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Abstract 

The transition of graduate nurses to practice has been identified as challenging. 

Graduate nurses report feeling stressed, ill prepared, and having intentions to leave (ITL) 

jobs and the profession. Concerns of ITL are worrisome for the nursing profession, 

especially when faced with the need to replace an aging nursing workforce, and to 

maintain quality patient care. Graduate nurse transition and ITL have been the focus of 

many studies, yet the constructs are typically studied separately without directly 

connecting graduate nurse transition to subsequent retention in a job and the nursing 

profession. Guided by a transition theory, the study aimed to test a theory linking ITL and 

transition, and the personal, community and societal conditions of transition.  

A predictive, non-experimental design using cross-sectional data was employed. 

Using a random sample obtained from the provincial regulatory body, registered nurses 

within their first 24 months of practice were surveyed (N=217) between June and July 

2015.  The mailed survey included validated tools to assess self-efficacy, work/family 

conflict, role stress, work environments, transition, and ITL.  

An overall response rate of 32% was obtained. The mean transition rating, on a 

scale from 1 to 10, was 6.9, suggesting a positive transition. Intention to leave measures, 

assessing ITL jobs and the profession were low; however, 45% of respondents reported 

having left their jobs, and one percent reported having left the profession.  Exploratory 

and confirmatory factor analysis of all scales, and structural equation modeling (SEM) 

was completed to test the theory which hypothesized that transition is directly associated 

with ITL. Overall, the model was not supported by the data (χ2 245.07, df 106, p<.01, 

sRMR .07, GFI .88, CFI .88, RMSEA .08); however, significant relationships among 
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study variables were identified. Thematic analysis of responses to an open-ended item 

revealed themes of facilitators (supportive work environment, personal factors, and 

policy), and barriers (feeling unprepared, negative work environments, personal 

struggles, and policy) to graduate nurse transition. Based on these findings, a number of 

implications targeting graduate nurse transition and retention at nursing practice, 

education, research and policy levels are proposed. 
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Chapter 1 

Introduction 

The first year of nursing practice is described as stressful and challenging for 

newly licensed nurses, also known as graduate nurses (Duchscher, 2008). Graduate 

nurses report feeling fearful of making mistakes, and lacking confidence in their 

decision-making and ability to care for patients (Casey, Fink, Frugman & Propst, 2004; 

Craig, Moscato & Moyce, 2012; Romyn et al., 2009). Hence, it is not surprising that 

large portions of graduate nurses, ranging from 27% to 57%, report leaving their job 

within the first year or two of practice (Bowles & Candela, 2005; Ulrich et al., 2010). 

Leaving positions or turnover has negative financial implications for employers (Hayes et 

al., 2006), and highlights the need to understand and improve the factors that contribute 

to graduate nurses’ intention to leave, as well as those transitions that are negative for 

some graduate nurses. 

Graduate nurse transition and nursing retention, pertaining to intention to leave 

(ITL) or turnover, have been the focus of many studies, yet the constructs are typically 

studied separately without directly connecting the transition of graduate nurses to 

subsequent retention. Guided by transition theory (Meleis, Sawyer, Im, Hilfinger Messias 

& Schumacher, 2000), this study aimed to further understand the factors that influence 

graduate nurse transition and retention, and the relationship between transition and 

retention. The study tested a theoretical model linking conditions of transition – personal, 

community, and societal – to transition, and, ultimately, the outcome of ITL. This study 
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contributes to a gap in the body of knowledge by empirically measuring transition and 

assessing the relationship of transition to ITL.  

Significance 

Kramer (1974) described the changes graduate nurses undergo as they socialize 

into the profession and the mismatch felt between the professional values that graduate 

nurses have cultivated during their education and the values within the workplace. This 

seminal research coined the term reality shock, which describes the “reactions of new 

workers when they find themselves in a work situation for which they have spent several 

years preparing and for which they thought they were going to be prepared, and then 

suddenly find that they are not” (Kramer, 1974, p. vii). Over the past 40 years, nurse 

researchers have continued to study graduate nurses using a variety of approaches, to 

assess the transition experience, and to examine various other concepts related to 

graduate nurses.  

The experiences of graduate nurses transitioning to practice provide insight into 

the challenges faced during their first jobs. Graduate nurses report feeling stressed, not 

supported, and fearful of making mistakes (Duchscher, 2008; Romyn et al., 2009), 

lacking confidence (Casey et al., 2004; Dyess & Sherman, 2009), and experiencing 

horizontal violence or bullying by colleagues (Dyess & Sherman, 2009; Morrow, 2009). 

Faced with these challenges, it is not surprising that graduate nurses consider leaving 

their jobs or the profession. 

Concerns of graduate nurses leaving the profession or experiencing high turnover 

rates are reported. Bowles and Candela (2005) completed a cross-sectional survey of 352 

Registered Nurses (RNs) in their first five years of practice from various practice settings 
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in Nevada, United States of America (USA), and reported that 30% of graduate nurses 

left their first position within one year, and 57% of new nurses left their position within 

two years.  These results are similar to other cross-sectional studies, reporting rates of 

ITL ranging from 17% to over 50% (Aiken et al., 2001; Cho, Lee, Mark & Yun, 2012; 

Kovner et al., 2007). Unfortunately, Canadian researchers have reported ITL rates at the 

higher end of this range. Two studies conducted in eastern Canada between 2004 – 2008 

reported 45% to 49% of graduate nurses had ITL positions of employment within the first 

year of practice (Lavoie-Tremblay, Paquet, Marchionni & Drevniok, 2011; Rhéaume, 

Clément & LeBel, 2011). These results are considerably higher than a previous pan-

Canadian study that found a turnover rate of approximately 20% for hospital-based 

nurses of all ages (O’Brien-Pallas, Murphy, Shamian, Li & Hayes, 2010).  

The recruitment and retention of graduate nurses to the workforce is an important 

component of workforce stability. With an aging nursing workforce, and the leaving of 

experienced nurses for retirement, graduate nurses are a key source of replenishment for 

the workforce. Therefore, concerns of their leaving nursing jobs, and in some cases the 

profession, threatens the workforce stability. To address these concerns, and to examine 

the relationship between transition and retention of graduate nurses, this study was 

undertaken. 

A review of the literature is provided in Chapter two. The literature review 

identified overlap between the conditions of transition and predictors of intention to 

leave. However, few studies empirically measured transition. Chapter three discusses the 

theoretical model guiding the study. The key concepts from the literature review are 

integrated within the model, and provide rationale for the hypotheses of the study. 
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Chapter four describes the research methods used in this study. The research design, 

sample, measurements, and data analysis plans are discussed. Data preparation for testing 

the proposed model with SEM is described. Chapter five provides the results of the data 

analysis, including the descriptive results, analysis of the measurement model and 

structural equation model, thematic analysis, and a summation of feedback received from 

a knowledge sharing session with key stakeholders. Chapter six discusses the study 

findings, limitations of the study, and provides recommendations for practice settings, 

research, nursing education and policy.  
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Chapter 2 

Literature Review 

In the following chapter, the search strategy employed for the literature review, 

definitions of key terms used in the study, and relevant findings from the literature review 

are addressed. The findings related to retention are presented, followed by findings 

related to transition. In the conclusion, a summary highlighting the research gaps and 

opportunities is provided.  

Search strategy 

  An initial search of relevant literature was completed using the Cumulative Index 

to Nursing and Allied Health Literature (CINAHL), and Medical Literature Analysis and 

Retrieval System Online (Medline), with keywords of ‘graduate nurse’, ‘transition’, and 

‘retention’. Additional searches were undertaken to locate relevant literature in additional 

databases, including - Excerpta Medica database (EMBASE), PsycInfo, and Education 

Resources Information Centre (ERIC). All searches were completed between July and 

August 2014. Limiting the results to English, the searches resulted in 430 items, primarily 

consisting of journal articles. For specific details of the search results with key terms and 

additional limitations specific to databases see Appendix A (table 1 Search strategy). All 

titles and abstracts from the results were reviewed for inclusion with duplicates removed. 

From these results, 90 articles were retrieved, reviewed and consisted of qualitative and 

quantitative studies, and reviews. Secondary searches resulted from reference lists of 

related articles, and targeted reports from professional associations and related websites 

obtained.  In total, 111 articles were retained for this study. 
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Definitions 

Graduate nurse. A variety of terms can be found in the literature to describe 

graduate nurses including ‘neophytes’, ‘nurses newly licensed’ and ‘new nurses’. For the 

purpose of this study, graduate nurse refers to a RN who has completed the registration or 

licensing process and is within the first two years of nursing employment. While 

consensus on the time frame of transition to professional practice has not yet been 

reached, researchers report that the transition can take up to 18-months to 2-years of 

employment after graduation (Hoffart, Waddell, Cnor & Young, 2011; McKenna & 

Newton, 2008; Schoessler & Waldo, 2006). 

Retention. Retention is defined as the act of keeping someone or something  

(Merriam-Webster, 2013), and its opposite, release, can be operationalized as turnover. 

  Turnover. Turnover can reflect voluntary or involuntary changes in employment, 

internal or external movement, and may even include nurses leaving the profession 

(Hayes et al., 2006).  

Transition. A transition is defined as a “passage from one fairly stable state to  

another fairly stable state, and it is a process triggered by change” (Meleis, 2010, p. 11). 

In the situation of the graduate nurse transitioning to a professional nurse, one may 

categorize this as situational transition, where “transforming one’s professional identity” 

occurs (Chernomas, Care, McKenzie, Guse & Currie, 2010, p. 72).  

Retention 

In the literature, retention primarily focuses on the concepts of nursing turnover 

and ITL. Inconsistency with terminology is found in the literature; authors may refer to 

retention but have operationalized it as ITL or turnover. For this study, the construct of 



 

 

7 

retention is used, which includes the ITL and turnover, and predictors of these. Therefore, 

the retention literature is divided into three broad categories – ITL, workplace factors, 

and personal factors.  The workplace and personal factors identified are considered 

predictors of ITL. Each category is discussed below. Of the 50 articles reviewed on 

nursing retention, the majority were quantitative and used a cross-sectional survey 

design. Specifically, 41 of the articles used a quantitative design, with 23 studies that 

conducted a cross-sectional survey or completed a secondary analysis from a cross-

sectional survey.  

Intention to leave. Intention to leave is suggested to be a primary predictor of 

nursing retention (Irvine & Evans, 1995; Parasuraman, 1989). Using data from 

questionnaires completed by hospital nurses (N=366), Parasuraman (1989) compared 

behavior intention (i.e., ITL) to actual turnover data provided by the hospital 

administration. Parasuraman reported that behavioral intent was the most immediate 

determinant of turnover behavior (p<.01). The correlation between behavioral intent and 

nurse turnover behavior was later supported by Irvine and Evans (1995), who completed 

a meta-analytic study that included 11 studies with a total sample of 4,352 nurses. Irvine 

and Evans (1995), investigating the relationships among job satisfaction, behavioral 

intention, and nurse turnover behavior, reported that as a nurse develops an ITL they are 

likely to follow through with turnover behavior (r=.34). Irvine and Evans suggested that 

the way behavioral intent is framed in measurement, such as leaving or staying, may 

influence the response.        

 Although intention to remain or stay is occasionally seen in the literature, ITL is a 

variable frequently found in studies of nursing retention, and the dependent variable in 
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models of retention. Various measurement options for ITL can be found, primarily using 

self-report, from validated tools such as the Nurse Retention Index (Cowin, 2002; Cowin 

& Hengstberger-Sims, 2006), to the use of questions, such as “Do you plan to leave this 

facility within the next year?” (Beecroft, Dorey & Wenten, 2008, p. 45). Of particular 

interest is understanding whether graduate nurse ITL is related to factors associated with 

the specific job, organization or profession; to date, the distinctions are not clearly or 

consistently reported.          

 Parry (2008) examined the relationship between intention to change employer and 

intention to change professions in graduate nurses in Australia. Using a repeated 

measures design, surveys were completed prior to or soon after entry into the workplace 

(n=269), and again after six months of workplace exposure (n=131). Path analysis was 

used to test a model of the relationships between affective professional commitment, job 

satisfaction, organizational commitment (OC), intention to change professions and 

organizational turnover intention. Parry reported that job satisfaction (r=-.24) and OC 

(r=-.20) were significantly and inversely related to organizational turnover intention, and 

that intention to change professions was significantly and positively related to intention to 

change employer (r=.47). Although Parry did not report what portion of the sample 

reported ITL, either the employer or the profession, the study does highlight the risk of 

ITL in graduate nurses for the nursing profession.     

 In addition to workplace factors, such as job satisfaction and OC, Beecroft, Dorey 

and Wenten (2008) proposed a model that included personal factors, such as age, 

educational level, prior work experience, and stress as predictors of turnover intent in 

graduate nurses. The authors collected seven years of prospective survey data from 
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graduate nurses (N=889) participating in USA hospital nurse residency programs. 

Logistic regression analysis and Kaplan-Meier survival analysis were performed. The 

final model for turnover intention (TI) included age grouping, older graduates not getting 

first choice of unit for employment, OC, pay, professional status, enjoyment, personal 

feelings, and seeking social support. Beecroft et al. (2008) reported that older nurses (>30 

years) who did not receive their unit of choice for work were 4.5 times more likely to be 

in the TI group (p<.01). As well, higher scores in work environment and organizational 

characteristics all contributed to new nurses being less likely to not be in the turnover 

intention group. Overall, the results supported the model proposed by Beecroft et al.

 Workplace factors. Attributes of the workplace influencing ITL are readily 

found in the literature, with OC one of the most commonly reported (Parry, 2008; 

Tourangeau & Cranley, 2006; Wagner, 2010). Other workplace factors to consider for 

graduate nurses include job satisfaction, work environment, support, and empowerment. 

 Organizational commitment.  Organizational commitment reflects one’s 

identification and involvement with an organization, including one’s desire to remain 

with the organization, and provides good predictability of ITL (Liou, 2009). In a cross-

sectional survey of 1,283 nurses working in seven Taiwanese hospitals, the relationship 

between OC and ITL was examined (Lee, Dai, Park & McCreary, 2013). Analysis of 

responses to a translated Quality of Nursing Work Life (QWL) scale indicated that 

supportive milieu with job security and professional recognition, work arrangement and 

workload, work and home life balance, and nursing staff and patient care were significant 

predictors of intention to leave an organization (p<.05) (Lee et al., 2013). Although the 

study was not specific to graduate nurses, it does identify predictors of ITL in relation to 
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OC.            

 A study completed by Kovner, Brewer, Greene and Fairchild (2009) also 

associated OC to ITL, and was specific to graduate nurses (N=1,933). Kovner and 

colleagues (2009) used a cross-sectional survey design to sample graduate nurses across 

the USA in metropolitan and rural areas. Adapting a model and measurements used by 

Price in 2001, Kovner and colleagues defined OC as “loyalty of employees to their 

employers” (p. 84) and used a 5-point measurement scale (1=strongly agree, 5=strongly 

disagree). Organizational commitment was identified in the model under investigation as 

an intervening variable to intent to stay, with other variables such as work attributes, pay, 

opportunity, general training, kinship responsibilities, demographics, and affectivity 

predicting organizational commitments, either directly or indirectly. Using ordered probit 

modeling to analyze the constructs measured using ordinal level data, Kovner and 

colleagues reported that OC (estimate coefficient=.14), promotional opportunities 

(estimate coefficient=.11), and autonomy (estimate coefficient=.08) had the highest 

marginal impacts on decreasing intent to stay.       

 Although Kovner et al. (2009) do not report differences in ITL or organizational 

commitment between the metropolitan and rural areas, one may assume the 

organizational size differs between these areas. Other researchers have suggested that the 

size of the organization may influence the number of opportunities for job advancement 

(Peterson, McGillis Hall, O’Brien-Pallas & Cockerill, 2011), and potentially affect OC. 

Peterson, McGillis Hall, O’Brien-Pallas and Cockerill (2011) suggested that larger urban 

centres have greater opportunities for job extension which may contribute to the lower 

ITL reported in graduate nurses working in teaching hospitals. In urban settings, job 
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opportunities may be perceived differently where there are multiple hospitals, as opposed 

to a rural area that may only have one hospital and limited opportunities for movement.  

 Job satisfaction. Job satisfaction, defined as one’s overall feeling about a job 

(Coomber & Barriball, 2007), is a complex concept to accurately measure. In recognition 

of an affective component, with the feelings of satisfaction, and a perceptual component, 

the evaluation of needs being met by the job (Coomber & Barriball, 2007), different 

measurement approaches have been used. When reviewing job satisfaction components 

as predictors of retention for graduate nurses, several variables were found to be 

associated with retention. Researchers report that pay is important for graduate nurses 

(Bowles & Candela, 2005; Cowin, 2002; Kovner et al., 2009). Schedule and benefits are 

other variables of job satisfaction reported to influence graduate nurses’ decisions to 

leave (Bowles & Candela, 2005).       

 Cho, Lee, Mark and Yun (2012) found job dissatisfaction among South Korea 

new graduates to be a strong determinant of turnover with the completion of a three-year 

panel survey (N=351) that used the Graduates Occupational Mobility Survey. Within the 

survey, 11 questions focused on job satisfaction (Cronbach’s alpha .81). Using survival 

analysis, Cho et al. reported that interpersonal relationships had the greatest impact on job 

dissatisfaction (p<.01) amongst the participating new graduates, while aspects of job 

dissatisfaction that were significantly associated with turnover included pay, employment 

security, work content, physical work environment, personal growth, interpersonal 

relationships and social reputation for the job. Of the new graduates, at one, two, and 

three-years post-graduation, estimated probabilities of staying in their first job were .82, 

.66 and .54 respectively (Cho et al., 2012). Additionally, using multivariate Cox 
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proportional hazards regression, Cho et al. reported that nurses were significantly more 

likely to leave if they were married (hazard ratio 2.58) or worked in small, non-

metropolitan, and nonunionized hospitals (hazard ratio 3.24). Although the findings from 

Cho and colleagues are from a different culture, with a different healthcare system, 

Canadian researchers have also reported the impact of job satisfaction on ITL.   

 Peterson et al. (2011) surveyed graduate nurses in Ontario hospitals (N=232) to 

examine the effects of perceived demands, control, social support and self-efficacy on job 

satisfaction and the ITL of new nurses. Completing multiple regression, Peterson and 

colleagues reported that support from supervisors (r=-.13, p<.01) and co-workers (r=-.25, 

p<.01) was significantly and inversely related to job dissatisfaction, and that nurses 

working in specialty areas such as Emergency and Intensive Care Units were more likely 

to report lower job dissatisfaction than nurses working in the other areas (p<.05). Based 

on these results, support provided to graduate nurses by supervisors and colleagues, and 

how that may vary between practice settings as well as organizations, needs to be taken 

into consideration when examining retention. The influence of one’s area of work on job 

satisfaction as reported by Peterson and colleagues (2011) may relate to the availability of 

resources in an area.          

 Work environment. Cho et al. (2012) and Peterson et al. (2011) identified clinical 

settings and type of organization, such as teaching hospitals, as significant predictors of 

job satisfaction. Specifically, Peterson et al. reported that new nurses working in teaching 

hospitals were more likely to report lower ITL than those working in small or community 

hospitals (p<.01). Other researchers have also reported the work environment or 

conditions of work as a predictor of ITL in graduate nurses or a reason for leaving an 
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employer (Bowles & Candela, 2005; Ulrich et al., 2010).    

 Kramer, Brewer and Maguire (2011) examined the influence of the work 

environment on the graduate nurses’ transition, using the term environmental reality 

shock (ERS). Aiming to identify strategies to mitigate ERS, Kramer et al. (2011) 

surveyed 468 new graduates from 17 USA magnet hospitals at four intervals - 

immediately post-hire, four, eight, and 12-months post-hire. Categorizing the clinical 

units that the graduate nurses worked within as either ‘very healthy work environments’ 

(VHWE) or ‘work environments needing improvement’ (WENI), Kramer et al. (2011) 

reported that graduates working in WENI have significantly more ERS issues than those 

working in VHWE. Environmental reality shock issues included working with 

physicians, completing work on time, work-life balance, and fitting in (Kramer et al., 

2011). It should be noted that in the work by Kramer et al. all the graduate nurses studied 

participated in a residency program and worked in magnet hospitals.  

 Support. As previously discussed, support from supervisor(s) and colleagues 

affects job satisfaction. The literature also provides many examples of organizational 

interventions aimed at supporting graduate nurses in the workplace. Salt, Cummings and 

Profetto-McGrath (2008) completed a systematic review to identify the effect of 

organizational interventions on retaining new graduates. Sixteen studies met the inclusion 

criteria and were included in the review. Salt and colleagues (2008) concluded that the 

weaknesses of the study designs failed to show cause and effect of implemented 

programs and retention rates, and noted a lack of theoretical frameworks to guide the 

studies, thereby limiting the researchers’ ability to draw recommendations from the 

review. However, Salt et al. did conclude that implementing a retention strategy, 
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regardless of type or length, results in positive retention outcomes.    

 One example of a retention strategy is the Versant RN Residency program, which 

started in 1999 at a children’s hospital in California, where graduate nurses spend over 

900 hours in guided clinical experiences and classroom teaching (Ulrich et al., 2010); the 

program has evolved to be nationally available in the USA. Ulrich and colleagues (2010) 

utilized the Versant 10-year longitudinal database, with six different measurement tools 

(Cronbach’s alpha ranging from .81 to .97) to assess outcomes of work effectiveness, 

group cohesion, empowering behaviour, nurse satisfaction, organizational commitment 

and job satisfaction. Surveys completed by more than 6,000 graduate nurses, who worked 

in a variety of settings from within small, rural institutions to large organizations across 

the USA, indicated that higher levels of work satisfaction significantly correlated with 

lower intent to leave the facility (r=.36, p<.01), as well as enjoyment (r=.39, p<.01), and 

nursing satisfaction (r=.35, p<.01) (Ulrich et al., 2010). The authors reported that by the 

fifth cohort, the 12-month turnover rate was approximately 4%, compared to the pre-

residency rate of 27%.      

 Empowerment. Armstrong and Laschinger (2006) suggest, “nurses who feel that 

their work environments are empowering are more satisfied, are more committed to the 

organization, and report high quality of nursing care in their units” (p. 124). Interestingly, 

two studies examining the influence of empowerment on graduate nurses’ turnover intent 

have been inconsistent. Beecroft et al. (2008) reported that leadership empowerment 

behaviors did not relate to turnover intent.      

 Conversely, Rhéaume, Clément and LeBel (2011), studying graduate nurses 

(N=348) in New Brunswick, Canada, reported a moderate negative correlation (r=-.30, 
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p<.01) between psychological empowerment and ITL. Rhéaume et al. also reported that 

goal internalization, a subscale of empowerment, inversely correlated with ITL (r=-.37, 

p<.01), and overall work environment scores correlated inversely to ITL (r=-.44, p<.01). 

Significant differences between the work environments of these studies may account for 

the inconsistent findings, as well as the type of empowerment measured and measurement 

tools used. One study is Canadian, in a region where approximately half of the residents 

live in rural areas (Rhéaume et al., 2011), compared to the sample taken from large, 

specialty hospitals in the USA (Beecroft et al., 2008). Despite these inconsistent findings, 

other Canadian researchers have reported global perceptions of empowerment as a 

significant predictor of ITL, job satisfaction, and organizational commitment 

(Laschinger, Leiter, Day & Gilin, 2009).      

 Personal factors. Typically collected through surveys, analyses of demographic 

characteristics have identified several personal characteristics that predict ITL. These 

include: being single, having attained lower level of education (Lee et al., 2013); being 

younger, having fewer years of experience (Gagnon et al., 2006; Lee et al., 2013; 

Parasuraman, 1989; Simon, Müller & Hasselhorn, 2010; Tourangeau & Cranley, 2006; 

Wagner, 2010); and, home-life obligations such as having children or other dependents 

(Brunetto et al., 2013; Lee et al., 2013; Simon, Müller & Hasselhorn, 2010). Other 

personal characteristics of graduate nurses influencing ITL include self-efficacy, and past 

work experiences.         

 Peterson et al. (2011) reported self-efficacy was significantly and negatively 

related to job dissatisfaction (r=-.27, p<.01). Referencing Bandura, Peterson et al. define 

self-efficacy as “one’s belief in his or her ability to complete a task while accounting for 
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the external circumstances and individual skill” (Peterson et al., 2011, p. 538). 

Confidence, a related concept to self-efficacy, has also been identified as a concern by 

graduate nurses, where it is felt to be lacking or fluctuating (Casey et al., 2004; 

Duchscher, 2008); however, the term has been used without being defined or 

distinguished from the concept of self-efficacy.     

 Prior work experience is another variable to consider in graduate nurses. Rhéaume 

et al. (2011) reported that over 50% of their sample (N=348) had previous experience in 

health care. Although Rhéaume et al. do not report specific details regarding the previous 

health care work experience, such as type of job, the findings are similar to other studies 

reporting high portions of their graduate nurse samples having previous health care 

experience (Beecroft, Kunzman & Krozek, 2001; Peterson et al., 2011).    

 Overall, the literature reviewed for ITL identified a number of predictors. The 

construct of ITL is recognized as the greatest predictor of turnover behavior, with 

corresponding features that can be grouped as workplace factors and personal factors. 

Workplace factors related to ITL included job satisfaction, OC, job satisfaction, work 

environments, support received in the workplace and empowerment. Key personal factors 

identified as contributing to ITL for graduate nurses included self-efficacy and previous 

work experience.                       

Transition of graduate nurses        

 A critical review of the literature identified numerous concepts and constructs 

related to the transition of new nurses. Of the 59 articles related to transition found from 

the search strategy, qualitative designs were most common. Of the 35 qualitative studies 

identified, the specific qualitative approach used was not always reported; however, 
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interviews and/or focus groups were noted methods of data collection. Studies using 

quantitative (n=16) and mixed-methods (n=8) approaches were also noted. Cross-

sectional surveys were used in 13 of the 16 quantitative studies.   

 The overall findings related to transition are discussed in five broad categories: 

conflicting values and expectations, socialization, support, confidence, and stress.  Before 

addressing these findings, it is important to recognize that the search strategy employed 

retrieved findings from non-nursing literature relating to the transition of graduates. 

Among these findings, the induction period of teachers was identified as challenging 

(Wiebke & Bardin, 2009), where new teachers experience reality shock (Mahmood, 

2013), report discrepancies between their professional ideals and workplace realities, and 

struggle to become independent practitioners (Cherubini, 2009). Similarly, practice 

readiness was a concern noted of graduate physicians (Goldarce, Lambert & Svirko, 

2014), and occupational therapy graduates reported limited technical skills and a 

discrepancy between their perceived competence and workplace expectations (Hodgetts 

et al., 2007). Although only a few articles were found from the search strategy that 

warranted inclusion, they suggest that other professionals face challenges during their 

transition to practice.          

 Conflicting values and expectations. Using a grounded theory approach to study 

14 graduate nurses in their first year of practice working at two Canadian hospitals, 

Duchscher (2008) acknowledged that new nurses in their first three to four months of 

practice recognize what ought to be done, yet accommodate to what is being practiced 

without asking why or challenging the practice.  Unfortunately, closer to the end of the 

first year of practice, these new nurses reflected on such issues as contributing to their 
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lack of fulfillment in their roles (Duchscher, 2008). This mismatch of values is aligned 

with findings from Kramer (1974), who discussed the school-bred professional values 

that new nurses enter practice with are challenged by the existing practice in workplaces. 

New nurses may be compromising standards to maintain the status quo (Duchscher, 

2001), and learning their unit’s rules (Feng & Tsai, 2012).      

 In Taiwan, Feng and Tsai (2012) used a qualitative approach to explore the 

socialization experiences of new graduate nurses to practicing nurses. Three themes 

emerged – overwhelming chaos, learning by doing, and being an insider. Feng and Tsai 

propose a theory of graduate nurse socialization based on the findings. Unfortunately, the 

phenomenological approach taken does not support theory development, and the sample 

was small (N=7). However, the findings are still insightful into the graduate nurse 

experience, among them, illustrating the clashes between professional and organizational 

values reported by the graduate nurse.      

 Expectations of practice are a component of organizational values. Some 

researchers report concerns that employers are seeking new nurses who are ready to hit 

the ground running to meet the urgent needs of the practice settings or set unrealistic 

expectations of new graduates for which they are ill-equipped (Chernomas et al., 2010; 

Clark & Holmes, 2007; Hayman-White, Happell, Charleston & Ryan, 2007; Romyn et al. 

2009). In a Canadian study, Ellerton and Gregor (2003) explored graduate nurses’ 

perception of how adequately prepared they felt for the role of hospital nurse. Using a 

qualitative approach, Ellerton and Gregor interviewed 11 graduate nurses, and identified 

a single theme, learning the job. The graduates felt unprepared and unready, despite an 

average rating of seven out of ten for readiness, and suggested their undergraduate 



 

 

19 

programs were deficient in clinical practice opportunities. The graduate nurses studied by 

Ellerton and Gregor were only 3-months into practice, which may affect the findings, as 

graduates typically are still transitioning. The theme learning the job is comparable to the 

theme of learning by doing reported by Feng and Tsai (2012), suggesting that graduate 

nurses feel unprepared for their clinical environments. Yet, it is not clear from the 

literature if the educational preparation is lacking, the workplace expectations are too 

high for a graduate nurse, or both.       

 Adjusting to expectations of nursing include adjusting to shift work, loss of the 

academic schedule, and challenges of finding work/life balance for many graduate nurses 

(Clare & van Loon, 2003; Halfer & Graf, 2006). Clare and van Loon (2003) used a 

mixed-methods approach to describe graduate nurse experiences (N=137) and sought 

stakeholder feedback (N=350) in Australia. They reported that 59% of graduate nurses 

reported working full-time shift-work and felt consistently tired, physically, emotionally 

and intellectually, and 48% of the graduates reported a lack of professionalism in 

colleagues and a feeling of being bullied. Yet, despite these experiences, the majority of 

the graduate nurses (72%) reported a positive transition. Unfortunately, it is not clear how 

transition was measured.       

