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Abstract

Making the transition to an area of specialist nursing practice is challenging
for both the learner and staff who are responsible for education and skill
development. This study uses grounded theory methodology to explore the

question: “How do nurses learn critical care nursing?”

The eight registered nurses who participated in this study were recruited from
a range of intensive care settings. The criteria for inclusion in the study
included the participant having attained competency within the critical care
setting. Data was collected from individual interviews. The findings of this
study developed during the coding and comparative analysis process, and
subsequently theoretical sampling was used to further explore the identified

concepts.

This study found that nurses’ focus on two main areas during their orientation
and induction into critical care nursing practice. These are learning to do (skill
acquisition) and learning to be (professional socialisation). The process of
transition involves two stages: that of learning to do the tasks related to critical
care nursing practice, and the ongoing development of competence and
confidence in practice ability. The relationship of the learner with the critical
care team is a vital part of the transition to competency within the specialist

area.
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This study identifies factors that influence the learner during transition and
also provides an understanding of the strategies used by the learners to attain
competency. These findings are applicable to educators and leaders
responsible for the education and ongoing learning of nurses within critical
care practice. The use of strategies such as simulated learning and repetition
are significant in skill acquisition. However attention must also be paid to
issues which influence the professional socialisation process, such as the
quality of preceptor input during orientation and the use of ongoing mentoring

of the learner.
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CHAPTER ONE: INTRODUCTION

Observing practice

The nurse stands at the patient bedside. She is surrounded by equipment.
From where | stand, | can see a ventilator, a dialysis machine, ten infusion
pumps, a patient warming device and cardiac monitoring equipment. In the
middle of this is a large man, the patient. He has multiple intravenous lines
and | can see from the red syringe on his pillow that he has a pulmonary
artery catheter in place. Two doctors stand at the bedside alternatively
discussing and examining the patient. The nurse continues what she is doing;
she is documenting data from both the ventilator and the dialysis machine.
She glances frequently at the monitor. As the doctors continue their
examination and discussion she listens. Occasionally she will contribute to the
discussion or answer a question. Every now and then, she asks a question.
Her hands and eyes remain busy. She picks up and checks medication
against the prescription sheet. An alarm sounds on a pump and she moves
quickly to the other side of the bed. The infusion of Noradrenaline, a
medication to support the patient’s blood pressure, is running low. Because
the patient is so dependent on this medication, she starts a second infusion of
Noradrenaline prior the first syringe emptying. She watches the monitor to
assess how the patient responds before discontinuing the near empty syringe.
While she watches, she also checks the levels of all of the other infusions at
the head of the patient's bed. She notices the patients face, his eyes are
slightly open and maybe he is looking. This is new. She leans over and talks
to him quietly, “Hi George, it's OK. You are in the hospital. You have been

really sick, but we are taking care of you”. She watches his face for signs of a



reaction and then asks, “Do you have any pain?” The patient grimaces and
rolls his eyes. She reaches over and gently touches the side of his face, “It's
OK George — I'm giving you some more pain relief right now”. She leans over
and increases the rate of the infusion of pain relief.

Every day practice for nurses in critical care is a finely tuned juggling act of
performing technical procedures, titrating therapies, analyzing response,
interpretating data and in the midst of all of this, caring for the patient. The
nurse in this scenario has worked as a critical care nurse for the last five
years. She moved into the critical care area because she wanted to learn
more and be challenged in her day-to-day job. When she started in intensive
care she had a four-week orientation period, during which she worked
alongside an experienced staff nurse. Since that time most of her learning has
been at the bedside, although she has attended staff training days and a
national conference of intensive care staff. She appears confident and
competent at the patient bedside. How did she gain the knowledge and skills
required to respond and care for this critically ill person? What was her
experience of learning? How can those of us who are responsible for the
education of learners within this specialist area assist them to make the

transition to competent and confident practice?

My interest in the orientation and ongoing development of clinical practice
skills within critical care nursing stems from my role as a clinical nurse
educator in intensive care and coronary care nursing. | commenced my own
orientation to critical care nursing twenty three years ago and have been

involved in ongoing learning related to critical care ever since. Within my



current role | have had the opportunity not only to observe but also share the
experiences of nurses making the transition to critical care. This led to a
curiosity about the nature of their experiences and the factors that influence
either the success or failure of their integration into the critical care setting.
My position as both a provider of education and a critical care nurse gave me
the opportunity to research from within the field of practice. This had
advantages, such as being able to understand the language used by research
participants to describe their experiences and the nature of their practice
settings. Glaser (1992) refers to this ability to understand the nuances of the
research field and incorporate them in the research process, as theoretical
sensitivity or the,

“researcher’s knowledge, understanding and skill, which foster his

generation of categories and properties and increase his ability to relate

them into hypotheses” (p.25).
It also allowed me the opportunity to observe, reflect upon and critically
analyse an issue that | consider important within my practice, the orientation

and ongoing education of critical care nurses.

