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Abstract:

This study was designed to determine what nurses experienced in the process of role transformation
and role resocialization when they initially moved from institutional to community health nursing
practice. The presence and influence of supporting networks also were identified in the resocialization
process and when bicultural adaptation occurred.

An exploratory, descriptive study design was used to gather data from eighteen community health
nurses through ethnographic interviews. Fifteen predetermined questions were used in the ethnographic
approach and allowed for flexibility and indepth probing of responses.

The data were summarized and analyzed for symptoms of role conflict in the resocialization process
and for the presence of support networks in bicultural adaptation. Nurse informants initially moving
from institutional to community health experienced professional-bureaucratic role conflicts and
displayed symptoms of reality shock in varying degrees. Support for the illness and wellness continue
of health was identified as informants described the need for additional preparation and skills for
practice in community health nursing. Commonalities emerged from the responses and provided a basis
for further studies.
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ABSTRACT

This study was designed to determine what nurses experienced in
the process of role transformation and role resocialization when they
initially moved from institutional to community health nursing practice.
The presence and influence of supporting networks also were identified
in the resocialization process and when bicultural adaptation occurred.

An exploratory, descriptive study design was used to gather data
from eighteen community health nurses through ethnographic interviews.
Fifteen predetermined questions were used in the ethnographic approach
and allowed for flexibility and - -indepth probing of responses.

The data were summarized and analyzed for symptoms of role
conflict in the resocialization process and for the presence of sup-
port networks in bicultural adaptation. Nurse informants initially
moving from institutional to community health experienced professional-—"
bureaucratic role conflicts and displayed symptoms of reality shock in
varying degrees. Support for the illness and wellness continua of
health was identified as informants described the need for additional
preparation and skills for practice in community health nursing. Com~—
monalities emerged from the responses and provided a basis for further
studies.




CHAPTER 1
INTRODUCTION

Community heaith nursing takeébplace in a.variety of settings
with the majority of activities taking_place'outéide'the hospital in
clinics, schools, or homes. This specialized.afea of nﬁrsing.préctice
often reqiuires the nurse to funétionsin a generalist‘role by working in
several of the agency programs. Agencies hiring community health
nurses frequently require that nurses have previous employment in a
hospital or in other institutions if they are to be considered for

employment. This prerequisite to employment prevents most new gradu-

~ates from entering community health nursing. - Since the new graduate

rareli experiences initial employment in community health, the utiliza-
tion of research findings of new graduate role transformation may not

be directl& applicable to community health clinical nursing practice.

Purpose of - the Study

The purpose of the study was to determine what nurseshexper—
5encedlinthe process of role transformation and role resocialization
when they initialiy moved from institutional to community health
nursing practice. The presence and»infiuence;of supﬁorting‘networks
also were explored.

The role transformation which occurs as nurses move from

student to staff nurse roles takes place in a fairly predic;able
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process identified by Schmalenberg and Kramer (1979) as the "reality
shock process" (p. 2). The phases of this process are honeymoon,
shock, recovery, and resolution. During six years of community health
practice, the investigator has observgd that newly'employed community
health nurses experience many of the same symptoms which Kramer (1974)
initially identified from hef research of reality sﬁock and bicultural
adaptation in the new graduate. Further sFudies by Kramer and others
on reality shock and biculturalism have found that new graduéte nurses
find uncertainty and conflict in new roles, and satisfactory role
socialization must occur if the highly desirable state of biculturalism
is to emerge (Kramer, 1974; Kramer & Schmalenberg, 1977, 1978;
Schmalenberg & Kraﬁer, 1979; Lewandowski & Kramer, 1980).

No studies were found which suégested a need for the study on
the reality shock experienced in role resocialization as nurses ﬁove
from hospitals, or other institutions, . to community health nursing.
Schmalenberg and Kramef (1979, p. 1) SUggésted‘that nurseé are mot
the only professionals éxperiencing:reality shock and established
nurses also can experience it. Thus, éhaﬁéihg roies sﬁéﬁ as ffom
étaff nursing to supervision or changing areas‘of practice from
hospital to community health could produce reality shock. Schein
(1968, 1971) in his research with new collége graduates in industry
also noted that socialization/resocialization is a process that occurs

and recurs, throughout an entire career. Role expectations reflect the
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individual's changes in career goals, career status, or work settings.

The investigator be%ieved that reality shock might be exper-
ienced by established proféssiohals as they moved to new roles in cbm—
munity health nursing and that they, in all-probability, experienced
the professional—bureéucratic role conflicts of role resocialization.
The professional-school values must be translated into practice and
action in apother new subculture of work which demands -further skills
and interpersonal competencies. How and if.the nurse resolves these
conflicts is inherent in the bicultural adjustmenL process.  Kramer
(1974) stated: "It was anticiﬁated that constructive'gonflict resolu—
tion and bicultural adjustment would increase the new graduate's job
satisfaction, prodﬁctivity and tenure onAfhe first job" (p. 199).

Building on Kramer's works and adapting her theoretical frame-
work to the professional nurse's role resocialization in community
. health are feasible. Role resocialization into a different subculture
of nursing produces practitioners Who'must resolve role c¢onflicts if
they wetre to become bicultural. If profeséionals in gomﬁunity health
nursing were going to be assisted in achieving the highly desirable
state of biculturalism, the présence and extent of role conflict
produced in ‘the new position and supporting networks must be identified.

Osborne's theoretical framework (1970, pp. 699-711) which has
two distinct continua of health (see Figure 1) paintains that prior

nursing experience in an acute care setting is beneficial and often
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required before entering community mental health-nursiﬁg. Osborne's
di¢hotqmized illness and wellness health continua, and not the popular
illness—wellness health continuum (see Figure é), provide support for_' .' ‘x{
the assumption that the behaviors required of proféssioﬁals on the dif-
ferent continua are varied and‘rgquire different skills. Osborne
further maintained that increased education and skills are demanded as
the professional moves from the structured, mental iﬁstitutional set—- - ‘ T
ting where direct care is given to the comﬁunity and where service to

populations becomes the focus.

Figure 1
. Osborne's Continua of Health#*

Profound Incapacitation B Coping C
ILLNESS CONTINUUM o

Interpersonal Adequacy Interpersonal Competence |
WELLNESS CONTINUUM ‘

#0sborne (1970, p. 702)

Figure 2
Traditional Health Continuum

Illnesgs Wellness
JILLNESS/WELLNESS CQNTINUUM

The belief of the investigator was that Osborme's concepts also
hold true for nurses moving from hospital nursing, which is within the

illness continuum, to community health nursing, which is within the
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wellness continuum. The skills needed are best learned through further
education and support must be provided in the new set%ing. Not only
must role resocialization take place as the professional moves from Fhe
illness to the wellness continuum but also -the pr;feésional must resolve
new role conflicts. Reality shock is, therefore, a possibilify for the
nurse in éﬁe new role,

The concern from which this.research project developed was not
only about the resocialization of nursés into new-roles in cémmunity
health but also on the retention of nurses. fﬁe_bélief was that ffom
this study suggestions could be made for inservice and continuing edu-
cation Which would facilitate moviné into the new role. The inservice
and bontinuing eduéation offered would assist the newly employed com-

munity health nurse in the development of competence and congruent

expectations.

Literature Review

The purpose of thé literature review was to (1) examine/review
(a) studies and‘theorgtical or conceptual frameworks which focus on
professional~bureaucratic role conflicts in neophyte and experienced
nurses; (b) review articles and studies which apply to nurses' role
resocialization and developing biculturalism; and (2) explee literature
which supports Osbo;ne's concept that advanced eduéation and skills are

needed in community practice because both the illness and wellness




continua are a focus of practice.

Role Conflicts and Reality
Shock

Kramer (1974) and resear;hers (Kramer & Scﬂmaienberg 1977, 1978;
and Schmalenberg & Kramer 1979) who particibated in follow-up studies
are the foremost authorities in studying the reality shock phenomenon in
new graduate; of nursing progréms. Studies which support "the phenomenon
of reality shock and professional—bureaucra%ic role . conflict in other
professions are reported by Scott (1965), Corwin (1970), and Schein
(1961, 1968). They reported that social. workers, ﬁeachers, and
business school graduatés,do experience realityAshock'énd that the pro-
fessional and bureéucratic systems of work are antithetical.

Corwin (1961) studied the proféssiohal—bureaucratic role con-
flicts in nurses and identified the disparity between the two roles.

