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SHENA B GAZAWAY
Effect of Mentoring Relationships on Professional Socialization
of the Pre-licensure Clinical Nurse Leader
ABSTRACT
The professional socialization of a nurse begins during their education
experience and continues throughout their career as they acquire new roles and
responsibilities. For pre-licensure clinical nurse leader graduates (PLCNLGs), the
challenge is to meld the ideals learned during their education experience with the
protocols and regulations necessary to practice successfully in their first professional
nursing position. While all novice nurses experience difficulty with professional
socialization, PLCNLGs have an additional stressor due to the prevailing belief that a
Master’s-prepared nurse should be an expert nurse clinician before assuming the title of
Clinical Nurse Leader. No matter their educational program, early professional
socialization helps all newly licensed nurses, identify with the profession and provide a
philosophical foundation with which to build a dynamic career. Mentoring is a low-cost
strategy that may help achieve early professional socialization.
Mentors provide the necessary support, career lifeline, and professional
guidance during the PLCNLG’s transition from student to independent clinician. A
positive mentoring relationship creates a trusted partner and confidant who eases the
negative feelings associated with this transition process. Nursing research is needed to
establish the best mentoring strategy to support the PLCNLG’s professionalism and
career trajectory since differences exist in the foundation underlying each mentoring
relationship. This study used a mixed methods longitudinal design with two instruments,
the Nurses Professional Values Scale-Revised (NPVS-R) and the Nurses Role
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Conceptions Instrument (NRCI), plus focus groups to examine the impact formal
and informal mentoring relationships had on the professional socialization of PLCNLGs.
Participants were recruited from the pre-licensure Clinical Nurse Leader program
nursing program of a large university located in the southeastern portion of the United
States. Phase I data collection took place on campus just before graduation (n=69), nine
months later the participants were approached to participate in the Phase II portion of
data collection. A final sample of 22 participants completed Phase II with six of them
participating in the focus groups.
Using a one-way ANOVA, statistically significant differences were not found
between the types of mentoring (formal, informal, both, none) and NPVS-R or NRCI
bureaucratic and professional role orientation. However, a significant difference was
seen with the service role discrepancy and mentoring relationship. Focus group results
led to the development of a conceptual model which supports the manner in which
mentoring impacted the professional socialization process of PLCNLGs. The integrated
quantitative and qualitative results provided evidence that participants were greatly
impacted by mentoring relationships. These relationships were established on trust and
with people who were willing to help them grow in their nursing role. Participants
reported increased confidence, comfort, and competence in their nursing role due to the
actions of their mentors.
The results of this study added critical knowledge regarding the professional
socialization process from the perspective of the PLCNLG. The mixed method integrated
approach highlighted how mentoring impacted this socialization process when
quantitative analysis did not produce statistically significant results. Nurse executives
and leaders should use this research to establish goals for employing mentors and
successfully cultivating best practice for pairing mentors and mentees to decrease
PLCNLG employment dissatisfaction and turnover.
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CHAPTER ONE
INTRODUCTION
The number of newly licensed registered nurses (NLRNs) entering the healthcare
workforce has increased 62% compared to 40 years ago (Delaney, 2003; Kovner,
Brewer, Fairchild, Poorman, Kim, & Djukic, 2007; Squires, 2002). NLRNs are a unique
group of nurses with little independent patient care experience and underdeveloped
decision making skills. Nevertheless, healthcare institutions expect NLRNs to be
competent and prepared to provide efficient patient care soon after graduating and
passing the state licensure examination (Clark & Springer, 2012; Scott, Keehner
Engelke, & Swanson, 2008). This short timeframe, from graduation to fulltime practice,
exists regardless of the nursing education program, traditional/accelerated, or length of
new hire orientation. Consequently, NLRNs are challenged to quickly transition from an
educational to professional work milieu, integrating principles learned while a student
with the protocols and regulations of their employers (Gazaway, Schumacher, &
Anderson, 2016). This process is known as professional socialization (Apesoa-Varano,
2007; Brief, Sell, Aldag, & Melone, 1979). Due to a mismatch between the idealistic
world presented in their nursing education program and the real world of clinical practice
undergoing professional socialization may produce confusion, anger, and disillusionment
(Hinshaw, 1976; Kramer, McDonnell, & Reed, 1972; Kramer, Maguire, Halfer, Brewer, &
Schmalenberg, 2011). Consequently, 13% of NLRNs leave their current position after
one year and 37% report that they are ready to change jobs (Kovner, et al., 2007).