 Additional expectations for graduate nurses are those that they place upon 

themselves (Casey et al., 2004; Duchscher, 2001). Learning that it is okay to not know 

the answers has been reported as learning that develops over the transition. Duchscher 

(2001), using a phenomenological approach with a small sample of five graduate nurses 

within their first 6-months of hospital nursing practice to understand work environment 

factors that affect attraction and retention of graduate nurses, suggested that by two to 
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three months, the graduate nurses developed a comfort with fallibility and began to let go. 

 Socialization. Graduate nurses report stresses and challenges with finding support 

from their colleagues, socializing with colleagues, and seeking acceptance (Duchscher, 

2008; Malouf & West, 2011; McKenna & Newton, 2008; Morrow, 2009). In the first 

three to four months of practice, Duchscher (2008) reported that new nurses hide their 

emotions from colleagues to conceal feelings of inadequacy. At this early stage, graduate 

nurses feel the need to fit in socially with the team. Various studies have reported the 

need to fit in and the new graduate wanting respect and acceptance from colleagues 

(Andersson & Edberg, 2010; Malouf & West, 2011), and to feel like part of the team 

(Craig et al., 2012).          

 Malouf and West (2011) reported the desire to fit in as a key finding while 

studying how nine graduate nurses experienced transition in acute care in Australia. 

Using a qualitative, grounded theory approach, Malouf and West suggested that, “fitting 

in was about feeling one’ self to be part of a social group, and the level to which 

participants felt a sense of belonging was determined by self-assessment of one’s 

interactions with key people” (p. 490). Unfortunately, in the new nurses’ attempt to fit in, 

they often compromised their own learning. With a desire to appear knowledgeable, the 

new nurses avoided letting others know when they did not understand the meaning of 

terminology used. In addition, Malouf and West suggested that transition programs, 

which may require new nurses to rotate to different units, can have a negative influence 

on the graduate transition, requiring the graduates to keep striving to fit in on new units.

 The social components of graduate nurses’ transition were discussed by Seright 

(2011). Using a grounded theory design to better understand the clinical decision-making, 



 

 

21 

Seright interviewed and observed 12 graduate nurses working in rural hospitals in 

northern USA. Following three phases of coding and two phases of analysis, sociocentric 

rationalizing was identified as the central phenomena (Seright, 2011). This phenomenon 

referred to, “a sense of belonging and agency which impacted decision 

making…illustrating dominance of social, rather than evidence based aspect of decision-

making” (Seright, 2011, p. 4). Unique to this study was the graduate nurses’ reported 

comfort in calling physicians, which is opposite to the finding of new nurses in magnet 

hospitals (Kramer at al., 2012), and in seeking help from a variety of co-workers, 

including directors of care, who were identified as protectors and role models for the 

graduate nurses.           

 The influence that others, such as physicians, co-workers and supervisors, within 

a graduate nurse’s work environment have on transition to the role has been identified. 

Kramer et al. (2012), seeking to answer what hospitals did to facilitate the transition from 

academic study to professional work, examined 20 magnet hospitals for new nurse 

characteristics; interviews and surveys with 907 nurses, as well as unit and participant 

observations, were completed. Although focused in magnet hospitals, Kramer et al. 

identified key challenges of newly licensed RNs related to their professional 

responsibilities, which included collaborating with physicians, obtaining feedback, and 

constructive conflict resolution.      

 Conflict is a common challenge for graduate nurses. Duchscher (2001) reported a 

theme of unwelcome wagon, which included concerns that new nurses felt they were 

viewed with criticism rather than acceptance, and identified some nurses as not being 

nice. The term horizontal violence is commonly noted in the literature related to the 
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experiences of graduate nurses. Dyess and Sherman (2009), reporting findings from a 

qualitative study examining graduate nurses (N=81) experiences in a community–based 

transition program, identified horizontal violence as a key theme. The analysis was based 

on data collected from pre- and post-program focus groups. The graduates experienced 

unsupportive and unkind nurses in their practice, with one nurse describing other nurses 

as mean. Dyess and Sherman provide recommendations to address this theme, which 

include preparing graduate nurses to help them react appropriately to horizontal violence, 

such as scripted responses and using role-play to practice. Unfortunately, Dyess and 

Sherman do not provide the evidence behind the suggested strategies, nor was literature 

found from this review that address strategies to manage horizontal violence faced by 

graduate nurses.        

 Support. In addition to feeling accepted by colleagues and the team, graduate 

nurses have reported positive experiences when matched with a mentor or preceptor they 

‘clicked with’ (Beecroft, Santer, Lacy, Kunzman & Dorey, 2006). As part of larger 

evaluation study of a residency program at a large care facility in the USA, Beecroft and 

colleagues (2006) completed a quantitative study to evaluate if graduate nurses were 

satisfactorily matched with mentors, received guidance and support, attained socialization 

into the profession, benefited from having a role model, maintained contact with mentors 

and were satisfied with the mentorship. Graduate nurses in the residency program were 

matched with a mentor based on the following guidelines: work in a different work area; 

be in a non-evaluative relationship; and, possess similar clinical backgrounds (for 

example, critical care). Two cohorts of graduate nurses (N=318) completed surveys 

during their last week of a residency program, using a researcher developed and pilot 
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tested survey, which provided graduate nurses the opportunity to provide comments to 

the survey questions.         

 Themes from the content analysis of these comments were categorized as 

satisfaction, support, socialization, and programme requirements. The majority (83%) of 

the graduate nurses reported that they clicked with their mentor (ranging from 63% to 

95%), with supporting comments that illustrated satisfaction with the relationship, such as 

mentors providing good advice and help. Yet some of the new graduates (n=20) met only 

once or not at all with their mentor. Other comments indicated a lack of support, and 

suggested that mentors needed more training, didn’t provide enough guidance or never 

gave suggestions of positive feedback. Beecroft and colleagues (2006) report that six 

percent of comments (n=8) indicated that meeting with a mentor added stress. 

Unfortunately, the authors did not assess transition to identify any relationship between 

support or lack of support received by a mentor to their transition experience.   

 Support from mentors or preceptors, as well as other colleagues is noted 

throughout the literature that examines graduate nurse transition. Lea and Cruickshank 

(2007), using a hermeneutic-phenomenological framework, interviewed a purposive 

sample of 10 new graduates from rural settings in New South Wales, working in small 

and large towns. All graduates were participating in a transition program. The graduates 

expressed challenges such as assimilating into unit cultures such as closely knit social 

cliques, horizontal violence, lack of support in adapting to a full patient workload, and 

limited supervision or guidance. Participants in these rural settings also felt the 

organization placed difficult demands on graduate nurses (Lea & Cruickshank, 2007). 

 Culture was reported as a barrier to feeling supported by graduate nurses in a 
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study by Cleary, Horsfall, Jackson, Muthulakshmi and Hunt (2013a) in Singapore. Using 

a qualitative approach, Cleary et al. (2013a) interviewed graduate nurses (N=17) to 

examine their level of preparation, workplace transition, supports received, leadership, 

development and retention. The graduates reported a “blaming culture” (p. 2907) and the 

majority perceived that they were not supported well enough in the workplace, and were 

not able to identify nursing leaders in their clinical environments. Other themes reported 

by Cleary et al. were manageable workloads, increasing pay and autonomy (related to the 

profession not the individual nurse). The previous researchers (2013b) also reported 

findings from a cross-sectional survey of graduate nurses (N=79) in Singapore, using the 

Nurses’ Self-Concept Questionnaire, with some similarities to the qualitative study noted. 

Specifically, graduate nurses reported interpersonal disrespect and abuse as a barrier to 

career development and progress, but reported supervisors and mentors as facilitators. 

Interpreting these findings to Ontario graduates may be limited due to differences in 

countries and settings, yet receiving support in a supportive environment appears to be a 

common need of graduate nurses regardless of their setting.    

 Confidence. Confidence normally increases with experience for new nurses 

(Andersson & Edberg, 2010; Casey et al., 2004; Ulrich et al., 2010), and has been 

reported by other disciplines such as midwifery (Davis, Foureur, Clements, Brodie & 

Herbison, 2012). Unfortunately, concerns of graduate nurses’ lack of confidence are 

numerous in the literature, with examples related to communicating with physicians, 

delegating, setting priorities, organizing care needs, and making suggestions to the plan 

of care (Casey et al., 2004; Dyess & Sherman, 2009; Kramer et al., 2011), as well as lack 

of confidence contributing to feelings of anxiety (Clare & van Loon, 2003).  
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 Casey, Fink, Krugman and Propst (2004) surveyed a convenience sample of 270 

graduate nurses from six acute care facilities in Denver to identify the stresses and 

challenges experienced by new nurses using the Casey-Fink Graduate Nurse Experience 

Survey©. They found that there was an increase in confidence between six months and 

one year from hire as demonstrated by responses to survey questions on communicating 

with physicians (p<.01), delegating (p<.01) and setting priorities (p<.01). Despite the 

improved sense of confidence reported by graduate nurses at the end of their first year in 

practice, throughout the year graduates expressed feelings of inadequacy with clinical 

knowledge, felt incompetent for patient assignments, and were unsure of their ability to 

learn new skills (Casey et al., 2004). Casey et al. (2004) suggested the experiences of the 

graduate nurses moved from acting like a nurse to being a nurse.    

 Having confidence to provide safe care was among the themes identified as an 

indicator of successful transition by Craig, Moscato and Moyce (2012), along with 

positive feedback and part of the team. Using a transition-to-practice survey tool 

containing open-ended questions, Craig et al. (2012) sought to understand common 

concerns of graduate nurses’ transition to practice and how preceptors address concerns, 

expectations of transition, and indicators of successful transition. As well, Craig and 

colleagues compared the transition experiences between graduates in 2008 and 2010, 

when different unemployment rates occurred in Oregon. Although the samples were 

small (n=42 in 2008, and n=41 in 2010), and all respondents were from one academic 

institution, Craig et al. reported that both cohorts had fear of not knowing what to do in 

unexpected situations (50%, 62%); furthermore, the most helpful attribute of a preceptor 

was modeling best practices (24%, 29%). Although the graduate nurses were asked their 
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satisfaction with preceptorship, it is not clear if all the graduates had a preceptorship. 

Interestingly, Craig et al. reported that a greater proportion of the 2010 cohort were 

employed in non-hospital settings (43%, n=17), such as long-term care, mental health, 

corrections facilities, and community health.       

 In Ontario, Patterson, Hart, Bishop and Purdy (2013) identified the importance of 

understanding the experience of graduate nurses working in home care with the current 

shift of providing care from hospitals to community settings. Using a phenomenological 

approach, Patterson et al. (2013) recruited eight graduate nurses from two home care 

agencies, all of whom had participated in an extended orientation and preceptorship 

through a provincial program, with six to 18 months employment in home care. At the 

time of the interviews, one nurse out of eight had left the home care position after six 

months. Four themes emerged: Deciding if home care is right for me; Personal factors: 

Do I have what it takes?; Relational factors: It’s the relationships that count; and, 

Systematic factors: It’s not what I expected. Patterson et al. suggested that an interplay of 

personal, relational and systematic factors affected the graduates’ decision to remain in 

home care. The personal factors included feeling unsure of their abilities, yet the 

progression from self-doubt to increased confidence was suggested to be important to 

successful transition, where participants who described feeling confident in their ability 

to do the job were more likely to state they intended to stay in their positions. Fostering 

self-confidence were preceptors who were perceived by the graduate nurses as 

encouraging critical thinking and problem solving.    

 Phillips, Esterman, Smith and Kenny (2012) suggested that previous work 

experience may influence a graduate nurses’ confidence and transition. Examining 
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whether pre-registration employment affected transition, Phillips et al. (2012) 

administered a cross-sectional survey with Australian graduate nurses (N=392). 

Measuring transition on a 1-item scale, and comparing transition scores to the type of 

work, Phillips et al. reported transition scores were significantly higher for those who had 

undertaken paid employment compared to the non-workers (p<.05), but that scores did 

not differ between types of employment pre-registration, such as clinical versus non-

clinical.           

 Stress. Lacking confidence and clinical skills needed for some situations are 

among the stressors faced by graduate nurses (Ellerton & Gregor, 2003; Hayman-White 

et al., 2007). Other stressors for new nurses include grappling with the reality of work 

environments, workload demands, unit cultures, policies, role clarity and socialization 

(Chernomas et al., 2010; Duchscher, 2008; Suresh, Matthews & Coyne, 2013). 

Duchscher (2008) reported that graduate nurses expressed stress during the first phase of 

transition related to the variation of clinical contexts, technical skills provided to patients 

(such as starting intravenous treatments), and the worry of “missing something” (p. 445). 

Many of these stresses relate to learning the technical or empirical content and managing 

such tasks with a complete patient assignment.  Similar findings were reported in a 

mixed-methods study of graduate nurses (n=31) and students (n=40) in Ireland (Suresh et 

al., 2013). Focusing on the themes which emerged from the graduate nurses, Suresh, 

Matthews and Coyne (2013) reported excessive workload, difficult working relationships, 

and unmet clinical learning needs. Excessive workload included concerns expressed by 

the graduate nurses of non-nursing tasks, dissatisfaction with low staffing levels, and not 

having enough time to meet the emotional needs of clients.   
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 Communicating with physicians was a finding previously discussed from Casey et 

al. (2004). Further analysis of responses to open-ended questions in the Casey-Fink 

Graduate Nurse Experience Survey© provided insight into stressors identified by graduate 

nurses (Fink, Casey, Krugman & Goode, 2008). Fink, Casey, Krugman and Goode 

(2008) analyzed responses from 5,000 new nurses working in 37 academic hospitals in 

the USA, all of whom had completed a residency program. During the first six months, 

the top three stressors identified were preparation for and awaiting licensure 

examinations, moving away from home to more independent lifestyle, and adjusting to 

expectations of work environment and nurse role (Fink et al., 2008). During the second 

six months, the most stressful factors identified were family responsibilities, being newly 

married or pregnant, acquiring a new home, and entering graduate school (Fink et al., 

2008). The survey results related to stress also indicated that at six months 11% of 

graduate nurses reported stress but at 12 months this number had increased to 18% (Fink 

et al., 2008). The findings highlight the personal stressors faced by new nurses as they 

transition into practice.         

 From the literature reviewed on transition, five transition factors were identified 

as being important to the transition process – values and expectations, socialization, 

support, confidence and stress. Each of these factors, if present or absent, positive or 

negative, are suggested to influence the transition process for graduate nurses in the 

workplace. Although presented separately, the potential for these factors to overlap and 

co-exist is possible and perhaps likely. For example, a workplace where the expectations 

placed on the graduate nurses are unrealistically high, may also be a workplace where not 

enough support is provided to the graduate nurse. Such a workplace may be perceived as 
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stressful for the graduate nurses and not supportive to their developing confidence in 

nursing practice.         

 Transition programs. Many strategies such as residency programs, internships 

and mentorships have been implemented in various countries to improve the new nurses’ 

transition, focusing on providing educational as well as collegial support. A systematic 

review to examine the effectiveness of strategies and interventions that aim to assist the 

transition of graduate nurses was undertaken by Edwards, Hawker, Rees and Bennett 

(2011). The authors reviewed 33 quantitative studies using the Joanna Briggs Institute 

approach, and categorized the programs or support strategies as internship/residency 

programs (n=14), orientation programs (n=7), preceptorships (n=4), nursing student 

transition programs (n=2), and externship (n=1). Outcomes were categorized as important 

to the employers (such as retention, turnover rates) or to the graduate nurse (such as job 

satisfaction). Edwards et al. (2011) concluded that the range of outcomes made it difficult 

to report conclusions, yet suggested that the overall impact of interventions, irrespective 

of the type, was positive.         

 Similar findings were reported in a systematic review by Anderson, Hair, and 

Todero (2012) that described evidence behind nurse residency programs. Anderson et al. 

reported positive program impact on job satisfaction, autonomy, sense of belonging, 

intent to stay, critical thinking, skill competency, self-confidence, stress and professional 

identify. Of particular interest is the common program outcome measures found in 11 of 

the 20 studies included in the review:  retention, recruitment and turnover. Interpreting 

these findings, one may conclude that strategies to improve the transition of graduate 

nurses may also improve retention. Unfortunately, Edwards et al. and Anderson et al. 
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were unable to examine the relationship between transition and retention within their 

systematic reviews.           

 Within Canada, the only identified provincial strategy that targets graduate nurses 

is Ontario’s Nursing Graduate Guarantee (NGG), which aims to increase the portion of 

nursing graduates gaining full-time employment. The initiative, which began in 2007, 

offers full-time mentored support for three to six months; new nurses work in 

supernumerary positions, and secure a permanent full-time position in the organization 

after the initiative is complete (Baumann, Hunsberger & Crea-Arsenio, 2011). A recent 

evaluation by Baumann, Hungsberger, and Idriss-Wheller (2013) used a mixed-methods 

approach to evaluate the NGG policy. The quantitative components of the study included 

surveys to identified stakeholders - new graduates, employers, and union representatives; 

the qualitative approaches included the use of stakeholder interviews with graduate 

nurses and staff mentors, and focus groups with employers.     

 The report identified that Ontario graduated 6,648 nursing students in 2012, with 

approximately one-third participating in the NGG. The sample of new graduates 

participated in the survey was large (N=1,292), representing a 23% response rate 

(Baumann et al., 2013), and was inclusive of both RNs and Registered Practical Nurses 

(RPNs). Variables such as retention, integration and transition of graduate nurses were 

outlined in the objectives of the report (Baumann et al., 2013), yet quantitative 

measurement of these variables were not discussed.               

Summary           

 From the literature reviewed on retention, ITL was a key measurement for 

retention. Elements reported to influence ITL can be categorized as workplace or 



 

 

31 

personal factors. Workplace factors affecting retention are similar between graduate 

nurses and the general nursing population, and include organizational commitment, job 

satisfaction, work environment, support and empowerment. Personal factors include age, 

education level, marital status, home-life obligations, stress, self-efficacy and previous 

work experience. The broader environment in which one works, such as small or rural 

towns versus large, teaching centers, is also suggested to affect ITL. Findings are 

restricted, however, as the majority of studies examining retention in graduate nurses 

were completed within hospital settings.      

 The literature related to the transition of graduate nurses illustrates challenges 

faced by graduate nurses as they transition to practice, including conflicting values and 

expectations within work environments, conflict with colleagues, lack of confidence, and 

stress. As well, the desire of graduate nurses to socialize and fit in with the team has been 

reported in qualitative inquiries. Interventions to support graduate nurses include 

transition programs. In many of the studies examining the graduate nurse experience, the 

graduates were participating in a transition-type program, such as a residency program. 

Although the programs vary in content, and duration, they typically provide support to 

the graduate nurse with assignment of a preceptor or mentor, as well as additional 

education in the workplace. With the exception of the NGG, it was not clear what 

interventions are in place within Ontario to support graduate nurse transitions. As 

previously mentioned, only a third of the graduate nurses were reported to have 

participated in the NGG in 2012 (Baumann et al., 2013); evidence describing institutional 

supports or transition-type programs currently offered to the remaining Ontario graduates 
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was not found.  In Table 2,  key studies reviewed in the literature and the aspects  

addressed are illustrated.  

An overall concern with the transition literature was a lack of measurement of the 

concept as well as outcomes, either positive or negative. It is recognized that many of the 

transition studies used qualitative approaches. However, various constructs associated 

with transition, such as support, stress, professional satisfaction, can be measured by a 

variety of tools, with some specifically designed for graduate nurses, such as the Casey-

Fink Graduate Nurse Experience Survey© (Casey et al., 2004). As previously noted, 

retention, measured as turnover or ITL, is commonly an outcome measure of transition 

programs. Both Kramer (1974) and Duchscher (2008) identified nurses withdrawing from 

the job or seeking other opportunities as possible outcomes toward the end of their 

transition, yet did not explicitly measure job turnover or intention to leave the profession 

or job in their investigations. Based on the importance of transition for graduate nurses’ 

practice, and the concerns with ITL and the need to retain graduate nurses in the nursing 

profession, it is crucial that the relationship between transition and retention is better 

understood and measured.  
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Table 2 

Key studies from the literature review 

Reference Country Sample Theory or 

Framework 

 

Retention Transition Workplace 

Factors 

Personal 

Factors 

Transition 

Program 

Beecroft et al. (2008) 

 

USA 889 ✓ ✓  ✓ ✓ ✓ 

Casey et al. (2004) 

 

USA 270   ✓ ✓ ✓ ✓ 

Goode et al. (2013) 

 

USA 1,013  ✓ ✓ ✓ ✓ ✓ 

Kovner et al. (2009) 

 

USA 1,933 ✓ ✓  ✓ ✓  

Lavoie-Tremblay et al. 

(2011) 

 

Canada (QC) 145 ✓ ✓ 

 

 ✓ ✓  

Peterson et al. (2011) 

 

Canada (ON) 232 ✓ ✓  ✓ ✓   

Phillips et al. (2012) 

 

Australia 392   ✓ ✓ ✓  

Rhéaume et al. (2011) 

 

Canada (NB) 348  ✓  ✓ ✓ ✓ 

Williams et al. (2007) 

 

USA 679  ✓ ✓ ✓ ✓ ✓ 
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Chapter 3 

Theoretical Model 

The selection of a theoretical model to guide this study was informed by the 

literature review. Specifically, models and frameworks of retention and transition were 

reviewed. The selected models and frameworks include those directed towards graduate 

nurses and general models not specific to a sub-population. The findings of this review 

are summarized in this chapter, and the theoretical model for the study presented. 

Models or frameworks of retention 

As discussed in chapter two, retention is often measured by turnover or ITL. 

Hayes et al. (2006) completed a comprehensive literature review of nurse turnover, 

outlining the weakness of the literature, such as the use of inconsistent definitions, 

samples limited to unit or organizational levels, and an over-reliance on cross-sectional 

study designs. Hayes et al. concluded that turnover is complex, and that multivariate 

analysis was needed to better understand the variables used to hypothesize turnover. 

Since the review, a number of researchers have utilized multiple regression analysis to 

improve our understanding of turnover or ITL. The models, however, have been 

relatively weak in explaining the percentage of variance in nurses’ ITL: 20% (Peterson et 

al., 2011); 24% (Rhéaume et al., 2011); and, 34% (Tourangeau & Cranley, 2006). 

Variation in the independent variables, as well as how retention is measured, may 

contribute to these findings. A general limitation to the studies of retention and graduate 

nurses is that the studies have primarily focused on graduates in urban, hospital settings. 
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As well, the concept of transition for the graduate nurse was not included in the models 

reviewed. 

A review of the literature revealed various models (n=14) of nursing retention, 

focused on turnover and ITL, developed between 1989 and 2013, with different 

theoretical underpinnings, and suggesting a variety of determinants of retention. 

Although the variables and measurements vary, three broad categories - ITL, workplace 

factors, and personal factors - can be used to capture the predictors of retention in both 

graduate nurses and the general nursing population. These three broad categories mirror 

those revealed from the previous literature review on retention. One of the models of ITL, 

specific to graduate nurses, is from Beecroft, Dorey and Wenton (2008), who concluded 

that these factors distinguished a graduate nurse with turnover intent, from one without, 

79% of the time. In addition to work environment and organizational factors, such as job 

satisfaction and OC, Beecroft et al. (2008) tested a model that included personal factors, 

such as age, educational level, prior work experience, and stress as predictors of turnover 

intent in graduate nurses based on seven years of prospective survey data collected from 

graduate nurses (N=889) who participated in hospital nurse residency programs (see 

figure 1 below). Beecroft et al. concluded that model was supported by their findings. 
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Figure 1 Beecroft et al. (2008) model of graduate nurses turnover intention 

Theories of graduate nurse transition 

A limited number of theories and models of transition specific to graduate nurses 

were found from the literature reviewed (n=6). Of the non-nursing literature reviewed, 

specific theories of transition were not found. Of those found within the nursing 

literature, Kramer’s (1974) and Duchscher’s (2008) theories have received a great degree 

of recognition in nursing research as evidenced by the volume of citations noted for each.  

Postgraduation nurse socialization. Kramer’s (1974) theory of Postgraduation 

Nurse Socialization is based on diaries and interviews. The convenience sample consisted 

of six volunteers from different geographical locations across the USA, with four of the 

graduates working in hospitals and two in public health. In addition to data from the 

diaries, Kramer reported findings of interviews obtained over three years from a 

convenience sample of 127 new graduates. The longitudinal data collection occurred with 

three graduating classes from a California university school of nursing in 1968, 1969 and 
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1970, at one-year post-graduation, where 82% of the new graduates were working in 

hospitals, and mainly in California (83%) (Kramer, 1974).     

 The underlying concepts of Kramer’s (1974) theory are socialization, “the process 

by which one learns to perform his various roles adequately” (Kramer, 1974, p. 137) and 

role transformation, “the process wherein one changes behavioral expression of a role” 

(Kramer, 1974, p. 138).  Kramer’s theory clearly outlines the process of transitioning to 

the social context and role for graduate nurses, and describes potential outcomes. 

Socialization agents, which can positively and negatively influence the graduate nurses’ 

methods of socialization, the content of the socialization experience, and four phases of 

socialization are discussed in Kramer’s theory.      

 The four phases of socialization are: 1) skill and routine mastery, 2) social 

integration, 3) moral outrage, and 4) conflict resolution (Kramer, 1974). Progressing 

through these phases, a graduate nurse begins with feelings of being overwhelmed with 

the amount of learning, yet then focuses on mastery of skills, routines and procedures 

(Kramer, 1974). Next, the graduate nurse becomes concerned with mastering 

interpersonal relationships with co-workers (Kramer, 1974). The third stage, moral 

outrage, finds the graduate nurse frustrated with the realization that the ideals taught in 

school are not the reality (Kramer, 1974). Finally, graduate nurses move to the final 

phase, conflict resolution, where graduates find themselves maintaining school-bred 

values by either withdrawing from the job or compromising their behavior, changing 

value orientation to the work-values or rejecting both sets of values, or finding the ability 

to integrate both sets of value systems (Kramer, 1974).     

 Stages of transition. Duchscher’s (2008) theory, Stages of Transition, was guided 
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by data retrieved from 14 newly graduated RNs, over a period of 18-months, working in 

hospital settings in two major Canadian cities. Duchscher’s previous research supported 

the development of semi-structured interview templates for one, three, six, nine, 12 and 

18-month interviews, which were modified as the data emerged (Duchscher, 2008). 

Additional sources of data came from pre-interview questionnaires completed by the 

nurses, monthly journals, and focus group discussions during the same time frame 

(Duchscher, 2008).        

 Duchscher’s (2008) theory identifies three phases the graduate nurse moves 

through during the first year of practice – doing, being, and knowing. The first phase, 

doing, occurs during the first three to four months of practice (Duchscher, 2008). 

Duchscher describes the doing phase as emotional and intense for the graduate nurse, 

who moves through the processes of discovering, learning, performing, concealing, 

adjusting and accommodating. Overcoming the steep learning curve of the first phase, the 

graduate moves onto the second phase, being, which occurs for the next four to five 

months (Duchscher, 2008). During the being phase, the graduate advances skills and 

competencies, and moves through the processes of searching, examining, doubting, 

questioning and revealing (Duchscher, 2008). It is in this phase that the graduate 

experiences a “crisis of confidence” (Duchscher, 2008, p. 446), with feelings of insecurity 

about requisite competencies and abilities, coupled with feelings of abandonment without 

the supervision of experienced nurses (Duchscher, 2008). Finally, the graduate enters the 

knowing phase. During the ninth to twelfth month of practice, Duchscher (2008) suggests 

that the graduate nurse reconnects with the larger nursing profession, has only moderate 

stress, and is able to maintain a level of confidence and comfort in the role, 
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responsibilities, and routines. The processes in the knowing phase include separating, 

recovering, exploring, critiquing and accepting (Duchscher, 2008). Although the theory 

articulates that many of the initial challenges faced by graduate nurses resolve in the final 

stage, new challenges and concerns emerge for the graduate nurse, such as professional 

devaluing and the search for fulfillment outside of the acute bedside practice role 

(Duchscher, 2008).         

 Within each phase, Duchscher identifies processes the graduate nurse completes. 

Between the phases of doing and being, Duchscher’s depiction of the theory identifies 

transition shock, and between the phases of being and knowing, transition crisis. 

Although presented as a linear process, Duchscher suggests the transition is neither linear 

nor prescriptive, recognizing that graduates may regress in some situations and contexts; 

hence, the graduate can be found at different points along the continuum of transition 

presented by the stages in the theory.       

 While both Kramer’s (1974) theory of Postgraduation Nurse Socialization and 

Duchscher’s (2008) theory of Stages of Transition recognize the influence of personal 

characteristics and environmental factors on graduate nurse transition, the discussion is 

limited and not clearly presented. For example, Duchscher (2008) identifies a number of 

personal factors such as self-confidence and self-trust at different stages throughout the 

theory of Stages of Transition; yet, the influence of personal factors are not presented in 

the diagram of the theory. Duchscher suggests that sociocultural and developmental 

changes occurring in the nurses’ “broader lives” (Duchscher, 2008, p. 445), such as new 

living arrangements, relationships, and acquiring debt, serve as distractions or unexpected 

burdens. Duchscher also reported that graduates find refuge in their personal lives, while 
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struggling with self-trust.          

 The lack of description of the samples associated with Duchscher’s (2008) and 

Kramer’s (1974) theories makes it difficult to determine transferability for Ontario’s 

graduate nurses. From a provincial perspective, Ontario’s new nurses are diverse. In 

2013, there were 4,953 new registered practical nurses (RPNs) in Ontario, and 4,947 new 

RNs with 13% of RNs and 24% of RPNs being internationally educated (College of 

Nurses of Ontario, 2014). Romyn et al. (2009) also reported the “changed body” (p. 10) 

of new graduates, suggesting that graduates are no longer a homogenous group, and 

identified varying ages of men and women, differing developmental stages, ethnic 

groups, and personal responsibilities as evidence of this phenomenon.  One may presume 

that with a more diverse workforce, personal factors may vary significantly among 

graduates, influencing the graduate nurses’ transition to practice. Furthermore, Kramer’s 

theory was based on data gathered nearly 50 years ago; therefore, may be less reflective 

of today’s graduate nurses.        