The professionhal ideals were the values and whole~task system taught
and stressed in school. A work system orgaﬁized\around the whole-task
principle required that the worker has the responsibility for the whole
task and must possess the neceSsé;y.khowledge and skills to do the job.
A part-task sysfem of work demands fewer SRills and the work is‘seg*
mented into coﬁponent tasks and pérformed by different workers. As
noted by Kramer and Baker (1971, p. 16), to have external controls and
coordination usually in the forﬁ 6f rules and supervision when many

people are performing tasks becomes mandatory: The need for a
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" hierarchical structure aﬁd'an authority then becomes necessary. The
professional sysfem taught to baccalaureate nurses places prime .
importance on education, individual judgment, self-evaluation aqd
improvement, and colleague relationships.

Corwin (1961), in work preceding that. of Kramer, contends that
a nurse must possess some loyalty or aliegiance'to patients, some to
the employing aéency, and some’'to the profession. Corwin labels the

conflict between the idealized role éoncep;ion and that found in the
work situaﬁion'as role ‘deprivation. In the context of his research,
role deprivation-is one of ‘the major sources of reality shock. The
.degree of conflict has a potential for caﬁsing"problems. Corwin and
Taves (1962) found-that the type Gf rqie conception held, the firmness
to which it is held, and the aggunt“of»;ole.depriyation experienced
will var& in nurses primarily because of their different educational
backgrounds and stages of their career.

The comparative study of role transformation in special care
unit nursés by Lewandowski and Kramer (1980) revealed that graduate"
nurses employed in highly specialized areas had high bicultural
scores, self-esteem, and high loyalty to.the bureaucratic system. In
addition, Lewandowski and Kramer found that the degree of séecializa—-
tion was related invegsgly to empgthy.and effective chatige agent
activify. All of these findings have potential implications for

nurses Wwho move from acute care settipgs to community health practice,
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Much of the literatﬁre reviewed on role transformation and
‘reality shock was based on Kramer's (1974) longitudinal study and
research of new graduatesAof‘nﬁ;sing programs. Krémer and Schmalenberg
. (1979) described reality shock as:

The specific shock;like“reactioﬁs 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 (p. ix).

Implicé;ions of the reality shock process for new grgduétes

were explored by Schorr (1979). She cautioned new graduates égainst
accepting early promAtions and enbburaged prac£ibing_in primary care
units in order to help to reduce and to resolve reality shock. Bil-
lings (1979) stated that the disparity between education and service is
a two-way street and that both must Wérk on the problem of reality
shock in new nurses. In a study of new graduates nufses in San Diego
and Imperial Counties in Califormnia, Bgnner and Benner (1975, pp. 139-
144) found that little dialogue between educators, personnel directors,
and supervisors existed and that eaéh had discrepant views of new
graduates; preparation and functioning.

Kramer and Schmalenberg (1977, pp. 4-24) and Schmalenberg and

Kramer (1979, p. 2) described the reality shock process in new gradu-
ates as occurringyin a fairly predictable pattern. The first phase was
the honeymoon phase, chéracterized by concern for mastery of skills

and routines with a goal toward becoming socially integrated into the

e
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work group. The next stage was the shock phase in which the profes-
sional nurse experienced moral outrage that nursing was not practiced
in the manner that the professional believed that it ought to bel "In
addition,‘at this ;hase, the professiénal Aurse m;y experience fatigue,
rejection, and perceptual distortion. The recovery phase is next in the
process. It is characterized by a return of one's sense of humor and
insight into discriminating between good and bad perspectives and situ-
ations. The final phase of constructive resolution is characterized by
a bicultural adaptation. Bicultural adaptation is the procesé of |
re-evaluating school values, of retaining those which are worthwhile,

of accepting some work values, -and of infusing some of both values into

a unique new nursing role.

Biculturalism

Bicultural adaptation is desired in experienced practitioners
in community health nursing as well as in new graduates. Schmalenberg
and Kramer (1979, p. 11) stated that '"mew graduate nurses do not have
a monopoly on reality shock; it can and is experiencéd by ﬁé;ple in
many professions, and by the established professional as Well as by the
newcomer." Johnson (1971, p. 34) po;nted aut that ng;sing has given
little attention to other '"position holders" of role conflict. In her

study which was focused primarily upon the nursing supervisor, the

analysis of the questiohnaire data revealed that supervisors did have
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professional;bureaucratic conflicts._ Noted was the fact that if role
conflict were not resolved, a supervisof could remain in a state of
role conflict and could fail to develop or to adapt to a bicultural
role.

Socialization and resocialization are processes that occurred
and recurred throughout an entire career (Schein, 1968). Such pro-
cesses occurred when individuals changéd‘éafeer goals, changed posi-
tions within-the work setting, or moved froh.gn.educatidnal go‘é,wdfk
setting, or vice versa. Resocialization also must occur when a prdfesf
sional nurse moves from a hospital or similar institutiOnal setting té
community health. The trajectory of the resocialization process is
influepced by several major factors (Hinshaw, 1977). Two important
factors are "professional orientation of the work setting [and]
existence,of role models" (p. 9). Community health agencies require
professional'éctivitigs which are nonroutine, uhpredictable,.and excep-

R .

} 4 -
tional. These activities require professionals who have the knowledge

and the background to handle them. If a strong professionalvattifude

ol

existed among employeeé, usually a:strong tolleagﬁe support“g;oup and

role models who have achieved biculturalism were evident.

Illness-Wellness Continua

The concept of the two health continta of Osborne (1970,
pp. 701-712) represent his basic ideas on the illness and wellness

concepts. He believed competencies required in community mental health
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are built upoﬁ education and competencies acquired in a hospital or in
a similar dinstitutional setting. Osborne stated that "it takes more
time to develop competencies in community mental health nursing than in
psychiatric nursing" (pp. 709-710). The same concépt applies to com-
munity health nursing when the focus moves from individual patient
care to providing service to populations. A chénge in work setting
from institutional setting to community‘nursing also creates a need
for further education and . .assistance in the resocialization pfocess.

Kramer and Schmalenberg (1977)~have ideﬁtified the need for

anticipatory socialization programs, seminars, and workshops to aid new

~ graduates in the process of adapting and achieving biculturalism.

Various internship and orientation programs have béen developed to aid
new graduates in this process. The new graduate hospital-based orien-
tation programs varied but most{contained.planned didactic and clinical
components (Fleming, Woodcock & Boyd, 1975; Ackerman & Baisel, 1975;
Hammerstad, Johnson & Land, 1977; Carozza, Congdon & Watson, 1978;
Alspach, 1978). Often group hiring, a bu&dy system or preceptors,land
reguiarly planned classes or seminars were in existence. Tﬁe length of
time for the oriéntation/internship programs ranged from six weeks to
twelve months. The conclusions offered included support for the
programs because they increaséd the new graduate's adjustment and
satisfaction in tﬁe job reduced role coﬁflicts,‘gaQe éssistance with

role socialization, and increased job retention.
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Review of literature revealed no studies of needs, programs, or

planned support activities to assist the experienced professional nurse

in role resocialization from the institutional setting to the community.
This move from clieﬁt—centered practice to practice'with a focus on

populations is likely to cause professional-bureaucratic role conflicts

and produce symptoms of reality shock in the process of role resociali-~

zation with a goal of biculturalism.

Definitions of Terms

The definitions of terms which define reality shock in this
study have been derived primarily from Kramer's (1974) and Kramer's and
Schmalenberg's (1977) theoretical perspectives. Other terms have been

defined by the American Nurses' Association (1974) and Hall (1977).

Bicultgralism: The type of adaptation to role cdnflict resolu~
tioh which permits the individual to develop a unique role of nﬁrsiﬁg by
using worthwhile school—brgd véluésfapd accepting some values from the
work world. |

Community health nurse:

Operational: A community Health nurse is a registéred nurse
employed in a community health agency in ;‘distributive setting.
Theoretical:
Community health tnursing is a synthesis of nursing practice and

public health practice applied to promoting and preserving the
health of populations. The nature of this practice is general and
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comprehensive., It is not limited to a particular age or diagnostic
_ group. It is continuing, not episodic. The dominant responsibility

is to the population as a whole.

‘Distributive setting: The field of health care in which the

focus is on deéiénated‘populationé with an'empnasis.onfhég;th Promotion,
on the maintenance and the resppration of health, and on diéease'preven—
tion.

Institution: A setting for nursing practice excluding the com—
munity. The sérvice usuaily is rendered dinectly to innividudl patignﬁs
infﬁn acute care setting which may bé either in a hospital or in a
nursing home.

Professional-bureaucratic role conflict: Value conflicts in the

method of work organization, involving whole-task (professional or

school) or part—task’ (bureaucratic or work) systems.