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Although, over the years, healthcare institutions have attempted various
employment retention strategies, role exit (i.e., nursing staff turnover) continues to be a
major problem. Role exit not only significant’y contrtibutes to the critical shortage of
nurses, it also costs the American healthcare system $6 billion each year (Apker, Ford,
& Fox, 2003; Brakovich & Bonham, 2012).
Over the past decade, a new type of pre-licensure NLRN has emerged as a
Master’s-level nursing program: the Clinical Nurse Leader (CNL). As a rapidly growing
nursing program in the United States, the pre-licensure CNL program focuses on
transitioning a second-degree student into the nursing role and educationally prepares
them to address the fragmentation of patient care in the current health care environment
(AACN, 2013). Although pre-licensure CNL graduates (PLCNLG) technically hold a
graduate degree, they undergo the same process of professional socialization after
graduation as the undergraduate NLRNs. However, the PLCNLG may experience a
more negative transition into the nursing profession due to misconceptions by seasoned
clinicians (Bombard, Chapman, Doyle, Wright, Shippee-Rice, & Kasik, 2010). The
PLCNLG is an advanced generalist with unit-level responsibility, unlike other Master’s
education programs that prepare nurses to become expert specialists and/or
practitioners (AACN, 2011). A lack of professional support from seasoned clinicians may
occur due to a perceived mismatch between the PLCNLG’s education preparation, their
clinical skill competency, and nursing knowledgebase (Klich-Heartt, 2010).
Both the undergraduate- and CNL-prepared NLRN need early professional
socialization to identify with the nursing profession and solidify their philosophical
foundation with which to build a satisfying clinical career (Shaw & Degazon, 2008).
Research has shown the importance of properly socializing all NLRNs into the nursing
profession. Proper professional socialization produces nurses who are highly engaged
with their career choice and remain longer at their first employment institution (Clark,
2
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2009; Cowin, Johnson, Wilson, & Borgese, 2013). Furthermore, an engaged NLRN
minimizes staff turnover while increasing rates of positive outcomes in hospitalized
patients (Apker et al., 2003; Myers, 2011).
As previously stated, the PLCNLG may have greater difficulty with the
professional socialization process compared to their generic NLRN peers. These
difficulties arise because nursing schools typically teach students, regardless of
program, a traditional, patient-centered nursing care role that may disappoint or
disillusion the graduate when they practice within the constraints of the clinical role
valued by healthcare institutions (Brennan, 2009). The current health care environment
values standardization and cost containment, whereas professional nurses are taught to
be holistic and individualize their care based on a patient’s needs. If these conflicting
and stressful demands are not successfully resolved in a timely manner, frustration and
increased stress occurs predicating role exit (Bisholt, 2012; Brief et al., 1979; Hinshaw,
1976; Kramer et al., 1972).
Mentoring is a transition strategy that provides an opportunity for the PLCNLG to
begin their professional socialization. Mentoring has been found to reduce stress and
burnout throughout different career stages in various occupations (Eby, Allen, Evans,
Ng, & DuBois, 2008; Persaud, 2008; Rearden, 2012). Also, mentoring reduces the
incongruences arising between values and behaviors learned during an educational
program and the expectations in an organizational setting (Angelini, 1995; Bloomberg
2014; Di Vito-Thomas, 1998). Along with these positive outcomes, mentoring
encompasses the relationship between a mentor and mentee (Atkins & Williams, 1995).
Formal mentoring relationships have specified objectives and evaluative criteria, while
informal mentoring is a casual relationship arising from behaviors observed in the
practice setting (Beecroft, Santner, Lacy, Kunzman, & Dorey, 2006; Ferguson, 2011;
Gibson & Heartfield, 2005). The nursing leadership of healthcare institutions must
3
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determine how best to use either a formal or informal relationship between the expert
nurse and PLCNLG to help the new nurse successfully transition into their professional
role (Kramer et al., 2011). Therefore, nursing research is needed to establish the best
mentoring strategy that supports and develops the PLCNLG’s professionalism and
career trajectory since vast differences exist in the foundation underlying each type of
mentoring relationship.
