I realise that by signing this document, I promise not to reveal any of the information
contained in any of these interviews to any other person.

Signed: …………………………………………

Date:……………………………..

Witnessed: ………………………………………

Date: ……………………………

199

APPENDIX 9
Personal communication
From: Stacy Leidel [mailto:stacyleidel@gmail.com]
Sent: Monday, 22 February 2016 7:59 AM
To: Tracy Levett-Jones <tracy.levett-jones@newcastle.edu.au>; Lorna MacLellan
<lorna.maclellan@newcastle.edu.au>; Isabel Higgins <isabel.higgins@newcastle.edu.au>
Subject: Congratulations on "The enemy within"
Hello, I just came across your article and wanted to tell you right away that you have done a great job
with this study! The participants' views were powerfully resonant. I am a US-trained NP...I practiced in
Australia for 5 years (and also coordinated the NP program at Curtin University). I found the Australian
NP practice environment unbearable. Medical opposition was a non-issue, while the entire spectrum of
nursing was overtly and covertly working against NPs. I'm now back in the US where I'm able to focus on
patient care rather than navigating the difficulties that you vividly describe in your paper. I hope that
research like yours continues to highlight the problems and hopefully generate some solutions for my
former NP students and colleagues in Oz. Once again, well done, I enjoyed reading this important paper!
Kind Regards, Stacy Leidel FNP-BC, Madison Wisconsin USA

On Wed 24/02/2016 9:44 AM Lorna MacLellan <lorna.maclellan@newcastle.edu.au> wrote:
Dear Stacy, Thank you very much for your very encouraging email. I didn’t realise the article was
available already as I only finalised it on Friday –that was quick. Yes the environment here for new NPs
is very challenging to say the least and a significant number are finding it all just too hard because of the
nursing resistance. I thought of giving up on my PhD several times but I’ve kept going as I felt obliged to
give these NPs a voice. I also had two amazing supervisors who were also passionate about telling the
NPs’ stories. I’ve attached three other articles from our study that you may be interested in. Kind
regards, Lorna.

From: Stacy Leidel [mailto:stacyleidel@gmail.com]
Sent: Thu 25/02/2016 3:39 AM
To: Lorna MacLellan <lorna.maclellan@newcastle.edu.au>
Subject: Re: Congratulations on "The enemy within"
Hi Lorna, Thanks for sending your articles, I enjoyed reading them, and again, what a compelling story
these NPs had to tell. I'm glad someone has described NP endorsement--I went through that in 2010 and
experienced many of the same obstacles that your participants mentioned. When I came back to the US I
had to re-take the NCLEX and the family NP board certification exams (which was extremely daunting)
but much more objective and fair than being evaluated by a "panel" who was making it up as they went
along. I've heard that the endorsement process is a bit better now, but I'm glad your article documents the
rather unflattering history that did nothing to advance NPs! I'm wrapping up a study of NP employers in
WA--what their experiences of employing NPs have been like. I thought it would be an important
perspective to add to the mix, and I'm sure I will be citing your work. Yes, of course, you have my
permission to use my comments in your thesis, and I am happy for you to use my name. Glad to
help!
Good luck on the final stretch of your PhD & let's chat again soon.
Kind Regards, Stacy
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