Reality shock: A phenomenon which occurs when an individual

discovers and reacts to the discovery that school-bred values and

ideals conflict with work values and goéls./

Resocialization: The process of learning a. new role and thus

resolving the conflicts that arise between the role and ome's expecta-

tions of self.

Role transformation: The process of changing.or mediating con-

flicting demands of previously held values with those of‘the present
work group. This process leads eVentualiy to a new behaviorally

expressed role.
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Conceptual Framework

The major tenets of Kramer's (1974) theoretical framework of
reality shock and biculturalism in new graduate nurses provided a
rationale for the study. Osborne's (1970) conceptual framework based . v

upon a dichotomized health continuum consisting of an "illness con- o o

tinuum [and a] wellness .continuum" (p. 701) also provided further
rationale for the study. The two continua of health are in contrast
with the popular ideology of one illness-wellness continuum.

Reality Shock and Bicul-
turalism

Kramer's (1974) research findings identified professional-
bureaucratic role'én& valuelconflicts in' new gpaduate; which ;ead_to
reality shock. New  graduates must be éducgtéd for, and supﬁortéd in, ‘ '”“dfﬂ
the conflict resolution process of rdIelsédiaIization. Bicultural
adaptation is considered the best poséiblé‘solutioﬁ. Kramer also
believed that nurses experience the symptoms of reality shock in the
role resocialization which occurs when nurses move within the profes-
sion.

In all probability, nufses moving from institutional to commun- . ¥
.ity settings have increased potential foruexperienéing professional-
bureaucratic role conflicts and the reality shock phenomenon in the ' };T

role resocialization process. The community health practitioner thus
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Would-benefit from assistance in becoming bicultural.

Kramer (1974) stated that the biculturally adapted graduate has
learned the dominant work valﬁes while maintaining values learned in
school. The fusing of the two values by compromisé and synthesis pro-—
duces a viable integration of both systems and allows the nurse to be

the kind of practitioner that is desired.

I1lness and Wellness

Continua

The fields of mental health nursing and physical medicine were
cited by Osborne (1970, p. 701) as examples of the two—continua model.
The practice of mental health nursing within the iliness continuum takes
place within the cémmunity With a "focus upon populafions at risk"
(Osborne, 1970, p. 707).

Osborne stated that psychiatric nursing takes place in insti—
tutions, that community psychiatric nursiné ié cérried éut in hospital
or community mental health institutidns? and that community mental
health is performed iﬁ the community setting. The focus of each area
is different and requires increased and advanced preparation. Increased
competencies also are required at each level beginning with the psychi-
atric nurse employed in institutions.

.The foregoing concepts are believed by Fhe investigator to be
applicable to community health nursing practitioners. The belief

exists that increased preparation and competencies are required of all’
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nurses, not'only méntal health nurses, when they move from modalities of

practice in hospitals within the illness continuum to practice in com-
munity health Within the wellness continuum. Nurses in the community
health settiﬁg not iny must be able to provide exﬁert nursing care to
individuals, as in the acute care setting, but. also must be ablé to
assess and meet the needs of populations and communities.

The conceptual frameworks of Kramer and Osborne provided
insight and direction into the process of réle resocialization which
. occurred in nurses who were newly‘employed in community health.. The
need for increased preparation and skills was believed by the investi-

gator to increase the potential for newly employed community health

nurses to experience reality shock in the role resocialization process.




CHAPTER 2
METHODOLOGY

The purpose of the study wasvto'determine what nurses experience
in the process of role ﬁransformation and role res&cialization when they
moved initially from institutional to community health nursing practice.
The presence and influence of supporting networks also were examined as

they relate to the resocialization process and bicultural adaptation.

Study Design

The design of the study was level one, explor;tory descriptive
(Brink & Wood, 1978, pp. 78-79). Personal interviews using 15 pré-
determined, open—enéed quéstions gollected data from the informapts'
self~reports of experiences and percepéions (see Appendix A). Polit
and Hungler (1978) stated, 'persohal interviews are regarded as the most
useful method of collecting survey data because of the depth and quality
of the information they yield" (p. ébS).‘

‘Spradley's (1979) ethnographic approach was used to conduct
interviews. Since what community health nurses experience‘in role
transformation and resocialization was not known, the investigator
believed that the ethnographic dpproach provided tlie best method for
eliciting this information. .

Ethnographj allowed the investigatpf the opportunity to view

the role transformation and resocialization process from the
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perspective of.the nurses who experienced it. The end result of ethno-
gfaphic interviews is a verbal description which was achieved using the
predetermined gthnogfaphic questions as a guide in exploring informants'
experiences and perceptions. Descriptivé questioné were asked, includ-
ing grand tour questions (Spradley, 1979, pp. 86-91), such as "describe
the orientation program in which you participated when you began your
present position in community health nursing." The ethnographic
approach, tﬁrough exploration and probing, ﬁrovided empirical data about

the community health nurse informants.

Target Population

The target fopulation consisted of community health nurse
informants Wﬁose initial employment in:community health had been a mini-
mum of six months with prior nursing experience in an institutional
setting. Informants fitting this criteria were solicited from several
of the large community health departments in Montana as well as from
some rural couh£y health_departments.

In an attempt to include rural nurses, the investigator con-
tacted the Bureau of Nursing, Montana State Department of Health and
Environmental Sciences but was tpnable to secure the names of potential
informants among rural community health nurses because of confidential-
ity fegulations. In October, 1980, a two—day orientation program wyas

held for newly employed community health nurses from rural areas and
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seven nurses attended. One nurse fitted the majority of the study's
criteria and agreed to become an informant. The remainder of the

informants were from two of the large héalth departments in Montana.
‘ {

Interview Questions

The work of Kramer (1974), Kramer and Schmalenberg (1977),
Schmalenberg and Kramer (1979), and Osborhe,(1970) provided the concep-
tual framework énd gave di;ection for>thé eéhnographic interview ques-
tions developea by the investigator.

Each of the queétions Was'déﬁgiopéd to elicit the presence and
depth of symptoms of reality shock, role resocialization, bicultural
role adaptation, ana Osborne's two continua of health. The presence of
supporting netwo?ks also was to be illuminated. five questions explored
the honeymoon phase of reality shoék; four questioné we?e intended to
elicit symptoms of the shock phése; two questions addreségd the recovery
phase, and three questions provided an opportﬁnity to explore the phase
‘of resolution and the presence of bicultural adaptation (Schmalenberg &
Kramer, 1979, pp. 2-9). Osborne's (1970) cqnceptual framework also was
explored in four specific questioms.

Revisions and clarification in the ﬁording of the interview
queétions were completed foilowing the second intepview. Questions were

added to elucidate information on feedback and to facilitate indepth

discussion of bicultural role adaptation and its presence or absence.
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After‘the first three interviews, a determination was made to
include nufse informants through four years of employment in community
health. Initia;ly, the decision was made that data from informants
would not be included beyond three years of current-employmeht. How-
ever, the excellent recollection of éxpériences and perceptions'qf
initial orientation and employment into the fourth year provided perti-
nent and rich data. The retrospective recollection of informants may
not have been accurate or éomplete in detaii or depth; however, the
résponses were congruent with the responses of the other infqrﬁants.
All of the data were collected by the investigator through personal

interviews.

Protection of Human Rights

Befdre participating in the interview, the informath‘reViewed
the study abstract and the demographic data.sﬁeet (see Appendix B). The
demographic data sheet advised the informants that consent t; partici-
pate in the study was given by agreeing to‘the interview. If no addi-
tional questiomns ensﬁed,‘the demographic data ;heet was filled out_and
the inteﬁviéw Was‘conducféd. The answers and the discussion of the
ethnographic inéerview'questions remained anonymous, and no attempt was
made - to- identify the participants of the &ata. The Human Subjects Com-
mittee of Montana State University reviewed and approved the study

(see Appendix C).
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Data Analysis

Data for the exploratory descriptive study weré collected from
18 informants ﬁsing the ethnographic app;oach with 15 predetermined
interview questions. After the completi;n 6f the interviews, tbe data
were analyzed. Tﬁe.presence or absence of the'symptoms 6f reality
shock and supébrting networks was anélyzed in,the-role resocialization
process of the community health informan;s.i Responses to the;questions
were ca;egorized, the ‘commonalities -or frequenéies determined, and
typical or unusual responses noted. |

The 15 interview questions Were,analyzed‘individually and -
_ grouped together-according to the phases of reality shock and bicul-
tural adaptation identified in.Kramer's (1974) and Schmalenberg's and
Kramer's (1979) theoretical frameworks. The data also were examined
for Osborne's (1970) two continua, illness and wellness models of
health as shown in Figure 1, page 4, iﬁstead of the popular illress-

wellness continuum shown in Figure 2, page 4.