Purpose and Specific Aims
Development of professional identity requires that the PLCNLG be committed to
the values and principles of the nursing profession. Nurse educators and administrators
need to comprehend how mentoring relationships impact PLCNLG socialization
following the completion of the educational program and before individual perspectives
are altered after years of clinical practice (Gazaway, Schumacher, & Anderson, 2016).
However, a literature gap exists regarding the outcome effects of mentoring on PLCNLG
professional socialization. Therefore, the primary purpose of this study is to determine
how different types of mentoring relationships affect the PLCNLG professional
socialization process. This study also seeks to discover how PLCNLGs perceive their
own mentoring relationship’s impact on professional socialization within the first six-tonine months of employment. The specific aims of this study are:

Specific Aim 1: Determine whether a formal or informal mentoring relationship is the
optimum strategy to promote the professional socialization of PLCNLGs.
Hypothesis 1: PLCNLGs who participate in a formal mentoring relationship will
achieve higher scores on the Nurse Professional Values Scale-Revised (NPVSR) compared to those who either experience informal mentoring or no mentoring
relationship.
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Hypothesis 2: PLCNLGs who participate in an informal mentoring relationship
will achieve higher scores on the NPVS-R compared to those with no mentoring
relationship.

Specific Aim 2: Determine whether the type of mentoring relationship experienced by
the PLCNLG is associated with a professional role orientation as measured by
the Nurses Role Conceptions Instrument (NRCI).
Hypothesis 1: A formal mentoring relationship is associated with bureaucratic
role orientation (a 12-60 NRCI score).
Hypothesis 2: An informal mentoring relationship is associated with professional
role orientation (a 10-50 NRCI score).

Specific Aim 3: Describe the PLCNLG’s professional socialization experience to explore
how participation in a mentoring relationship impacts their professional socialization in
the initial six-to-nine months of clinical nursing practice.

Specific Aim 4: Triangulate/integrate the information PLCNLGs provide concerning their
experience with mentoring and professional socialization to clarify quantitative findings.
The overall goal of this study is to demonstrate how positive mentoring
relationships enhance the career development of PLCNLGs. The results of this study
should provide institutions new knowledge on the potential impact of mentors on the
early socialization process for PLCNLGs.
Significance
Current education-to-employment transition strategies are inadequate when
PLCNLGs exhibit characteristics of burnout during their first year of clinical practice
(Goodare, 2015; Price, 2009). Successful professional socialization occurs when the
PLCNLG displays an integration of clinical skills, knowledge, behaviors, attitudes, and
5
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values (Angelini, 1995; Bisholt, 2012; MacIntosh, 2003). Supporting the professional
socialization of the PLCNLG is critically important for retaining nurses at healthcare
institutions (Apker et al., 2003). Establishing a strong professional foundation positively
impacts the PLCNLG’s commitment to both the nursing discipline and patient community
(Bamford, Wong, & Laschinger, 2013; Goodare, 2015).
Mentoring is a low-cost option to accomplish successful professional socialization
and ease the workplace transition experience for PLCNLGs (Ferguson, 2011). Mentoring
may also alleviate burnout by providing these new nurses with an avenue to voice their
concerns (Hinshaw, 1976). For the PLCNLG, a positive mentoring relationship creates a
trusted professional partner who eases their feelings of loneliness and inequality that
may stifle engagement in their new career (Price, 2009). Little evidence exists that
supports mentoring’s impact on professional socialization beyond a nurse’s
organizational commitment (Bisholt, 2012). Therefore, this investigator sought to
understand how mentoring relationships affect the PLCNLGs’ professional role
development by investigating mentoring’s effect on their professional socialization.

6

CHAPTER TWO
REVIEW OF THE LITERATURE
The professional socialization of a nurse begins during their educational
experience and continues as they acquire new roles and responsibilities in their career
(Dinmohammadi, Peyrovi, & Mehrdad, 2013). For PLCNLGs, the challenge is to meld
the ideals learned during their educational experience with the protocols and regulations
necessary to practice successfully in their first professional nursing position (Gazaway,
Schumacher, & Anderson, 2016). During this transition period, mentors often provide the
needed support and professional guidance to the PLCNLG.