 In the studies reviewed, graduate nurses worked in a variety of settings, yet the 

role of how one’s environment affected transition was unclear. Kramer (1974) and 

Duchscher (2008) identify components of work environments and social context 

throughout their theories; however, the environment is not contextualized in their theories 

of graduate nurse transition. For example, Kramer recognizes the conflict between 

school-bred and organizational values that influence the graduate nurses’ socialization, as 

well as members of the care team as agents of socializations, but provides limited insight 

into the overall impact of the environment, inclusive of work environment, organization, 

community and even society. How the transition may differ for graduates working in 
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various settings is not explored by the theories. Schumacher and Meleis (1994) suggest 

that transitions, such as the role transitions of graduate nurses, are shaped by the 

environment in which they occur, where supports and resources may facilitate the 

transition. A broader examination of the work environments and community in which the 

work settings are located requires investigating the societal conditions and policies that 

can impact the transition of graduate nurses. Based on the critical review of Kramer’s and 

Duchscher’s theories, these were rejected as the theoretical frameworks to guide this 

study. A broader theory of transition, which includes recognition of community and 

societal influences on transition, was sought.                

Transition theory         

 Meleis (2010) suggests that transitions occur when one passes from one life 

phase, condition, or status to another, and identifies that the concept embraces the 

elements of process, time span, and perceptions. Although individuals experience 

transitions differently, there are commonalities of three common phases - entry, passage 

and exit. Specifically examining role transition, Meleis identifies that one incorporates 

new knowledge, alters behavior, and redefines oneself in their social content. Duration 

through each phase may vary and can be shaped by personal, community and societal 

conditions (Meleis, 2010).         

 Elements from the middle-range transition theory (Meleis et al., 2000), presented 

in figure 2, were used to guide the current study. Specifically, the transition conditions – 

personal, community and society – identified in the transition theory were tested. 
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Figure 2 Middle-range transition theory (Meleis et al., 2000) 

 Meleis et al. (2000) suggest a number of conditions that may facilitate or inhibit 

transition, which include personal, community and societal conditions. Personal 

conditions include meaning, cultural beliefs and attitudes, socioeconomic status, and 

preparation and knowledge (Meleis, et al., 2000). Personal meaning from events 

precipitating the transition may hinder or help one progress through transition (Meleis, 

2010). Hence, past experience contributes to the meaning and choices made during 

transition. Reflecting on new nurses, this component highlights the importance of the 

student experiences and may lead to preference of work environments and employment 

choices. When one gives meaning to a transition, it may be positive, neutral or negative. 

Depending on one’s cultural beliefs and attitudes, emotional states expressed during 

transition may vary. Meleis et al. describe anticipatory preparation facilitating the 

transition experience, which includes what to expect during the transition that may be 

influenced by community and society conditions.       

 The community and societal conditions are of particular importance when 
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examining new nurses and the impact of work environments and job satisfaction on 

intention to leave (Peterson et al., 2011). Community conditions include community 

resources, which includes role models, answers to questions, and relevant information 

(Meleis et al., 2000). Societal conditions that may facilitate or inhibit transition include 

cultural attitudes, priorities and inequities within the society (Meleis et al., 2000). 

Societal policies, including those related to education as well as health care systems, 

shape how new nurses are educated and prepared, as well as their employment status and 

work environment supports, such as residency or transitional-support programs.

 Passing through transition phases “entails extensive mobilization of personal 

resources to cope with the stresses any change brings” (Meleis, 2010, p. 17); yet ending a 

transition implies one is reaching a point of stability (Meleis et al., 2000). Indicators of a 

healthy transition include subjective sense of well-being, role mastery of new behavior, 

and the well-being of interpersonal relationships (Meleis, 2010). Occurring later in the 

transition period, role mastery demonstrates a sense of stability and nearing the end of 

transition (Meleis et al., 2000). Additional indicators related to role mastery include 

feeling connected, interacting, developing confidence and coping, and understanding 

one’s current location. These indicators outline processes, where the person undergoing 

transition reflects on the transition and their community. The reflection required in these 

processes may help to bring about change and stability.     

 A negative outcome of transition may result in role insufficiency, described as 

one’s perception of his/her performance in a role as inadequate (Meleis, 2010). 

Termination of roles and moving in and out of roles are situations of role insufficiency. 

This is particularly important when examining new nurses and the identified challenges 
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of turnover and intention to leave. Role supplementation is a process where one seeks to 

decrease or prevent role insufficiency; role clarification, role taking, role modeling, role 

rehearsal, a reference group, communication and interaction are components of role 

supplementation (Meleis, 2010). Based on the transition conditions outlined by Meleis et 

al. and the most salient findings of the literature review, notibably Beecroft et al. (2008) 

model of graduate nurse turnover intention, the theoretical model used for the study is 

illustrated in figure 3. 

  

 

 

 

 

 

 

 

 

 

 

Figure 3 Theoretical model 
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Chapter 4 

Research Methods 

The literature review and analysis of existing models and theories of retention, 

ITL and transition revealed gaps and opportunity for future study. This study aimed to 

test a theory linking ITL and transition, and the personal, community and societal 

conditions of transition. Presented in this chapter are the research questions and 

hypotheses for this study that were developed to address the gaps in knowledge, and the 

research design and procedures used to implement the study. The survey measurements, 

data analysis and data preparation for analysis, and ethical considerations are also 

discussed.  

Purpose 

The purpose of the study was to better understand the relationship between 

transition and graduate nurses’ ITL, and to test a theoretical model. Although many 

studies suggest that poor transition may lead to ITL, evidence to link the two constructs is 

lacking. For this study, transition is measured at a point in time, and is an outcome; ITL 

considers both ITL a job and ITL the profession. 

Research questions. The research questions were: 

1. What is the relationship between personal, community, and societal conditions 

and graduate nurses’ workplace transition?  

2. What is the relationship between graduate nurse workplace transition and 

intention to leave?  

Hypotheses. Based on the literature and proposed theoretical model, the study 

hypotheses were: 
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1. Personal conditions, such as lower work/family conflict, lower role stress, and 

higher self-efficacy positively influence a graduate nurse’s transition to the 

workplace, and, subsequently, decrease a graduate nurse’s the likelihood of 

reporting ITL. 

As discussed in the literature review, personal conditions, such as home-life 

obligations, contribute to work/family conflict and self-efficacy and influence transition 

and ITL. 

2. Community conditions, such as job satisfaction, organizational commitment, 

empowerment, and supportive work environments, positively influence a graduate 

nurse’s transition to the workplace, and, subsequently, decrease the likelihood of a 

graduate nurse reporting ITL.  

3. Societal conditions, such as participation in a transition-type program can 

influence retention and transition; graduate nurses who participated in the NGG 

initiative for more than 12 weeks will report fewer expressions of ITL and a 

positive transition.  

As previously discussed, researchers state that graduate nurses with positive 

collegial relationships within their health care team, and participation in a transition-type 

program report a positive transition. Variation in transition-type programs was recognized 

in the literature, and although the NGG program is available for Ontario graduate nurses, 

the operationalization of the policy varies across organizational and settings. However, 

given that the time frame to transition extends beyond 12 weeks, graduate nurses who 

have participated in the NGG for longer than 12 weeks may have felt more supported, 
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contributing to a positive transition and less intention to leave, both the organization and 

the profession.  

4. Intention to leave is related to the graduate nurse’s transition experience; if the 

graduate nurse has a positive transition, then she or he is less likely to report ITL. 

Within the literature, numerous challenges are associated with graduate nurse 

transition. As many of these challenges overlapped with the predictors of intention to 

leave, such as unsupportive work environments, lack of confidence, and stress, the 

hypothesis and proposed model suggest a relationship between the two constructs, and 

suggest that if transition is perceived as negative by the graduate nurse then the graduate 

nurse will be more likely to report ITL.  

Research design 

The research design for the study was predictive, non-experimental, that 

incorporated a cross-sectional survey, as well as stakeholder engagement for informing 

and disseminating the study recommendations. The predictive, non-experimental design 

was used to test the model, and identify the conditions influencing graduate nurses’ 

transition and ITL. The design did not allow the researcher to assess change that may 

occur over time; however, the interest is in the selected time frame and one would expect 

changes to occur as graduate nurses continue to gain experience.  

Sample. In Ontario, graduate nurses include RPNs and RNs; however, only RNs 

were sampled for this study. Although the number of new nurses to each category is 

comparable, with 3,859 new RNs and 3,594 new RPNs in 2013 (College of Nurses of 

Ontario, 2014), a report on new members to the College of Nurses of Ontario (CNO) 

(2014) outlines differences between the two categories, including average age, 
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employment status (full-time, part-time), and practice settings of employment. The report 

is not specific to graduate nurses, where new members can include those that are 

relocating to Ontario and have practiced nursing elsewhere, but does provide some data 

specific for new nurses who completed their initial nursing education in Ontario. Because 

of these differences, and the desire to test a theoretical model for the first time, a sample 

of only RNs helped to reduce the likelihood of extraneous variables that may influence 

research results.        

 Inclusion and exclusion criteria. As previously defined, graduate nurses for the 

purposes of this study included those with initial registration to a general RN class with 

the CNO, within the last two years, and employed in nursing. As the sampling methods 

included the use of a CNO contact list, additional inclusion criteria included graduate 

nurses identifying English as their preferred language of communication, and nurses who 

had indicated a willingness to participate in research when completing their CNO profile 

or when completing the CNO annual renewal process. The portion of RNs, initially 

registered with the CNO between 2013 and 2015, who agreed to share their personal 

information for research purposes was approximately 42% (S. Weatherley, personal 

communication, January 9, 2017). Internationally educated graduate nurses were 

excluded.         

 Sample size. Small to moderate effect sizes have been reported in the literature 

for some of the factors related to job satisfaction, nursing environments and ITL 

(Rhéaume et al., 2010; Ulrich et al., 2010). For structural equation modeling (SEM) 

larger sample sizes are desired, and the desired sample size increases with the complexity 

of the model (Kline, 2011). Using an a-priori sample size calculator for structural 
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equation modelling (Soper, 2014), and estimating an effect size of .25, maintaining power 

at .80, probability level .05, for five latent variables, and 23 observable variables, the 

minimum sample size needed for the model structure is 229 (Soper, 2014). Estimating a 

response rate of 30%, comparable to response rates of other studies of graduate nurses in 

Canada (Lavoie-Tremblay et al., 2011; Rhéaume et al., 2011), and the need to account for 

potential loss of data (such as incomplete data or missing data), surveys were circulated 

to 700 graduate nurses throughout Ontario to obtain a sufficient sample.    

 Sampling procedures. Access to a random sample of nurses meeting the 

inclusion criteria was achieved through a request to the CNO for a computer, randomly-

generated contact list of graduate nurses. In Ontario, all new nurses upon registration are 

sent a letter from the CNO and instructed to complete an online profile, which is how 

nurses indicate if they would like to have their home address shared with third parties for 

the purpose of research. A randomly generated list with names and mailing addresses of 

700 nurses, initially registered between January 2014 and April 2015, who agreed to 

share their mailing address for research purposes was obtained from the CNO in June 

2015.           

 Survey development and administration. The survey was pre-tested with 10 

nurses. These nurses (one RPN, nine RNs) had experience in a variety of practice settings 

(hospital, community, public health, long-term care and rehabilitation, and mental 

health). Experience and familiarity from the pre-testers in these various work settings 

helped to ensure the wording of questions was applicable to different nursing 

environments. Feedback from pre-testing was used to enhance readability and use-

friendliness of survey. Formatting changes were made based on feedback from the pre-
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testing participants, including the design of the overall survey; however, no changes to 

questions within the survey were required. Participants in pre-testing were not eligible to 

participate in the main survey. The questionnaire is found in Appendix B.    

 The initial mailing of the survey in June 2015 included a cover letter outlining the 

purpose of the survey as well as confidentiality, the questionnaire, and an envelope with 

pre-paid postage for returning the survey (Waltz, Strickland & Lenz, 2010). A reminder 

postcard was sent two weeks later, followed by letters to non-respondents four weeks 

after the original mail out, including another copy of the questionnaire, representing a 

modified total design method for mail surveys (Dillman, Smyth & Christian, 2014). Data 

collection was complete by November 2015.        

Survey instruments         

 In alignment with the theoretical model, independent variables for the cross-

sectional survey focused on personal, community and societal conditions, with transition 

as a mediator, and the dependent variable was ITL. Demographic data collection sought 

to provide personal characteristics, workplace, and societal information. Ten tools were 

used to measure the theoretical constructs of personal and community conditions, 

transition, and ITL (see table 3). Where items in the tool referred to a hospital, the 

wording was changed to organization to capture respondents working in a variety of 

practice settings. 
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Table 3 

Variables, measurement tools, and location in questionnaire  

Component of 

theoretical 

model 

 

Variable Measurement tool Source Question 

number in 

questionnaire 

 

Personal 

conditions 

Self-efficacy 

 

Personal Efficacy 

Belief Scale  

 

Riggs et 

al. 1994 

11  

Role stress 

 

Role stress Mohrman 

et al. 1979 

  

18  

Home-life 

obligations 

Work-family 

conflict 

Netemeyer 

et al. 1996 

12  

Community 

conditions 

Organizational 

commitment 

 

Organizational 

Commitment 

Questionnaire 

 

Angle & 

Perry, 

1981 

23  

Job satisfaction 

 

Global Job 

Satisfaction 

Blaauw et 

al. 2013 

 

22  

Work 

environment 

 

Practice 

Environment 

Scale of the 

Nursing Work 

Index  

 

Lake, 

2002 

19, 20  

Empowerment 

 

Empowerment 

scale  

Menon, 

2001 

 

21  

Fitting in  

 

Becoming part of 

the team 

Halfer et 

al. 2008 

 

24 (last two 

items) 

 

Transition 

(mediator) 

 

Transition 

 

Casey-Fink 

Graduate Nurse 

Experience 

Survey 

Casey et 

al. 2004 

7, 14, 15, 24  

ITL 

(dependent  

variable) 

Intention to 

Leave 

Turnover 

Intention 

 

Nursing Retention 

Index 

Kelloway 

et al. 1999 

 

Cowin, 

2002 

 

26 

 

 

27 
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Personal conditions. 

Self-efficacy. The Personal Efficacy Belief Scale (PEBS) measured self-efficacy 

(Riggs, Warka, Babasa, Betancourt & Hooker, 1994). Based on Bandura’s theory of self-

efficacy, the scale is designed to assess an individual’s self-efficacy regarding general 

job-related performance, and is not specific to a work task. Use of this 10-item scale, with 

responses on a six-point Likert-like scale, has demonstrated good internal consistency 

estimates, with a Cronbach’s alpha reported at .82 (Peterson et al., 2011), similar to the 

initial psychometric analysis by the originators, with an alpha of .86 (Riggs et al., 1994). 

Validity of the scale was assessed by Riggs and colleagues, using an obliquely rotated 

principal axis factor analysis; all 10-items loaded to one factor.     

 Role stress. Sources of stress for graduate nurses include role overload and role 

ambiguity (Chang & Hancock, 2003). An 8-item scale for role stress consisting of two 

subscales, measuring role overload with three items (α=.82) and role ambiguity (α=.81) 

was used (Mohrman, Cooke & Mohrman, 1979). Role stress is believed to occur when 

there is incongruence between perceived role expectations and achievement (Chang & 

Hancock, 2003). Role ambiguity arises from a lack of role clarity or information on role 

definition and role performance; role overload is the result of one being expected to 

complete a variety of tasks in insufficient time (Chang & Hancock, 2003).   

 The scale uses a 5-point Likert-type scale (never, rarely, sometimes, often, and 

very often). High test-retest reliability (r=.84) of instrument is noted, as well as 

moderately high internal reliability (r=.80) (Chang & Hancock, 2003).  Prior factor 

analysis of the scale resulted in items loading to two factors, which corresponded to the 

two sub-scales (Mohrman et al., 1979), with 60% of the variance in scores explained by 
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the two factors (Chang & Hancock, 2003).       

 Work-family conflict. A 5-item scale using a 5-point responses scale (1=total 

disagreement, 5=complete agreement) measured work-family conflict (Netemeyer, Boles 

& McMurrian, 1996). Work-family conflict is a form of inter-role conflict, which 

develops as demands from one role (work) make it difficult to meet requirements of 

another role (family) (Netemeyer et al., 1996). Prior CFA of the scale resulted in all items 

loading on one factor (Netemeyer et al., 1996), and a reported Cronbach’s alpha value for 

the scale of .89 (Simon, Müller & Hasselhorn, 2010).    

 Community conditions.     

 Organizational commitment. A 9-item short form of the Organizational 

Commitment Questionnaire measured affective commitment (Angle & Perry, 1981). The 

nine statements correspond to a 7-point Likert-like scale (1=strongly disagree, 7=strongly 

agree), and focus on the attachment of the respondent to the employing organizations, 

including organizational goals and values (Mowday, Steers & Porter, 1979). Prior factor 

analysis found the 9-items loaded to one factor, with a Cronbach’s alpha value of .89 

(Angle & Perry, 1981).        

 Job satisfaction. Many tools are available to assess job satisfaction, where 

satisfaction reflects the specific task environment when one performs job duties 

(Mowday, Steers & Porter, 1979).  There are two main approaches to the measurement – 

global measurement of job satisfaction or measurement of the facets of job satisfaction. 

For the purposes of this survey, a 10-item scale measuring global job satisfaction (Blaauw 

et al., 2013) was used. Statements about satisfaction are rated using a 5-point Likert scale 

(1=strongly disagree, 5=strongly agree), which include satisfaction with their job in 
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general, and intrinsic and extrinsic job attributes (Blaauw et al., 2013).  Previous analysis 

findings include a Cronbach’s alpha value of .83, and an exploratory factor analysis 

(EFA) identified one factor, with all ten items explaining 41% of the total variance 

(Blaauw et al., 2013).        

 Practice environment scale of the nursing work index. The Practice 

Environment Scale of the Nursing Work Index (PES-NWI) was used to examine the work 

environment. Several tools exist to assess nursing work environments; however, the PES-

NWI has been proposed to be the most useful (Lake, 2007). The five domains of the PES-

NWI include 9-items on nurse participation in hospital affairs; 10-items on nursing 

foundation for quality of care; 5-items on to nurse manager ability, leadership and support 

of nurses; 4-items on staffing and resource adequacy; and 3-items on collegial nurse-

physician relations, with Cronbach's alpha values for these subscales ranging from .73 to 

.85 (Lavoie-Tremblay et al., 2011; Rhéaume et al., 2011). This 31-item scale rates items 

on a 4-point Likert-type scale (1=strongly disagree, 4=strongly agree). The two sub-

scales of related to nursing participation and nursing foundation address organization-

level phenomena, while the other three sub-scales address unit-level phenomena 

(Warshawsky & Havens, 2011). Prior EFA findings of the scale are reported, and validate 

the composition of the five sub-scales (Lake, 2002).   

 Empowerment. To assess one’s perceived control, competence and goal 

internalization, a 9-item empowerment scale (Menon, 2001) was used. The three 

components of psychological empowerment – perceived control, perceived competence, 

and goal internalization – are each measured with three items, rated on a 6-point Likert 

scale (1=strongly agree, 6=strongly disagree) (Menon, 2001). Menon (2001) suggests that 
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perceived control, one’s perceived influence or control over others, is vital for feelings of 

power. Perceived competence is a belief in one’s capabilities to meet the situational 

demands, where one avoids activities that exceed the individual’s skills and get involved 

when one believes a situation to be within the individual’s power to handle (Menon, 

2001). Goal internalization refers to when leaders have formulated and articulated goals, 

that energize and empower the worker, who in-turn internalized these goals (Menon, 

2001).          

 Reported Cronbach’s alpha values for the subscales have been high for perceived 

control (α=.78), perceived competence (α=.91), and goal internalization (α=.93) 

(Rhéaume et al., 2011). The scale underwent EFA and CFA when developed (Menon, 

2001). The EFA, using Varimax rotation, led to tool refinement, and subsequent CFA 

supported the revision (Menon, 2001). The revised sub-scales and items were used in this 

study.          

 Becoming part of the team. Halfer, Graf and Sullivan (2008) identified becoming 

part of the team as a factor in their job/work satisfaction scale. Completing factor analysis 

using Varimax rotation, the factor included two items that are rated on a 4-point scale 

(1=strongly disagree, 4=strongly agree): a) I feel accepted by co-workers (loading factor 

.73); and, b) I feel accepted by other disciplines (loading factor .64).  These two items 

were included in the survey.        

 Transition measurement. The Casey-Fink Graduate Nurse Experience Survey© 

was utilized to measure transition (Casey et al., 2004); the instrument assesses a graduate 

nurse’s overall comfort and confidence with independent practice. The survey consists of 

30-items, with Likert scale responses (1=strongly disagree, 4=strongly agree), and takes 
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approximately 15 to 20 minutes to complete (Casey et al., 2004). The originators of the 

survey reported adequate internal consistency with initial testing of the instrument 

(α=.78). Permission to use the survey in this study was obtained (see Appendix C).  

 The components of the survey include 9-items to measure support (α=.90), 5-

items for patient safety (α=.79), 7-items for stress (α=.71), 6-items for 

communication/leadership (α=.75), and 3-items for professional satisfaction (α=.83) 

(Casey et al., 2004). The subscales of the survey are not defined. The patient safety sub-

scale has been referred to as organization-prioritizing or priority setting/organizing by 

other researchers (Rush, Adamack, Gordon, Janke & Ghemen, 2015; Williams, Goode, 

Kresk, Bednash & Lynn, 2007). Exploratory factor analysis reported by the survey 

developers identified 5-factors (labeled as the sub-scales), accounting for 46% of the 

variation in total scores (see Appendix C).      

 In addition to the Casey-Fink survey, a global question to measure transition was 

included. Graduate nurses were asked to rate their transition on a scale of one to 10, with 

a low score indicating a poor transition and a higher score indicating a successful 

transition (Phillips et al., 2012). Following this item, an open-ended item asked 

respondents to describe transition facilitators, barriers, and to provide specific examples 

of each.           

 Measurement of intention to leave. A variety of tools and researcher-posed 

questions are available to measure ITL.  Two scales, a turnover intention measure 

(Kelloway, Gottlieb & Barham, 1999) to assess ITL the job, and the Nurse Retention 

Index (NRI) (Cowin, 2002) to assess intention to leave the profession were used. The 

turnover intention scale is a 4-item measure to assess turnover intention, that asks 
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respondents to rate responses on a 5-point Likert scale (1=strongly disagree, 5=strongly 

agree) (Kelloway et al., 1999). Original testing of the measure reported high internal 

consistency with repeated measures (α=.92 at time 1, and α=.93 at time 2) (Kelloway et 

al., 1999), and subsequent use by other researchers reported Cronbach’s alpha of .82 

(Leiter & Maslach, 2009; Laschinger, et al., 2009). Results of factor analysis of the 

measure were not found.        

 The NRI contains six declarative statements and utilizes an 8-point Likert-type 

scale (1=definitely false, 8=definitely true) (Cowin & Hengstberger-Sims, 2006), to 

measure a single global construct, job or career intention. The statements include both 

positively and negatively worded items (Cowin, 2002). In contrast to the turnover 

intention measure discussed above, the items in the NRI are not specific to a job, asking 

questions related to the profession of and career in nursing. Results from the original 

development and testing of the NRI include Cronbach’s alpha values of .95 and .97, with 

analysis from two groups (Cowin, 2002). Construct validity was assessed with 

confirmatory factor analysis; the six items of the NRI demonstrated a good fit with the 

data (Cowin, 2002).         

 In total, the aforementioned tools and demographic variables resulted in 151 

questions. The pre-testing, occurring between March and April 2015, determined the 

amount of time needed to complete the survey was approximately 20 to 25 minutes.  

Data analysis          

 Data was analyzed using Statistical Software for Social Sciences® (SPSS) version 

22 to obtain both descriptive and inferential statistics. Descriptive statistics provided 

information on the sample participants and was compared to provincial statistics available 
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for graduate nurses to support generalizability of findings. Analysis of Moment 

Structures® (Amos) version 23, was utilized to complete structural equation modeling 

(SEM) to test the model.                 

Structural equation modeling       

 Uses of SEM include testing theoretical frameworks and identifying correlations 

between multiple items and factors (Kellar & Kelvin, 2013). Although other analysis 

methods, such as path analysis, can be used to test theories, SEM is advantageous as it 

supports the use of multiple measures of theoretical constructs, and provides greater 

precision in theory testing (Kellar & Kelvin, 2013). The general steps for completing 

SEM include: model specification, model identification, selection of measures and 

collection, preparation and screening of data, followed by estimating the model and 

evaluating the model fit, interpreting parameter estimates, and considering equivalent or 

near-equivalent models (Kline, 2011).       

 Model specification and identification. Structural equation modeling tests two 

models simultaneously – the theoretical model and the measurement model – where both 

models together are referred to as the full model (Kellar & Kelvin, 2013). Specification is 

the representation of the hypotheses into the model, and is considered the most important 

step in SEM because results from other steps assume the model is correct (Kline, 2011). 

This step is typically done through a diagram (Ullman, 2006). In SEM, both independent 

variables and dependent variables can be either measured variables (observed) or latent 

variables (unobserved). Representation of these variables differs, with circles or ovals 

used to represent latent variables and rectangles signifying observed variables (Ullman, 

2006). In this study, the theoretical constructs are not measured directly, and are 
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represented by the latent variables in the measurement model.   

 Model identification focuses on whether there is a unique set of parameters 

consistent with the data (Byrne, 2010). Structural models may be: 1) just-identified, 

where there is one-to-one correspondence between the data and structural parameters; 2) 

over-identified, where the number of estimable parameters exceeds the number of data 

points; or 3) under-identified, where the number of parameters to be estimated is less than 

the number of data points (variances and covariances) (Byrne, 2010). In SEM, the aim is 

to specify an over-identified model.        

 To identify the model, measurement of each variable is determined. For 

unobserved or latent variables, this requires mapping to an observed variable (Byrne, 

2010). The measurement model (figure 4) defines the relationships between the observed 

(represented as rectangles) and unobserved variables (represented as ovals) (Byrne, 

2010), thereby linking the measured variables from study instruments to the underlying 

constructs or unobserved, latent variables. Also depicted in figure 4 are measurement 

error for each observed variable; residual terms for the outcome latent variables 

(transition and ITL); paths from each independent variable observed (representing the 

personal, community and societal conditions of transition) to the latent variable of 

intention to leave, necessary to test for mediation; and, covariances between the predictor 

latent variables (role stress, empowerment, and work environment). 



 

 

60 

 

Figure 4 Measurement model



 

61 

 

 According to Kline (2011), an intervening or mediator variable is presumed to 

transit some of the causal effects of prior variables onto subsequent variables. A 

mediation model is used to assess the extent to which the effect of the independent 

variable on the dependent variable is direct or indirect via the mediator (Iacobucci, 

Saldanhan & Deng, 2007). As previously discussed, transition is influenced by numerous 

conditions, and therefore, varies among individuals. In this study, transition will be 

examined as a mediator variable. Specifically, the model hypothesizes that transition is 

the mechanism that underlies the relationship between graduate nurses’ perception of 

personal, community and societal conditions of transition and ITL.     

 Preparing the data. To prepare the data for SEM, the variables were assessed 

for missing data, outliers, distributions, reliabilities and collinearity. The data preparation 

was completed on all variables in the measurement model initially proposed.  

 Missing data. Missing data can bias conclusions made in research (Byrne, 

2010); therefore, all missing data were reviewed. Dong and Peng (2013) report that there 

is no established cut-off regarding an acceptable percentage of missing data. Despite this, 

less than 5% to 10% missing data has been reported as being of little concern or not too 

large (Byrne, 2010; Kline, 2011), especially if the reason for data loss is accidental or not 

systemic (Kline, 2011). Reviewing missing data at the construct level (sub-scale and 

scale), 159 cases were complete (73%) and 58 incomplete (27%). Three constructs had 

more than 5% missing responses, these were: participation in a transition program (6% 

missing, n=13), support (7% missing, n=14), and nursing foundation for quality of care 

(5% missing, n=11). Given that the portion of missing data is not the only criteria the 

researcher should rely upon (Dong & Peng, 2013), further analysis of the missing data 
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was completed. Specifically, Little’s Missing Completely at Random (MCAR) test was 

completed in SPSS. Little’s test result was Chi-square 4,130, with degrees of freedom 

7,552, and was not significant. Therefore, it was concluded that the missing data was 

probably MCAR.        

 Despite the small portions of missing data and the conclusion that the missing 

data was completely at random, an approach was deemed necessary to deal with the 

missing data to support analysis of the data. Although maximum likelihood estimation for 

missing data can be used in Amos, not all functions are possible with missing data (for 

example, calculation of modification indices). To identify outliers in the data set, missing 

values were replaced with mean imputation for the variables. Despite concerns that 

replacement of missing values with means, a single-imputation method, can 

underestimate error variance (Kline, 2011); this approach supported the needed analysis 

in SPSS to identify multivariate outliers. All data and preliminary analysis were rerun 

using the complete dataset. Despite the change to the dataset (i.e. use of serial mean 

imputation), no significant changes were detected in the results.  

 Outliers. The data was assessed for univariate outliers by inspecting frequency 

distributions of z-scores, using the criteria that an absolute z-score greater than three 

indicates an outlier (Kline, 2011). Specifically, z-scores were created for each continuous 

observed variable, and continuous descriptive variables included in the survey. In total, 

five outliers were found for the variable of age, and one outlier for length of alternative 

transition program. Seven additional outliers were found for the Patient Safety (n=1), 

Support (n=2), Professional Satisfaction (n=1), Perceived Competency (n=1) sub-scales 

and NRI scale (n=2).          
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 A review of these outliers was completed, and each survey reviewed for data 

entry error. No data entry errors or failure to specify a missing code were found; 

therefore, the outliers were considered valid scores (Kline, 2011). For each outlier, all 

variables were reviewed and the data were assessed as resembling other findings, and the 

participants with outliers deemed to be from the same population as the rest of the 

sample. Therefore, the outliers were retained in the sample. To reduce the influence of the 

extreme scores, the outliers for age and alternative transition program were converted to 

the next most extreme scores within three standard deviations of the mean (Kline, 2011). 