CHAPTER 3 : Ce
RESULTS AND DISCUSSION

The purpose of the study ﬁas to determine what nurses experience
in the process of role transformation and role reso;ializafion when they
initially move from institutional to community -health nursing practice.
The presence and influence of supporting metworks also were identified

in the resocialization process and when bicultural adaptation occurred.

Sample

The sample consisted of 18 communityAhealth nurse informants wﬂo
had experienced initial employment in community health for a minimum of
six months with priér nursing practiqé in an institutional setting
withiﬁ the illnegs continuum, A total ;f 22 ethnographic interviews
were conducted among the target population. The responses from four of
the informants did not meet the criteria of the study; three of the
informants were employed in their second position in’community’health
while one informant was not employed for a minimum of six months.

The sample size 'is indicative of the difficulty the investigator
had in reaching informants who met‘the criteria of the study. In 1980,
approximately 124 nurses were identified as community health nurses in
Montana by the Montana.State Department of Health and Environmental

Sciences, Nursing Bureau (Ferguson, 1981). This number excluded nurses

employed as school and home health nurses. Over one-half of the
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community health nurses were employed in health departments in the
counties of Cascade, Gallatin, Lewis and Clark, Missoula, and Yellow-
stone. The remainder were employed in health departments listing froﬁ

one to six nurse émployees in small, rﬁral‘county health departments.

Demographic Data of Informants

The demographic data shared by the informants (see Appendix D)
provided a profile of community health nurses in the study. Eﬁployment

ﬁn community héalth‘frequently requi;es a bachelor of science degree,

. prior hospital experience, and involvement in current nursing practice.

, .

However, a variation exists in adﬁe£enee to criteria in different aréas,
often with the availébility of nurses.

The community heaith nurse informant in this'study was most
often a female, 28 years of age, and currently employed for at least one
and one-hdlf years in a generalist role within a health department which
employed motre than 16 nurses. The‘informant was baccalaureate—prepared
within Montana, with one-half quarter.of‘student experiences in the
community setting. Nursing experience prior to initial employment in
community health averaged‘three and one-half years in an acute care
setting often in a hospitaliwith an occupancy over 120 beds.

Twelve of the informants were employed in a generalist role
within the community setting. -The generalist role required nurses to

function in all of the major community health programs in direct client
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services. The major programs often included school health, home
health, maternal-child health, aﬁd cammunicable diseaseé. 'Six of the
informants were employed iﬁ specialist roles, for example, as a clinic
nurse, or within one program as a pediatric-nurse épecialist. All but
one of the informaﬁts had prior nursing experience which included some
time in an acute care institutional setting. One informant, on the
other hand, had begn employed .in the office of.g.phfsician with a -gen-
eralized medical Practice. Length of emplé&meﬁt‘for all of the subjects
ranged from nine months éé ten years before they moved into thé com—
munity or wellness continuum.

Ali but one Pf,the-informants were employed in a community
héa}th agency that:employed more than one nurse. Seventeen informants

‘ : ‘ ; \ .
worked in an agency employing from tem to thirty nurses: However, not

| all of the 17 had close contact with peers. ‘They often worked within a

smaller division or téam. Sometimes, such-diVisions or teams were com—
prised of one or two other immediate peers.

The institutional nursing experience of tﬁo of the subjects"
occurréd in a small, rural hospital and thé others' experiences took
place in, institutions which ranged in size from 120 to 1000 Beds,‘
Opportunities to develop and to practice many nursing skills and inter-
ventions were the benefits identified in having prior nursing experi-

ence in institutional settings.
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Finding: Commonalities/Differences

The following discussion will describe responses Question by
question and cétegorized by the phases of reality shock. A summary of
each phase is included following discussion of the questions which

address the phase.

Honeymoon Phase

" The honeymoon phase of the realigy ;hock process (Kramer, 19745
Kramer & Schﬁaienberg, 1977; Schmalenbérg & K;émer, 1979) includes the
- mastery of skills and routines and social integratidn inéluding a.
period of testing. Characteristics, or symptoms, of this phase include
moral outrage, rejéction, fatigue, and perceptual distortion.

Question 1. Describe if and haw you felt prepared for your
first position in conmunity health nursing. The responses were evenly
divided with six each between perceptions qf feéling prepare&,-par—
tially or semi-prepared, and not prepared. Typicdl responses of the
subjecté who felﬁ prepared were: "I felt éomfortable with my skills; .
the length of time [four years] in hospitai experience helped," and "I
felt I had expertise becégée of my 14 moqths' eXperiencé.in critical i
care and with my assessment skills." The informants who did not feel
prepared responded with statements suéh aé,'?l felt overwhelmed with

the variety and number of roles of the community health nurse and with

the amount of general information the community health nurse must have
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to practice and make referrals."

Question 2. How did the curriculum iﬁ your nursing education
prepare ‘you for community health nursing? Tables 1 and 2 illustrate
the commonalities which emerged from this question; Less than one-half
of the informants believed that they were well prepared By their educa-
tional programs. No eorrelation emerged between the length of com-
munity health preparation and the perception of being well or poorly

prepared for beginning practice in community health nursing.

Table 1

Length of Community Health Curriculum

Lenéth Number

(N=18)
No formal preparation . 1
1/2 quarter 10
1 quarter -3
1 semester . 4
Table 2

Personal Perceptions of Educational Prepatation

Perception ‘ Number
(N=18)

Well prepared

' Semiprepared
Not well prepared’
Unrealistic view

U o0
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Question 3. Did your nursing curriculum or any individual
stress that additional education and skills were needed in community
health nursingg Elaborate on Who?nwhat, and how. Three informants
identified that their‘nursing curriculum or.instruétors emphasized that
additional education or skills were needed before moving into cdmmuﬁity
health nursing. One response was: "My community health instructor dis-—
cussed how community health nursing is different from hospital nursing
and more than just hospi£a1 skills are needéd to work in the -community
with people." Four informants identified someone else, such as a com—
munity health nurse or the management personnel in a visiting nurse
service as the actuator ofithe idea for thém. Six informants responded
that their curriculﬁm had not stressed the dif?erence between hospital
and community health nursing. Five informants were unable to recall if
the difference had been stressed. In summary, the view held by the
majority was that the difference had not been stressed by their nursing
curricitlim or any individﬁal or that additibnal‘education and skills
were needed to practice in community health.

Question 4. How did~you; previous work experiences prepare you
for community health nursing? One common response emerged from this
question. Ten, or over one-half of the 18 informants, identified the
hospital environment as providing opportunities to practic¢e and to

perfect their technical and nursing assessment skills. They gained

expertise and increased skills in communication and in establishing
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priorities. The background of 17 of the 18 informants included hospi-

tal nursing experience which ranged from as little as nine months to

as much as five years. The remaining informant had been employed in a

physigian's office. According to some of the info?mants, these exper-—
iences "established credibility." The range-of total previous nursing
experience was from nine months to 10 years. Such experience included
work.in hospital ﬁursing_(l7), offiée"nursing'(3){ a health.maintenance

organization (1), and a nursing home (1). Work experiences, prior to

" employment ‘in.community.health, were described as varying in length

and in area of nursing practice.
Question 5.. Describe the orientation program in which you par-—

ticipated for your position in community health nursing.: The orienta—

.tion programs of the 18 informants are summarized in Table 3.  One sub-

ject had no orientation program; no.one was iﬁmediately available to
her as a role model and for feedback. Tﬁis lack of orientation and
feedback occurred because the nurse was in a rural county which had
only omne position in.community‘health nursing. Nurses~who had on-the-
iob orientation, with no specific strhééure, described it as occurring
either because of arriving at mid-year to f£ill -a vacancy, because of
agency preference, or because of a lack of .a specific orientation
program,  Eleven informants described a general agency orientation

which was two weeks in length; 10 of the 11 also héd participated in a

residency program in one health department. The general agency
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orientation most often included acquainting informants with policies,
procedures, billings systems, physician orders, observations of h&me
visits, record;ng, and practical job experiences. Tﬁe residency pro-
gram consisted of weekly seminars for eight. to niné months for newly
employed coﬁmunity health:nurses.' The seminars were designed -to aid in
orientation activities, to provide a peer support group, and to assist
informants in applying the principles of community health nursing

through role models, community and staff resources; and case ‘discus-—

sions.
Table 3
" Orientation Programs for Community Health Nurses

Program . Number

(N=18)
Planned ' 11
Two weeks in lgngth : 11
Residency program - 10
Unplanned 7
" Unstructured {on-the-job) 4
Structured with supervision 2
~ None L 1

In summary, mastery of skills and routines and social integra-
tion with a period of testing are the characteristics of the honeymoon
phase of reality shock identified by Kramer (1974), Kramer and Schmal-

‘enberg (1977), and Schmalenberg andiKramer (1979). Exploring the
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honeymoon phase in role resocialization of the informants revealed some
symptoms of reality shéck but did not reveal all of the symptoms which
might have occgrréd. Possibly some difficulty was encountered by the
informants in an effort to recall these experienceé and perceptions. A
nurse interviewed, although not included in the study since she had not
been employed as a community health nurse for six months, impressed the
investigator as displaying symptoms of this phase. She stated that the
work situation was exciting, that the area %as a pleasant place in which
to be involved in nursing practice, that the pace was busy but not pres-—
sured, that no surprises occurred on the job, and that no problems were
present.