The orientation and ongoing development of critical care nurses presents
challenges both for the nurse and the team responsible for the educational
process. Learning to function competently requires exposure to clinical
situations in which patients have the potential for physiological instability. This
can be catastrophic if the learner fails to recognize and respond to changes in
patient condition. The critical care team must balance their responsibility to

provide safe and competent care to the critically ill patient with the need to



provide learning opportunities for the new critical care nurse. Bizek and
Oermann (1990) identify the preceptor as taking on an,
“added responsibility which demands more of the preceptor’s time and
energy, a fact that is particularly true in the critical care setting where
the care of an acutely ill patient can be physically and emotionally
exhausting for even the most experienced staff nurse”(p.440).
The orientation of new nurses involves a significant financial investment. The
cost of standard organizational orientation has been estimated as 60% of an
organization’s total in-service budget (Kase and Swenson, cited in Lewis-
Cunningham, 1988). When the transition is into an area of clinical
specialization, such as critical care, financial cost and required resources are
far greater. Within New Zealand hospitals, Morley (2000) identified a lack of
standardization in both the duration and quality of nursing orientation to critical
care. Issues such as a lack of trained preceptors, inadequate ongoing support
for learners and the pressure for the learner to take on a patient load can
impact negatively on the learning experience. Failure to orientate and equip
the learner with the necessary skills for clinical practice has implications in
terms of patient safety, job satisfaction, ongoing recruitment into the area and

the retention of both the new staff member and existing staff.

The most common reason cited for nurses choosing to move into critical care
nursing is to challenge and extend their existing knowledge and practice
(Benner, Hooper-Kyriakidis, & Stannard, 1999; Reising, 2002). In moving into
a critical care environment nurses enter an area of practice that requires a

different type of clinical competency than required from nurses working in less



acute settings. Nurses who are unfamiliar with critical care initially find the
technological environment of critical care overwhelming (Little, 2000; Walters,
1995). Alongside this, critical care patients and their families are often
confronted with life changing situations and require high levels of emotional
and psychological support, which further increases the demands upon a new
staff member. Critical care patients are physiologically unstable and the
nursing assessment, treatment and management skills required to respond to
this instability are complex (Thelan, Urden, Lough & Stacy, 1998). To practice
competently within critical care nursing requires not only knowledge of the
pathophysiology and management of critical illness, but the ability to reason
and apply this knowledge in often rapidly changing clinical situations (Benner
et al., 1999). Critical care nurses learn to practice within an environment that

is intellectually, physically and emotionally demanding.

Choice of research methodology

In choosing a methodology to investigate the learning of critical care nursing |
wished to ensure that that experiences of critical care nurses remained central
to the research process. Phenomenology has been used extensively to
explore the experience of learning and working within critical care (Benner et
al., 1999; Little, 1999). The data produced from phenomenological studies is
descriptive and focuses on the illumination of experiential knowledge,
however | also wished to identify factors that influenced the learning
experience. Strauss & Corbin (1998) claim that grounded theory has the
capacity to capture descriptive data and facilitate discovery of the underlying

processes or patterns of behaviour. Because there was a wealth of



descriptive data about critical care nursing, | believed that grounded theory
would be useful in providing fuller interpretation of the processes and

behaviors that affect nurses during their transition to critical care.

In keeping with grounded theory methodology | did not commence this
research with a clearly identified problem or question. | rather had a suspicion
that there were issues or processes influencing nurses during their learning.
The research therefore began with the broad focus of wanting to know how
New Zealand nurses learnt to be critical care nurses. Glaser (1992) describes
the grounded theory researcher as moving into the field of research,
“ with abstract wonderment of what is going on that is an issue and how
it is handled” (p.22).

The challenge this presented for me was my involvement and familiarity with
the field to be researched. Several of the methodological decisions | made
related to a need to ‘be open’ in both data collection and analysis processes.
These will be discussed more fully in Chapter Three. The choice of
methodology was also influenced by the values | bring into my role as an
educator. In particular | see the role of educator as that of empowering the
learner to seek the knowledge they require and to gain the skills needed to
function competently within critical care. Much of the existing New Zealand
research focused on factors such as availability and accessibility of
educational resources (Hardcastle, 2003; Morley, 2000). The focus of my
research was on what the learner did to gain knowledge, rather than from
‘where’ knowledge was obtained. This, along with the variable availability of

critical care education programmes in New Zealand, confirmed for me the



validity of focusing on the learner’s experience to identify influences on their

learning.