However, the scale scores were left unchanged.      

 To assess for and identify multivariate outliers, which is an outlier with an 

extreme score on two or more variables (Kline, 2011), Mahalanobis distances (D2) were 

calculated to measure the distance in standard deviation units between sets of scores for 

one case and the sample means for all variables (Byrne, 2010). Using SPSS, Mahalanobis 

distances (D2) were calculated for each case for all the variables in the measurement 

model. Values of D2 with a probability greater than .001 were considered multivariate 

outliers; three were identified and removed from the data set prior to further analysis. 

 Distribution normalcy. The distribution of each continuous variable in the 

measurement model was reviewed for normalcy. Kline (2011) suggests that the skew 

index (SI) and kurtosis index (KI) measures provide the best precision for assessing 

distribution. The sign of SI indicates the direction of the skew, and a value of zero 

indicates symmetrical distribution (Kline, 2011). Similarly, the sign of KI indicates 

positive or negative kurtosis, and a value of zero is a normal distribution (Kline, 2011). 

Kline (2011) offers guidance for interpreting the SI and KI, where the absolute values of 
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SI greater than three are extremely skewed, and absolute values of KI greater than 10 

indicates extreme kurtosis. Based on these guidelines, no extreme skewness or kurtosis 

was noted (see table 4 in Appendix D).     

 Reliability. Reliability coefficients of the measurement scales used in the survey 

were calculated to compare to previously published results and assess the strength of the 

measure to be used in the analysis. Cronbach’s alphas were calculated for each scale and 

subscale used in the measurement model, and are provided in table 5.  

Table 5 

Reliability of measurement scales used in study   

Scale Reliability 

coefficient 

(Cronbach’s 

alpha) 

Previous 

reported 

results 

 

Personal efficacy belief scale .80 .82, .861 

 

Role stress 

Role ambiguity 

            Role overload 

.85 

.77 

.75 

 

 

.812 

.82 

Work-family conflict .91 .893 

 

Organizational commitment .94 

 

.894 

Job satisfaction .89 .835 

 

Practice environment scale of the nursing work 

index 

Nurse participation 

Nursing foundations  

Nurse manager 

Staffing and resource adequacy 

            Collegial relationships 

.93 

.88 

.77 

.91 

.86 

.88 

 

.836 

.80 

.84 

.80 

.71 

 

Empowerment 

Perceived control 

Perceived competence 

            Goal internalization 

.82 

.74 

.94 

.87 

 

.787 

.91 

.93 
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Scale Reliability 

coefficient 

(Cronbach’s 

alpha) 

Previous 

reported 

results 

 

Casey-Fink 

Support 

Communication/leadership  

Professional satisfaction 

            Patient safety 

.85 

.81 

.67 

.69  

.77 

 

.908 

.75 

.83 

.79 

Turnover intention .91 .92, .939 

 

Nursing retention index .94 .95, .9710 

 
1Riggs et al. 1994 2Mohrman et al. 1979  3Netemeyer et al. 1996 4Angle & Perry, 1981 5Blaauw et al. 2013 6Lake, 2002 7Menon, 2001 
8Casey et al., 2004  9Kelloway et al. 1999 10Cowin 2002  

 

 Further analysis to assess the strengths of each measure included EFA and CFA. 

Within Amos, CFA was completed to assess all the scales used in the study. Further 

analysis of scales, using exploratory factor analysis (EFA) in SPSS was also required for 

scales that demonstrated a poor fit of items in CFA, before proceeding to SEM. 

Exploratory factor analysis, completed in SPSS, used Varimax rotation for factors with 

eigenvalues greater than one.          

 Collinearity. To screen for multivariate collinearity, squared multiple correlation 

(R2) for each variable against all the rest of the variables (Kline, 2011) were calculated by 

running several multiple regressions. Variables were assessed using the criterion that an 

observation of R2 >.90 suggests extreme multicollinearity (Kline, 2011). Using SPSS, 

each variable was entered as a dependent variable in the analysis and all the rest of the 

variables were entered as independent variables. The results ranged from .20 to .74 (see 

Appendix E); therefore, no extreme multicollinearity was detected.    

 Model estimation and evaluation. Model estimation involves using a computer 

tool to conduct the analysis (Kline, 2011). As previously identified, Amos was the 
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computer program tool used in this study. The estimation technique used in Amos is 

maximum likelihood (ML). Maximum likelihood is considered a good choice for 

estimation with medium to large samples, with evidence of normality assumptions 

(Ullman, 2006). The focus of estimation in SEM is to assess the discrepancy between the 

sample covariance matrix and the population covariance matrix implied by the model. 

Estimated parameters include regression coefficients, and the variances and covariances 

of the independent variables.        

 In SEM, the null hypothesis is that the proposed model holds in the population 

(Byrne, 2010), and the researcher hopes not to reject the null hypothesis. Several criteria 

were used to evaluate the model. Chi-square (χ2) was used to assess goodness-of-fit. The 

Chi-square value is a traditional measure for evaluating overall model fit in SEM, and 

assesses the magnitude of discrepancy between the sample and population covariance 

matrices (Hooper, Coughlan & Mullen, 2008), where a non-significant Chi-square is 

desirable (Iacobucci, 2010).  Concerns over Chi-square are well documented, and suggest 

that the Chi-square test is overly sensitive to sample size (Kline, 2011). Specifically, the 

Chi-square statistic is criticized for rejecting models with large samples and lacking 

power to discriminate between good fitting and poor fitting models with small samples 

(Hooper et al., 2008). However, researchers are warned not to ignore or disregard 

significant Chi-square results in the presence of other desirable fit indices, suggesting that 

other fit indices are only to be used as adjuncts to Chi-square (Byrne, 2010). The adjunct 

fit indices reviewed included the Goodness of Fit Index (GFI), Comparative Fit Index 

(CFI), Root Mean Square Error of Approximation (RMSEA) and standardized Root 

Mean Square Residual (sRMR). The following table provides a description of each fit 
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index and the desirable values. 

Table 7 

Description of fit indices used to assess model    

Fit index Description of measure Desirable value 

GFI The proportion of variance accounted for by 

the estimated population variance (Hooper et 

al., 2008). Considered an absolute fit index 

because it compares the hypothesized model 

with no model at all (Byrne, 2010). 

 

.90 or higher 

(Hopper et al., 

2008) 

CFI The relative goodness-of-fit of the 

hypothesized model to a simpler model (such 

as null model which assumes no correlation 

among the observed variables) (Iacobucci, 

2010). A baseline model (the independence or 

null model) is used for comparison with the 

proposed model (Byrne, 2010). 

 

.90 or higher  

(Lei & Wu, 2007)   

RMSEA The badness-of-fit index (Kline, 2011), 

assessing fit between the model and the 

population covariance matrix, and favors 

parsimony (the model with the lesser number 

of parameters) (Hooper et al., 2008).  

0 to .06 indicates a 

good fitting model 

(Lei & Wu, 2007), 

a value of zero 

indicates the best 

fit (Kline, 2011) 

 

sRMR The standardized square root of the difference 

between residuals of the sample observed and 

the hypothesized correlation matrices (Byrne, 

2010; Hooper et al., 2008). 

Less than .05; 

however, values as 

high as .08 

acceptable (Hooper 

et al., 2008) 

 

  

Modification indices. Modification indices (MI) are often used to identify 

opportunities to alter models to achieve better fit. Modification indices are calculated for 

every path in the model that are assumed to be zero (Kline, 2011), and for those 

explicitly fixed to zero or another non-zero value (Byrne, 2010). In Amos, MIs are 

univariate estimates. Large MIs suggest the presence of factor cross-loading and error 
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covariances (Byrne, 2010). The greater the value of the MI, the better the predicted 

improvement to the overall fit if that path were added to the model (Kline, 2011), yet any 

model adjustments should be based on sound theoretical reasoning. A common strategy 

is to add the path or parameter with the largest MI, then see the effect on the overall 

model fit as measured by the chi-square and other fit indices.     

 Direct, indirect and total effects. Direct, indirect, and total effects of the 

independent variables on the dependent variables were examined. Total effects are the 

sum of all the direct and indirect effects of one variable on another variable (Kline, 

2011), where the standardized total effects are interpreted as path coefficients. Absolute 

values of standardized effect sizes are considered smaller when less than .10, typical or 

medium when around .30, and larger when greater than .50 (Kline, 2011).   

 Testing for mediation. To test the mediation effects of transition, the steps 

outlined by Iacobucci et al. (2007) were followed. The SEM analysis is completed to 

allow the direct and indirect paths to be fit simultaneously. If the coefficients from the 

independent variable to the mediator variable and from the mediator variable to the 

dependent variable are significant than some mediation is suggested and the researcher 

continues step two. If either coefficient is not significant than there is no mediation, and 

no further analysis is done.           

 If mediation is suggested, then the researcher examines the relative sizes of the 

indirect (mediated) versus direct paths using the Sobel z-test (Iacobucci et al., 2007). If 

the Sobel z-test is significant, and the direct path between the independent and dependent 

variable is not significant, then the mediation is complete.  If both the Sobel z-test and 

the direct path between the independent variable and dependent variable are significant, 
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or vice versa, then the mediation is ‘partial’ (Iacobucci et al., 2007).            

Thematic analysis         

 For the open-ended item in the survey, thematic analysis, a descriptive qualitative 

approach, was completed to identify themes (Vaismoradi, Turunen & Bondas, 2013). The 

survey responses were entered into a Microsoft Excel© spreadsheet, and then line-by-line 

colour coding of the data occurred, followed by a re-examination of the given codes to 

check consistency of interpretation (Thomas & Harden, 2008). The codes were 

independently reviewed by the principal researcher and an experienced second 

researcher, for similarities and differences to help group the codes into meaningful 

groups and generate analytical themes (Thomas & Harden, 2008). Findings from each 

researcher were consistent, and the final themes agreed upon by each researcher. 

Knowledge sharing session        

 Preliminary results were shared with key stakeholders. A three-hour knowledge 

sharing session, held on October 21, 2016, was used to share preliminary findings and 

seek feedback from stakeholders. An invitation to the session was circulated by email to 

nursing leaders (for example, administrators and educators) in local and surrounding 

hospitals, rehabilitation and long-term care facilities, public health, and nursing education 

(community colleges and university). Participation from stakeholders resulted in 

discussion and feedback that helped to help inform the development of policy, academic 

and practice recommendations related to the research findings. Small table discussions 

focused on the following questions:  

1. What potential implications to nursing education do you see from the research 

findings? 
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2. What potential implications to nursing practice do you see from the research 

findings? 

3. What recommendation would you suggest, for nursing policy, practice, and 

education? 

Ethical considerations 

Prior to commencing the study, ethical approval was obtained from the Queen’s 

University Health Sciences Research Ethics Review Board (Appendix F). Potential risks 

of the study, for participants, included potential distress from reflecting on negative 

transition experiences such as work environments and personal contributing factors; there 

were no direct benefits noted to the participants. As previously mentioned, a cover letter 

was included with the survey outlining the purpose of the study, and confidentiality of 

participants.  

Strategies to maintain confidentiality and security of data included keeping all 

contact lists with identifying information separate from survey data; double-locking all 

research data in a private residential office for the duration of the study period and for the 

next five years, and using encryption and password protection for data stored 

electronically. All passwords contain at least eight characters including one uppercase, 

one lowercase, one number and one special character.  
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Chapter 5 

Results 

 Study findings are presented in this chapter. First, the survey response rate and 

characteristics of the sample are described, followed by the display of the study variable 

descriptive statistics. Analysis results from the scales used, and related implications to the 

measurement model are presented, with analysis of the structural equation model. In 

addition, themes from the thematic analysis of the open-ended item are described. 

Finally, a summary of the feedback gathered from the knowledge sharing session is 

provided.  

Survey distribution 

A total of 696 surveys were initially mailed on June 26, 2015, followed by a 

reminder postcard two weeks later. The second mail out consisted of 556 surveys, and 

occurred five weeks after the initial mail out. In total, 13 surveys were undeliverable and 

these participants were excluded from the sample, leaving an available in-scope sample 

of 683. Of the surveys returned (total of 228), 10 respondents were unemployed and 

excluded from eligibility, and one survey was discarded for a lack of completion, leaving 

217 returned surveys, and a response rate of approximately 32%. See figure 5 for a 

summary of the survey response. 
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Figure 5 Survey response 

Characteristics of sample 

A number of questions were asked in the survey to help provide a description of 

the new nurse in Ontario. Characteristics such as age, sex, marital status, and previous 

work experience were elicited and can be found in table 8. In summary, the majority of 

respondents were in their twenties, female, working in large hospital settings, and single 

without children or dependents.  All comments provided in the survey were copied into 

Excel and reviewed. 

The education preparation identified by respondents included BScN, 

Collaborative BScN, and Accelerated BScN programs, which align with the three options 

available in Ontario for baccalaureate nursing education. Baccalaureate education is the 

minimum education level for licensure or registration as a RN across Canadian 

jurisdictions, except the province of Quebec, and in Ontario since 2005 (Canadian Nurses 

Association, 2016). A BScN/BNSc program is offered by a university and is a 4-year 

Initial Mailout -
696 surveys

Undeliverable -
13 surveys

Unusable -

1 survey

Total in-scope 
683

Unemployed -
10 surveys

Usable  -
217 surveys

Response Rate 
31.8%

Second Mailout -
556 surveys
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degree program. A Collaborative BScN is offered by a university in collaboration with a 

community college, and is a 4-year degree program. An Accelerated BScN program 

(sometimes called a compressed program) is offered by a university, to students who 

have previously completed a university degree or have at least two years of university 

level education; accelerated programs range from two to three years in length in Ontario.  

Table 8 

Characteristics of the sample (N=217) 

Characteristics  

 

Frequency (n) 

Results 

 

Percent (%) 

 

 

Mean (SD) 

Age (years) 215 

 

 27.25 (5.69) 

Range 22 – 

54  

 

Sex: 

Female 

Male 

 

186 

27 

 

 

87.3 

12.7 

 

Marital Status: 

Married/common law 

Single 

 

 

76 

136 

 

 

35.5 

63.6 

 

 

Have children/dependents 

 

31 14.5  

Type of Education Program: 

Collaborative BScN        

Accelerated BScN          

University BScN          

 

88 

40 

87 

 

40.9 

18.6 

40.5 

 

 

Size of Community: 

Metropolitan                  

Community                     

Rural                                

 

127 

60 

27 

 

59.3 

28.0 

12.6 

 

 

Length of time in Practice (months) 213 

 

 12.86 (3.95) 

Range 1 – 27 

 

Previous Work Experience 

Yes 

 

173 

 

80.5 
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Characteristics  

 

Frequency (n) 

Results 

 

Percent (%) 

 

 

Mean (SD) 

No  42 19.5 

Type of Previous Work Experience 

Clinical 

Non-clinical 

Both types 

 

18 

113 

39 

 

10.6 

66.5 

22.9 

 

 

 

Details regarding employment, such as type of employer, size of employer, length of 

orientation and participation in programs for new nurses are presented below in table 9.  

Table 9  

Employment characteristics of Ontario new RNs, 2015 (N=217) 

Characteristic  

 

Frequency (n) 

Results 

 

Percent 

(%) 

 

 

Mean (SD) 

 

 

Range 

Number of jobs in nursing 

One  

Two  

Three 

 

 

162 

47 

5 

 

75.7 

22.0 

2.3 

  

Length of time in current 

position (months) 

 

214  9.0 (4.5) 

 

0.5 – 

20.5 

Type of nursing employment* 

Full-time 

Part-time 

Casual 

 

104 

100 

49 

 

 

50.9  

47.2 

23.1 

 

  

Size of employer 

Large 

Moderate 

Small 

 

138 

48 

29 

 

 

64.2 

22.3 

13.5 

 

  

Sector of employment 

Hospital 

Public Health 

Long-term Care 

 

162 

3 

25 

 

74.7 

1.4 

11.5 
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Characteristic  

 

Frequency (n) 

Results 

 

Percent 

(%) 

 

 

Mean (SD) 

 

 

Range 

Community 

Other 

16 

11 

 

7.4 

5.1 

 

Number of preceptors 211  2.5 (2.0) 

 

0 – 10  

Length of orientations (days) 

Organization 

Department 

 

208 

198 

  

6.2 (9.6)  

15.7 (28.3) 

 

0 – 130 

0 – 260 

 

Participation in new graduate 

program (weeks) 

NGG/length 

Alternative/length 

 

 

96 

56 

 

 

44.2 

25.8 

 

 

19.7 (7.9) 

7.8  (7.7) 

 

 

 

1 – 52 

1 – 40   

 

Retention* 

Stayed in first position  

Changed position in 

organization  

Changed job by leaving 

first employer  

Left nursing profession  

Other  

 

120 

45 

 

50  

 

2 

16 

 

 

55.3 

20.7 

 

23.0 

 

0.9 

7.5 

  

*Note: Respondents were able to select more than one option; therefore, total percentage for the variable is 

greater than 100. 

 

Nearly 75% of respondents reported working in hospitals, and long-term care, 

community, and public health settings comprised another 20% of reported workplace 

settings. “Other areas of work” (n=11) included primary care (such as family health team, 

family medicine, n=5), education (n=1), mental health nursing (n=1), private practice 

(n=1), dental surgery (n=1), and care coordination (n=1). 

Over seven percent of respondents selected “other” job related actions (for 

example, related to retention) since starting in nursing. Comments provided to this 

question were analyzed and the other actions included: continuing education (n=2); 
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taking on additional work responsibility (i.e. champion role, n=1); taking on additional 

jobs (n=4), including non-nursing (n=2); parental leave (n=1); changing employment 

status (e.g. full-time to part-time, n=2); looking for additional jobs or getting rid of a 

second job (n=2); planning on leaving employer (n=1); and, recently starting a new 

position (n=2). 

Summary of study variables 

Transition. The measurements of transition included a self-reported rating of 

transition, and the Casey-Fink survey. Findings from the sub-scales of the Casey-Fink 

survey are reported within the observed variables of the measurement model for this 

study. However, other components of the Casey-Fink survey, including transition 

experiences, satisfaction with different work aspects and stress, not included in the 

measurement model are discussed below.       

 Survey respondents were asked to rate their transition experience on a scale of 

one (negative) to 10 (positive); the mean was 6.9 (SD 1.86, range 1 – 10). A number of 

questions on the Casey-Fink survey asked respondents to select items that contributed to 

their transition, both positively and negatively (questions 7-10). Frequencies for each 

response are presented in table 10. 

Table 10 

Aspects of transition experiences as measured by Casey-Fink survey items (N=217) 

Casey-Fink survey item 

 

 

Results 

 

Frequency (n) 

 

 

Percent (%) 

Difficulties 

Lack of confidence   

Workload   

Role expectations   

Fears  

 

130 

125 

104 

104 

 

59.9 

57.6 

47.9 

47.9 
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Casey-Fink survey item 

 

 

Results 

 

Frequency (n) 

 

 

Percent (%) 

Orientation  

   

66 30.4 

Supports 

Improved work environment  

Increased support  

Improved orientation    

Unit socialization    

  

 

113 

107 

84 

63 

 

 

52.1 

49.3 

38.7 

29.0 

 

Satisfying Aspects 

Patients and families  

Peer support   

Professional nursing role  

Ongoing learning    

Positive work environment   

 

 

165 

160 

125 

107 

73 

 

76.0 

73.7 

57.6 

49.3 

33.6 

Least satisfying aspects 

Nursing work environment   

System   

Interpersonal relationships   

Orientation    

 

 

126 

121 

88 

41 

 

58.3 

56.0 

40.7 

19.0 

 

Satisfaction. When asked to rate their level of satisfaction (question 15) with 

different aspects of work, the following frequencies were found (table 11). The different 

aspects were rated on a scale of one (very dissatisfied) to five (very satisfied). The means 

for all the aspects ranged from 2.8 to 3.9, therefore, falling within the neither satisfied nor 

dissatisfied and moderately satisfied rating. Of the aspects rated, salary (M 3.82) and 

amount of responsibility (M 3.59) were rated highest for satisfaction; while benefits (M 

2.96) and choosing shifts (M 2.82) had the lowest satisfaction ratings. 
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Table 11 

Satisfaction with different aspects of work, new Ontario RN, 2015 (N=217) 

 Very dissatisfied 

(n)      (%) 

Moderately 

dissatisfied 

(n)           (%) 

Neither satisfied nor 

dissatisfied 

(n)            (%) 

Moderately 

satisfied 

(n)           (%) 

Very satisfied 

 

(n)             (%) 

 

Mean (SD) 

Salary 8 

 

3.7 

 

25 11.5 20 9.2 110 50.7 54 24.9  

 

3.82 (1.05) 

Vacation 28 13.0 

 

37 17.1 61 28.2 71 32.9 19 8.8 

 

3.07 (1.17) 

Benefits 43 20.2 

 

29 13.6 60 28.2 55 25.8 26 12.2 

 

2.96 (1.30) 

Hours worked 18 8.3 

 

35 16.1 30 13.8 91 41.9 43 19.8 

 

3.26 (1.21) 

Weekends off 18 8.3 

 

47 21.7 48 22.4 69 31.8 35 16.1 

 

3.26 (1.21) 

Amount of 

responsibility 

 

13 6.0 17 7.8 44 20.5 114 52.5 29 13.4 3.59 (1.02) 

Opportunities for 

career 

advancement 

 

17 7.8 30 13.8 47 21.7 72 33.2 51 23.5 3.51 (1.21) 

Amount of 

encouragement 

and feedback 

 

17 7.8 52 24.0 53 24.4 72 33.2 23 10.6 3.15 (1.14) 

Opportunities for 

choosing shifts 

 

45 20.8 46 21.3 48 22.2 57 26.4 20 9.3 2.82 (1.29) 
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Stress. Respondents, who agreed that they experienced stress with their transition, 

totaled 53% (n=115) and were asked to select sources of stress from a list of options. The 

sources of stressors selected were: finances (29%, n=63), student loans (27%, n=59), 

personal relationships (27%, n=58), “other” (20%, n=43), job performance (18%, n=40), 

living situation (14%, n=31), and childcare (5%, n=11). The “other” sources of stress 

included job stress and expectations (“bring work home”, workload, gap in knowledge, 

anxiety about going to work, uncertainty with choice in profession, n=6); scheduling 

(adjusting to shift work, night shifts, sleep schedules, n=5); work/life balance (time to 

spend with children, balancing work and social life, n=5); continued education 

(specialized courses work, graduate studies, cost associated with this, n=4); 

preceptor/lack of preceptor (n=3); wedding or family planning (n=3); move to new 

city/isolation from family (n=3); caring for parents (n=3); lack of full-time employment 

or working casual/multiple jobs (n=3); bullying at work and workplace safety (n=2); and 

health issues (n=2).         

 Retention characteristics. As reported in table 9, the majority of survey 

respondents had stayed within their first job (55%), yet many new nurses had changed 

jobs by leaving an organization (23%) or within the organization (21%), but only a small 

portion, 1%, had left the nursing profession. These responses were compared to other 

measures collected, Turnover Intention (TI) and Nurse Retention Index (NRI), used to 

assess ITL job and profession, using one-way analysis of variance in SPSS. There were 

no significant differences among the groups (stayed in first job, changed jobs in 

organization, changed job by leaving organization) and ITL job (F=0.54, p=.75) and ITL 

profession (F=0.49, p=.78).       
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 Analysis of observed variables. Each observed variable in the measurement 

model (represented by rectangles in figure 4) was measured with a scale and subscale in 

the survey. The means for these scales were calculated and these findings are provided in 

table 12. In addition, each item mean (for each scale and sub-scale) was calculated, and 

correlation analysis completed for length of practice, age, transition scores, and ITL job 

(see table 13 and 14 in Appendix G). 

Table 12 

Means of observed variables, with new Ontario RN, 2015 (n=214) 

 

 

Observed variable (scale) Mean (SD)  Possible 

range 

Intention to 

leave 

ITL job 11.03 (5.15) 4 – 20 

ITL profession 11.07 (6.73) 6 - 42 

Transition Professional satisfaction 9.90 (1.81) 3 – 12 

Communication/leadership 18.24 (2.73) 6 – 24 

Support 27.94 (4.61) 9 – 36 

Patient safety 15.13 (2.84) 4 – 20 

Casey-Fink total score 71.21 (8.67) 23 – 92 

Personal 

conditions 

Self-efficacy 27.82 (6.99) 10 – 60 

Role ambiguity 13.63 (3.83) 5 – 25 

Role overload 9.96 (2.85) 3 – 15 

Role stress 25.58 (6.10) 8 – 40 

Work/family conflict 14.17 (5.30) 5 – 25 

Community 

conditions 

Job satisfaction 34.32 (7.69) 10 – 50 
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Observed variable (scale) Mean (SD)  Possible 

range 

 Becoming part of the team 

 

6.52 (1.22) 2 – 8 

Organizational commitment 

 

42.22  (11.87) 9 – 63 

Perceived control 9.08 (2.98) 3 – 18 

Perceived competence 6.54 (2.36) 3 – 18 

Goal internalization 8.01 (3.19) 3 – 18 

Empowerment 26.63  (6.32) 9 – 54 

Collegial relationships 

 

 8.89 (2.18) 3 – 12 

Staff adequacy and resources  9.26 (2.99) 4 – 16 

Nurse participation  23.11 (5.97) 9 – 36 

Nursing foundations  27.93 (5.17) 10 – 40 

Nurse manager 13.99 (4.13) 5 – 20 

Work environment total score 

(PES-NWI) 

 

83.19 (16.35) 31 – 124 

  

Exploratory and confirmatory factor analysis 

Further analysis of each scale and sub-scale in the measurement model was 

completed. Exploratory factor analysis and CFA were completed for each scale. 

Appendix H provides EFA and CFA results of the measurement tools used. Modifications 

to scales were considered based on theoretical reasoning, and a decision to retain or reject 

the scale for continued analysis (i.e. SEM) made.  The results from EFA and CFA are 

provided in the table 15, along with the action taken to the measurement based, and the 

end decision of retaining the measure or rejecting the measure for further analysis.  
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Table 15 

Factor analysis of scales and sub-scales used in measurement model 

Scale  

(number of 

sub-scales) 

EFA results 

(number of 

factors) 

 

Action 

taken with 

EFA 

CFA 

results 

(overall fit) 

Action taken 

with CFA 
Retain or 

Reject 

decision 

Nurse retention 

index 

 

1  None Good Covariance 

added  

 

Retain 

Turnover 

intention 

 

1 None Good  Covariance 

added  

 

Retain 

Casey-Fink® 

(5) 

7  Modified 

subscales  

Poor  Reduced to 2 

sub-scales  

 

Retain 

Empowerment 

(3) 

 

3 None

  

Poor  None Reject 

OC 

 

1 None Poor  None Reject 

Job satisfaction  2  None 

 

Poor  None Reject 

Becoming part 

of the team 

1 None Unable  

to estimate 

 

None Reject 

PES-NWI  

(5) 

7  Removal 

of one 

sub-scale  

 

Good  None Retain 

Perceived 

efficacy belief  

 

2  Removal 

of items 

Poor   Covariance 

added  

 

Retain 

Role stress 

(2) 

 

2  Modified 

subscales  

Good  None Retain 

Work/family 

conflict 

 

1 None Poor None 

 
Reject 
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Tools with good fit.  Results from EFA of the Nurse Retention Index (NRI) and 

Turnover Intention (TI) identified one factor for each scale, which was expected and 

aligned with previous reported sources. Further analysis of these scales and subscales 

with CFA was completed. The CFA resulted in fit indices (sRMR, GFI, CFI and 

RMSEA) in desirable ranges, and non-significant Chi-squares for TI scale was observed. 

 The NRI and IT scales, both selected to measure the latent variable, ITL, were 

retained. Each scale had a large (>10) MI between two error terms, and covariances were 

added. The addition of these covariances did not violate any theoretical principles as the 

items all load to one scale and measure the same construct.    

 Tools with questionable fit. Three scales – Organizational Commitment, 

Work/family Conflict and Becoming Part of the Team scales, identified one factor for 

each scale, which was expected and aligned with previous reported sources. Exploratory 

factor analysis results for the Empowerment scale, with three subscales (Goal 

Internalization, Perceived Control, and Perceived Competence) identified three factors, 

which corresponded to the three published subscales. Further analysis of these scales and 

subscales with CFA was completed, with the exception of Becoming Part of the Team. 

This scale only consists of two items, and as such is under-identified with CFA. The 

CFA resulted in some fit indices not in desirable ranges, and had significant Chi-squares. 

Therefore, these scales were rejected for further analysis.    

 Five scales – Job Satisfaction, Perceived Efficacy Belief Scale (used to measure 

self-efficacy), Role Stress, PES-NWI (used to measure work environment), and the 

Casey-Fink survey (used to measure transition) had EFA results which identified either 

additional or different factors than in previously reported results. All items for the scales 
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and subscales were reviewed in relation to the suggested factors to reveal any theoretical 

reasoning to remove items and/or modify scales or reject scale from further analysis. The 

job satisfaction scale was rejected.       

 Perceived efficacy belief scale. The ten items on the Perceived Efficacy Belief 

Scale loaded to two factors for the one factor scale. Analysis of all the items using CFA 

also suggested a poor fit. However, as this is an important variable in the model, the scale 

was altered to retain six items (1, 4, 5, 8, 9, and 10) loading to one factor. These items 

included: I have confidence in my ability to do my job, I doubt my ability to do my job, I 

have all the skills needed to perform my job very well, my future in this job is limited 

because of my lack of skills, I am very proud of my job skills and ability, and I feel 

threatened when others watch me work. A CFA of the modified scale was rerun in Amos; 

the results suggested a good fit with the data. Two large MIs were found between error 

terms, and covariances added.       

 The items removed included: there are some tasks required by my job that I 

cannot do well, when my performance is poor it is due to my lack of ability, most people 

in my line of work can do this job better than I can, I am an expert at my job. These items 

included some that were reverse coded (similar to those retained). A review of these 

items did not reveal a unique factor. However, from the perspective of the new nurse, 

they may have been difficult to respond to. As new nurses, they may not have had 

exposure to all the skills or tasks needed in the job, and therefore unable to assess their 

performance on these items, and likely would not assess themselves as ‘expert’ during 

their first year of practice, especially if they have moved between jobs.  