Mentoring is an essential and economical strategy for promoting PLCNLG
professional socialization because it increases career satisfaction and improves
professional achievement (Eby et al., 2008). Furthermore, mentoring is a useful tactic for
reducing burnout and fatigue, thus decreasing nursing staff turnover costs to the
American healthcare system (Apker et al., 2003; Persaud, 2008; Rearden, 2012). This
literature review serves to 1) provide foundational information on professional
socialization and mentoring, and 2) discuss the relationship between the two concepts
via a theoretical framework.
Professional Socialization
Nursing as a Profession
The Bixler and Bixler (1959) criteria for a professional occupation includes 1)
possessing a specialized body of knowledge that is improved through education and
service, 2) applies and entrusts its education to institutions of higher learning, 3)
functions autonomously, and 4) provides professional growth and economic security.
7

Within these criteria, nursing has struggled to gain true professional status (Bass,
1994). Throughout history, nursing has been viewed as an extension of the feminine role
of caring. Women have customarily cared for ill family or community members from
ancient civilization through the early 20th century (Greenawalt, 1996; Strodtman, 1994).
An apprentice-style model for nursing education was created in the early 20th century
with Florence Nightingale’s influence and has now became the standard in both the
United States and the United Kingdom (Alichnie, 1986; Hood, 2010).
While nurses have always been respected, control over their professional
practice did not occur until the early 20th century. Until that time, nurses were seen as
subordinate to the physician in the healthcare setting (Yam, 2004). As medical education
disconnected from hospitals after World War II, nurse-training programs moved from
physician-dominated hospitals to community colleges and universities. The graduates of
these university-based programs became the voices of the nursing profession, stressing
the importance of formal education (Greenawalt, 1996). As nursing evolved as a
profession, the American Nurses Association (ANA) developed into nursing’s central
professional organization and adopted a Code of Ethics and Scope and Standards for
clinical nursing practice (ANA, 2015). The American Association of Colleges of Nursing
(AACN) then defined the profession’s essential knowledge, practice, and values for the
baccalaureate, Master and doctoral levels of nursing education, publishing these
standards as the Essentials series (AACN, 2008; AACN, 2011; AACN, 2013). The
professional registered nurse is no longer subordinate to the medical doctor per se, but
rather semi-autonomously delivers high quality, individualized, complex care to a diverse
group of patients (Benner & Kramer, 1972; Bunkenborg, Samuelson, Åkeson, &
Poulsen, 2013; Kramer et al., 2011).
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Definition
Nurses acquire the values, behaviors, skills, and knowledge of the profession
through the process of socialization (Brim & Wheeler, 1966). Primary socialization
occurs during childhood and is difficult to change; secondary socialization happens
during adulthood when the individual adapts a career role and internalizes the
knowledge, ability, and values associated with that role (Brim & Wheeler, 1966; Miller,
2010). Socialization to the nursing role occurs both formally and informally. Formal
socialization begins with the educational program such that the nursing curriculum and
faculty interactions prepare students to work, act, and critically think like a nurse; faculty
serve as the first role models of nursing behaviors (McCain, 1985; Woodman, 1994).
The educational program also provides students with informal socialization via the
opportunity to casually learn nursing skills, knowledge, and values through observing
staff nurses at work in the clinical setting (Kramer et al., 2011; Livsey, 2009).
As previously stated, Bixler and Bixler (1959) characterized professionals as
having autonomous practice. Nursing practice is not currently considered autonomous
since nurses typically work in a bureaucratic organization that concerns itself with the
maintenance and delivery of efficient and effective health care to a large population of
clients (Kramer et al., 1972). A bureaucratic environment may impinge upon the values
and ideals characterizing professional nursing practice. Consequently, the professional
nurse may develop job dissatisfaction when employed by a bureaucratic organization
and working within the constraints of a hierarchical structure (Pieta, 1976). Loyalty to the
organization is highly valued within a bureaucratic structure but this loyalty to the
institution may contradict the professional principles and standards learned by the
NLRN/PLCNLG during their educational program.