Questions 2-and 3 were intended to elicit support for Osborne's
(1970) conceptual framework. In Quéstion 2 the informants did not
descriBe experiences or beliefs‘indicating that a difference existed
Workiné in the illness and the wellness continua or that additional pre-
paration and skills were needed to work within the wellness continuum.
Question 3 did indicate support for Osborme's illness-and wellness con-
tinua of health. Seven of the 18 informants deécribed their‘nursiné
curriculum or instructors, or someone else; as emphasizing that hospi-
tal nursing was different fromﬂcommgnity health nursing and that addi-

tional skills were mneeded in order to work in this area.

Shock Phase

The shock phase of fhe reality shock process was next to be
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explored in role transformation and resocialization through Questions 6
through 10. Symptomé identified by Kramer (1974), Kramer and Scﬁamlen—
berg (1977), and Schmalenberg and Kramer (1979) included moral outrage, .
rejection, fatigue, and perceptual distortion. |

Question 6. Describe any surprises you encountered in cbmmunity'
health nursing. '"The amount of paperwork" was the most frequent answer
with five gubjects readily offering the response. The other responses
varied but included surprise in the number gf.roles required of the com-
munity health nurse, the amount of flexibility needed, the number of
people the community health nurse must work with in addition to clients,
and the number of high;risk families in the caseload. Typical responses
included: "My main surprise was feeling so insecure in thé new role';
"I was no longer the expeft as in the intensive care unit," and "the
generalist role is impossible at first——it makes you feel insecure about

everythihg. It is good in theory but hard in reality."

Question 7. Did you receive respectful, accepting, and concerned
treatment from others? Describe and identify people with whom you came
in contact and what their roles were. All of the 18 informants replied
that they received respectful and accepting treatment from others, but
variations existed in treatment by people in different roles. Nine’
informants identified their imﬁediate peers and supervisors as provid-
ing acceptance and the most support. Six informants identified their

immediate peers, including senior nurses and residency seminar members
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as the ones who provided acceptance and support. Two informants iden—
tified their supervisor as the primary person providing accgptance'and
support while one informant identified clients as the primary source of
acceptance and support. |

Typical comments included: "I had the most supportive group of
peefs I'd ever worked with," and "I was able to sound .out ideas with my .
team and co—%orkers and get sppport.” Another fesponse was ""The resi-
dency class mémbers, especially, accepted the.person and ideas and were
interested in each other. There isn't enough time to sit down togetﬁer
in team meetings for this to occur." A peftinent response was: "I had
a feeling of acceptance but little change occurs as a result of sug-
gestions."

Question 8., Did yoﬁ experience‘illness or uniisual fatigue during
the first nine months of employmeni;’?~ Two informants reportéd no
episodes of illness, but further inquiry revealed that one did return to
smoking at the end of the first month of employment and gained 10 pounds
during the first year of employment. Symptoms of respiratory infections
or fatigue began at the end of the first month for seven of the 18
informants. By the end of six months, i6 of the informants had exper-
ienced either one episode, or a combination, of influenza, upper
respiratory infection, fatigue; self-reported depress;on, and ulcera-
tive colitis.

Informants reported that as newly employed staff nurses they
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frequently worked While gxperiencing upper respiratory infections. One
informant said, "I‘Wéited for someone to send me home——and no one did,.
I freéuently had cblds on Monday but was afraid to go home." Other
informants stated that fatigue and depression occu;red at night. One
confided fhat symptoms occurred asjshe‘"vas learning her new role and
wondered if she made any difference." This informant also identified
that her supervisor provided support at this time and;the symptoms were
resolved. One informant who had been emplo?eé in community health for
four years shared that she used approximately one day of siék leave.
every two months to prevent illness and "burnout." Usually foliowing,
or during a long, busy schedule she stayed home "for a day to,he?self"
which might includé cleaning house, sleeping, going out window shop-
ping, or going to the library. ‘"gy'immediéteﬁsupervisor and older
nurses understand this, but new nurseé dd not feel comfortable doing
this." She élsé‘repﬁrted being much healthier than she‘was in the time .
of imnitial empipyment‘in community health nq;sing.

Question 9. Did you‘hé§e évailable and use role models? iden—
tify who théy were.‘ Tables 4 and 5 summarize the responses to this
question. Three community health nurse informants did not have a role
model available. The remaining 15 informants identified a supervisor,
senior staff nurses, peers, or a nursing specialist as their role
models. All 15 informants had an immediate supervisor but her avail-

ability varied. Some supervisors were readily available, while others
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" were identified as being ''too busy" and often not accessible when they

were needed.

Table 4

Availability of Role Models for Community
Health Nurses .

-Role Model . Number
(N=18)
Available . . 15
Not available 3
Used 13
Not used but
available 5
Table 5

Role Models Used by Community
Health Nurses

Role Model Used _ Number

(N=13)
Supervisor 5
Senior staff nurse 5
Peer 2
Nurse specialist 1

Question 10. Were you able .to share your ideas or problems with
others? How and with whom were you able to do this, and were your
ideas accepted? Nearly all, or 17, of the infdrmants stated that they

were able to share their ideas and problems with others and their ideas
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and suggestions were accepted. Eight of the informants' first choice
for sharing was with their supervisor; three identified this sharing as
occurring with‘théir peers; three identified their choice to be With
members in the residency'seminars; and four,identified others. The
others included school personnel, a clinic nurse, a director of
nursing, a community healfh nursing consultant, and a team peer. A
typical response was: "The team gives support to each other as people
with needs, and the support oOccurs more offen than it does in the hos-
pital."
A summary of the shock phase of reality shock identified by
Kramer (1974), Kramer and Schmalenberg (1977), and Schmalenberg and
Kramer (1979) reveéléd that the characteristics and symptoms of moral
outrage and fatigue were iaentified most easily. Some of the contri-
buting factofs to shock and-moral Sutrage were identified as working
with high~risk fafiilies in their homes, the vast amount of paperwork
required, the amount of role flexibility needed, and the variety and
the ambiguity of roles. Changes in the subjects' roles from "expert
practitioner™” to the generalist, which required a great deal of flexi-
bility, produced fole conflicts and sympfoms in this phase.
| Osborne's (1970) conceptual framework also was supPorted by

" and "the community

responses such as, "I was no longer the expert,
health role was varied and I needed to have people to call [when I

didn't have the necessary skills or -knowledge]." The responses
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supported Osborne's beliéf that increased skills are needed to function

within the wellness continuum.

Recovery Phase’

The recovery pﬁase of reality shock ﬁas explérea in the ethno-
graphic interview Questions, 11 and 12. This ﬁhase'is characterized by ’ ,
the return of a sense of balénce, by being able.to see things from more
than one perspegtive, and‘by‘the ability-to see humor in situations
(Kramer, 1974; Kramer & Schmalenberg, 1977; Séhmalenberg & Kramer,

1979). This phase is. a time for growth and for creative conflict reso-
lution. ‘

Question 11, How long did it take you to master the'new skills
and routines and feel comfértable in your new réie in community health
nursing? The process also was to be described. Informants described
mastery of new skills-and'routiqes‘as beginning to occur by the end of
the first month, and ali had mastered the new skills and roﬁtines by
the end of the first year as illustrated in Table 6. Feelings of
beiné’comfortable in Fhe new role were described by informants as
beginning following six months of employment and developing through
three years of empléyment As illustrated in‘Table 7. .‘. -

For the 12 informants to be employed as generalists took an

average of 8.2 months to master the skills and routines initially and

to feel comfortable in the new role. The six informants employed in
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Table 6

Mastery of New Skills and Routines

¢

Length of Time . - Number
‘ (N=18)
At initial employment 1
1 month 1
2 months 1
3 months 1
4 months 2
5 months 2
6 months 2
8 months 2
9 months 2
1 year 4
Table 7
Comfortable in New Role
Length of Time Number
(N=18)
6 months 1
8 months 2
9 months 2
1 year 8
16 months 1
18 months 1
2 years 2
3 years 1

~
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a specialized role accomplished this adjustment more quickly thaﬁ for-
those informants who were employed as generalists. Those nurses in a
specialized ro}e took an average of 6.8 months.