The other value | brought into this research process is an immense respect for
the commitment and skill of critical care nurses. Well-educated and
experienced critical care nurses make the difference on a daily basis to the
outcomes of critically ill people and their families. This belief is reinforced by
research into the differences experienced critical care nurses can make on
patient outcomes (Ball & Cox, 2003; Ball & McElligot, 2003). These studies
identified that nursing effectiveness, in terms of responsiveness to changes in
patient condition and prevention of complications, relate directly to the
knowledge and experience of nurses employed within critical care. As an
educator my responsibility is to ensure that nurses with whom | work receive
preparation for clinical practice that enables them to impact positively on
patient outcomes. A greater understanding of the learning processes and
education needs related to critical care may be of assistance in planning how
best to meet the needs of future critical care nurses as they make the
transition to specialist practice. Issues such as the aging nursing population
and the dwindling numbers of people entering nursing are also causing
concern for the future. Identifying how nurse leaders can make critical care a
safer and more accessible specialisation for nurses may result in improve
outcomes for critical care patients.

Structure of thesis

This thesis will be presented in three sections. The first section (Chapters Two

and Three) focuses on the background knowledge related to both critical care



nursing and the research methodology. A literature review will be presented
as part of this background knowledge but the relationship of literature to the
findings of the research will not be fully explored until the last section of the
thesis. This is in keeping with grounded theory methodology and allows for
the findings of the research to set the direction for exploration of the literature

related to findings.

Section Two (Chapters Four and Five) presents the findings of the research
based on the participants’ experiences of learning critical care nursing. The
core categories, concepts and strategies used by learners during the
transition to critical care nursing will be presented, along with a model of the
learning experience. The final section is a discussion of these findings, firstly
in relation to existing critical care nursing literature. Subsequent discussion of
the two core categories: skill acquisition and professional socialisation will

occur in relation to more generic literature.

In this chapter, | have given a brief overview of the field of research to be
explored and the methodological choices that were made in undertaking this
research. The following chapter will develop this further with an explanation of
the development of critical care nursing as a specialist field of practice. A
review of literature related to learning critical care nursing will also be

presented.



CHAPTER TWO: BACKGROUND AND LITERATURE REVIEW

The setting for this research was critical care nursing. Critical care is the
subspecialty of nursing that occurs within the setting of an intensive care unit
where complex monitoring and treatment modalities are available. Within New
Zealand there are currently nineteen hospitals that have designated intensive
care units. The smallest of these units has three beds and manages high
dependency level patients or those patients who do not require mechanical
ventilation for more than a day. The largest units are situated in tertiary
hospitals, have greater than sixteen beds and often contain subspecialty
focuses such as paediatrics, cardiothoracic or neurosurgery.  This chapter
will begin with a brief overview of the evolution of critical care as a nursing
specialisation, with particular reference to developments within New Zealand.
A review of research literature related to both education and clinical practice
within this specialist setting will then follow. The literature review for this
research was undertaken in two parts. A preliminary discussion of literature
will be presented here, with more in depth analysis related to research

findings being presented in Chapter Six.

Background

Within New Zealand, nursing was established as a identified profession with
the 1901 Nurses Act which regulated both the training and registration of
nurses (Wilson, 1998). Over the past one hundred and four years nursing has
evolved to reflect not only the major advances in health care but changes

within society itself. Blais, Hayes, Kozier, & Erb, (2002) state,
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“Nursing evolved from the art of comforting, caring for and nurturing the

sick, to a synthesis of this art with the science and technology of

contemporary thinking” (p.30).
Legislation such as the 1901 Nurses Act, along with an increased need to
access technology required for both diagnoses and treatment, meant modern
healthcare became centralised within a hospital setting. By the 1950’s it was
identified that the sickest patients did better if they were positioned together
within the hospital setting, in closer proximity to nursing staff (Wilson, 1990).
Early ‘critical care’ areas relied on nursing observation and assessment skills
to detect changes in patient’'s condition. The development of technology and
its use within critical care practice was spurred on by the 1952 polio epidemic
when successful prolonged use of intermittent positive pressure ventilation
was documented for the first time (Trubuhovich, 2004). Within New Zealand,
intensive care as a specialist area was established within both larger tertiary
and secondary level hospitals by the late 1950's (Fergus & Watts, 1967;

Trubuhovich & Judson, 2001).

Whilst early units were set up in recognition that,
“intense observation made better patient outcomes possible” (Wilson,
1990 p.32),
it was soon realised by both medical and nursing staff that nurses needed
specific education to care both for the patient and the technology associated
with observation and treatment. Early critical care nursing education was
based within the clinical setting and often delivered by senior medical staff.

Over the past thirty years nursing education has moved from hospitals to

11



tertiary institutions. Preparation for registration is by completing an
undergraduate qualification which produces graduate nurses with what has
been described as, “A little bit of knowledge across a wide range of settings”
(Carroll, 2005).

The small numbers of critical care settings within New Zealand limits
opportunities for student nurses to experience critical care nursing prior to
registration. The lack of exposure to specialist settings prior to completion of
undergraduate education, along with this broad educational preparation may
be a deterrent to graduates being attracted to or entering specialist areas

such as critical care.