 Role stress. The eight items on the Role Stress scale, five items for role ambiguity 
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and three items for role overload, loaded onto two factors; however, the items loaded to 

factors that did not align with the subscales. A review of three items which loaded to one 

factor (two role overload items and one role ambiguity item) all relate to work load. A 

review of the one role overload item that loaded with other role ambiguity items related 

to one’s feelings about being able to influence decisions and actions, which aligned well 

with the role ambiguity items about authority, job clarity, information and expectations. 

Therefore, the scale, modified to two subscales of role ambiguity (5-items) and work load 

(3-items), was further reviewed with CFA. The CFA results for the revised subscales 

suggested a good fit with the data, despite a significant Chi-square value, without any 

high MIs. Therefore, the modified scale was retained for further analysis.  

 Practice environment scale of the nursing work index. The EFA for the PES-

NWI scale (used to measure work environment) identified seven factors. Four of these 

factors represented the subscales of nurse participation, collegial relationships, nurse 

manager, and staffing and resource adequacy. The remaining three factors contained 

items from the fifth subscale of nursing foundations. A CFA of the nursing foundations 

subscale also suggested poor fit of the data. The CFA was repeated without the nursing 

foundations subscale. Despite a significant Chi-square value, the fit indices suggested a 

good fit with the data. Therefore, the subscale of nursing foundations was removed from 

the scale for further analysis.        

 Casey-Fink survey.  The EFA of the Casey-Fink survey resulted in the 

identification of seven factors, as compared to the five subscales of the original measure. 

Only two publications that studied outcomes of nurse residency programs in the USA 

were found with EFA results on the Casey-Fink survey; the authors reported five factors, 
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for the five sub-scales (Goode, Lynn, McElroy, Bednash & Murray, 2013; Williams et 

al., 2007), with Cronbach’s alphas ranging from .73 to .90.     

 Of the seven factors identified, the first factor had items loading from a different 

subscale. A review of the items did not reveal any relationship that would support 

making these items into one factor. The second factor had four of the five patient safety 

items as the highest loading items and supported retaining that subscale. A Cronbach’s 

alpha for the revised subscale of four items was .78, with a scale mean of 12 (SD 2.53). 

The third factor had three items from the Support subscale, each addressing being able to 

get help and feedback from nursing peers and staff. As these items related to each other, 

a new subscale was created, Peer Support, and resulted in a Cronbach’s alpha of .78, and 

scale mean of 10 (SD 1.91). The fourth component had five of the six items from the 

Communication/ Leadership subscale with high loadings. The Cronbach’s alpha for the 

subscale, without the one item, was .64, and the scale mean 15 (SD 2.46). The fifth factor 

had three items from the original Support subscale, which address support from 

preceptors and/or role models. As these relationships are different from those of peers 

(and the revised Peer Support subscale), a new subscale was created, Preceptor Support, 

which had a Cronbach’s alpha of .77, scale mean of .77 (SD 2.01). The sixth factor 

contained two of three Professional Satisfaction subscale items, and supported a revised 

subscale. The Cronbach’s alpha of the 2-item scale was .84, and the scale mean 6 (SD 

1.57). The seventh factor had two items, one stress item (negatively scored) and one 

professional satisfaction item. A review of the professional satisfaction item revealed that 

the item focuses on feeling supported by family and friends. The stress item was specific 

to personal stress. Therefore, these two items did relate and a revised stress subscale 
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formed, with the scores of the stress items recoded. The Cronbach’s alpha of the revised 

scale, with 2-items, was very low at .32, and the scale mean was 6 (SD 1.16). Based on 

the EFA results, a revised Casey-Fink survey of 17-items (without the inclusion of items 

loading to the first and the sixth factor of personal stress) consisting of five subscales had 

a Cronbach’s alpha of .81, mean 53 (SD 6.71) and was further analyzed with CFA. 

 The CFA results of the revised Casey-Fink survey suggested a poor fit of the data, 

despite the addition of co-variances between error terms on the same subscales where a 

large MI (14.43) was observed. Due to these results, further CFAs for each subscale were 

completed. The subscale with three or fewer items – peer support, preceptor support and 

professional satisfaction – were under-identified and estimation could not be completed. 

The revised Communication/Leadership subscale of 5-items, had desirable CFA results, 

suggesting a good fit with the data. Similarly, the revised Patient Safety subscale of 4-

items, had desirable CFA results, suggesting a good fit with the data. Therefore, a revised 

Casey-Fink survey with only two subscales – Communication/Leadership and Patient 

Safety – totaling 9-items, was further explored using CFA and a good fit with the data 

resulted. Based on the results of the EFA and CFA, only a portion of the scales initially 

included in the model (figure 4) were retained for further analysis. Table 15 provides a 

comparison of the initial measures to those included in the final model. 
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Table 16  

Comparison of measures from onset of study to final analysis 

Construct of 

theoretical 

model 

 

Initial measures Final measures 

ITL  NRI 

TI 

 

NRI 

TI 

Transition Professional satisfaction 

Communication/Leadership 

Support 

Patient safety 

Stress 

 

Communication/leadership 

 

Patient safety 

Personal 

conditions 

Self-efficacy 

Role stress 

     Role ambiguity 

     Role overload 

Work/family conflict 

 

Self-efficacy 

Role stress 

     Role ambiguity 

     Role overload 

 

Community 

conditions 

Job satisfaction 

Organizational commitment 

Empowerment 

     Perceived control 

     Perceived competence 

     Goal internalization 

Becoming part of the team 

Work environment (PES-NWI) 

     Nurse participation         

     Nursing foundations for quality  

     of care 

     Staffing and resource adequacy 

     Collegial relationships 

     Nurse manager 

 

 

 

 

 

 

 

 

Work environment (PES-NWI) 

     Nurse participation             

     

 

     Staffing and resource adequacy 

     Collegial relationships 

     Nurse manager  

 

Societal 

conditions 

 

Transition program Transition program 

 

Fit indices, from Amos, of the retained measures, are provided in table 17. 
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Table 17 

Fit indices result for retained measures, new Ontario RN 

Scale Chi-

square 

df p sRMR 

 

 

GFI 

 

 

CFI 

 

 

RMSEA 

 

 

NRI 18.30 7 .01 .02 .97 .99 .09 

TI 0.24 1 .62 .00 .99 1.00 .00 

Self-efficacy 12.01 8 .15 .03 .98 .99 .05 

Role Stress 53.03 19 <.01 .06 .95 .95 .09 

PES-NWI 8.47 2 .01 .03 .98 .97 .12 

Casey-Fink 

survey 

 

42.99 26 .22 .06 .96 .96 .06 

 

Correlations among study variables  

To assess the strength and direction of relationships among the study variables 

retained, Pearson’s correlation coefficients were obtained from SPSS, using the revised 

scales. For correlations among the study variables and NGG, Spearman’s Rho correlation 

coefficients were calculated. The correlations among the conditions of transition and 

transition variables are presented in table 18, and the correlations among the transition 

and ITL variables presented in table 19. 
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Table 18 

Correlations among conditions of transition and transition variables 

Variable Self-

efficacy 

Role 

ambiguity 

Role 

overload 

Collegial 

relationships 

Nurse 

participation 

Staffing & 

resource 

adequacy 

Nurse 

manager 

NGG† Communication/       

leadership 

Patient 

safety 

Self-efficacy 1.000 

 

         

Role ambiguity 

 

.375** 1.000         

Role overload 

 

.314** .664** 1.000        

Collegial 

relationships 

 

-.161* -.309** -.260** 1.000       

Nurse 

participation 

 

.119 -.288** -.425** .362** 1.000      

Staffing & 

resource adequacy 

 

-.168* -.528** -.642** .322** .497** 1.000     

Nurse  

manager 

 

-.179** -.383** -.466** .262** .682** .549** 1.000    

NGG† 

 

.077 .025 .146* .092 -.039 -.104 .036 1.000   

Communication/ 

leadership 

 

-.583** -.283** -.238** .284** .168* .157* .124* -.039 1.000  

Patient safety 

 

-.554** -.450** -.500** .128* .159* .279** .149* -.084 .434** 1.000 

* Correlation is significant at the .05 level 

**Correlation is significant at the .01 level  

† Spearman’s Rho correlation coefficient used for this variable
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Table 19  

Correlations among transition and ITL measures 

Variable ITL 

profession 

 

ITL job Communication/ 

leadership 

Patient 

safety 

ITL profession 

 

1.00    

ITL job 

 

-.24* 1.00   

Communication/ 

leadership 

 

-.18* -.09 1.00  

Patient safety 

 

-.23* -.17* -.24* 1.00 

* Correlation is significant at the .01 level  

 

Revised measurement model  

Based on the analysis of the scales and subscales using EFA and CFA, the 

measurement model was modified. The revised model, as depicted in Amos, is 

provided in figure 6. 
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Figure 6 Revised measurement model 

Structural equation modeling  

 The revised model was estimated in Amos, and the results suggested a poor fit of 

the data to the model. The chi-square was significant (p<.01) at 245.1, df 106, sRMR .07, 

GFI .88, CFI .88, and RMSEA .08. The following diagram, figure 7, illustrates the path 

analyses with the standardized estimates (estimates provided in Appendix I).  
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Figure 7 Path diagram of estimated model 

Despite the overall poor fit, there were a number of significant relationships 

among variables (see Appendix I for Amos output of estimated model). Byrne (2010) 

suggests that Chi-square statistic is most influenced by a two-category response format. 

Given that the NGG variable is nominal (1, participation in the NGG for more than 12 

weeks, and 0, all other responses), further analysis was undertaken to assess the influence 

of the variable on the model estimation. The model was rerun without the NGG variable, 

and there was limited change to the estimation (see Appendix J) (χ2 234.9, df 92, p<.01, 

sRMR .07, GFI .88, CFI .88, RMSEA .09).  
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Mediation. To assess for mediation of transition on ITL in the model, the direct 

and indirect standardized effects among the latent and observed variables in the revised 

model were reviewed, and are presented below in table 20. Following the guidelines from 

Iacobucci and colleagues (2007), specifically the lack of significant regression 

coefficients between the condition of transition variables and ITL, the results suggest 

there is no mediation, and further analysis was not required.    

 Despite the lack of mediation, the sizes of the effects were reviewed, and are 

presented in the table below. Following guidelines on effect size provided by Kline 

(2011), large effects (absolute value greater than .50) were noted between self-efficacy 

and transition, role stress and transition, work environment and ITL, and transition and 

ITL; a medium effect was noted between work environment and transition. Despite the 

medium and large effects found, the negative relationships were unexpected. Further 

detail and discussion regarding these results will be provided in the next chapter. 

Table 20 

Standardized effects 

Relationship Direct Indirect Total 

Self-efficacy → Transition -.73 
 

-.73 

Self-efficacy → ITL  .84 -.63 .20  

Role Stress → Transition -.58 
 

-.58 

Role Stress → ITL  .32 -.50 -.18 

Work Environment → Transition -.37 
 

-.37 

Work Environment → ITL -.42 -.32 -.74 
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Hypothesis testing. On the basis of the final model (figure 7), the hypotheses 

were tested by examining the path coefficients and the critical ratio (> ± 1.96), provided 

in table 21. These hypotheses were modified as the model was revised to exclude 

variables no longer in the model. 

Table 21  

Parameter estimates of final model and hypotheses 

Hypothesis Estimate Standard 

Error 

Critical 

Ratio 

Value 

p Standardized 

Estimate 

Hypothesis 

supported? 

1. Personal conditions: 

 

a. lower role stress → 

positive transition 

-.35 .14 -2.55 .01 

 

 

-.58 

 

 

Yes 

 

b. lower role stress → 

decreased ITL .21 5.60 .05 .97 
 

.32 

 

No 

c. higher self-efficacy 

→ positive 

transition 
-2.53 .60 -4.21 <.01 

 

-.73 

 

No 

d. higher self-efficacy 

→ decrease ITL   3.14 40.72 .07 .94 
 

.84 

 

No 

2. Community conditions: 

 

a. supportive work 

environments → 

positive transition 

-.14 .07 -2.11 .04 

 

 

-.37 No 

b. supportive work 

environments → 

decreased ITL  
-.18 2.32 -.07 .94 

 

 

-.42 
No 

3. Societal conditions: 

 

a. participation in the 

NGG for >12 weeks 

→ positive 

transition 

 

.04 .24 .18 .86 

 

 

 

.01 No 

Transition → ITL  .87 
 

.87 
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Hypothesis Estimate Standard 

Error 

Critical 

Ratio 

Value 

p Standardized 

Estimate 

Hypothesis 

supported? 

b. participation in the 

NGG for >12 weeks 

→ decreased ITL 

transition 

 

-.25 .76 -.33 .74 

 

 

-.06 

 

 

No 

4. Transition is related to 

ITL: 

 

a. positive transition 

→ decrease ITL 

 

 

 

.97 

 

 

 

16.06 

 

 

 

.06 

 

 

 

.95 

 

 

 

  

.87 

 

 

 

 

No 

  

Thematic analysis 

 Survey respondents were asked to describe facilitators and barriers to their 

transition into the nursing workforce, and to provide specific examples. Of the 217 

surveys reviewed, 196 respondents provided responses. The themes for the facilitators 

and barriers are discussed below, which illustrate both similarities and opposition. Three 

themes for both facilitators and barriers of transition included work environments, 

personal factors and policy, where positive or negative examples within these themes 

were described. An additional theme, feeling unprepared, was uncovered as a barrier to 

transition. 

Facilitators. A total of 4,311 words from 174 respondents were provided as 

facilitators for transition, and reviewed for codes, and then themes. Separate from the 

theming, the data was reviewed for frequency of some common terms used. The most 

commonly reported facilitator to transition was preceptor or mentor (n=61), followed by 

co-worker (n=39), NGG (n=38), orientation and continued education opportunities 

(n=19), a positive culture or environment (n=21), and previous experience (n=21). 

 The thematic analysis process revealed three themes for the facilitators of 
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transition, 1) Positive Work Environments, 2) Personal Factors, and 3) Policy. The 

themes, along with the sub-categories within each theme, and examples of direct quotes 

supporting each of these are provided below, in table 22. The theme of Positive Work 

Environments captured a number of aspects of the workplace that were supportive of new 

nurses’ transition, which included the sense of a supportive culture, where staff were 

recognized as friendly, helpful, and the new nurses felt comfortable asking questions. In 

this positive environment, the new nurse was provided orientation, as well as 

opportunities for continued education, such as in-services, professional development 

days, and support for other learning opportunities such as certifications needed for the 

area of practice. This theme captures new nurses being supported by preceptors and 

mentors. Although the terms are not synonymous, the respondents did not distinguish 

between the two, and the terms seemed to be used interchangeably. Other supports 

included nursing managers and co-workers, which was inclusive of the interprofessional 

team; however, experienced nurses were most commonly described as the supportive co-

worker.          

 The second theme, Personal Factors, captured supportive personal experiences 

within the transition process as well as personal characteristics that supported them in the 

process. New graduates recognized that socializing with new teams and team members, 

feeling like part of the team, positively facilitated their transition. Some examples 

supporting this theme included participating in team functions outside the workplace, and 

making friends among co-workers, including other new nurses. Personal characteristics 

that the new nurses brought to the transition that they recognized as supportive included 

their individual characteristics, nursing education, previous experiences, and existing 
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support systems. Personal characteristics such as confidence and ability to cope with 

stress were reported as facilitators of transition within this theme. Nursing education was 

identified as providing the graduate nurses with exposure to knowledge and skills needed 

for nursing practice. In many circumstances the clinical experiences provided in their 

nursing education was identified as a positive facilitator for their transition, especially by 

those who ended up employed in an area they had completed a clinical placement and 

most commonly their final, clinical placement or consolidation. Beyond experience from 

clinical placements, some nurses reported previous work experience in clinical settings, 

in roles such as unregulated care providers, as a facilitator. Finally, graduate nurses 

identified their personal support systems which helped them transition, such as their 

parents, significant others, and friends. In particular, some of these personal supports 

were nurses (for example, the parent was also a nurse) and able to provide support and 

advise for the graduate nurse.        

 The third theme of facilitators for transition was Policy. This theme focused on 

the graduate nurses’ participation in the NGG. Although not identifying specific 

characteristics of the NGG that were most helpful, the comments broadly recognized that 

participation in the program was supportive to transition. 
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Table 22 

Themes for facilitators of transition 

Theme Sub-categories Quotes 

Positive work 

environments 

Supportive culture 

Orientation 

Learning opportunities 

Management 

Preceptors/mentors 

Co-workers 

Co-workers asking, 

“what can I do to help 

you?” 

 

Ability to ask questions 

without judgment 

 

Valued as an important 

member of the team 

 

A supportive manager 

means the difference 

between staying at a job 

and quitting   

Personal factors Socializing 

Personal supportive factors 

(experience, support 

systems) 

Nursing education 

As a new employee, 

being included in unit’s 

social events 

 

Last placement made 

me ready for position 

Policy NGG I was able to learn over 

three months what the 

job entails 

 

Barriers. In comparison to the facilitators, 10 more respondents provided 

comments for the barriers of transition, for a total of 184 respondents providing 

comments. The volume of content provided regarding barriers was almost twice as large 

as that provided for facilitators, with a total of 7,896 words provided. The most common 

terms used to describe barriers included: preceptor/mentor (n=41), lack of jobs (n=39), 

lack of skills (n=36), co-workers (n=22), lack of confidence (n=18), manager (n=15), 
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NGG (n=14), and physicians (n=12).       

 The thematic analysis process revealed four themes for the barriers of transition, 

1) Feeling unprepared, 2) Negative Work Environments, 3) Personal Struggles, and 4) 

Policy. These themes, along with the sub-categories within each theme, and examples of 

direct quotes supporting each these are provided below, in table 23. The first theme, 

Feeling unprepared, included the sub-categories of feeling unprepared for practice, 

feeling unprepared for the workforce, and a lack of orientation or continuing education. 

The graduate nurses identified a lack of skills and knowledge needed for practice, such as 

caring for central lines, initiating intravenous access, and phlebotomy. Aside from these 

nursing skills, some reported feeling unprepared for other aspects of nursing practice, 

such as having a full patient assignment, high patient acuity, communicating with 

physicians, or being placed into in-charge roles. These nurses suggested that orientations 

or continued education opportunities within their work places were lacking, or in some 

cases not provided, and that this could have helped them gain the knowledge and skills 

they felt they needed for the practice setting. Similarly, graduate nurses reported feeling 

unprepared for entering the workforce and adjusting to nursing work. Writing resumes 

and interviewing were specific examples provided that they felt unprepared for, but other 

realities regarding the workforce were also revealed, such as difficulty in finding full-

time work, applying for jobs and hearing no responses or offers for interviews, and in 

some cases, roles requiring nursing experience in order to be considered for a position.

 The second theme, Negative Work Environments, captures concerns identified by 

graduate nurses relating to practice setting realities, challenges with preceptor/mentor, 

horizontal violence/workplace incivility, lack of management support, and unsupportive 
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culture within the work place. The term practice realities were used by the researcher to 

capture comments about current workplace expectation, such as workload, patient 

assignments and the related practice expectations of employers. The graduate nurses 

reported heavy or high workloads with varying numbers for nurse to patient ratios. The 

requirement or expectation of employers to be able to provide care to the assignment 

patients, while trying to adjust to a new work place and learn many new skills was a 

barrier for the graduate nurses. Adding to these expectations were challenges with 

preceptors or mentors, who were reported as unsupportive, difficult to work with, and/or 

unapproachable. These characteristics were similar to other colleagues, including other 

nurses, members of the interprofessional team and specifically physicians, and 

management. Respondents used the terms “horizontal violence” and “bullying” in their 

comments. Other comments were broad and identified an unsupportive unit or culture 

within the workplace.         

 The third barrier theme to transition identified was Personal Struggles. Captured 

within this theme were personal struggles encountered by the graduate nurses, such as 

experiencing anxiety due to patient acuity, expressing a lack of confidence to provide 

nursing care or communicate with employers or physicians, and transitioning to shift 

work, as well as their nursing education as a barrier to their transition. The lack of 

confidence and anxiety was in relation to managing acute patients or unfamiliar 

situations, workload, and performing nursing skills. It was recognized that some of this 

lack of confidence related to the limited exposure to the clinical practice in their formal 

nursing education. Similarly, a lack of experience in communicating with members of the 

interprofessional team, and notably physicians, were identified in the responses.  
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 Lastly, the theme of Policy emerged as a barrier to transition. Captured within this 

theme were concerns over the NGG and the entry exam. Some respondents expressed a 

lack of awareness regarding the NGG, whereas others described it as “false hope”, being 

competitive and a limited number of positions in the program. Those who had 

participated in the NGG and identified it as a barrier focused on the NGG not being long 

enough or not very helpful. In one instance, a respondent recalled being, “forced to come 

out of training due to a lack of adequate staffing”. 

Table 23 

Themes for barriers of transition 

Theme Sub-categories Quotes 

Feeling 

unprepared 

Feeling unprepared for 

practice 

Feeling unprepared for the 

workforce 

Lack of orientation or 

continuing education 

Lots of skills you do not learn 

in nursing school, that when 

you hit the floor the expectation 

is you know them 

 

The expectation from nurses 

and patients: "you are an RN. 

So you should know better” 

 

Negative work 

environments 

Practice realities 

Challenges with 

preceptor/mentor 

Horizontal 

violence/workplace 

incivility 

Lack of management 

support 

Unsupportive culture 

GET ME OUT OF HERE. I 

QUIT 

 

My biggest barrier was "fitting 

in" with the staff 

 

Impatient mentors - "no one 

else takes nearly as long as 

you" 

 

Personal 

struggles 

Anxiety due to patient 

acuity                 Lack of 

confidence Transitioning to 

shift work 

Struggle saying “no” to double 

shifts 
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Theme Sub-categories Quotes 

Nursing education Constantly being called in, less 

family time 

 

Questioning "how I could be so 

dumb!" 

Policy NGG 

Entry exam 

False hope 

 

…grad initiative pretty unhelpful 

as it will only benefit you if you 

passed your nursing exam right 

after graduating… 

 

 

Knowledge sharing session  

A total of 13 people participated in the knowledge sharing session, with 

representation from nursing education (n=10), and nursing practice (n=3). The general 

feedback and comments on the preliminary findings shared were supportive of the 

findings. Participants acknowledged the expectations of employers for graduate nurses to 

be ready for practice, and to “hit the ground running”. One noticeable difference from the 

thematic analysis results was the observation among participants, in their experience with 

new nurses, that new nurses would say “no” to additional shifts, and suggested that there 

is a greater commitment to self-care and work/life balance in this generation of graduate 

nurses. Participants also commented on the relationship between student nurse 

consolidation (the final clinical placement in their nursing program) and subsequent 

employment in the same unit as assisting with the transition as a potential opportunity to 

explore.  
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The small table discussions and larger group discussion focused on the 

development of recommendations related to nursing practice, education and policy.  

These recommendations are summarized in the following table. 

Table 24 

Recommendations from knowledge sharing session 

Focus area Recommendations 

Nursing education 1. Research the role and need of the RN in relation to 

changing staffing models (with RPNs and unregulated care 

providers). 
2. Identify opportunities to strengthen personal supports of 

nursing students. 
3. Selection of students, using an entry assessment, to align 

with requisite skills for nursing. 
4. Pathway or focus of final clinical placement or 

consolidation. 
5. Consider areas of specialization that could be focus for 

individual nursing programs (for example, public health, 

long-term care, pediatrics). 
6. Prepare students for the risks in nursing roles. 

Nursing practice 1. Identify opportunities to strengthen the connection and 

fulfillment in nursing role with patients and families. 

2. Consider criteria for the selection of preceptors and 

mentors. 

3. Prepare new nurses, in orientation, for difficult situations, 

such as interprofessional conflict and conversation. 

4. Influence practice expectations of what is expected of new 

nurses’ practice. 

5. Policies outlining expectations for respectful behaviour. 

6. Consider role of existing nursing practice councils as a 

vehicle for information sharing (for example, ethical 

behaviour). 

7. Career counselling to help determine new nurses “fit” 

early in the employer-employee relationship. 

Nursing policy 1. Reassessment of curriculum and entry-level competencies 

in partnership with nursing educators and employers. 

2. Consider opportunities between the NGG and Late Career 

Initiative policies, in Ontario, for experienced nurses to 

support new nurses. 
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Summary 

This chapter presented results from multiple statistical analyses, including 

descriptive statistics, EFA, CFA, and SEM to address the purpose of this research study 

and hypotheses. The characteristics of the sample were presented, along with the major 

study variables. The EFA and CFA revealed weakness of a number of the measurement 

tools with the sample data, and led to a revised measurement model for the study, and 

reduced hypotheses. Structural equation modeling revealed a poor fit to the data, and no 

mediation from the construct of transition to ITL for any of the observed independent 

variables; however, a number of large effects were found between study variables. The 

only hypothesis supported was that role stress is inversely related to transition. 

Thematic analysis findings related to perceived facilitators and barriers of 

transition were presented. Similar themes were noted between the themes for facilitators 

and barriers, such as supportive and unsupportive workplaces, personal factors and 

struggles, and policy. Finally, recommendations gathered from a knowledge sharing 

session with key stakeholders were presented. These recommendations relate to 

opportunities to pursue in nursing education, nursing practice, and nursing policy. 
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Chapter 6 

Discussion of the Findings 

 Testing the theoretical linkages between potential personal, community, and 

societal conditions, transition and ITL was the primary aim of the study. Ultimately, the 

theoretical model was not supported by the data; however, important characteristics 

regarding transition and retention were found. These included the overall findings of 

transition and turnover, the unexpected measurement challenges with the Casey-Fink 

survey, and the insightful descriptions provided by respondents emphasizing the 

influence of self-efficacy and workplace incivility to transition.   

This chapter begins with a discussion of the representativeness of the sample to 

provincial statistics, and provides an overview of findings related to the theoretical 

model. Key transition, ITL and retention findings from the current study are compared to 

other reports in the literature. A discussion of significant relationships among variables, 

limitations of the study, and recommendations for nursing practice, nursing education, 

nursing policy, and nursing research are discussed in this chapter. 

Representativeness of sample 

Although the response rate for the current study was 32%, the demographic 

characteristics of the sample were similar overall to provincial statistics reported by the 

CNO for 2015 (CNO, 2016). Deviations from the provincial characteristic in this sample 

included more new nurses working in full-time positions (51% versus 42%) and in 

hospitals (75% versus 65%). Retention data from the provincial report identified that for 

the years 2014 and 2015 just over 1% of new RNs did not renew their registration. In the 

study sample, approximately 1% reported leaving the nursing profession.         
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Overview of theoretical model       

 As previously described, the theoretical model guiding the study was developed 

based on the available evidence and a component of Meleis’ et al. (2000) transition 

theory, specific to conditions (personal, community, and societal) that may facilitate or 

inhibit transition, and intended to demonstrate a relationship between transition and ITL. 

The model suggested that transition was a mediator between the conditions of transition 

and ITL. The results of SEM analysis indicated a poor fit between the proposed 

theoretical model (see figure 8) and the data collected. The studies illustrated by Meleis 

(2010) that supported the theory development, and specifically the conditions of 

transition, were not specific to the transition of new nurses. As described in the studies, 

the conditions (and measurement of these) varied depending on the transition and 

population being considered, and used varying research designs and analysis. In the 

present study, several of the conditions initially proposed to be tested were removed from 

the model based on findings from EFA and CFA. Therefore, the revised model may be 

missing variables that influence transition, and the relationship of transition to ITL.  

 In addition to the overall poor fit of the model to the data, most of the hypotheses 

were not supported. However, lower role stress was found to be related to a positive 

transition. This hypothesis supports a component of the theory used to guide the study, 

that the personal condition (in this case, role stress) influences transition. As previously 

discussed, transition to practice is perceived by new nurses to be stressful, with varying 

forms of stress reported. Role stress consists of role ambiguity and role overload, and 

examines items such as expectations for the job, role clarity, and ability to complete work 

within the time allotted (Chang & Hancock, 2003). Therefore, based on this finding, 
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supporting new nurses through reasonable workload, role expectations and role clarity, 

can contribute to a positive transition.       

 Two hypotheses, 1) higher self-efficacy leads to a positive transition, and 2) a 

supportive work environment leads to a positive transition, were not supported as the 

results suggested an inverse relationship. These results conflict with the theory guiding 

the study, suggesting that higher self-efficacy and supportive work environment lead to a 

negative experience of transition for the new nurse. These findings raise concern with the 

validity and reliability of the measurements used to assess the theory constructs, and 

contrast with several other studies (Beecroft et al., 2006; Casey et al., 2004; Kramer et 

al., 2011; Kramer et al., 2012).       

 The effect sizes raise a similar concern for the measurements used in the study, 

which suggested relationships among variables that were not expected and opposed the 

hypotheses. Of particular interest are the large and negative effect of self-efficacy on 

transition, and the large and positive effect of transition on ITL. The underlying 

assumption that a positive transition will help retain new nurses in the workforce, which 

this study sought to measure, was not supported by the data. A number of limitations in 

this study, which may help explain these results, are discussed later in this chapter. 

Transition characteristics        

 Examining the mean transition scores, for both the one-item scale and Casey-Fink 

survey, the respondents had a positive transition but there is opportunity for 

improvement. The one-item, 10-point scale used in this study was similar to that used by 

Phillips and colleagues (2012) who reported the same mean (6.9) for a sample of new 

RNs in Australia. However, comparing the transition scores between nurses based on 
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their previous work experience, Phillips et al. found significant differences between those 

new nurses with previous work experience and those with no work experience. They 

concluded that the type of work experience was not important but that generic, 

transferable skills acquired from working were key to the successful transition. Although 

a large portion of respondents from this survey reported previous work experience, 

comparison of transition scores based on the previous work experience was not 

completed.          