Several commonalities emerged in the.responées to Question 11.
Confidence in the role ihcréased as skills were mastered. At the same
time, satisfaction in the role also rose. Mastery of skills and feeling
comfortable in the role was, however, é graduél Pfocess. Moreover, sum-
ﬁer employmént was identified as assisting in ﬁhis process; '"the pace
was slowerAand,qne could be more relaxed and creative." One informant
indicated that ﬁhe terminatibn of thé residency seminars after nine
months of employment bééame a time for feeling "real preparation" for
community health nﬁrsing.

Question 12. Describe what and who helped you moét in your job
trangition from hospital to community health nursing. Who provided
feedback? The majority of the informants did not identify any particu-
lar person or group as the primary facilitators in the transitioﬁal
process. However, experienced staff members and the residency progfam
were identified most frequently aﬁd individual responses are tdbulated
iﬁ Table 8. Typical responses included, "No question was too dumb to
ask—-it was .a good natﬁred staff"; "My supervisor helped‘most with many
positive strokes and suggestions for interventions"; and "Residency

class provided practical skills and a lot of support from others in the

group."




39
Table 8

Assistance Provided in Jbb;Transition

" Who or What o Number
‘ ' (N=18)

Experienced staff nurse
Residency program
Supervisor

Staff

Internal motivation
Previous employment
Nursing consultant
School personnel

o W Ut U

In summary, the recovery phase identified'by Kramer (1974),
Kramer and Schmalenberg (1977), and Schﬁalenberg and Kramer tl979)
occurred in informants experiencing initial employment in community

health nursing. Informants had opportunities to solve role conflicts.

‘New stratégies were tried out with the support of experienced staff,

residency seminar members, supervisors, and others.

Resolution Phase

The final phase in reality shock is-resolution and Questions
13, 14, and 15 explored this phase.. The COnflict between school- and
work-held values must be resolved or the tension of the conflict
reduced. Kramer and Schmalénberg (1977, pp. 17-24) and Schmalenberg
and kramer (1979, pp. 5-9) idenfified the constructive and destructive

adaptations to role conflicts. The most useful and satisfying
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resolution is bicultural adaptation\which is achiéved‘by‘only a few
nurses. This type of adaptaéion uses both sch;él— éﬁd work-held values
and is the mos? constructive for the individual and for the improvement
of the health care system. Types of destructive séhool—work conflict
resolutions include éhanging jébs, returning to the school setting as
either a student or a teacher, becoming complacent or bored in the‘job,
or exiting from the nursing profession.H Destructive role conflict
resolution hinders, or decreases, an‘indiviaual's growth and chénges
agent activities. Such a change resulfs in no improvement in patient
care. !

Question 13. Can you practice nursing as you would like in
your present job? What, if anything, keeps you from doing what you
want to-do an@ being the kind of nurse you want to Be?l Eight of fhe 18
informants said they could practice nursing in their present jobs as
they deeﬁed appropriate. Appropriateness was based on their nursing
judgment. Two other informants indicated that they could do so but
qualified the statement by stating that additional dePth and inVolve~
ment, especially in the schools, could be accompliéhed with -an assign—
ment which was smaller than the present one. They also stated that
satisfaction would be increased with additional "hands-on" type of
activities.

Four informants indicated that they had mixed feelings’or were

uncertain about being able to practice currently as they desired.
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Comments included such statements as, "I don't have time to read on
pertinent topics to increase my background and it's hard to keep cur- ' o

rent, "

and "the amount Qf-paperwork‘required for each client reduces ‘f"‘ﬂ
the time I have to work with people."”

Not being able to practice as they desired was a respomnse of
four of the lé informants. Two informants identified the gemeralist
nursing role as causing conflict for them in the area of practice. The
other reasons cited for not being able to p£actice as they desired
‘iﬁcluded the amount of paperwork required, the inability to use highly
technical kinds of‘nuréing progedurés regﬁlarly, éucﬁ as intravenous
therapy and trauma care procedures, and the goals of the administration
which came before tﬂose of the individual nurse.

Question 14. Do you have anytﬁing in your job that you wish
you would not have to do very often? Two of the informants responded
that there was nothiﬁg‘they wished they did not.have té do very often.
One-half, or ning, of the informants quickly identified "paperwork" as
the task they disliked the most in their practice of community health
nursing. Two other informaﬁfs descriﬁedvpapérWork és the second most

disliked task in their job. . The commonalities identified were that

informants believed that the amount of-péberwork is’ovérwhelming,
especially at first, the number of reports and recording needed is far
more than that required in previous hospital practice, and papeérwork

takes too much time away from client services in a busy schedule. 'One
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nurse commented, fRecording takes more time than I am Eomfortable allow—
ing."

Working within special programs such as with matermal and
infant high-risk cases, child abuse caées?‘and school nursing Waé iden-
tified by.six informants as the most undesirable involvement .they had
in community health nursing. Setting feés for home heal#h services‘wés
another function that one informant'wished she did not:have to do in
her job. |

Question 15. Describe the degree of.comfoft you experienced in
working with the acutely ill aqd in preventive health. Two informants'
expressed equal comfort in working in insitutions and in community
health. Eleven informants indicated thét they Wefe moré comfortable in
their present job in community health than they were in the acute care
setting. One informant described being more comfortable in community
health because 'there is a higher degree of satisfaction, .and opportun-—
ities for change, creétivity, and prevention." Another stated prefer-
ence for "dealing with the holistic approach." One informant said,
"I'm more interested in amwbulatory care so would chose community health.
We produce a more long term effect with education and long term‘care——
we can have more impact." Yet another informant stated, "IL've reached
a comfortable feeling now in community health beginning my third year
with more responsibilities and independence [in the jobl. I have ﬁore

satisfaction from being skilled in more areas."
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Comments from the five informants Who'preferréd:the acute care
setting, or illness continuum, focused on the need to seé results bf
the care given, on tﬁe unstructured and ambiguous role of the community
health nurse which causeé discomfort and frustratién, and on the lack
or lessening of control of situations and environment in community
health. One informant said, "I feel comfortable but would feel even
more so if I haa more.time, especially in the schools. Politics in the
office and lack of support from my supervisér cause frustration." Yet
another informant responded, "In comﬁunity health it takes‘a long time .
to accomplish one minor goal. Réwards iﬁ Workiﬁg with the acutely ill
are seen quickly, and the time lapse for feedback is much less;“‘ One
informant stated, dIt is much easier working with the‘acutely ill--one
goes home after eight hours and not with theﬂtotél responsibility for
the patient.”

The last three interview questions which explored the resolu—
tion phase of role conflicts in reality shock also allowed the inves-
tigator to explbre bicultural role adaptation in the community health
nurse informants. Since completion of the interviews, the investiga-
tor noted that at least three of the informants identified as prefer-

’ring nursing practice within the illness corntinuum have terminated
their positions in qomﬁunity health nursing. This react?on raises a
question if the terminatioﬁs were due to lack of resolution in role

conflicts and lack of bicultural adaptation or because of personal or
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other reasons.

Summary of Findings

Symptéms of the honeymoon, shock, recovery, and'resolﬁtion
phases of reality shock (Kramer, 1974; kraﬁer &.Schmalenberg, 1977;
Schmalenberg & Kramer, 1979) were identified in nurses who experienced
initial“gmployment in community health.  However, the presence of all
of the syﬁptoms possible in each phase and the degree of the symptoms
present were not ascertained,

No contradictory findingé occurred in ‘the responses by.the ‘
informants; however, the majority of the interview questions did mot-
illuminate support for the two continua models of health. The ques-
tions clearly elicited information about the syﬁptoms and phases of
reality shock.