Critical care nursing education has undergone changes that have impacted on
the accessibility and structure of educational preparation for critical care
practice. Historically, hospitals presented education in specialist practice
areas for nursing staff (Trubuhovich & Judson, 2001). The advent of tertiary
education and qualifications has resulted in the demise of hospital education
resources. Critical care nursing education is now predominantly based away
from the practice setting. There has been limited research undertaken into
critical care nursing education within New Zealand. Hardcastle (2003)
undertook a survey to evaluate the accessibility of education for critical care
nurses employed in the South Island of New Zealand. The study obtained
descriptive and exploratory data relating to three key areas. These included
the proportion of critical care staff holding a post registration critical care
gualification, the availability and the accessibility of such education. Whilst this

survey identified geographical, occupational and social difficulties in gaining
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access to education, the small sample and relatively low response rate

prevent the findings from being generalisable to other settings.

Review of literature related to critical care nursing education

There is considerable international research into the orientation, education
and practice of critical care nurses. One of the challenges for new researchers
using grounded theory is how to explore and understand the published
research without allowing it to influence their conceptualization of what is
happening within the research field. In order to remain free from preconceived
concepts that may alter the emergence of new knowledge, Glaser (1998)
cautions strongly against undertaking a literature review prior to entering the
research field. This caution must be balanced against the acknowledgement
that it is inappropriate to undertake research without having some
understanding of how the topic has already been explored. McCallin (2003)
suggests that, in most situations, the student has prior exposure to the field of
research either through specialist study or as part of the process of identifying
an area of research interest. Within the context of this study a primary review
of literature was undertaken to identify and develop the research focus and
methodology and then once the core categories were identified to explore

these in greater depth.

The attraction, recruitment and retention of staff into critical care nursing are
ongoing issues of concern. Research by Oermann (1991) indicates that some
form of pre-exposure to the critical care setting may be significant in terms of

allowing staff to identify whether or not critical care nursing is for them. It also
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explores the influence of practice exposure in terms of theoretical knowledge
attainment. A comparison of two methods of critical care education was
undertaken using a sample of undergraduate students who completed a
fourteen-week critical care course as part of a baccalaureate programme
(Oermann, 1991). Quasi-experimental pre-testing/ post- testing of theoretical
knowledge was used to compare the two experimental groups with a control
group of randomly selected students who did not participate in the critical care
education. The first group of students attended a lecture series in critical care
nursing, whereas the second group of students attended the lecture series
and completed 112 hours clinical practice with a preceptor in a critical care
unit. Students were subsequently contacted after graduation to assess

whether they had maintained an interest in specializing within critical care.

Key findings from the research included a significant increase in knowledge
within both experimental groups. Clinical practice in critical care did not
influence the students’ acquisition of theoretical knowledge as measured by
the testing tool. However practical skills and the ability of the students to
function within the critical care setting was not assessed within this research
design. Analysis of the experimental groups and the control group of senior
nursing students demonstrated a significant difference in terms of knowledge
and perceptions of critical care. The follow up interview of both experimental
groups found that 80% of the subjects had selected and were working in
critical care as their first nursing position, post registration. The 20% who were

not employed within a critical care setting reported that experiences in their
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course had enabled them to make this decision before graduation (Oermann,

1991).

In a review of orientation processes, Williams, Sims, Burkhead and Ward
(2002) describe a situation where orientee’s dissatisfaction with an existing
process resulted in poor retention of new staff. This led to the development of
a ‘nurse residency program’ which involved sharing of the orientation process
between the Education Department and clinical preceptors. The evaluation of
the programme used integrated quantitative and qualitative methods,
including evaluation of staff turnover rates and focused interviews, post
implementation. Analysis of turnover rates between units involved in the
‘nurse residency’ program and other units using non-specified orientation
methods showed lower turnover in the trial units. There was no presentation
of qualitative findings but a statement attests to the fact that the qualitative
data collected in the focus interviews was congruent with the quantitative data
captured in the feedback tools. Whilst this research supports the concept of
active involvement by preceptors within the planning and delivery of
orientation, it does not identify the reasons why this involvement made such a
difference to orientee’s experiences. Other variables such as professional
supervision or mentoring, or socialization of the new staff member into the unit
may have been equally as effective in terms of the measured outcome. Three
of the non-involved units had a similarly low turnover rate, which suggests that
there were more factors that influenced the retention of new staff than those

identified by this research.
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It has been suggested that orientation and competency development
packages fail to address the development of critical analysis and problem
solving skills (Endacott, Scholes, Freeman and Cooper, 2003). There is a
strong focus on technological and task based skills within critical care
orientation. Issues such as the learner’s ability to problem solve or establish
care priorities are often overlooked. Kidd and Sturt (1995) developed and
evaluated the use of an orientation pathway in the development of orientee’s
decision-making skills. Preceptor feedback had highlighted that,

“problems in job performance were frequently related to the nurse’s

inability to solve problems and not in psychomotor skill performance”

(p.522).
A convenience sample of seven consenting pairs of preceptor and orientee
with matched learning styles were selected to pilot this research project. Data
collection involved a demographic questionnaire, followed with a weekly
evaluation by the preceptor of the orientee’'s progression along the
competency development pathway. This research identified that the use of a
structured pathway, which addressed the attainment of clinical decision-
making skills along with traditional knowledge requisites, was effective. The
research also identified the length of time that the orientee took to attain the
highest level of proficiency as measured by the research tool. Prior to this
study the orientation programme was a 12-week process. However the
research identified that all orientees attained proficiency in the measured
critical thinking and problem solving skills within 8 weeks of commencing

orientation.