 The mean score from the Casey-Fink survey provides a similar result and 

interpretation as the transition score - positive but could be improved. For comparison, 

one recent Canadian study examined the transition of new RNs using the Casey-Fink 

survey to measure transition (Rush et al., 2015). The authors utilized the Casey-Fink 

survey to quantify the transition experience of new nurses while examining orientation 

and transition program components using an online survey to new nurses who graduated 

in 2010 working in acute care across seven health authorities in British Columbia. Rush 

and colleagues (2015) reported that the total transition scores were associated with the 

length of orientation. Specifically, new nurses who attended four or more weeks of 

orientation had significantly higher total transition scores than nurses with orientation 

lengths between two to four weeks, and less than two weeks. In comparison, the mean 

Casey-Fink transition score from this study (71.21) fell between the means of the 

groupings from Rush et al. (2015). This is of particular interest as a large portion of 

respondents from this study reported participation in a transition program, either the 

NGG or an organizational program for more than four weeks, and in addition, most 

participated in an organization and departmental orientation. As noted by Rush, 
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Adamack, Gordon, Lilly and Janke (2013) great variation in orientation and transition 

programs exists, which may account for the differences.     

 Satisfaction with job aspects. A component of the Casey-Fink survey included 

items assessing satisfaction with different job aspects. The most satisfying aspects of jobs 

reported by new nurses included salary and amount of responsibility; the least satisfying 

aspects were benefit packages and opportunities for choosing shifts worked. In 

comparison, Casey et al. (2004) reported that 39% of respondents were dissatisfied with 

salary, and 70% satisfied with their benefits packages, yet means for these job aspects 

were not reported. Differences between the samples, such as different countries of 

nursing practice, participation in differing transition programs, and a 15-year difference 

in data collection, may contribute to differences in satisfaction with salary. For this 

study’s participants, the opposing satisfaction levels with benefits and salary may reflect 

the portion of respondents working part-time, who would likely not have benefits, but are 

paid a portion of salary in lieu of benefits. Despite salary being satisfying, finances, 

including student loans, were sources of stress for the respondents.    

 The second highest satisfying job aspect identified was amount of responsibility. 

This aspect was not defined in the survey by Casey et al. (2004), nor were results specific 

to this item reported. Other studies, not specific to graduate nurses, have reported that 

autonomy influences job satisfaction (Baernholdt & Mark, 2009) and that lower 

satisfaction with work autonomy was a predictor of ITL (Stewart et al., 2011). Using a 

cross-sectional survey of rural nurses (N=3,051) across Canada, Stewart et al. (2011) 

reported that nurses were more likely to report ITL if they were dissatisfied with 

scheduling, autonomy, required to be on-call, and practicing and making decisions at an 
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advanced level. Although not specific to new nurses, the inclusion of autonomy as a 

predictor for transition and ITL is needed.     

 Facilitators and barriers. The thematic analysis of comments related to 

perceived facilitators and barriers to transition were similar to findings already reported 

in the literature. In the open-ended comments section of the survey, respondents shared 

concerns of lack of support, making mistakes, lack of confidence, feeling unprepared, 

and negative work cultures including horizontal violence and bullying faced by new 

nurses. The volume of comments provided suggests that new nurses are eager to provide 

feedback on their transition experience. In fact, several respondents wrote comments 

thanking the researcher for the study. The examples provided rich illustrations regarding 

the various hardships new nurses undergo while transitioning to practice and the effect 

these can have on them, including influencing their decision to change jobs.   

 In comparison of the comments and themes to questions of the survey, there was 

overlap with questions from the Casey-Fink survey, and notable differences related to the 

items used to measure collegial relationships. In response to Casey-Fink items, high 

proportions of respondents reported difficulties of transitioning as a lack of confidence, 

and workload. Similarly, in the open-ended comments, a lack of confidence and 

workload (such as high patient acuity and patient assignments) were identified as barriers 

to transition. Unfortunately, many comments described bullying and horizontal violence. 

 The collegial relationship items used in this study focused on the relationships 

between nurses and physicians, and assessed if the relationship was perceived to be 

“good”, the amount of teamwork, and functional collaboration. Upon reflection, these 

questions do not assess the relationships new nurses may have with other members of the 
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team, most notably, their nursing colleagues. Other questions throughout the survey did 

ask about comfort in approaching and perception of feeling supported by other nurses, 

availability of role models, preceptor and manager support (five questions in the support 

sub-scale of the Casey-Fink survey); however, the items did not specifically ask if the 

new nurses were experiencing bullying or workplace incivility.    

 In the recent study by Laschinger and colleagues (2016), the variables of 

supervisor, co-worker and physician incivility were each measured. They reported that a 

large proportion of respondents experienced some sort of incivility from physicians, co-

workers, and supervisors. Although the measures of incivility had weak correlations to 

the outcome variables of job and career satisfaction and job and career turnover 

intentions, Laschinger and colleagues suggest that the findings are disturbing and that 

action is needed from leaders to promote respect and civility in the workplace. Thematic 

findings from the current study are also troubling, and support the call for further action 

in the workplace to reduce incivility.               

Intention to leave and retention characteristics      

 In the present study, the ITL leave measures were low, indicating minimal intent 

to leave a job and the profession among the survey participants. However, nearly half of 

the respondents reported turnover behaviour, either internally (within the organization) or 

externally (leaving the organization). In examination of these findings, it is difficult to 

interpret the ITL measures. It was assumed that if there was a change in job then there 

would be a resultant change in ITL. Further analysis using one-way analysis of variance 

did not support this assumption, finding no significant differences in the means of ITL 

job and ITL profession measures among those who had reported turnover (internally, 
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externally or leaving the profession) to those whom had stayed in their first job. 

Limitations to the study, such as the design and measures used, may have contributed to 

these findings and are described below.         

Relationship among study variables      

 Correlation analysis was completed and significant relationships were found 

among a number of study variables (table 18 and table 19).  However, the significant 

correlations were weak to moderate in their strength of association, and are discussed 

below.          

 Conditions of transition and transition. The measurements of transition, 

communication/leadership and patient safety, had significant relationships with several 

community condition variables. Specifically, there were positive relationships between 

communication/leadership and patient safety to work environment, which were expected. 

However, unexpected correlations were found among the conditions of transition. 

Significant correlations between the personal factor of self-efficacy and community 

conditions of work environmental factors were found. Self-efficacy was inversely 

associated with collegial relationships, and staffing and resource adequacy. Also, the 

societal condition of participation in the NGG and the personal condition of role overload 

had relationships which were not expected, and conflicted with the guiding theory. While 

the correlations are small and suggest weak relationships among the variables, the 

directions of the correlations raise questions and concern over methods and 

measurements used.          

 Self-efficacy. Peterson et al. (2011), who reported that self-efficacy was 

significantly and negatively related to job dissatisfaction, used a definition of self-
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efficacy that focused on completion of tasks. The focus on tasks aligns with many of the 

concerns raised by the new nurse, such as mastering skills needed to provide care. Skill 

mastery in new nurses was recognized in the 1960s by Kramer (1974) in her study and 

theory of postgraduate nurse socialization. The Personal Efficacy Belief Scale (Riggs et 

al., 1994) used in this study includes items related to tasks and skills, but also included 

items focused on job performance and ability.     

 More recently, the concept of occupational coping self-efficacy (OCSE), one’s 

self appraisal of this/her ability to cope with environmental demands (Pisanti, Lombardo, 

Lucidi, Lazzari & Bertini, 2008), has been identified as important for new nurses 

(Laschinger at al., 2016). This concept looks beyond skill mastery to include one’s 

confidence in meeting one’s overall job demand. Examining factors that influence new 

graduates transition in Canadian hospitals and predictors of job and career satisfaction, 

and turnover intentions, Laschinger and colleagues (2016) reported no change in OCSE 

between time one and time two, measured on a 9-item Likert-like scale; however, OCSE 

did correlate positively with career satisfaction and job satisfaction, and was negatively 

correlated to job turnover intentions and career turnover intention. Except for job 

satisfaction, the correlations reported by Laschinger et al. were weak, yet support the 

inclusion of self-efficacy measures in examining transition and ITL. Further 

understanding of the measure, and expected changes over time, are warranted. As a new 

nurse gains experience, one would expect a change in self-efficacy.   

 Transition program. For this variable, respondents were grouped as having 

participated in the NGG for 12-weeks or more, or not. The rationale for this 

categorization was the hypothesis that the longer the time the new nurse is supported the 
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more positive the transition experience, with a decreased likelihood of reporting ITL. The 

positive relationship between NGG and role overload suggests that respondents who 

participated in the NGG for greater than 12-weeks reported higher role overload. 

Participation in the NGG is at the beginning of employment, starting within the first six 

months of graduation, and it is likely that the survey respondents were no longer in the 

initiative. While the role overload measure was related to their current work, it was 

expected that increased NGG participation would reduce reports of role overload. The 

investment of the province of Ontario in the NGG, and the direction of the correlations 

noted between the program and the other variables measured warrants further discussion. 

Furthermore, the selected timeframe (12 weeks participation in the NGG) for grouping 

respondents may not capture the support provided or quality of the program. 

 The NGG was the only measure of societal condition of transition included in the 

measurement model for the study. Despite being a provincially funded program for new 

nurses and employers, there are minimal orientation requirements for employers 

participating in the program. These requirements include: a minimum of three to six days 

of general orientation to the organization, which includes teaching strategies and delivery 

methods to educate on competencies; clear role definitions of new nurse, mentor and 

orientation leader; and a learning plan (Ministry of Health and Long-Term Care, 2014). 

These minimal requirements, along with the variety of settings new nurses are employed 

in, likely contributes to the lack of standardized orientations and professional 

development activities within the program, as these activities are dependent on the 

employer. Furthermore, this variation may contribute to the lack of relationship noted in 

this study between transition and NGG participation.      
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 Although the goal of the NGG is to increase full-time employment of new nurses 

in Ontario, Ontario’s Auditor General recommended that the Ministry of Health and 

Long-Term Care improve its oversight and assessment of the effectiveness of its nursing 

programs and initiative (Office of the Auditor General of Ontario, 2015). The Auditor’s 

report identified that only a quarter of new nurses in the NGG program in 2010/11 and a 

third in 2011/12 secured permanent full-time jobs (Office of the Auditor General of 

Ontario, 2015). Beyond full-time job measures, the report does not address the retention 

of these new nurses in employment. This is also not addressed in previous annual 

evaluation reports of the NGG. Using interview and survey data used to complete the 

annual evaluation, Baumann, Hunsberger, Crea-Arsenio, and Rizk (2014) reported that 

the NGG builds confidence in new nurses, and supports their growth and development. 

Specific tools for assessing confidence or transition were not described, yet the inclusions 

of such measures are recommended for future evaluations of the NGG. Specific measures 

to consider are described in the implications to nursing section.   

 Transition and intention to leave. There were significant relationships found 

among the Casey-Fink transition measures of communication/leadership and patient 

safety and the two ITL variables, ITL profession and job.  These variables were all 

weakly correlated, but in the expected direction.     

 The low ITL measures from this study are similar to the low means of job and 

career turnover intent reported by Laschinger et al. (2016). Despite the low job turnover 

intentions, Laschinger et al. reported that moderate correlations were found with burnout, 

emotional exhaustion, psychological capital, person-job-fit, and new nurse support. 

Cynicism, a dimension of burnout, had the strongest association with career turnover 
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intention, followed by psychological capital (Laschinger et al., 2016). It is not clear in the 

theory guiding the study by Laschinger et al. how the variables measured relate to 

transition, which is represented in the theory. Yet, given the findings reported by 

Laschinger et al., it is apparent that additional measures to assess ITL, such as the 

dimensions of burnout that may also relate to transition, be considered in future studies. 

Limitations          

 There are several limitations to this study, including the use of a cross-sectional 

design method, self-reporting, the sample size, and measurements used within the study. 

Each of these limitations is discussed below.      

 Design. The cross-sectional survey does not support the measurement of changes 

over time of key variables, such as transition and ITL. The simultaneous collection of 

data for predictor and outcome variables makes it difficult to determine causality of 

variables. In particular, Meleis (2010) described transition as both a process and an 

outcome, yet the data collected did not allow the distinction between these facets of the 

phenomenon. The survey respondents ranged in length in practice, as well as length in 

their job, and one would expect they were at different stages in the transition process.

 Self-report. The study used a self-report survey method for data collection. 

Limitations with this approach include the potential for response bias such as 

carelessness, due to fatigue or lack of motivation, social desirability, or acquiescence, 

which is the tendency to agree with positively worded items (Waltz et al., 2010). Several 

techniques were used to control for potential bias in the design of the survey, including 

the use of different response formats, labels on scale end points, layout of the items and 

formatting of the survey, and reversing scales (Dillman, 2000). As well, participants were 
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informed of confidentiality and responses being anonymous, which may have helped to 

limit biases associated with social desirability.     

 Sample size. The final study sample size (after the removal of three multivariate 

outliers) limited the analysis, and trustworthiness of the data. As noted in chapter four, 

SEM requires large sample sizes. Kline (2011) suggests that an ideal estimated ratio of 

sample size to number of distinct parameters is 20:1, with a less ideal ratio of 10:1, and 

suggests that as the ratio decreases below 10:1 so does the trustworthiness of the data. 

For the final model analyzed, there was a total of 71 parameters (regression coefficients, 

variances, and covariances), for the 20 variables (including observed and latent 

variables). Of these parameters, 47 were distinct parameters to be estimated. Therefore, 

the final sample size of 214 represents a sample size to parameter ratio of 5:1, and is too 

small. Despite achieving a sample size greater than 200, the complexity of the final 

model would need a minimum sample size of 470, and ideally a sample size of 940, 

when the estimation method of maximum likelihood is used in SEM.  

 Measurement. As reported in chapter five, not all influencing variables of 

transition and ITL were retained in the final model. The variables removed included: 

work-family conflict, job satisfaction, organizational commitment, perceived control, 

perceived competence, goal internalization, becoming part of the team, nursing 

foundations for quality of care, stress, professional satisfaction, and support. Thus, there 

are likely variables that may influence new nurses’ transition and ITL that are not 

included in this study. The variables included in the study were evidence-informed 

predictors of transition and ITL for graduate nurses. Specific concerns regarding the 

measurement of transition and ITL, mentioned previously, are described below. 
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 Measurement of transition. In a systematic review of nursing residency 

programs, Anderson and colleagues (2012) reported that the Casey-Fink survey was the 

most commonly used tool to measure successful transition. The Cronbach’s alpha values 

for the four sub-scales (see Chapter four, table 5 in this study), were comparable to 

previous reports from the United States, and the Canadian study by Rush et al. (2015). 

However, exploratory factor findings were not comparable to other researchers.  

 In the letter of support for use of the survey and instructions (see Appendix C), 

the researchers identify that all survey items were subjected to EFA, with Varimax 

rotation, and a 5-factor solution found and labeled to represent the sub-scales of the 

survey. These results were also reported by Williams, Goode, Krsek, Bednash and Lynn 

(2007). Both Casey et al. and Williams et al. sampled new nurses in USA residency 

programs in acute care. Casey et al. used a convenience sample of graduate nurses 

(N=270) from six facilities in the Denver metropolitan area; Williams et al. used a 

convenience sample (N=679) from 12 university hospitals across the USA. The residency 

program described by Williams et al. was 1-year in length, with structured components 

and processes such as curriculum, preceptors, and facilitators. The difference between 

these studies and the current study, especially sampled populations and their participation 

in residency programs, may account for the difference in findings.    

 Comparison of the CFA results from this study was not possible as such results 

were not found in the literature or known to the tool researchers (R. Fink, personal 

communication, May 12, 2016; M. Lynn, personal communication, June 10, 2016). The 

lack of published CFA results for the Casey-Fink survey, along with the CFA results 

from this study, support the need for further research of the tool. Specific 
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recommendations are provided in the implications section of this chapter.  

 As previous identified, three sub-scales and two additional items were removed 

from the Casey-Fink survey; therefore, potential aspects of transition may not be 

represented in the final model and the interpretation of the results requires caution. This 

being said, the items of the patient safety sub-scale related to the nurse’s ability to 

complete patient care, organizing and prioritizing care, ability to safely provide care, and 

feeling overwhelmed with responsibilities and workload. The items in the 

communication/ leadership sub-scale related to feeling prepared, comfort and confidence 

in communication and delegating, and comfort with knowledge related to dying patient. 

Other than the item specific to the dying patient, which may not have been relevant to all 

survey respondents, the items that remained in the Casey-Fink survey capture a range of 

questions to assess the new nurses’ comfort and confidence, which is the intent of the 

overall Casey-Fink survey (Casey et al., 2004).     

 Measurement of intention to leave. As described in the literature review, 

measures of ITL, or turnover intention, vary but are commonly used by researchers to 

help assess retention.  In 1995, Irvine and Evans conducted a meta-analysis related to job 

satisfaction and turnover among nurses. Irvine and Evans concluded that as nurses 

develop ITL, they are inclined to follow through with turnover behaviour. However, their 

analysis result of a large credibility interval, which contained zero, suggested the 

existence of modifiers. The modifiers reviewed by Irvine and Evans included 

measurement (such as intention to stay, intention to search and intention to leave), time 

lags, response rates, and date of the study. The researchers concluded that the only 

modifier to have an effect on the size of the correlation coefficient was measurement.  
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Despite these finding, different measures of behavioural intentions have continued to be 

used.                       

Implications for nursing         

 Based on the findings of this study, a number of implications and 

recommendations are proposed to further advance nursing practice, education, policy and 

research in relation to new nurses’ transition and retention to practice. These implications 

and recommendations are described below.      

 Nursing practice. The expectations of employers for new graduates, and 

supportive work environments are two areas of opportunity to support new nurses’ 

transition and retention. Expectations for practice can vary between health care settings; 

however, new nurses enter practice with entry-level competencies (CNO, 2014) that are 

general and broad. Comparing these entry-level competencies to the expectations of 

employers and the needed competencies in the work place, employers can target 

orientation to meet the needs of new nurses as well as the needs of patients and the 

employer. Furthermore, setting realistic expectations may mitigate role stress 

experienced by new nurses, and in turn, support positive transitions.   

 Orientation is a component of a supportive work environment. As reported by 

Rush et al. (2015), the length of orientation can influence the new nurses’ transition 

experience. However, an integrative review of transition programs to identify best 

practices (Rush et al., 2013), as well as systematic reviews by Edwards et al. (2011) and 

Anderson et al. (2012), reported that the limitations in the existing literature, such as 

variability in research designs and findings, prevented the researchers from developing 

recommendations and describing the relationship between transition and retention. 
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Despite these limitations, the researchers reported that the existence of transition 

programs had a positive impact on new nurses. Therefore, continued provision and 

evaluation of programs, particularly the orientation component, is needed.  Based on the 

findings of this study and existing literature, it is recommended that transition programs 

include: orientations that are a minimum of four weeks in length (Rush et al., 2015); 

reasonable workload, role expectations and role clarity to reduce role stress; continued 

education opportunities to support knowledge and skill development; an assigned 

supportive mentor or preceptor (Rush et al., 2015); and, support to new nurses for at least 

six months (Rush et al., 2013; Salt et al., 2008).    

 Additional considerations for promoting a supportive work environments for new 

nurses include collegial relationships and workplace civility. Comments received by 

survey respondents regarding interprofessional collaboration included perceived 

difficulty in understanding roles of others and how they work together, and concerns of 

bullying and workplace incivility. Pfaff, Baxter, Jack and Ploeg (2014) explored new 

Ontario nurses’ confidence in interprofessional collaboration in different health sectors 

using a mixed method study, consisting of a cross-sectional survey and follow-up 

telephone interviews. The authors suggest that the lack of confidence in interprofessional 

collaboration detected in new nurses is a performance gap, and sought to understand the 

factors influencing new nurses’ confidence to engage in interprofessional collaboration. 

The researchers do not distinguish between self-efficacy and confidence, and created 

survey questions to assess confidence. Pfaff et al. (2014) reported significant differences 

in new nurses’ confidence in interprofessional collaboration among health care sectors, 

with new nurses employed in acute care reporting higher confidence levels. A strong 
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correlation was reported between satisfaction with team and confidence in 

interprofessional collaboration. In addition, Pfaff et al. reported qualitative findings, 

consistent with their quantitative findings, and suggested that new nurses’ supportive 

relationships with team and organizational leaders facilitated confidence to engage in 

interprofessional collaboration.         

 These findings, in addition to those found from this study, and concerns of 

workplace incivility raised by Laschinger et al. (2016), illustrate the important role that 

leaders have for supporting new nurses. Leaders and role models for new nurses are 

diverse, and may include managers to educators to informal leaders and role models 

within their area of practice. Therefore, it is recommended that all leaders address the 

concerns of bullying and workplace incivility, not only through policy development, but 

by clearly articulating the expectation and consequences for all team members, and 

providing opportunities for discussion and education.     

 In addition, nursing leaders can advocate for transitions programs to support to 

new nurses experiencing workplace incivility or bullying. Rush, Adamack, Gordon and 

Janke (2014) reported that the prevalence of new nurses experiencing bullying was 

similar between those in a transition program and those not in a transition program. 

However, new nurses participating in a program were able to access support. Therefore, 

an additional recommendation for transition programs to help address the issue of 

workplace incivility are the inclusion of bullying prevention strategies (Rush, Adamack, 

Gordon & Janke, 2014). Opportunities to practice and learn skills to support development 

of confidence or self-efficacy needed by new nurses to address incivility are essential to 

creating a supportive work environment.      
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 It must be recognized that some turnover in graduate nurses can be expected. 

Kovner et al. (2007) suggest that as long as the new nurse remains in nursing, the nursing 

community has not lost human capital despite the first employers incurring turnover 

costs. The challenge to this perspective is not ignoring what could be triggering turnover, 

such as unsupportive work environments with bullying or workplace incivility, which 

must be addressed, and continuing to advocate for programs despite turnover. 

 Nursing education. To help address the concerns reported about feeling 

unprepared for practice and the workforce, and a lack of confidence, opportunities to 

prepare students for the workforce and to assist in the development of self-efficacy are 

needed. Although colleges and universities may offer general services to prepare students 

for the workforce, opportunities specific to nursing students entering health care settings 

must be provided. Recommended activities for nursing educators include: inviting local 

employers to speak to groups of students and share their expectations and processes, 

facilitating job fairs, and offering workshops to support students in writing resumes and 

practicing interviewing for job opportunities (for example, mock interviews). 

 The final clinical placement for nursing students was identified as a facilitator for 

transition, especially for those new nurses who became employed in the same unit or 

department as their final clinical placement. Although not specific to final clinical 

placements, Hoffart, Waddell, and Young (2011) propose a model of new nurse 

transition that includes preparing students and supporting new nurses in practice with 

transition programs beginning in nursing education and continuing into practice after 

students graduate. The model views the transition period as a continuous process that 

spans across organizations, and recognizes the role of pre-registration clinical placements 
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as part of the transition process (Hoffart et al., 2011). Previous experience in an area of 

practice may contribute to new nurses’ self-efficacy, understanding of expectations in a 

practice setting, the level of autonomy, and ultimately their transition experience. Further 

understanding of the role that clinical placements have on RN outcomes, such as 

transition and retention in the workplace, is needed.       

 Nursing policy. Ongoing evaluation of the NGG policy is needed to assess the 

influence on retention in the workplace and transition. Recommendations from the last 

NGG evaluation report included the expansion of the evaluation framework to access the 

impact of the NGG on new graduate nurse retention and professionalism, and the 

identification of best practices to integrate and retain new graduate nurses in the nursing 

workforce (Baumann et al., 2014). Although the intent of the policy is to support and 

promote full-time employment of new nurses, the ability to retain these nurses in the 

workplace is of equal importance.       

 In Nova Scotia, the Government’s Department of Health and Wellness has 

provided funding to support workplace orientation for new nurses (Government of Nova 

Scotia, 2016). The department’s nursing strategy included the development and 

implementation of an orientation and transition framework to support the transition of 

new nurses in hospitals and long-term care, and reports that the nursing strategy has 

helped retain nurses in the province (Government of Nova Scotia, 2016). The strategy 

was launched in May 2015, and has included government funding to help employers 

recruit and retain nurses with activities such as orientation and support for new graduates, 

professional development, mentorship, and co-op student work placement (Government 

of Nova Scotia, 2016). Although the long term implications and sustainability of the 
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strategy is yet to be seen, policy makers in Ontario can learn from other programs, such 

as the nursing strategy in Nova Scotia, to help inform the development and 

implementation of an approach for transition programs, such as the NGG.  The 

effectiveness of such programs on transition and ITL, and retention, must be evaluated. 

 As previously discussed, the current NGG outlines minimum requirements for 

orientation of the new nurses. These requirements can be enhanced to help standardize 

the program and components of orientation across organizations, and support the 

transition of new nurses. The previous recommendations for transition programs need to 

be applied to the NGG.        

 Nursing research. Concerns with the existing measures of transition, specifically 

the Casey-Fink survey, and ITL measures, and the research design were identified in this 

study. Given the financial investments by organizations, and in some instances 

governments, to support transition of graduate nurses through programs and orientation, 

as well as the educational investment by new nurses, it is necessary to measure the 

outcome of transition and retention with valid and reliable measures. A tool to measure 

transition, which is valid and reliable with Ontario’s new nurses, is needed. Given how 

widely utilized the Casey-Fink survey has been in the USA, re-testing the survey in 

Canada is recommended. Specifically, opportunities to pool data collected, such as the 

findings by Rush et al. (2015) with findings from this study, should be explored. A 

secondary analysis of the Casey-Fink survey, with a larger sample size, can help assess 

the validity and reliability of the measure, and the trustworthiness of findings. Not only 

would such an approach inform the use of the Casey-Fink survey to measure transition, it 

may provide an opportunity to re-test a model linking transition and retention. 
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 The survey respondents reported a lack of confidence as a barrier to their 

transition to nursing practice, and many reported the need to learn skills and procedures 

within the workplace. Based on the findings for this study, and the literature reviewed, 

self-efficacy plays an important role in new nurse transition and influences turnover 

intention, directly or indirectly. However, the different measures of self-efficacy and 

inconsistent use of terms make it difficult to compare study findings and implications. 

The occupational coping self-efficacy (OCSE) scale (Pisanti et al., 2008) should be 

considered for future studies. As previously described, Laschinger et al. (2016) used the 

scale in a study of new nurses across Canada, and reported high reliability (α=.84). Using 

the measure in future studies would support comparing self-efficacy between studies and 

enhance our understanding of the construct in new nurses.     

 Similarly, the use of ITL measures vary and are inconsistent. Since the meta-

analysis by Irvine and Evans (1995), researchers have continued to use different 

measures to assess behaviour intentions. Given the gap in time since this meta-analysis 

was conducted on behavioral intention, another meta-analysis, similar to that completed 

over 20 years ago by Irvine and Evans, is recommended to help inform the wording of 

the measurement and continued use. Specifically, the analysis can inform the continued 

use of turnover intention measures and provide insight into the differences or similarities 

between them, such as intention to leave, intention to stay or intention to remain, and the 

relationship between ITL and actual turnover.     

 Using a repeated measures design to assess changes in transition over time, as 

well measuring actual turnover, versus turnover intention, is needed. A review of 

previous studies that measured transition with the Casey-Fink survey used repeated 
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measures designs (Fink et al., 2008; Krugman et al., 2006; Olson-Sitki, Wendler & 

Forbes, 2012). Consideration to measuring transition at different points in time, such as 

at the point of entry, three to six months, and one year into nursing practice may help 

assess the process of transition and test emerging models. Furthermore, as new nurses 

experience turnover, their rating of ITL may change, and this could be measured in 

longitudinal, repeated-methods designs. To address the limitations identified in 

systematic reviews of transition programs, the inclusion of control groups could 

strengthen the evidence related to the effectiveness of transition programs on transition 

and retention, and are strongly encouraged.     

 Finally, there is a need for theory development. The aim of this study was to test a 

theoretical model linking transition and retention, and inform our understanding of the 

relationships among the predicting variables. The previous recommendations related to 

measurement and design can be used for further theory development related to graduate 

nurse transition and retention.                                                 

Conclusion          

 Retaining graduate nurses to practice is necessary for workforce stability and the 

provision of care to patients. Of particular concern, and a trigger for this study, were 

reports of graduate nurses’ ITL nursing jobs and the profession, high turnover rates, and 

difficulties with transition. It is often implied that negative transition experiences can 

lead to graduate nurses leaving jobs and the profession; however, the empirical evidence 

to support the claim was missing from the literature reviewed.     

 Testing a theoretical model that linked conditions of transition (personal, 

community, and society) to transition, and transition to ITL was the primary aim of this 
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study. The model was not supported by the data. A reduced, revised model underwent 

further analysis using SEM to test the theory; however, a poor fit of the model with the 

data was noted. Methodological challenges identified though the analysis can be traced to 

the potential weakness of measures used to assess transition and ITL. The measurement 

challenges identified in this study present opportunities for future research. In particular, 

development of a rigorous tool to measure transition and a critical review of the use of 

ITL measures are required to advance our understanding of underlying connections 

between the two phenomenons.       

 Despite not being able to conclude the existence of a relationship between 

transition and ITL with the sample data, a number of relationships among study variables 

were found. Although caution is required in generalizing the results of this study, the 

correlations found among study variables and themes of facilitators and barriers to 

transition align with findings from other researchers. Specifically, a supportive work 

environment in which peers and colleagues help new nurses learn and feel comfortable, 

along with supportive management and engaged mentors and preceptors can help ease 

the transition for new nurses. Developing and having confidence in one’s own knowledge 

and skills needed in nursing practice is important for new nurses. Together, employers in 

nursing practice and nursing educators may help new nurses feel prepared and confident 

for nursing practice. Finally, the use of a transition program, and related societal policies, 

require further review. In particular, the outcomes of such programs, including retention 

in a job and organization, and transition should be examined.   

 Additional findings from this study provide insight into the transition and 

retention of new nurses. Survey responses indicate that new nurses are experiencing a 
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relatively positive transition to the nursing workforce, despite high proportions reporting 

turnover within their first year or two of practice.     