Support for Osborne's (1970) two continua—-—illness and wellness
models of héaith*—was i&entified in at léast.three questions. Seem-
ingly, increased difficulty occurs with work in the wellness continuum.
The reasons that the nurses described included ambiguity of role, the
need for increased flexibility, the Aifferent view of health—-holistic
and preventive——aﬁd the use of psychosocial skills in addition to
hospital-acquired skills...Nurses‘ complaints were that they had been:

experts in the hospital‘rqle and‘féit uncomfortable in the generalist -

role in .community health. Too twuch time was needed in order to feel
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comfortable in the new role.

The role ambiguity present in community health influences the
presence of sjgptoms of fgality shock and supports the,use of separate
and differeﬁt'illness and wellness continua .of heaith. Time was needed
to become a generalist in community health since competenéies and
skills are needed in widely diversified areas. A difference exists,
also, inlthe feedback ‘system. In community health feedback is absent
if the nurse is Working.alone, or it may no£ be as imﬁediate as in
inétitutional nursing. In practice, support systems also vary in the
two continua. Supporting networks for éommunity health nursing include
peers, experieﬁced nurses, sﬁpervisors, and fesidenéy seminar mgmbgfé
who assist in varyiﬁg degreés iﬁ the role transforﬁétioﬁ éﬁdlrésbciali—
zation process.'

The data are strongly supﬁortive of the notion that reality
shock is present in the resocialization process of community health
nurses and that a difference is present in nursing practice i the
weéllness continuum. Further studies are needed to determine‘all of the
symptoms and degree of reality shock that newly employed community
health nurses experiénce and to determine what differences exist in

nursing practice in the wellness continuum.




CHAPTER 4 .
CONCLUSIONS AND RECOMMENDATIONS
Conclusions -

The study was designed to determine ﬁhat community health
nurses experience in the process of role transformation and resociali-
zation in moving from the illness to the wellness continuum of prac-
tice. The presence of supporting networks in the bicultural adaptation
to work role conflicts was identified in orientation programs and
daily practice. The ethnographic research approéch to interviewing
provided the method for gathering rich and pertinent data. The rich
data gained through. open-ended questions could not have been obtained
by surveyv—The only épproach t0'formu%afing‘questions'in'informants""‘
terms and learning what was important to them was ethnography.

Symptoms of reality shock identified in new graduates by Kramer
(1974), Kramer and Schmalenberg (1977), apd'Schmalenberg and Kramer
(1979) were identified in the role transformation and resécializétion
process of community health nurses. Symptoms were identified in the
honeymoon, shock, recovery, and resolution phases. However, the
degree énd the number were not ascertained through the inter&iews con-
ducted.

Presence of supporting nefworks was elucidated by informants

in the process of role resocialization and in bicultural adaptations.




47

Experienced staff nurses provided.the most frequently identified sup-
port, followed by residency program meﬁbers, supervisors, and staff
peers. The foregoing support networks assisted in varying degrees in
the reséeialization and bicultural adaptations. |

The illness and wellness continua of health theorized by
Osborne (1970) provided insight into the role transformation and
resocialization processes. Responses to at least three of the 15 ques-
tions indicated support for the two continua of health.- Inférmants
identified that advanced preparation and skills-were needed as they
moved from the illness to the wellness continuum éf health and nursing
practice. A differeﬁce in qursiﬁg practice between the illnes; and the

. L . ; .y . '
wellness continua also was described by some informants.

Limitations of the Study

The purpose of this study Was'hypothesis generating rather(than
"hypothesis testing. Qualitative data were sought rather than measure-
ment of variables. The small number of informants (N=18), from
primarily two health"departﬁents, limité the generalizability of tﬁe
information elicited.

Some résearchers place 1ittle value omn inétruments in which
reliability and validity have not been<ésfablished; The éthnogyaphic
interview metﬁod of explotator& descripfive research does not lend

-

itself to establishing reliability and validity for the interview
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questions. Scores were not computed or relationships established from
the informants' responses. Again, caution must be exérted relative to
generalizabili;y because relationships identified may have been due to
chance.

The ethnographic research approach séeks to learn from ‘and
understand informants through flexible and probing inquiries about
their experiences and perceptions. The optimum time for conducting
interviews may not have been attained for éll:of the.informaﬁté; This
factor could have inflpenced the depth and-accuracy of descriptions
provided. | |

The retrospective recollection of informants about initial
employment experieﬁces and perceptions may not have been complete or
accurate following three years of empioyment. However, the responses
of those employea fof longer periods of time were congruent with Ehe
responses of other informants.
| The skill and proficiency of the investigato; in conducting the
interviews also can be\a‘limiting factor. Héwever, fhe inferVigws for
the study were not the investigator's first atﬁempt'at conducting
ethnographic interviews. The investigator had one year of experience

under the supervision of an experienced ethnographer.

Implications for Nursing

Implications for nursing emerged from this study of role
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transformation and resocialization of nurses when initially moving from
insFitufional to community health nur;iﬁg. The imﬁlications héve |
relevance for the orientation programs for community health nurses, the'
role of immediate supervisors, experienced senior ﬁufsés, and peers in
the resocialization‘proéess, and the management staff of community

health programs and services.

Orientation Programs’

Agencies employing.compunity health nursesueithef as geﬁeral—
ists or specialists need to be aﬁaré'of adaptations'that may need to be’
made in hiring schedules and in orientation programs. Since the.gen-—
eralist needed an avgrage‘oﬁ two months longer than the specialist to
master skills in the‘job, adaptations must be made in orientation pro-
grams to provide guidaﬁce.and support for the generalist over a long
period of time. The sequence of orientation programs should be
planned carefully to avoid overloading the generalist with. vast
amounts of new‘information, especially during the‘fJ'_rs_i';_tvf{ro‘Weeks.~
Reéularly scheduled seminars for newly‘emplayéd.éQmmunity
health nurses also were cited by informants as assisting in the role
resocialization process. Based on this study suggestions can be mdde: -
for continuing education programs and seminars which would reduce
reality shock. Seminars under expert leadership can prévide support

for newly employed nurses, offer opporfunities to practice skills and
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apply principles, and assist in the resolution of role conflicts and
bicultural adaptation.

Summer‘employment and/or 12-month contracts also were cited as
promoting mastery of skills and role transformatioﬁ; For new staff to
be hired and begin employment during the summer months or to be
employed on 12-month instead of 10-month contracts would be beneficial.

The geﬁeralist community hgalth nursing role was identified by
several informants as creating role confliéts. Reasons cited which
contributed to genefélist role conflicts included lack of depth in
practice, lack of time and demand to develop expertise in one afea, as
well as the length of time.required té feel comfortable in the'job.
Careful selection 6f ﬁurses with wide backgrounds of experience and
expertise in at least one area would help to resolve or lessen the.
geﬁeralist nursing role conflicts. Also, orientation programs Which
occur over long periods of time Woﬁld enable the new employees go gain
comfort or minimal expértise in one area, or program, prior to being

introduced to a new program.

Supervisors

Less than one-half of.the_informants identified their super-
visor as their role model., Traditionally, this function is an impor-
tant one for supervisors. Efforts should be made to increase their

availability and to provide opportunities"to,rolé model for new staff.
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Some informants informally selected senior staff nurses for support and
as role models. Supervisors informally could choo;e qﬁalified senior
staff and assist them in this role. |

Informants identified being more comfortabie in their role as
they had developed added expertise in one area; Supervisors can help
facilitate this précess by recognizing contributions of new staff and
encouraging. staff development in areas'of.interesﬁ.

Problem identification and the need.for support were acknowl-
edged by the informants initially only to supervisors followed by other
new staff. Lack of comfort with team peers may have been caused by
informanté' feelings of inadequacy or to competitiveness émong the
experienced staff.. Initial lack gf comfort in groups, moreover, has
relevance for group or team activifiesiand expectations for newly

employed community health nurses. Participation in team meetings and

activities such as presenting cases for discussion may produce anxiety

in newly employed nurses.
All but one of the 18 informants identified some illnesses, or
increased stressors, beginnihg shortly after employment. Almost‘all Qf
. the employing agencies offer sick‘leavg for staff; howevef, new
employees often are not eligiblé to use éuphlieave until aftgf 60‘dayé
of employment. The supervisor needed to look at thé stress leveliéf

the nurses and facilitate earlier use of sick leave if necessary. -

Diversional or different assignments following particularly strenuous . "
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schedules also may be necessary in order to reduce.illness.