16



Little (1999, 2000) used phenomenological methodology to explore the
meaning of learning for qualified nurses undertaking a post-basic critical care
education programme. Data collection involved two forms of interview. A
group interview was held immediately on completion of the training, followed
by individual delayed interviews, which took place three months after training
completion. The researcher also documented her own learning experiences
and used reflective journaling throughout the analysis process. Data analysis
commenced with transcription of the tape-recorded interviews, followed by
identification of the common themes within the transcripts. These were then
prioritized according to their reoccurrence and the significance given to them
by participants and the researcher. The findings were presented as essential
and incidental themes. The essential theme, learning as technological
mastery, is consistent with that of similar research into critical care education
(Benner, Hooper- Kyriakidis and Stannard, 1999; Walters, 1995). The two
incidental themes identified were focusing and questioning. The experience of
learning through focusing and questioning are characteristics of reflection
which assist the learner to integrate theoretical knowledge into the practice
setting. In a second paper, Little (2000) further explores the theme of
technological competence and to discuss issues such as the development of
national core competencies in relation to the findings. This evidence of
ongoing reflection and analysis of the research data is consistent with the

methodology underpinning Little’s research.

The impact of technology was also discussed by Walters (1995) who explored

the practice of a group of Australian critical care nurses. Whilst this research

17



does not focus on orientation or learning, it does contribute to the body of
knowledge related to critical care nursing. Walters chose to research from a
phenomenological hermeneutic perspective aligned with the work of
Heidegger. This exploration focuses on critical care nurses within their day-to-
day practice to identify their experiences of ‘being-in-the-world’. The data
collection involved interviews with eight specialist nurses from within a critical
care setting. They were asked to respond to the question, “What is the
meaning of caring to you in the intensive care unit?” Data analysis revealed
two main themes: that of ‘being busy’ and ‘balancing’. Being busy was defined
as a tension experienced by the nurses due to the technical competence
required to practice within the setting, along with the fast pace of the
environment. Within the theme of ‘being busy’, nurses described how caring
for patients on a one-to-one basis engendered personal closeness and
connection to the patient and family. The theme of ‘balancing’ refers to the
role the nurses undertook in managing the technology required to care for a
critically ill person. The nurses described their efforts to make the ‘patient as a

person’ the priority within the environment, rather than the technology.

Research by Calkins (2000) focused on the social structures within a critical
care unit that allow for the development and support of learners. An
ethnographic method was used to develop a description of the social context
in which clinical judgments are made. The aim was ethnographic description
rather than interpretation and no attempt is made to explore issues behind the
findings. Data collection entailed fieldwork within a critical care unit and

included both interview and casual observation of interactions between
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different groups such as physicians and nurses. Participants were then
involved in reviewing the field notes for accuracy prior to ongoing
interpretation. Data collected also included documents such as
communication books, orientation material, meeting minutes and clinical flow
sheets. Initial coding categories were based on literature research, however
as the research process evolved additional new themes were identified and
included in data collection and analysis. The social structures identified within
the critical care setting included the interactions within the nursing team, how
care of a patient is allocated and handed over between nurses and the
communication between nurses and physicians. Calkins states,

“an examination of the processes used to form clinical judgments

allows unit leaders and clinicians to reflect on processes that otherwise

might be invisible” (p.25).
The research identified that these ‘invisible processes’ are particularly
significant for learners who are attempting to understand and function within a
new culture. Acknowledgement of the value of social process, such as
communication between staff members may assist with the structuring of

processes that support learners within the critical care environment.

The studies that most closely resemble the findings of my own research
explored the process of socialization and learning for new critical care nurses.
Reising (2002) used grounded theory to investigate the experiences of
learners during their first four to five months in the critical care setting. The
emphasis of this research was identification of the stages of professional

socialization. The findings of this research reflect the strong influence that
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interpersonal relationships with nursing team members have on the learner
during the process of transition to critical care. The stages of the transition
process followed a similar pattern as those described by the participants
within my research and will therefore be discussed more fully in Chapter Six.
Grounded theory was also used by Huggins (2004) to explore how nurses
working in intensive care gain knowledge and skills. The key findings of this
research are that learning is a lifelong process, which is affected by internal,
external and patient related factors. Both Reising and Huggins’ work was
based within the USA therefore one of the reasons for repeating a similar
piece of research within the New Zealand setting was to identify possible
differences between these populations. The findings of my research will be

compared with these studies more fully in Chapter Six.