 Overall, the findings of this study highlight opportunities for nursing educators, 

researchers, practice leaders and policy makers to help support the transition and 

retention of new nurses. The study helps improve our understanding of transition, 

turnover and ITL for graduate nurses within the Ontario context. The findings from this 

study, and proposed implications, can inform and improve nursing practice, nursing 

education, nursing research, and nursing policy.   
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Appendix A 

Search Strategy 

Table 1 

Search strategy 

 

Database 

 

Limitations 

 

Key Words 

 

Results 

 

CINAHL 

 

 

 

(Graduate Nurse) AND  

(Transition) 

 

102  

 

(Graduate nurse) AND  

(Retention) 

 

68  

 

Embase 

 

1996 – 2014 

 

(Graduate) AND  

(Transition) 

 

108  

 

(Graduate) AND  

(Retention) 

 

100  

 

ERIC 

 

1996 – 2014 

Journal articles 

 

(New Teachers) AND 

(Transition) 

 

36  

 

(New Teachers) AND 

(Retention) 

 

83  

 

Medline 

 

1996 – 2014 

 

(Graduate Nurse) AND 

(Transition) 

 

64 

 

(Graduate Nurse) AND 

(Retention) 

 

32 

 

PsycINFO 

 

2002 – 2014 

 

(Graduate) AND 

(Transition) 

 

27  

 

(Graduate) AND 

(Retention) 

 

16  
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GENERAL INSTRUCTIONS: 

 

Please complete each question as best you can, even if you don’t know the answer. 

The following illustrations provide a guide to answer the different types of questions 

found in the survey. 

 

Please choose your response by: 

 

Ticking your response        o    o 

 

 

     Circling a number   1 2 3  1 2         

 

 

Printing     ________               

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

3 
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SECTION A:  TRANSITION 

 

Many of the questions require that you think about your job to answer the question. If 
you are employed in more than one job, please think about your primary job or 
the one you work in the most.  

1. How long have you been in nursing practice (since graduating)? ___years 
____months 

2. Please rate your transition to nursing practice (from the time you graduated 
nursing school until present) from 1 (very negative) to 10 (very positive) by 
circling a number below. 

       Very                             Very 
 Negative                 Positive 

 1 2 3 4 5 6 7 8 9       10 

3. Are you currently working in nursing (circle response)?  

YES  NO 

If you are not working in nursing, please go 
directly to Section D (Personal Information), on 
page 18. 

 

4. Did you participate in the New Graduate Guarantee? (circle answer)    
 

                    YES  If you participated, how many weeks were you in the      

program?  _____ 

 

                    NO  If you didn’t participate in the New Graduate Guarantee, did 

your employer provide a similar type program, such as a 

preceptor/mentorship program? (circle answer) 

       

     YES  NO 

 

      If yes, how many weeks was the program? ______ 

5. How many days was your, 
 

  organization orientation _________ department orientation __________ 

 

6. How many workplace preceptors/mentors do you or did you have? _________ 
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For the next few questions, please circle any or all of the responses that apply. 

 

7. What difficulties, if any, are you currently experiencing with the transition 
from the "student" role to the "RN" role? 

 

a. Role expectations  (e.g. autonomy, more responsibility, being a preceptor or 
in-charge) 

b. Lack of confidence (e.g. communication skills, delegation, knowledge deficit, 
critical thinking)  

c. Workload (e.g. organizing, prioritizing, feeling overwhelmed, ratios, patient 
acuity)  

d.   Fears (e.g. patient safety) 

e. Orientation issues (e.g. unit familiarization, learning technology, relationship 
with multiple preceptors, Information overload)  

 

8. What could be done to help you feel more supported or integrated into the 
unit? 
 

a. Improved orientation (e.g. preceptor support and consistency, orientation 
extension, unit specific skills practice) 

b. Increased support (e.g. manager, RN, and educator feedback and support, 
mentorship) 

c. Unit socialization (e.g. being introduced to staff and MDs, opportunities for 
staff socialization) 

d. Improved work environment (e.g. gradual ratio changes, more assistance 
from unlicensed personnel, involvement in schedule and committee work) 

 

9. What aspects of your work environment are most satisfying? 

a. Peer support (e.g. belonging, team approach, helpful and friendly staff) 

b. Patients and families (e.g. making a difference, positive feedback, patient 
satisfaction, patient interaction) 

c. Ongoing learning (e.g. preceptors, unit role models, mentorship) 

d. Professional nursing role (e.g. challenge, benefits, fast pace, critical thinking, 
empowerment) 

e. Positive work environment (e.g. good ratios, available resources, great 
facility, up-to-date technology) 

 

10.  What aspects of your work environment are least satisfying?  

a. Nursing work environment (e.g. unrealistic ratios, tough schedule, futility of 
care) 

b. System (e.g. out-dated facilities and equipment, small workspace, charting, 
paperwork) 

c. Interpersonal relationships (e.g. gossip, lack of recognition, lack of teamwork, 
politics) 

d. Orientation (e.g. inconsistent preceptors, lack of feedback) 
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11. Think about your ability to do tasks required by your job, rate each of the 
following statements in reference to your own personal work skills and 
ability to perform your job. Please rate each statement from 1 (Very 
Inaccurate) to 6 (Very Accurate).  

               Very             Very 
                                                                Inaccurate                        Accurate 
         

I have confidence in my ability to   1 2 3 4 5 6 
do my job 

 

There are some tasks required by   1 2 3 4 5 6 
my job that I cannot do well   

 

When my performance is poor, it  1 2 3 4 5 6 
is due to my lack of ability    
 
I doubt my ability to do my job 1 2 3 4 5 6 

 

I have all the skills needed to  1 2 3 4 5 6 
perform my job very well      

 
Most people in my line of work  1 2 3 4 5 6 
can do this job better than I can    

 
I am an expert at my job  1 2 3 4 5 6 
 

 

My future in this job is limited  1 2 3 4 5 6 
because of my lack of skills      

 
I am very proud of my job skills  1 2 3 4 5 6 
and ability        

 

I feel threatened when others  1 2 3 4 5 6 
watch me work       
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12. For the following section, please rate each statement from 1 (Total 
Disagreement) to 5 (Complete Agreement) by circling a number. 

 

                 Total                                       Complete 
       Disagreement                             Agreement 
         

The demands of my work interfere with my 1 2 3 4 5 
home and family life 

 
The amount of time my job takes up makes  1 2 3 4 5                                                                                 
it difficult to fulfill family responsibilities 

 
           Things I want to do at home do not get done 1 2 3 4 5                                     
           because of the demands my job puts on me 

 
My job produces strain that makes it difficult 1 2 3 4 5                                                                      
to fulfill family duties 
 

Due to work-related duties, I have to make  1 2 3 4 5 
changes to my plans for family activities 
 

 

13. In the following space, please describe what you feel are (or were) 
facilitators and barriers to your transition into the nursing workforce. Please 
provide specific examples. If you need more space, please feel free to write on 
the back of the survey. 

 

 Barriers: 

 

 

 

 

 

 Facilitators: 
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14. Thinking about your current job, please rate your level of agreement with 
the following statements (tick your response). 
Note – If you no longer have a preceptor (or mentor), reflect on the time when 
you did. 

 

 STRONGLY 
DISAGREE 

 
DISAGREE 

 
AGREE 

STRONGLY 
AGREE 

I am able to complete my patient care 
assignment on time. 

 

  

 

  

 

  

 

  
 
I feel the expectations of me in this job are 
realistic. 

 

  

 

  

 

  

 

  

 
I feel prepared to complete my job 
responsibilities. 

 

  

 

  

 

  

 

  

 
I feel comfortable making suggestions for 
changes to the nursing plan of care. 

 

  

 

  

 

  

 

  

 
I am having difficulty organizing patient care 
needs. 

 

  

 

  

 

  

 

  

 
I feel I may harm a patient due to my lack of 
knowledge and experience. 

 

  

 

  

 

  

 

  

 
There are positive role models for me to 
observe on my unit. 

 

  

 

  

 

  

 

  

 
My preceptor is helping me to develop 
confidence in my practice. 

 

  

 

  

 

  

 

  

 
I am supported by my family/friends. 

 

  

 

  

 

  

 

  
 
I am satisfied with my chosen nursing 
specialty. 

 

  

 

  

 

  

 

  

 
I feel my work is exciting and challenging. 

 

  

 

  

 

  

 

  
 
I feel my manager provides encouragement 
and feedback about my work. 

 

  

 

  

 

  

 

  

 
I am experiencing stress in my personal life. 

 

  

 

  

 

  

 

  
 
If you chose agree or strongly agree, to the statement above, please indicate what 
is causing your stress.  (You may tick more than one choice) 

☐ Finances                            ☐ Child care                         ☐ Student loans  

☐ Living situation                   ☐ Personal relationships      ☐ Job performance 

☐ Other _______________ 
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15. How satisfied are you with the following aspects of your job (tick your 
response): 

 

 

 

 

 

 

 

 

 

  
VERY 

DISSATISFIE
D 

 
MODERATELY 
DISSATISFIED 

NEITHER 
SATISFIED 

NOR 
DISSATISFIED 

 
MODERATELY 

SATISFIED 

 
VERY 

SATISFIED 

 
Salary 

 

  

 

  

 

  

 

  

 

  

Vacation 
 

          

Benefits 
package 

          

Hours that you 
work 

          

Weekends off 
per month 

          

Your amount 
of 
responsibility 
 

          

Opportunities 
for career 
advancement 
 

          

Amount of 
encourage-
ment and 
feedback 
 

          

Opportunity 
for choosing 
shifts worked 
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SECTION B: WORKPLACE FACTORS 

 
Note - In this section there are a number of question with different rating scales. 
Although some of the statements and questions may seem similar, they are 
measuring different concepts. 

 
16. Select the option which best describes your primary employer: 

 

  ☐ Hospital   ☐  Public Health ☐  Long-term care 

☐ Community nursing  ☐  Other: _________________ 

 
17. What size best describes your employer: 

 

☐ Large (more than 500 employees)  

☐ Moderate (100 – 499 employees)   

☐ Small (less than 100 employees) 

18. Please rate how frequently you agree with each statement from 1 (Never) 
to 5 (Very Often) by circling a number.                                             
                      
                 Very 

                                   Never                                     Often 
          

Feeling that you have too little authority to    1 2 3 4 5 

Carry out responsibilities assigned to you     

 

Lack of clarity of job description and   1 2 3 4 5 
responsibilities       

 

Lack of information needed to carry out  1 2 3 4 5 
your job 
 
Thinking that the amount of work you have   1 2 3 4 5 
yo do interferes with how well it gets done    
 

Not knowing just what the people you work   1 2 3 4 5 
with expect of you        

 
Feeling that you don’t have enough time       1 2 3 4 5 
to do everything that others ask you     

 
Feeling that you don’t seem to have enough 1 2 3 4 5 
time to get things done      

 
Feeling unable to influence your immediate  1 2 3 4 5 
supervisors’ decision and actions that affect 
you  
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19. Thinking of your job and the organization you work for, rate each of the 
following statement from 1 (Strongly Disagree) to 4 (Strongly Agree). 

 

  Strongly            Strongly  

 There is/are:             Disagree                      Agree 
   

Nurses involved in the internal governance   1 2 3 4 
of the organization        

 
Opportunities for staff nurses to participate in  1 2 3 4

 policy decisions       
 

Many opportunities for advancement of nursing  1 2 3 4
 personnel         
 

An administration who listens and responds to  1 2 3 4
 employee concerns        
 

A director of nursing highly visible and accessible  1 2 3 4
 to staff        
 

Career development/clinical ladder opportunity 1 2 3 4 
 

Nursing administrators which consult with staff on  1 2 3 4
 daily problems and procedures       
 

Opportunities for nurses to sit on    1 2 3 4
 organization and nursing departmental committees     
  

A chief nursing executive (or equivalent position) 1 2 3 4 
equal in power and authority to other top-level  
organization executives   

 
Use of nursing diagnoses    1 2 3 4 

 
An active performance appraisal program  1 2 3 4 

 
A preceptor program for newly hired RNs  1 2 3 4 

 
Nursing care based on a nursing, rather than  1 2 3 4 
medical model        

 
Patient care assignments that foster continuity of  1 2 3 4 
care, i.e. the same nurse cares for a patient from      

 one day to the next  
      
A clear philosophy of nursing that pervades the  1 2 3 4

 patient care environment   
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20. Thinking of your job, rate each of the following statement from 1 (Strongly 
Disagree) to 4 (Strongly Agree). 

Note – If some of the terms below are not consistent with your practice setting, 
please think of an equivalent term (for example, a supervisor may include a 
manager or coordinator). 

             Strongly                                Strongly  
              Disagree                                  Agree 
        

Enough registered nurses to provide quality   1 2 3 4
 patient care         

Adequate support services to allow me to spend  1 2 3 4
 time with my patients       

Enough time and opportunity to discuss patient  1 2 3 4
 care problems with other nurses                                                                            

A lot of teamwork between nurses and doctors 1 2 3 4 

Physicians and nurses have good relationships 1 2 3 4 

 
Written, up-to-date nursing care plans for patients 1 2 3 4 

 
High standards of nursing care expected by the  1 2 3 4

 administration        
 

Active inservice/continuing education programs for  1 2 3 4
 nurses         
 

Working with nurses who are clinically competent 1 2 3 4 
 

A supervisor who is a good manager and leader 1 2 3 4 
 

A supervisor who backs up the nursing   1 2 3 4
 staff in their decision making, even if the conflict      
 is with a physician        
 

Supervisors use mistakes as learning   1 2 3 4
 opportunities, not criticism        
 

A supervisory staff that is supportive of the nurses 1 2 3 4 
 
Praise and recognition for a job well done  1 2 3 4 

 
Enough staff to get all the work done   1 2 3 4 

 
 Functional collaboration (joint practice) between 1 2 3 4 
 nurses and physicians 
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21. Please rate each of the following statements from 1 (Strongly Disagree) to 
6 (Strongly Agree) by circling a number. 

 
            Strongly                                  Strongly 
               Disagree                                             Agree 
 
  I am inspired by what we are trying   1 2 3 4 5 6 

to achieve as an organization     
 

I am inspired by the goals of the  1 2 3 4 5 6 
organization       
 
I am enthusiastic about working       1 2 3 4 5 6

 toward the organization's objectives     
 
I can influence the way work is  1 2 3 4 5 6 
done in my department       

 
I can influence decisions taken in 1 2 3 4 5 6 
my department       

I have the authority to make    1 2 3 4 5 6
 decisions at work        

I have the capabilities required to  1 2 3 4 5 6
 do my job well       

I have the skills and abilities to do 1 2 3 4 5 6
 my job well      

I have the competence to work  1 2 3 4 5 6
 effectively  
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22. Please rate each of the following statements from 1 (Strongly Disagree) to 
5 (Strongly Agree) by circling a number. 

 
                         Strongly            Strongly 
                Disagree                       Agree 
 

In general, I am satisfied with this job 1 2 3 4 5 
 
I feel that I am able to use my abilities  1 2 3 4 5 
to their full potential. 
 
I have a variety of duties, tasks and   1 2 3 4 5 
activities in my job 
 
I find that my opinions are respected  1 2 3 4 5 
at work 
 
I am satisfied with the recognition I get  1 2 3 4 5 
for the work that I do 
 
I am satisfied with the personal relation- 1 2 3 4 5 
ship between my manager and myself 
 
I am satisfied with the way my manager  1 2 3 4 5 
handles staff 
 
I feel that my job conditions allow me to   1 2 3 4 5 
perform at high levels 
 
I am satisfied with the availability of    1 2 3 4 5 
drugs and equipment 
 
I am satisfied the educational/training   1 2 3 4 5 
opportunities that I get 
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23. Please rate each of the following statement from 1 (Strongly Disagree) to 7 
(Strongly Agree) by circling a number. 

 
                      Strongly                       Strongly 
         Disagree             Agree  

I am willing to put in a great deal  1 2 3 4 5 6 7       
of effort beyond that normally                 
expected in order to help this           
organization be successful   

I talk up this organization to my  1 2 3 4 5 6 7  
friends as a great organization to                        
work for      

I would accept almost any type of  1 2 3 4 5 6 7      
job assignment in order to keep                              
working for this organization                                                                                                                       

I find that my values and the  1 2 3 4 5 6 7 
organization’s values are very           
similar                                                                                                          

I am proud to tell others that I am  1 2 3 4 5 6 7    
part of this organization    

This organization really inspires the 1 2 3 4 5 6 7    

best in me in the way of job            

performance      

I am extremely glad I chose this  1 2 3 4 5 6 7 
organization to work for over others                  
I was considering at the time I joined                                                                                                                

I really care about the fate of this  1 2 3 4 5 6 7 
organization       

 

For me, this is the best of all  1 2 3 4 5 6 7 
organizations for which to work   
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24. Rate each of the following statement from 1 (Strongly Disagree) to 4 
(Strongly Agree). Note – If some of the terms below are not consistent with 
your practice setting, please think of an equivalent term (for example, a unit may 
be referred to as a department or service). If you no longer have a preceptor, 
reflect on the time you did. 

 
             Strongly            Strongly 

                        Disagree               Agree 
 
 

I feel confident communicating with physicians 1 2 3 4 

I am comfortable knowing what to do for a dying  1 2 3 4
 patient         

 
 I feel comfortable delegating tasks to the   1 2 3 4
 unregulated care providers        
 
 I feel at ease asking for help from other RNs  1 2 3 4
 on the unit         
 
 I am having difficulty prioritizing patient care needs 1 2 3 4 
 
 I feel my preceptor provides encouragement and  1 2 3 4
 feedback about my work       
 
 I feel staff is available to me during new situations  1 2 3 4
 and procedures        
 
 I feel overwhelmed by my patient care   1 2 3 4
 responsibilities and workload      
 
 I feel supported by the nurses on my unit  1 2 3 4 
 
 I have opportunities to practice skills and   1 2 3 4
 procedures more than once        
 
 I feel comfortable communicating with patients   1 2 3 4
 and their families         
 
 I feel accepted by co-workers    1 2 3 4 
 
 I feel accepted by other disciplines   1 2 3 4 
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SECTION C:  RETENTION 
 
25. Since starting your first nursing position, have you (select all that apply): 

 ☐ Changed jobs in your organization  

☐ Changed jobs by leaving your first employer 

☐ Left the nursing profession        

☐ Stayed in your first nursing position 

☐ Other: ___________________________________________________ 

 
26. Please rate each of the following statements from 1 (Strongly Disagree) to 

5 (Strongly Agree) by circling a number. 
      Strongly                                 Strongly 

     Disagree                                Agree 

      I am thinking about leaving this organization 1 2 3 4 5 
       

I am planning to look for a new job  1 2 3 4 5 
 
I intend to ask people about new job    1 2 3 4 5   
opportunities       

 
I don’t plan to be in this organization much  1 2 3 4 5 
longer  
        
27. Please rate the each of the following statements using scale ranging from 

1 (Definitely False) to 7 (Definitely True) by circling a number. 
 
                                              Definitely                         Definitely 
                    False                   True 
      It is my intention to continue my  1 2 3 4 5 6 7 
      nursing career in the foreseeable  
      future       
 
      I would like to stay in nursing as   1 2 3 4 5 6 7 
      long as possible      
 
      As soon as it is convenient for  1 2 3 4 5 6 7 
      I me plan to leave the nursing  
      profession   
 
      I expect I will keep working as a  1 2 3 4 5 6 7 
      nurse 
 
      My plan is to remain with my       1 2 3 4 5 6 7 
      Nursing career as long as I am 
      able    
 
      I would like to find other   1 2 3 4 5 6 7 
      employment by leaving nursing 
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SECTION D: PERSONAL INFORMATION 
 
 

28. How long have you been a RN? _________years _______ months 

 
 

29. How long have you been in your current position? ______years ______months 
 
  

30. How many jobs do you currently have in nursing? (provide number) __________ 
 

   How many are: Full-time: ____ Part-time:  _____ Casual: _______ 
 

 
31. What size best describes the community of your employer? 

 

☐ Metropolitan ☐ Community   ☐ Rural 

   (>100,000 pop)           (30,000 – 100,000 pop)    (<30,000 pop) 
 

32. What year were you born?  __________  
 
 

33. What is your sex? (circle answer)  MALE   FEMALE 
 
 

34. Are you (tick answer):  ☐ Married/Common-law            

      ☐ Single   

      ☐ Other (describe: _____________) 

 
 

35. Do you have children or other dependents? (circle answer)    YES    NO 
 
 

36. What type of nursing program did you complete? (tick most appropriate 
response) 

 

☐ College Diploma ☐ Collaborative BScN  ☐ Other ________ 

☐ Accelerated BScN ☐ University BScN 

 
  

37. Prior to beginning your nursing career, did you have previous work experience?     
 
  YES     NO 

 
   If yes, was it (circle answer)  
 

   “CLINICAL”    or  “NON-CLINICAL”  or   BOTH types 
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Thank you for completing the 
survey.  

 
Please place the completed 

survey into the envelope 
provided and mail within two 

weeks of completing, if 
possible. 
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Appendix C 

Letter of Permission 

January 2014 
 

 

Dear Colleague: 

 

Thank you for the inquiry regarding the Casey-Fink Graduate Nurse Experience Survey 

(revised, 2006) instrument.   

 

The survey was originally developed in the spring of 1999, initially revised in June 2002, and 

revised a second time in 2006.  Since that time, it has been used to survey over 250 nurses in 

hospital settings in the Denver metropolitan area, and has been further validated by over 10,000 

graduate nurse residents participating in the University Health System Consortium/AACN Post 

Baccalaureate Residency program and elsewhere nationally and internationally.  Psychometric 

analysis has been done using these data and is reported in the summary included with this letter.  

We have published a report of the research we conducted in the development of this instrument: 

 
Casey K, Fink R, Krugman M, Propst J: The graduate nurse experience. Journal of Nursing 

Administration. 2004; 34(6):303-311. 

 

Fink RM, Krugman ME, Casey K, Goode CM. The Graduate Nurse Experience: Qualitative 

Residency Program Outcomes. Journal of Nursing Administration. 2008;38(7/8):341-348. 

 

We are granting you permission to use this tool to assess the graduate nurse experience in your 

setting.  Please note that this tool is copyrighted and should not be changed in any way. We have 

enclosed a copy for you to use for reproduction of the instrument. 

 

We hope that our tool will be useful in your efforts to enhance the retention, professional 

development, and support of graduate nurses in your practice setting.  Please email us if you have 

further questions. We would be interested in being informed as to your results or publications 

related to the use of our instrument. 

 

Sincerely, 

 

 

Kathy Casey, RN, MSN     

Manager, Clinical Education Programs, Exempla Lutheran Medical Center 

Adjunct Faculty, University of Colorado, College of Nursing 

kathy.casey@sclhs.net 

       

Regina Fink, RN, PhD, AOCN, FAAN 

Research Nurse Scientist, University of Colorado Hospital 

Associate Professor, University of Colorado, College of Nursing 

regina.fink@uchealth.org 
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Casey-Fink Graduate Nurse Experience Survey 

Reliability and Validity Issues 

 

This tool has been developed over several years and consists of five sections.  Items in the first 

section relate to skills and procedures the graduate nurse is uncomfortable performing 

independently. Items in section three relate to job satisfaction.  Items in sections four and five are 

either demographic in nature (e.g., “How many primary preceptors have you had during your 

orientation?”) or are open-ended (“List the top skill you are uncomfortable performing 

independently") so that neither section can be quantitatively summarized.   

 
The second section is composed of 24 questions responded to using a 4-point balanced response 

format (Strongly Disagree to Strongly Agree) and an additional question where the respondent 

answers "yes" or "no" to a series of stressors.  All but the stress items appear to address the 

respondents' professional comfort, expectations or supports.  The stress item addresses the 

respondent’s personal life and does not appear to be conceptually similar to the other items.   

 

All items were subjected to exploratory factor analysis – Principal Axis Factoring with Varimax 

rotation.  Principal Axis Factoring was selected to decrease the likelihood of overestimating the 

explained variance and item factor loadings common with Principal Components analysis.   

 

In the analysis a 5-factor solution was found, accounting for 46% of the variation in total scores.  

The factors were labeled Support, Patient Safety, Stress, Communication/Leadership and 

Professional Satisfaction.  Reliability estimates for the factors ranged from .71 to .90.   

 

Specific constitution of the factors follows.  Items on each factor are listed in the order of the 

magnitude of their corresponding loadings, highest to lowest. 

 

 

Support ( = .90) 

 

CF19   My preceptor is helping me to develop confidence in my practice 

CF9 I feel supported by the nurses on my unit 

CF6 I feel my preceptor provides encouragement and feedback about my work 

CF7 I feel staff is available to me during new situations and procedures 

CF18 There are positive role models for me to observe on my unit 

CF10 I have opportunities to practice skills and procedures more often than once 

CF4 I feel at ease asking for help from other RNs on the unit 

CF13 I feel the expectations of me in this job are realistic 

CF23 I feel my manager provides encouragement and feedback about my work 

 

 

 

Patient Safety ( = .79) 

 

CF16 I am having difficulty organizing patient care needs 

CF5 I am having difficulty prioritizing patient care needs 

CF8 I feel overwhelmed by my patient care responsibilities and workload 

CF12 I am able to complete my patient care assignment on time 

CF17 I feel I may harm a patient due to my lack of knowledge and experience 

 



 

168 

 

Stress ( = .71) 

 

CF25A   Finances causing stress 

CF24    I am experiencing stress in my personal life 

CF25C   Student Loans causing stress 

CF25E   Personal relationship(s) causing stress 

CF25D   Living situation causing stress 

CF25F   Job performance causing stress 

CF25B    Child care causing stress 

 

 

Communication/Leadership ( = .75) 
 

CF1   I feel confident communicating with physicians 

CF3  I feel comfortable delegating tasks to the nursing assistant 

CF15 I feel comfortable making suggestions for changes to the nursing plan of care 

CF14 I feel prepared to complete my job responsibilities 

CF11 I feel comfortable communicating with patients and their families 

CF2   I am comfortable knowing what to do for a dying patient 

 

 

Professional Satisfaction ( = .83) 
 

CF22  I feel my work is exciting and challenging 

CF21  I am satisfied with my chosen nursing specialty 

CF20  I am supported by family/friends 

 

If the instrument is scored by summing all of the items, including the stress items, the internal 

consistency estimates is  = .89. 

 

Content validity has been established by review of expert nurse directors and educators in both 

academic and private hospital settings.  The content of this tool is derived from a substantial and 

comprehensive literature review.  This instrument was identified as discriminating between 

nurses with varied amounts of experience during the first year of practice. 
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Appendix D 

Distribution Normalcy 

Table 4 

Distribution normalcy, skewness and kurtosis indices    

 

 

 

 

Variable SI  KI  Variable SI KI 

 

Work/family 

conflict 

 

.133 -.643 Collegial 

relationships 

-.351 -.095 

Role ambiguity .036 -.002 Perceived 

control 

 

-.143 -.554 

Role overload -.332 -.306 Perceived 

competency 

 

.714 1.002 

Organizational 

commitment 

-.401 -.221 Goal 

internalization 

 

.092 -.578 

Job satisfaction 

 

-.190 -.143 Stress 

 

-.131 -.750 

Becoming part of 

the team 

 

-.311 -.663 Support 

 

-.656 .314 

Nursing foundation 

 

-.105 -.030 Communication/ 

leadership 

 

-.092 -.507 

Nurse participation 

 

-.008 -.462 Professional 

satisfaction 

 

-.751 .507 

Staff and resource 

adequacy 

 

.202 -.397 Patient safety 

 

-.395 .050 

Nurse manager 

 

-.338 -.641 ITL profession 

 

-1.195 .219 

   ITL job 

 

.129 -1.071 
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Appendix E 

Squared Multiple Correlations 

Table 6  

Squared multiple correlation (R2) for observed variable against all the rest of the 

observed variables 

Latent 

variable 

 

Observed variable R2 Latent 

variable 

Observed variable R2 

Retention ITL job .474 Community 

Conditions 

 

Job satisfaction .738 

ITL profession .268 Becoming part of 

the team 

 

.454 

Transition Professional  

Satisfaction 

.536 Organizational 

commitment 

 

.640 

Communication/ 

leadership 

 

.491 Perceived control .245 

Stress 

 

.306 Perceived 

competence 

.506 

Support .631 Goal internalization 

 

.359 

Patient safety .498 Collegial 

relationships 

 

.352 

Personal 

conditions 

Self-efficacy .562 Staff adequacy and 

resources 

 

.595 

Role overload .653 Nurse participation  

 

.643 

Role ambiguity .552 Nursing foundations 

 

.571 

Work/family 

conflict 

 

.408 Nurse manager 

 

.671 

Societal 

condition 

 

Transition Program 

 

.083 
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Appendix F 

Letter of Approval from the Queen’s University Health Sciences 

Research Ethics Review Board 
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Appendix G 

Means of each observed variable and additional correlations 

Table 13   

Means of each observed variables 

Transition 

Items 

Mean (SD) Community 

Condition Items 

Mean (SD) Personal 

Condition 

Items 

Mean (SD) ITL Items 

 

Mean (SD) 

PS1 3.141 (.663) SRA1 2.27 (.875) RA1 2.449 (.911) TI1 2.56 (1.431) 

PS2 3.131 (.679) SRA2 2.36 (.986) RA2 2.411 (1.048) TI2 3.02 (1.509) 

PS3 3.131 (.806) SRA3 2.14 (.893) RA3 2.593 (1.105) TI3 3.14 (1.509) 

PS4 3.18 (.848) SRA4 2.49 (.807) RA4 3.486 (1.209) TI4 2.34 (1.382) 

PS5 2.55 (.921) CR1 2.94 (.848) RA5 2.685 (1.092) NRI1 6.30 (1.258) 

CL1 3.014 (.593) CR2 3.00 (.799) RO1 3.458 (1.173) NRI2 5.93 (1.553) 

CL2 3.014 (.668) CR3 2.95 (.875) RO2 3.477 (1.149) NRI3 6.44 (.911) 

CL3 3.01 (.793) NFI 2.30 (1.008) RO3 3.023 (1.165) NRI4 6.06 (1.411) 

CL4 2.69 (.948) NF2 2.45 (.946) SE1 2.38 (.884) NRI5 5.79 (1.738) 

CL5 3.02 (.822) NF3 2.84 (1.128) SE2 3.66 (1.377) NRI6 6.43 (.985) 

CL6 3.50 (.545) NF4 2.72 (.893) SE3 2.74 (1.262)   

ProfS1 3.549 (.584) NF5 3.00 (.917) SE4 2.21 (1.187)   

ProfS2 3.122 (.906) NF7 2.50 (.909) SE5 2.99 (1.101)   
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Transition 

Items 

Mean (SD) Community 

Condition Items 

Mean (SD) Personal 

Condition 

Items 

Mean (SD) ITL Items 

 

Mean (SD) 

ProfS3 3.225 (.779) NF8 3.39 (.763) SE6 2.75 (1.244)   

Stress 2.519 (.918) NF9 2.77 (.934) SE7 4.50 (1.209)   

SI 2.845 (.678) NF10 3.26 (.701) SE8 1.66 (.954)   

S2 3.396 (.653) NM1 2.80 (.992) SE9 2.39 (1.132)   

S3 3.095 (.793) NM2 2.77 (1.025) SE10 2.53 (1.317)   

S4 2.547 (1.009) NM3 2.92 (.906) WFC1 2.86 (1.248)   

S5 3.51 (.709) NM4 2.86 (.903) WFC2 2.66 (1.241)   

S6 2.96 (.946) NM5 2.65 (.964) WFC3 2.70 (1.197)   

S7 3.22 (.858) NP1 2.724 (.916) WFC4 2.54 (1.181)   

S8 3.28 (.733) NP2 2.528 (.907) WFC5 3.41 (1.292)   

S9 3.09 (.814) NP3 2.593 (.923)     

  NP4 2.477 (.907)     

  NP5 2.341 (.877)     

  NP6 2.577 (.877)     

  NP7 2.458 (.947)     

  NP8 2.790 (.882)     

  NP9 2.624 (.923)     

  GI1 2.75 (1.196)     
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Transition 

Items 

Mean (SD) Community 

Condition Items 

Mean (SD) Personal 

Condition 

Items 

Mean (SD) ITL Items 

 

Mean (SD) 

  GI2 2.75 (1.207)     

  GI3 2.59 (1.165)     

  PC1 2.99 (1.284)     

  PC2 3.22 (1.230)     

  PC3 2.88 (1.160)     

  C1 2.20 (.834)     

  C2 2.22 (.850)     

  C3 2.12 (.811)     

  JS1 3.70 (1.004)     

  JS2 3.58 (1.066)     

  JS3 4.22 (.831)     

  JS4 3.58 (.862)     

  JS5 3.19 (1.073)     

  JS6 3.25 (1.206)     

  JS7 3.12 (1.261)     

  JS8 3.24 (1.103)     

  JS9 3.22 (1.168)     

  JS10 3.21 (1.217)     
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Transition 

Items 

Mean (SD) Community 

Condition Items 

Mean (SD) Personal 

Condition 

Items 

Mean (SD) ITL Items 

 

Mean (SD) 

  OC1 5.16 (1.331)     

  OC2 4.57 (1.659)     

  OC3 3.77 (1.714)     

  OC4 4.84 (1.471)     

  OC5 5.18 (1.512)     

  OC6 4.69 (1.559)     

  OC7 4.79 (1.708)     

  OC8 5.09 (1.601)     

  OC9 4.13 (1.802)     

  BPOT1 3.32 (.679)     

  BPOT2 3.21 (.734)     
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Table 14 

Correlations among length of practice, age, transition scores, and ITL job 

 

Transition 

Rating (1 – 10 

scale) 

 

Length in 

Practice (months) 

 

Turnover  

Intention 

 

Age 

(years) 

 

 

Transition 

Score 

(Casey-

Fink Sum) 

 

Transition 

Rating (1-10 

scale) 

 

 1     

Length in 

Practice 

(months) 

 

 .114 1    

Turnover 

Intention 

 

 -.381** .026 1   

Age (years) 

 

 -.168* .021 .039 1  

Transition Score 

(Casey-Fink 

Sum) 

 

 .551** .075 -.372** -.064 1 

** Correlation is significant at the 0.01 level (2-tailed) 

*Correlation is significant at the 0.05 level (2-tailed) 
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Appendix H 

Results of EFA and CFA for each scale 

 

Nurse retention index 

Exploratory factor analysis, output from SPSS. 