Management Personnel/Admin-
istration

The amount of paperwork produced shock.and'frequently was iden-
tified by informants as keeping them from ﬁracticing nursing as they
wished; thus, role conflict resulted. Paperwork was described as over-
whelming and taking more time than informants were domfortable allow-
ing. This source of role conflict needs té be analyzed carefully
because of the large amount of required forms that are ﬁsed in commun-
ity health. The use of dicféphones with recorderé that can be ﬁsgd in.
the office or in the car may be one solution. -The use ;f new elec-
tronic office systéms, such as‘worq processing, may be yet another
satisfactory solution for tﬂié dilemma. The cost of sucﬂfsyé&gmé has
to be evaluated against the ﬁactors of time spent in recording andvin
orientation to presently used records, employee dissatisfaction, and

ultimately the cost of employee turnover.

Recommendations

The base line of information gathered through ethnographic
interviews suggests the need for further studies. The data support the
premise that different roles énd skills are needed for nurses working
in the wellness K continuum. A study determininé the coxrelation

between Osborne's two continua theory of illness and wellness and
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role resocialization would help to establish if a difference existed
between working in the two continua of health. A comparative';tﬁdy
between profesgional nurses' orientation toward the illness or wellness
continua would provide insight apd direction into fecruitment and job
retention efforps.

Determining the relationship between staff illness, job
changes, and personal problems would help differentiate between the
illness caused by role conflicts and that céused by personal problems
outside the job. Knowing to what extent stresses and illnesses were
influenced and related to reality shock and role resocialization or
from personal outside—~the-job causes would be usefﬁl in assisting and
supportiﬁg communit& health nurses, .

The data from this study were étrongly supportive of the premise
that reality shock is present in the resocialization process of commun-
ity health nurses. A follow—up study addressing the degree to which
newly employed community health nurses experienqe this phenomenon is
essential. The results of such é study Woﬁld'delineate specific pro-
grams which could be instituted to support nurses-thfough this process.

Little is known about the personal background and experiences of
rural community health nurses or the variety of expectations in their
roles. A study to determine a profile and the needs of the rural com-

munity health nurse as compared to community health nurses in large

health departments would be of value to educational institutions
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preparing nurses, in job recruitment, for staff development and con-
tuing education, and for determining needed support systems and

resources.
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APPENDIX A
INTERVIEW QUESTIONS
Descrlbe ‘if and how you felt prepared for your first p051t10n in

community health nursing.

How did the curriculum in your nur51ng education prepare you for
community health nursing?

'Did your nursing curriculum of anyoné else stress that additiqnal

education and skills were needed in community health nursing?
Elaborate on what or who and how.

How did your previous work experlences prepare you for community
health nursing?

Describe the orientation program in which you participated for
your position in community health nursing.

Describe any surprises you encountered in community health
nursing.

Did you receive respectful, accepting and-concerned treatment from
others? Describe. Identify who and their roles.

Did you experience illness or unusual fatigue during the first
nine months of employment? If so, describe.

Did you have available and use role models? Whp were they?

Were you able to share your.ideas,or.problemslwith others? How and
with whom were you able to do tbis?“Were,théy accepted?

'How long did it take you tb mastetr the new skills and routines and
feel comfortable in your new role in community health nursing?

Describe the process.-

Describe what and who helped you most in your job transition from
hospital nursing to community health nursing.

~
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APPENDIX A (continued)
13, 'Can you practlce nur51ng as you would like in your present. job?
‘ What, if anythlng, keeps you from doing what you want to do or

being the kind of nurse you want to be?

14. Do you have anything in your Job that you wish you would not have
‘ to do very often? Describe.

15.. Describe the degree of comfort you experienced in working with the
acutely ill and now in prevemtive health nursing.
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APPENDIX B

DEMOGRAPHIC DATA SHEET: . STUDY OF ROLE RESOCIALIZATION
AND BICULTURALISM IN COMMUNITY HEALTH NURSES

You are being asked to participate in a study of role resoci-

alization and biculturalism in community health nurses. This study is
attempting to identify to what extent nurses experience reality shock
when moving from institutional nursing practice-to community health.

By participating in the interview you are giving your comnsent.

All answers will remain anonymous and the results will be compiled.
The answers to the questions will have no names or identifying numbers
attached.

Please completé the‘following information before the inter-

view. Check the'appropriate answer or fill din the blanks.

Is this your first job in community health nursing?

Yes ' ‘ No

Your present Age Sex

Your basic education preparation

AD Diploma BS MS

Year of graduation . Highest degree held

)

How much hospital experience did you have as a registered nurse
prior to initial employment in-community health nursing?

Years (orx) Months

Where

Size of hosbital
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APPENDIX B (continued)

6. How long have you been employed in community health nursing?

Years g (or) Months

7. How many staff nurses are employed in the agency of your present
employment? ' ' ‘ ‘

Nurses
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APPENDIX C

'HUMAN SUBJECTS COMMITTEE LETTER B

m g &ﬂ DEPARTMENT OF HEALTH, PHYSICAL EDUCATION & RECREATION g
COLLEGE OF EDUCI’;TION - MONTANA STATE UN.!Vl;.RSITY. BOZEMAN 59717

June 3, 1980

" P N Rl
-~ LIRS
NS

L g KU W“:"“m
oterDA

Lar. o 1BE0

Bernice 0. Bjertness s

c¢/o Anna M. Shannon

School of Wursing

Dear Ms. Bjertacss:

You have the approval of the Human Subjects Committee to do your
research entitled "Study on Role Resocialization and Biculturalism
in Community Health Nurses."

Please have the release forms filled out and send them to me.

"

Good luck with your research project.

Sincereiy, . ,
.

,/" P /‘
: %f«,;y. M»@&Vw
George Shroyer, Chairman

- . : . Human Subjects Commjittee

GS:bam .
ce: Dr, John Jutila, VP for Research

TELEIHONE (400)994- 5001,
r
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'APPENDIX D
DEMOGRAPHIC TABLES

Demographic Data of Community Health Nurse (CHN)
Informants
(N=18)

Table A

Length of Nursing Experience Prior to Eﬁployment in CH*

Length Number

, - (N=;8)
9 months 1
10 months 1
14 mon ths “ 1
15  months | | 'l
1.5 years: 2
2.5 years 1
3 years 3
4 | years 2
4.5 years 1
5 years 2
S.SV years 1
. 65 years 1
:lO ? yearé‘ 1

o

*Range——9 -months to l0 yéars; Mode--3 years; Mean—-3.5 years.
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APPENDIX D (continued)

Table,B

Léngth bf Employment in CH*

'Length . Number
: ’ (N=18)

8 months

ju

year.
15 months
years

years

B~ L N
H N L - o K

years

7

*Range——8 months to 4 jears; Mode—-1 year; Mean—-19.5 months.

Table C

Age of CHNs
(17 female, 1 male)

Age @ ¢ - o ~ Number

. - (N=18)
25 2
26 3
27 3
28 3
29 2
31 1
32 2
" 41 1

*Range--25 to 41 years of age; Mode——26 years of age; Mean--—
28.4 years.. :
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APPENDIX D (continued)

Educational Preparation

Degree ‘ Number

(N=18)
A.D. ’ 1
B.S. 16
M.S. - 1

Location of Educational Preparation

Location Number
(N=18)
Within Montana 12
Outside Montana 6

Staff Nurses in Employing Agency

Number of Staff Nurses Number of Respondents
' (N=18)
1 L o : 1
10 | 1
16 "3

30 13
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APPENDIX E . »

LETTER TO HEALTH DEPARTMENT
September 4, 1980

Dear Ms. :

I am a Montana State University graduate nursing'student on the
Billings Extended Campus and am doing a research study in the area of
role resocialization and biculturalism in community health nurses. My
data will be gathered through interviews conducted with nurses who are
employed in community health nursing, and I would like to interview
nurses in your agency.

The role resocialization experiences of nurses who move from
hospital nursing to community health nursing will be explored. My
assumption is that nurses experience role conflicts and reality shock
in becoming bicultural in their new role and area of practice. If my
data reveal that nutrses experience reality shock -symptoms, then the
results would be of value in planning orientation programs for nurses
newly employed in community health.

Enclosed you will find a copy of the abstract for the study, a
sheet asking for demographic data and providing an explanation of the
study, and a copy of the interview questions. I would like for you to
allow me to interview any consenting staff nurses who have been
employed in community health nursing for a minimum of six months up to
three or four years. If it is convenient, I would like to conduct
interviews on September 18, 1980. If you have further questions,
please feel free to write or call me. I can be reached during the day
at work at Yellowstone City-County Health Department, 252-5181,
Extension 320; or at home, 656-7463. I shall be awaiting your reply.

Sincerely,

gM

(Mrs.) Bernice Bjertness, R.N., B.S.
1912 Howard Avenue .
Billings, Montana 59102
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