Hurst & Koplin-Baucum (2005) researched the sustainability of critical care
nursing practice. They identified professional socialization and the impact of
the relationships between the nursing team members as being central to
reducing the risk of burnout. The sample group was nurses who had worked
within the critical care environment for more than ten years. The aim of the
research was to identify characteristics that enabled individual nurses to
remain employed in a highly stressful and demanding clinical specialty. Data
analysis involved the identification of dominant themes from the interview
data. Within the findings nurses had identified compatibility with their co-
workers as being central to ‘setting the culture’ of the unit. Issues such as

similar personal values of team members and a sense of commitment within
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the team were also identified as being central to their enjoyment of their

clinical roles.

Discussion

The research reviewed contributes different forms of knowledge in relation to
issues of orientation and ongoing development of nursing within critical care.
The quantitative research tended to focus on efficacy of education in terms of
easily measured and immediate outcomes, whereas the qualitative research
provides deeper understanding through the analysis of experiential data. In all
of the studies technological mastery was a recurrent issue for new staff within
the critical care setting. This endorses the focus of competency-based
education where students are expected to learn and demonstrate
technological competence. However the research also revealed issues such
as problem solving and clinical priority setting are important when attaining
clinical competence in critical care nursing (Little, 1999; Walters, 1995and
Kidd & Sturt, 1995). The impact of integration into the clinical team was also
identified as essential during the formative stages of learning and ongoing
practice development (Calkins, 2001; Reising, 2002). However much of the
research was based in larger countries such as the United Kingdom, Australia
and the United States of America. There was an absence of research that
explored the experiences of critical care nurses working in smaller countries
where educational opportunities and professional development may be
difficult to access. | felt this justified my decision to explore this area within

the New Zealand setting.
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This chapter has reviewed both the background of the development of critical
care nursing as a field of specialist practice and the preliminary literature
related to the learning of critical care nursing. The next chapter will outline the

choice of methodology and methods related to this research.
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CHAPTER THREE: RESEARCH METHODOLOGY AND METHODS

The choice of methodology and methods for my research reflects my intent to
base this research within the experience of critical care nurses. The relatively
small population of New Zealand critical care nurses and the difficulty that
prior researchers had experienced in collecting data from this widely
dispersed group were also deterrents for undertaking quantitative research
within this group (Hardcastle, 2003). Qualitative research allows the
researcher to collect data directly from the experiences of the participants.
Nurses are skilled storytellers. Vandergoot (2005) used narrative enquiry to
explore the stories related to orientation within critical care nursing. Similarly
phenomenology has been used by Benner et al (1999), Little (1999, 2000)
and Walters (1995) to capture experiential stories which illustrate the findings
of their research. As a new researcher and a nurse | was attracted to a
methodology which used the gathering and analysis of stories to create a
deeper understanding of the processes involved in learning critical care
nursing. However | was also aware that, as both a critical care nurse and an
educator, | was researching an area of practice with which | was very familiar.
| was concerned that this familiarity may mean that | would fail to identify
factors that were of significance to the learning process. Grounded theory
uses a systematic set of data collection and analysis procedures to develop
an inductively derived theory from the data (Strauss and Corbin, 1998). The
research process is designed to aid discovery of explanatory theory that
furthers the understanding of social and psychological phenomena (Chenitz
and Swanson, 1986). For a new researcher the use of a systematic approach

that allowed for the discovery of processes and structures that underpinned
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the transition to critical care nursing were attractive reasons for choosing

grounded theory.

Within this chapter | will briefly outline the development and major premises of
grounded theory. | will then explain the methods | used within my research to
maintain congruency with grounded theory methodology. The work of Chiovitti
and Piran (2003) will be used as the framework for reviewing the rigour of the
study. Several models of concept development will also be presented and
discussed in order to illustrate the process of analysis and emergence of

theory within the research process.

In the 1960’s two sociological researchers, Anselm Strauss and Barney
Glaser, began working together on a study into the social processes involved
for patients dying within a hospital setting (Glaser and Strauss, 1967).
Through the course of their work they realised that they had combined their
different ways of approaching the research field and ‘discovered’ a new
research methodology. Strauss, a social psychologist, was influenced by the
philosophy of symbolic interactionism, which focuses on interpreting the
meaning of events to people in natural or everyday situation. It studies the
reality of the situation together with the action and consequences of the
interaction. In contrast, Glaser came from a background of quantitative
analysis and was familiar with the use of statistical data in generating
hypothesis to interpret social behaviors or attitudes (Stern & Covan, 2001).
Between them they developed a model of research that focused on

discovering theory or explanations for a phenomenon by systematically
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following a set of procedures to develop an inductively derived grounded
theory about the phenomena (Strauss & Corbin, 1998). In 1967 they
published their methodology (Glaser & Strauss, 1967) and began teaching
students how to use Grounded Theory as a methodology within sociological
research. Over time their careers took them in differing directions. Differences
in their underlying philosophical stances subsequently resulted in a published
debate between them related to the nuances of Grounded theory processes

(Glaser, 1996; Strauss & Corbin, 1998).