KMO and Bartlett's Test 

Kaiser-Meyer-Olkin Measure of Sampling Adequacy 

 
.827 

Bartlett's Test of Sphericity Approx. Chi-Square 1139.389 

df 15 

Sig. .000 

 

Total Variance Explained 

Component 

 

Initial Eigenvalues 

 

Extraction Sums of Squared Loadings 

 

Total 

 

% of 

Variance 

 

Cumulative 

% 

 

Total 

 

% of 

Variance 

 

Cumulative % 

 

1 4.263 71.048 71.048 4.263 71.048 71.048 

2 .913 15.214 86.262    

3 .337 5.613 91.875    

4 .218 3.635 95.510    

5 .186 3.107 98.617    

6 .083 1.383 100.000    

Extraction Method: Principal Component Analysis. 
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Confirmatory factor analysis, output from Amos 

Model NPAR CMIN DF P CMIN/DF 

Default model 14 18.309 7 .011 2.616 

Saturated model 21 .000 0   

Independence model 6 1154.750 15 .000 76.983 

 

Model RMR GFI AGFI PGFI 

Default model .026 .973 .919 .324 

Saturated model .000 1.000   

Independence model 1.081 .312 .037 .223 

 

Model 
NFI 

Delta1 

RFI 

rho1 

IFI 

Delta2 

TLI 

rho2 
CFI 

Default model .984 .966 .990 .979 .990 

Saturated model 1.000  1.000  1.000 

Independence model .000 .000 .000 .000 .000 

 

Model RMSEA LO 90 HI 90 PCLOSE 

Default model .087 .039 .137 .092 

Independence model .597 .568 .627 .000 

 

 

 

 

 



 

180 

 

Turnover intention 

Exploratory factor analysis, output from SPSS 

KMO and Bartlett's Test 

Kaiser-Meyer-Olkin Measure of Sampling Adequacy 

 
.739 

Bartlett's Test of Sphericity Approx. Chi-Square 703.574 

df 6 

Sig. .000 

 

Total Variance Explained 

Component 

 

Initial Eigenvalues 

 

Extraction Sums of Squared Loadings 

 

Total 

 

% of 

Variance 

 

Cumulative 

% 

 

Total 

 

% of 

Variance 

 

Cumulative % 

 

1 3.127 78.164 78.164 3.127 78.164 78.164 

2 .576 14.397 92.560    

3 .198 4.945 97.505    

4 .100 2.495 100.000    

Extraction Method: Principal Component Analysis. 

 

Confirmatory factor analysis, output from Amos 

Model NPAR CMIN DF P CMIN/DF 

Default model 9 .242 1 .623 .242 

Saturated model 10 .000 0   

Independence model 4 710.804 6 .000 118.467 

 

Model RMR GFI AGFI PGFI 

Default model .006 .999 .994 .100 

Saturated model .000 1.000   

Independence model 1.169 .394 -.010 .236 
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Model 
NFI 

Delta1 

RFI 

rho1 

IFI 

Delta2 

TLI 

rho2 
CFI 

Default model 1.000 .998 1.001 1.006 1.000 

Saturated model 1.000  1.000  1.000 

Independence model .000 .000 .000 .000 .000 

 

Model RMSEA LO 90 HI 90 PCLOSE 

Default model .000 .000 .143 .705 

Independence model .743 .697 .789 .000 

 

Perceived efficacy belief scale 

Exploratory factor analysis, output from SPSS. 

KMO and Bartlett's Test 

Kaiser-Meyer-Olkin Measure of Sampling Adequacy 

 
.833 

 Bartlett's Test of Sphericity Approx. Chi-Square 545.898 

df 45 

Sig. .000 
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Total Variance Explained 

Component 

Initial Eigenvalues Extraction Sums of Squared Loadings 

Rotation Sums of Squared 

Loadings 

Total 

% of 

Variance Cumulative % Total 

% of 

Variance Cumulative % Total 

% of 

Variance Cumulative % 

1 3.77 37.65 37.65 3.77 37.65 37.65 2.77 27.65 27.65 

2 1.09 10.86 48.501 1.09 10.86 48.51 2.09 20.86 48.51 

3 .97 9.71 58.22       

4 .90 8.98 67.19       

5 .75 7.47 74.67       

6 .70 7.04 81.70       

7 .68 6.37 88.07       

8 .45 4.51 92.58       

9 .41 4.1 96.68       

10 .33 3.32 100.00       

Extraction Method: Principal Component Analysis. 
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Rotated Component Matrixa 

 

Component 

                   1                            2 

SE9 .788 .128 

SE4 .691 .370 

SE8 .641  

SE1 .635 .407 

SE5 .628 .401 

SE10 .463  

SE2 .136 .765 

SE3  .689 

SE6 .238 .599 

SE7 .409 .422 

Extraction Method: Principal Component Analysis.  

 Rotation Method: Varimax with Kaiser Normalization.a 

a. Rotation converged in 3 iterations. 
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Confirmatory factor analysis, output from Amos. 

Model Fit Summary 

Model NPAR CMIN DF P CMIN/DF 

Default model 13 12.009 8 .151 1.501 

Saturated model 21 .000 0   

Independence model 6 346.660 15 .000 23.111 

 

 

 

Model 
NFI 

Delta1 

RFI 

rho1 

IFI 

Delta2 

TLI 

rho2 
CFI 

Default model .965 .935 .988 .977 .988 

Saturated model 1.000  1.000  1.000 

Independence model .000 .000 .000 .000 .000 

 

Model RMSEA LO 90 HI 90 PCLOSE 

Default model .049 .000 .101 .459 

Independence model .322 .293 .352 .000 

Saturated model 42.000 43.427 112.685 133.685 

Independence model 358.660 359.068 378.856 384.856 

 

Model RMR GFI AGFI PGFI 

Default model .040 .981 .950 .374 

Saturated model .000 1.000   

Independence model .384 .569 .397 .406 
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Role stress 

Exploratory factor analysis, output from SPSS 

KMO and Bartlett's Test 

Kaiser-Meyer-Olkin Measure of Sampling Adequacy 

 
.809 

Bartlett's Test of Sphericity Approx. Chi-Square 741.038 

Df 28 

Sig. .000 
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Total Variance Explained 

Component 

 

 

Initial Eigenvalues 

 

 

Extraction Sums of 

Squared Loadings 

 

Rotation Sums of 

Squared Loadings 

 

Total 

 

 

% of 

Variance 

 

Cumulative % 

 

Total 

 

 

% of 

Variance 

 

Cumulative % 

 

Total 

 

 

% of 

Variance 

 

Cumulative % 

 

1 3.882 48.530 48.530 3.882 48.530 48.530 2.614 32.674 32.674 

2 1.235 15.437 63.967 1.235 15.437 63.967 2.503 31.292 63.967 

3 .735 9.190 73.157       

4 .698 8.726 81.882       

5 .574 7.180 89.062       

6 .396 4.952 94.014       

7 .313 3.908 97.923       

8 .166 2.077 100.000       

Extraction Method: Principal Component Analysis. 
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Rotated Component Matrixa 

 

Component 

1 2 

RA2 .872  

RA3 .768 .247 

RA1 .630 .194 

RA5 .621 .316 

RO3 .548 .269 

RO2 .181 .912 

RO1 .286 .867 

RA4 .258 .804 

Extraction Method: Principal Component Analysis.  

 Rotation Method: Varimax with Kaiser Normalization.a 

a. Rotation converged in 3 iterations. 

Confirmatory factor analysis, output from Amos 

Model NPAR CMIN DF P CMIN/DF 

Default model 17 53.083 19 .000 2.794 

Saturated model 36 .000 0   

Independence model 8 753.418 28 .000 26.908 

 

Model RMR GFI AGFI PGFI 

Default model .068 .947 .899 .500 

Saturated model .000 1.000   

Independence model .464 .439 .278 .341 

 

Model 
NFI 

Delta1 

RFI 

rho1 

IFI 

Delta2 

TLI 

rho2 
CFI 

Default model .930 .896 .954 .931 .953 

Saturated model 1.000  1.000  1.000 
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Model 
NFI 

Delta1 

RFI 

rho1 

IFI 

Delta2 

TLI 

rho2 
CFI 

Independence model .000 .000 .000 .000 .000 

 

Model RMSEA LO 90 HI 90 PCLOSE 

Default model .092 .063 .121 .010 

Independence model .349 .327 .370 .000 

 

Practice environment scale of the nurse work index  

Exploratory factor analysis, output from SPSS. 

KMO and Bartlett's Test 

Kaiser-Meyer-Olkin Measure of Sampling Adequacy 

 
.911 

Bartlett's Test of Sphericity Approx. Chi-Square 3526.540 

df 465 

Sig. .000 
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Total Variance Explained 

Component 

Initial Eigenvalues Extraction Sums of Squared Loadings Rotation Sums of Squared Loadings 

Total 

% of 

Variance Cumulative % Total 

% of 

Variance Cumulative % Total 

% of 

Variance 

Cumulative 

% 

1 10.833 34.945 34.945 10.833 34.945 34.945 4.566 14.730 14.730 

2 2.213 7.138 42.084 2.213 7.138 42.084 4.330 13.969 28.699 

3 2.026 6.536 48.620 2.026 6.536 48.620 3.188 10.285 38.985 

4 1.477 4.764 53.384 1.477 4.764 53.384 2.611 8.424 47.408 

5 1.279 4.124 57.508 1.279 4.124 57.508 2.197 7.087 54.495 

6 1.235 3.985 61.493 1.235 3.985 61.493 1.645 5.307 59.802 

7 1.018 3.284 64.777 1.018 3.284 64.777 1.542 4.975 64.777 

8 .970 3.128 67.905       

9 .909 2.932 70.837       

10 .786 2.536 73.373       

11 .750 2.420 75.793       

12 .706 2.279 78.071       

13 .626 2.019 80.090       

14 .575 1.856 81.945       

15 .529 1.708 83.653       

16 .506 1.634 85.287       

17 .490 1.581 86.868       

18 .462 1.490 88.358       

19 .445 1.435 89.793       

20 .423 1.364 91.157       

21 .372 1.199 92.357       

22 .331 1.068 93.425       
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23 .315 1.015 94.440       

24 .299 .964 95.404       

25 .267 .862 96.265       

26 .241 .779 97.044       

27 .215 .695 97.739       

28 .203 .655 98.394       

29 .181 .584 98.978       

30 .162 .522 99.500       

31 .155 .500 100.000       

Extraction Method: Principal Component Analysis. 
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Rotated Component Matrixa 

 

Component 

1 2 3 4 5 6 7 

NP2 .686 .326  .105 .178  .152 

NP1 .668 .208     .208 

NP6 .656 .149 .247 .164  .361  

NP8 .610 .175 .125 .161  .152 .111 

NP9 .590  .141 .147   .347 

NP7 .580 .283   .271 .136  

NP5 .574 .350 .212  .357 -.112  

NP3 .567 .127 .211 .223  .436  

NM4 .282 .806 .234  .127   

NM2 .305 .795 .182   .149  

NM1 .292 .791 .155   .179  

NM3 .271 .737 .227 .138 .132   

NP4 .511 .594 .264  .151   

NM5 .369 .557 .324  .169   

NF8 -.132 .415  .292 .189   

NF10  .401 .327 .193 .121 .325 .247 

SRA2 .117 .161 .827 .152    

SRA3 .205 .184 .799  .145  .136 

SRA1 .149 .303 .787 .134    

SRA4 .121 .221 .647  .322   

CR1   .123 .863   .119 

CR3 .145 .128 .120 .849 .137   

CR2 .213  .121 .846    

NF1 .364  .152  .695   

NF7  .198  .172 .676 .125  

NF4 .256 .186 .132  .557  .351 

NF9 .236 .305 .240 .146 .455 .376  

NF3  .108    .824 .127 

NF2 .431 .215 .106  .232 .460 .154 

NF5 .171      .789 

NF6 .336  .173  .341 .115 .631 

Extraction Method: Principal Component Analysis.  

 Rotation Method: Varimax with Kaiser Normalization.a 

a. Rotation converged in 8 iterations. 
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Confirmatory factor analysis, output from Amos. 

Model NPAR CMIN DF P CMIN/DF 

Default model 8 8.468 2 .014 4.234 

Saturated model 10 .000 0   

Independence model 4 255.341 6 .000 42.557 

 

Model RMR GFI AGFI PGFI 

Default model .334 .982 .910 .196 

Saturated model .000 1.000   

Independence model 6.597 .603 .338 .362 

 

Model 
NFI 

Delta1 

RFI 

rho1 

IFI 

Delta2 

TLI 

rho2 
CFI 

Default model .967 .901 .974 .922 .974 

Saturated model 1.000  1.000  1.000 

Independence model .000 .000 .000 .000 .000 

 

Model RMSEA LO 90 HI 90 PCLOSE 

Default model .123 .047 .214 .056 

Independence model .442 .396 .489 .000 
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Casey-Fink survey 

Exploratory factor analysis, output from SPSS. 

KMO and Bartlett's Test 

Kaiser-Meyer-Olkin Measure of Sampling 

Adequacy. 
.780 

Bartlett's Test of Sphericity Approx. Chi-Square 1844.845 

df 276 

Sig. .000 
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Total Variance Explained 

Component 

Initial Eigenvalues Extraction Sums of Squared Loadings Rotation Sums of Squared Loadings 

Total % of Variance Cumulative % Total % of Variance Cumulative % Total % of Variance Cumulative % 

1 5.824 24.268 24.268 5.824 24.268 24.268 2.596 10.816 10.816 

2 2.742 11.427 35.695 2.742 11.427 35.695 2.549 10.622 21.438 

3 1.882 7.843 43.538 1.882 7.843 43.538 2.314 9.642 31.079 

4 1.379 5.746 49.285 1.379 5.746 49.285 2.311 9.628 40.707 

5 1.253 5.219 54.504 1.253 5.219 54.504 2.048 8.533 49.239 

6 1.136 4.733 59.236 1.136 4.733 59.236 2.022 8.424 57.663 

7 1.043 4.346 63.583 1.043 4.346 63.583 1.421 5.920 63.583 

8 .931 3.878 67.461       

9 .872 3.633 71.094       

10 .747 3.112 74.207       

11 .704 2.932 77.139       

12 .663 2.764 79.903       

13 .650 2.709 82.612       

14 .634 2.641 85.253       

15 .531 2.214 87.467       

16 .510 2.126 89.592       

17 .450 1.873 91.466       

18 .412 1.715 93.181       

19 .371 1.546 94.727       

20 .336 1.401 96.128       

21 .290 1.210 97.338       

22 .252 1.049 98.387       

23 .228 .952 99.339       

24 .159 .661 100.000       
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Rotated Component Matrix 

 

Component 

1 2 3 4 5 6 7 

S1 .820 .133 .127    .125 

PS1 .672 .243 .128     

CL1 .621 .351  .308 .173   

S4 .496    .231 .192  

S9 .401  .382 .248 .114 .331 .150 

PS4  .817      

PS2 .205 .764  .254    

PS5 .389 .639 .107    .336 

PS3 .193 .565 -.233 .405 .116  .186 

S5  .225 .786 .137    

S7 .255  .771  .253 .102  

S8 .244  .643 .126 .322 .169 .137 

CL5   .126 .729  -.198 .173 

CL4 -.235 .207  .651 .216  .105 

CL6   .213 .572 -.197 .150  

CL2 .258 .168  .562 .186 .103 -.336 

CL3  .364 .212 .479  .227 -.211 

S6   .290  .827 .108  

S3 .248  .145  .816 .126 .101 

S2 .124  .377  .493 .351 .365 

ProfS3   .154  .141 .886  

ProfS2 .194 .138   .134 .834 .150 

Stress  -.290 -.178    -.651 

ProfS1 .260   .224  .198 .634 

 

Confirmatory factor analysis, output from Amos. 

Model NPAR CMIN DF P CMIN/DF 

Default model 19 42.992 26 .019 1.654 

Saturated model 45 .000 0   

Independence model 9 432.979 36 .000 12.027 
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Model RMR GFI AGFI PGFI 

Default model .040 .957 .925 .553 

Saturated model .000 1.000   

Independence model .162 .595 .494 .476 

 

Model 
NFI 

Delta1 

RFI 

rho1 

IFI 

Delta2 

TLI 

rho2 
CFI 

Default model .901 .863 .958 .941 .957 

Saturated model 1.000  1.000  1.000 

Independence model .000 .000 .000 .000 .000 

 

Model RMSEA LO 90 HI 90 PCLOSE 

Default model .055 .022 .084 .353 

Independence model .228 .209 .247 .000 
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Appendix I 

Amos outputs for revised model 

Regression weights 

   Estimate S.E. C.R. P Label 

Transition <--- Role Stress -.346 .136 -2.545 .011 par_16 

Transition <--- 
Self-

Efficacy 
-2.534 .602 -4.211 *** par_18 

Transition <--- 
Work 

Environment 
-.143 .068 -2.111 .035 par_20 

Transition <--- NGG .042 .238 .175 .861 par_22 

ITL <--- Role Stress .205 5.596 .037 .971 par_15 

ITL <--- 
Self-

Efficacy 
3.142 40.719 .077 .939 par_17 

ITL <--- 
Work 

Environment 
-.175 2.321 -.076 .940 par_19 

ITL <--- NGG -.250 .759 -.330 .742 par_21 

ITL <--- Transition .939 16.063 .058 .953 par_23 

Patient Safety <--- Transition 1.000     

Communication/ 

Leadership 
<--- Transition .740 .106 7.001 *** par_1 

NRI <--- ITL 1.000     

TI <--- ITL 2.261 .852 2.654 .008 par_2 

Nurse 

Participation 
<--- 

Work 

Environment 
1.000     

Collegial 

Relationships 
<--- 

Work 

Environment 
.199 .035 5.739 *** par_3 

Staffing & 

Resource 

Adequacy 

<--- 
Work 

Environment 
.463 .047 9.927 *** par_4 

Nurse Manager <--- 
Work 

Environment 
.725 .065 11.109 *** par_5 
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   Estimate S.E. C.R. P Label 

Role Ambiguity <--- Role Stress 1.000     

Role Overload <--- Role Stress .730 .083 8.769 *** par_6 

SE10 <--- 
Self-

Efficacy 
1.000     

SE5 <--- 
Self-

Efficacy 
1.419 .278 5.100 *** par_7 

SE1 <--- 
Self-

Efficacy 
1.205 .234 5.148 *** par_8 

SE8 <--- 
Self-

Efficacy 
.886 .200 4.437 *** par_9 

SE4 <--- 
Self-

Efficacy 
1.814 .340 5.342 *** par_10 

SE9 <--- 
Self-

Efficacy 
1.363 .275 4.952 *** par_11 

*** significant at <.001 

Standardized regression weights 

   Estimate 

Transition <--- Role Stress -.576 

Transition <--- Self-Efficacy -.731 

Transition <--- Work Environment -.370 

Transition <--- NGG .011 

ITL <--- Role Stress .315 

ITL <--- Self-Efficacy .837 

ITL <--- Work Environment -.417 

ITL <--- NGG -.064 

ITL <--- Transition .867 

Patient Safety <--- Transition .704 



 

199 

 

   Estimate 

Communication/Leadership <--- Transition .537 

NRI <--- ITL .287 

TI <--- ITL .847 

Nurse Participation <--- Work Environment .770 

Collegial Relationships <--- Work Environment .420 

Staffing & Resource Adequacy <--- Work Environment .713 

Nurse Manager <--- Work Environment .807 

Role Ambiguity <--- Role Stress .783 

Role Overload <--- Role Stress .683 

SE10 <--- Self_Efficacy .391 

SE5 <--- Self_Efficacy .663 

SE1 <--- Self_Efficacy .698 

SE8 <--- Self_Efficacy .478 

SE4 <--- Self_Efficacy .786 

SE9 <--- Self_Efficacy .619 

 

Covariances 

   Estimate S.E. C.R. P 

Role Stress <--> 
Self-

Efficacy 
.830 .209 3.972 <.01 

Work 

Environment 
<--> 

Self-

Efficacy 
-.668 .236 -2.831 <.01 

Work 

Environment 
<--> 

 

Role-Stress 

 

-10.131 1.563 -6.482 <.01 

e9 <--> e13 .173 .051 3.393 <.01 

e10 <--> e13 -.141 .039 -3.634 <.01 
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Correlations 

   Estimate 

Role Stress <--> Self-Efficacy .546 

Work_Environment <--> Self-Efficacy -.284 

Work_Environment <--> Role Stress -.747 

e9 <--> e13 .308 

e10 <--> e13 -.267 

 

Total standardized effects 

 Self-

Efficacy 

Role 

Stress 

Work 

Environment 
NGG Transition ITL 

Transition -.731 -.576 -.370 .011 .000 .000 

ITL .203 -.184 -.738 -.054 .867 .000 

SE9 .619 .000 .000 .000 .000 .000 

SE4 .786 .000 .000 .000 .000 .000 

SE8 .478 .000 .000 .000 .000 .000 

SE1 .698 .000 .000 .000 .000 .000 

SE5 .663 .000 .000 .000 .000 .000 

SE10 .391 .000 .000 .000 .000 .000 

Role Overload .000 .683 .000 .000 .000 .000 

Role Ambiguity .000 .783 .000 .000 .000 .000 

Nurse 

Manager 
.000 .000 .807 .000 .000 .000 

Staffing & 

Resource 

Adequacy 

.000 .000 .713 .000 .000 .000 

Collegial 

Relationships 
.000 .000 .420 .000 .000 .000 

Nurse  

Participation 
.000 .000 .770 .000 .000 .000 

TI .172 -.156 -.625 -.046 .734 .847 
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 Self-

Efficacy 

Role 

Stress 

Work 

Environment 
NGG Transition ITL 

NRI .058 -.053 -.212 -.015 .249 .287 

Communication/ 

Leadership 
-.392 -.309 -.199 .006 .537 .000 

Patient Safety -.515 -.406 -.260 .008 .704 .000 

 

Standardized direct effects 

 Self-

Efficacy 

Role 

Stress 

Work 

Environment 
NGG Transition ITL 

Transition -.731 -.576 -.370 .011 .000 .000 

ITL .837 .315 -.417 -.064 .867 .000 

SE9 .619 .000 .000 .000 .000 .000 

SE4 .786 .000 .000 .000 .000 .000 

SE8 .478 .000 .000 .000 .000 .000 

SE1 .698 .000 .000 .000 .000 .000 

SE5 .663 .000 .000 .000 .000 .000 

SE10 .391 .000 .000 .000 .000 .000 

Role Overload .000 .683 .000 .000 .000 .000 

Role Ambiguity .000 .783 .000 .000 .000 .000 

Nurse Manager .000 .000 .807 .000 .000 .000 

Staffing &  

Resource 

Adequacy 

.000 .000 .713 .000 .000 .000 

Collegial 

Relationships 
.000 .000 .420 .000 .000 .000 

Nurse  

Participation 
.000 .000 .770 .000 .000 .000 

TI .000 .000 .000 .000 .000 .847 

NRI .000 .000 .000 .000 .000 .287 

Communication/ 

Leadership 
.000 .000 .000 .000 .537 .000 
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 Self-

Efficacy 

Role 

Stress 

Work 

Environment 
NGG Transition ITL 

Patient Safety .000 .000 .000 .000 .704 .000 

 

Standardized indirect effects 

 Self-

Efficacy 

Role 

Stress 

Work 

Environment 
NGG Transition ITL 

Transition .000 .000 .000 .000 .000 .000 

ITL -.634 -.499 -.321 .010 .000 .000 

SE9 .000 .000 .000 .000 .000 .000 

SE4 .000 .000 .000 .000 .000 .000 

SE8 .000 .000 .000 .000 .000 .000 

SE1 .000 .000 .000 .000 .000 .000 

SE5 .000 .000 .000 .000 .000 .000 

SE10 .000 .000 .000 .000 .000 .000 

Role Overload .000 .000 .000 .000 .000 .000 

Role Ambiguity .000 .000 .000 .000 .000 .000 

Nurse Manager .000 .000 .000 .000 .000 .000 

Staffing & 

Resource 

Adequacy 

.000 .000 .000 .000 .000 .000 

Collegial 

Relationships 
.000 .000 .000 .000 .000 .000 

Nurse 

Participation 
.000 .000 .000 .000 .000 .000 

TI .172 -.156 -.625 -.046 .734 .000 

NRI .058 -.053 -.212 -.015 .249 .000 

Communication/ 

Leadership 
-.392 -.309 -.199 .006 .000 .000 

Patient 

Safety 
-.515 -.406 -.260 .008 .000 .000 
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Model fit summary 

Model NPAR CMIN DF P CMIN/DF 

Default model 47 245.067 106 .000 2.312 

Saturated model 153 .000 0   

Independence model 17 1270.280 136 .000 9.340 

 

Model RMR GFI AGFI PGFI 

Default model .691 .884 .833 .612 

Saturated model .000 1.000   

Independence model 3.042 .449 .380 .399 

 

Model 
NFI 

Delta1 

RFI 

rho1 

IFI 

Delta2 

TLI 

rho2 
CFI 

Default model .807 .752 .881 .843 .877 

Saturated model 1.000  1.000  1.000 

Independence model .000 .000 .000 .000 .000 

 

Model RMSEA LO 90 HI 90 PCLOSE 

Default model .078 .066 .091 .000 

Independence model .198 .188 .208 .000 
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Appendix J 

Path diagram of estimated model, without NGG, and Amos outputs 

 

 

 

 

Model fit summary 

Model NPAR CMIN DF P CMIN/DF 

Default model 44 234.814 92 .000 2.552 

Saturated model 136 .000 0   

Independence model 16 1259.389 120 .000 10.495 
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Model RMR GFI AGFI PGFI 

Default model .734 .882 .826 .597 

Saturated model .000 1.000   

Independence model 3.227 .436 .361 .385 

 

Model 
NFI 

Delta1 

RFI 

rho1 

IFI 

Delta2 

TLI 

rho2 
CFI 

Default model .814 .757 .878 .837 .875 

Saturated model 1.000  1.000  1.000 

Independence model .000 .000 .000 .000 .000 

 

Model RMSEA LO 90 HI 90 PCLOSE 

Default model .085 .072 .099 .000 

Independence model .211 .201 .222 .000 

  