In their original work Glaser and Strauss focused on the use of induction, to
generate concepts from the data collected during the information gathering
processes. These concepts are then examined, ordered and grouped, or
coded into categories that explain the processes or events observed within
the social field being researched. This process of induction and
conceptualization was one of the key areas of difference between the two
sociologists in their later writings on methodological process. Strauss &
Corbin (1998) proposed a structured process of analysis called axial coding
which takes the raw data and subjects it to a set of techniques to code,
conceptualize and categorize it. In contrast Glaser (1998) uses neutral
guestions such as “What is this a study of?” and “What property of what
category does this incident indicate?” to focus and structure the
conceptualization processes for the researcher. A key requirement of the
analysis process is the use of constant comparisons of identified concepts to
discover the commonality that allows the researcher to categorize or group

the concepts together. Memoing or note taking by the researcher is also
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central to both data collection and analysis and begins at the start of data
collection, continues throughout interpretation and analysis and may even
develop into the skeleton of the written up research. In this way the
interpretative work of the researcher is incorporated throughout the research
process and eventual findings. Grounded theory relies on the concurrent
analysis of data throughout the data collection process to set the direction for
the research and subsequent data collection. This concept of theoretical
sampling is core to the process of grounded theory and ensures that the
research findings originate and develop from within the data collection
process (Glaser, 1996). The application of these principles of grounded
theory research will be discussed in more depth in relation to the methods

used within the research process.

Ethical Considerations

Approval for this research was granted from the Auckland University of
Technology Ethics Committee (see Appendix 1). Whilst there is no ethical
approval process within its current structure | also contacted the chair of the
Critical Care Nurses Section of New Zealand Nurses Organization to inform
this group of my intention to research within the field. Maintaining ethical rigor
within the research processes was important for the protection of the study
participants and for the credibility and validity of the research findings. One of
the concerns prior to undertaking this research was that the critical care
nursing population within New Zealand is a relatively small group and
maintaining participant confidentiality would require the removal of all

identifying details from the research.
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Another consideration, when researching within one’s own field of practice, is
that the researcher may fail to recognize significant factors because of their
familiarity with the research setting. Strategies such as sampling outside of
my own work environment ensured that the practice settings were less
familiar to me. The other aspect of grounded theory that assisted me to set
aside my assumptions was the grounding of the research findings in the data
collected from research participants. Prior to undertaking data collection and
analysis | wrote memos outlining my ideas about what may be the most
influential factors for the participants. Whilst these memos were initially
intended to act as possible cues for questions to pose during the interviews, in
hindsight they served more purpose in allowing me to recognise my
preconceptions. As an example, the factor that | thought might be the most
significant for learners, access to formal critical care education, was barely
mentioned by participants. Therefore this became a useful method of
checking that the findings were grounded within the participant’'s accounts of

their experiences rather than from my own experience.

Allowing the participants to set the direction of the inquiry process is central to
ensuring the research remains grounded within the participant’'s experience.
Grounded theorists may enter the research field without a clearly defined
research question. Holloway and Wheeler (1996) state,

“Grounded theory researchers start with an area of interest, collect the

data and allow the relevant ideas to develop” (p.100).
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Whilst | entered the research knowing that my area of interest was learning
critical care nursing, | did not have a clear research question. My first three
interviews had only one structured question, which was “Tell me how you
learnt to be a critical care nurse?” Analysis and identification of the common
concepts within these interviews set the direction for subsequent questions
and sampling. Allowing the participants to guide the inquiry process is central
to ensuring that the data is grounded within their experience rather than that

of the researcher (Chiovitti and Piran, 2003).

Sampling

Initial recruitment of participants was through advertising (Appendix 2) in a
professional bulletin (Critical Comment, June 2004). Purposive sampling was
undertaken to ensure that participants came from a range of critical care
settings including large tertiary units with 10- 18 beds to smaller less specialist
units with 2-5 beds. The critical care unit in which | work and any possible
participants with whom | had professional contact as an educator were
excluded from participating in the research to avoid potential for bias and/or
conflict with my professional role. Sampling criteria included the participants
having commenced their critical care nursing within New Zealand. | had
thought this to be important because one of the potential problems | had
identified in my reflection on the research field was that critical care nursing
education may not be very accessible for nurses employed in more remote
areas of the country. However, the findings did not support this. Differences in
learning experiences appeared to result more from the structure and size of

the workforce than from accessibility to education.
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Further criteria set for sampling included that the participant be ‘competent’
within critical care nursing. At the time of commencing this research there was
no standardized assessment tool for ascertaining competency within the NZ
nursing population, these were introduced in July 2005 (NZNC, 2005).
However organisations had adopted the use of tools such as Clinical Career
Pathways (Bay of Plenty District Health Board, 2001) or Professional
Development Recognition Programmes (Auckland District Health Board,
2002) as ways of scaling individual staff competency. However this process
was not standard throughout the country and could not be used as a sampling
criterion. In reflecting on my own and other practice settings, | observed that
within the rostering or management of the clinical area on a day-to-day basis,
the use of a designated nurse to provide clinical co-ordination or shift
leadership was common practice. The inclusion criterion relating to
competency therefore became the capacity for a participant to function in a

coordination or similar leadership role.

Whilst the major source of data generation was from interviews, Glaser (1998)
supports the perspective that ‘all is data’ and thus | found casual comments
made in conversation with nurses interested in the research were also
valuable sources of data. Memoing my reflections of these informal
conversations facilitated their inclusion in the analysis process. Theoretical
sampling was used after the first three interviews as several core categories
related to learning had been identified. These included the impact of the

orientation period, the relationship of the learner to preceptors and other team
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members and the impact of technology during skill acquisition. Participants
who had acted as preceptors for learners were sought and questioning

changed to capture their experiences of learning.

Data collection processes

Initially participants were recruited from those who responded to an
advertisement within the professional bulletin. After ascertaining that the
participant met the criteria for inclusion, an information sheet (Appendix 3)
was sent out to potential participants who then either declined interview or
chose to make contact and proceed to interview. Written consent to
audiotaping of the interview was obtained and the participants were asked to
review their transcript. They were encouraged to comment and/ or add to the
interview data if they wished. However no one made significant changes to

the original interview data.

The first three interviews were unstructured with the only question being, “Tell
me how you learnt to be a critical care nurse?” These interviews were fully
transcribed prior to analysis and line-by-line review was then undertaken.
Concepts that appeared relevant to the learning experience were identified
and a list of these was collated. This first stage of data identification is
referred to as open coding (Strauss & Corbin, 1998). Terms or labels offered
by the participants to describe their experiences were used to name the

concepts and the data remained very much in a raw state.
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Sampling for subsequent interviews followed theoretical sampling, which is
described by Glaser and Strauss (1967) as,
“the process of data collection for generating theory whereby the
analyst jointly collects, codes and analyzes his data and decides what
data to collect next and where to find them, in order to develop his
theory as it emerges” (p.45).
Theoretical sampling widened the representative sample to include
participants with differing lengths of time working within critical care and
allowed for further development of the substantive categories identified within
the initial interviews. Demographic data such as age, ethnicity and actual
length of time employed within critical care was not formally collected
although all participants disclosed the length of time they had worked in this
area during the course of their interview. The length of critical care experience
amongst participants ranged from 2.5 to 23 years.
Coding of interviews and subsequent data analysis
Grounded theory is a non-linear research process therefore analysis began
with the first interview and proceeded through subsequent review of
transcripts and memos. In the initial stage open codes from the interviews
were transferred onto small flash cards that were then sorted, grouped and re-
sorted until clear relationships or categories began to emerge. This process
allowed for refining of the initial coding as different ‘open’ codes for the same
underlying process became apparent within a category. Figure 1 below
provides an example of the first stage of the analysis / interpretation process.
The concept has been described as preliminary in this diagram because as

data collection and analysis continued the core category evolved into being a
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loss of confidence rather than only relating to awareness of their level of

practice.

Being aware of their

level of practice

Feeling like a complete novice

Placing high expectations on themselves,
e.g. competency within 3 months.

Conscious of being watched and judged

Not knowing what they didn't know (the
theory)

Acting / pretending to be a critical care nurse
‘Doing the do’ without understanding why
Getting my head around the technology
Starting from scratch again

Pressured to function safely

Forgetting what you did know

Figure 1: Initial grouping of data into a preliminary concept

This process of sorting and resorting open codes was useful in structuring

subsequent interviews because in the process of sorting, areas that warranted

further enquiry were identified. One example of this was identifying factors

that made the learner aware of the ‘need to learn more’. Identifying this as a

common code for participants led me to ask the question, “How did you

realize that you needed to learn more about critical care theory?” Memoing

was an integral part of the data collection and analysis process; it took the

form of journalled notes and memos in the margins of the transcripts. Memos
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within the transcripts often translated directly into open codes, but also
identified the direction for ongoing enquiry. Diagrammatic representation of
the relationship of concepts to categories was used to link concepts and
identify the impact that they had both to each other and the category. These
representations evolved through the research process from simple tables of
data to more complex diagrams to represent inter-relationships between the
core categories. As an example (see figure 2) the concept of learning under
scrutiny was developed through the use of this diagrammatic representation

of the impact of scrutiny on the learner.

Families Patients Other critical Medical staff
care nurses and others

The expectations of ‘being ‘a critical care nurse

!

Being watched

all of the time

Negative: Panic, mind goes blank, Positive: Support, safety, team-

confusion, failure ship

Figure 2: The pressures of being watched while learning
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Conceptualising or interpreting the raw data is a big challenge for a new
researcher. Glaser (1978) suggests that the researchers ask key questions,
such as,

“What is this data a study of? What category does this incident

indicate? What is actually