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Theories and Models
Bixler and Bixler (1959) first advocated for nursing as a profession in 1945 by
developing criteria to appraise the profession of nursing. As nurse scientists began
working toward professional status they examined the experiences of nursing students
to determine how professional socialization occurred. For example, Cohen’s Model of
Professional Socialization proposed that socialization occurred in four stages throughout
the educational experience (Cohen, 1981). During Stage I, unilateral dependence,
students largely depended on external authority, thus limiting their questioning and
critical reasoning. In Stage II, negative/independence, students diminish their reliance on
role models by critical thinking and utilizing their own expanding knowledge base. In
Stage III, dependence/mutuality, students begin integrating facts and ideas into their
own appraisal of professional practice, accepting some ideas and rejecting others. By
Stage IV, independence, the student possesses a professional role identity that is
compatible to others practicing the nursing role. While Cohen’s Model proposed that
socialization occurred during the educational experience, it did not account for the
socialization occurring with the first job (McCain, 1985).
Kramer (1974) coined the phrase reality shock to describe the reaction that
occurred when the professional role expectations were not present within the
bureaucratic environment. NLRNs experience reality shock in four sequential phases.
Phase 1 is the honeymoon, characterized by excitement and euphoria regarding having
a real nursing job and getting paid. Phase 2 elicits shock when the NLRN discovers that
the reality of clinical practice does not match their expectations based on the educational
program. In this phase, the NLRN’s goals may be inconsistent with the organization’s
expectations due to the nurse’s inexperience or standardized nature of the clinical
environment. Phase 3 is recovery, in which stress and anxiety decrease for the NLRN as
they objectively review their work environment. Phase 4 brings resolution as the NLRN
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either learns new coping mechanisms in their new role or rejects the role stress
preceding symptoms of burnout. Due to the increased complexity of hospitalized
patients, the reality shock phase may be lengthening for NLRNs working in today’s
healthcare setting (Kring, Mueller, & Letvak, 2008). New nurses are exposed to caring
for patients with increased, complex needs while working in an extremely stressful
environment that hospitals struggle to control with increased standardization and
established protocols.
Kramer continued her work with professional socialization, describing it as a
process with four associated themes: 1) separation from academia – knowing; 2)
transition into practice – becoming; 3) identity formation – affirming; and 4.) integration
into professional roles – integrating (Kramer et al., 2011, p. 4). The themes reflected in
this process provide a foundation for issues and/or dilemmas to be identified that may
lead to role strain for the nursing student, NLRN, and/or PLCNLG. Although Kramer’s
socialization process is similar to Cohen’s stages, more research is needed to determine
its usefulness as a theoretical framework.
Symbolic interactionism has also been used as a theoretical basis for
professional socialization research (Alichnie, 1986; Brakey, 1999; McGregor, 1996).
Derived from American pragmatism, symbolic interactionism has its origins in the work of
George Herbert Mead, who argued that people’s selves are social products that are
purposive and creative (Williams, 2014). Herbert Blumer, a former student and
interpreter of Mead, coined the term symbolic interactionism to summarize the
perspective that “people act toward things based on the meaning those things have for
them, and these meanings are derived from social interaction and modified through
interpretation” (Stryker, 2001, p. 225). Stryker and Vryan (2003) further suggested that
the symbolic interactionism perspective could be applied to role acquisition such that
nursing would be a subculture of society because within the profession “there are
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cooperating actors, common goals, recognized membership, and interdependency” (p.
217). Thus, a symbolic interactionist view of nursing professional socialization would be
described as a role perspective initially developed by students as they interact with, and
observe the behaviors of, faculty and preceptors serving as their role models. As the
student begins to apply the observed behaviors, knowledge, and values to their own
professional role, they are socialized into the nursing culture and begin acting like
professional nurses.
Model of Professional Re-socialization. Hinshaw developed the Model of
Professional Re-socialization from Kramer’s seminal work with reality shock. Hinshaw
(1976) used this model to describe how professional socialization progressed in stages
throughout the educational program as well during a nurse’s clinical practice career.
Stage I, known as skill and routine mastery, depicts NLRNs relying on universal
principles learned during their educational program, feeling incompetent and frustrated
because they cannot critically think and prioritize, feeling as if they fell short of providing
holistic care. Consequently, NLRNs overcompensate by rapidly acquiring new skills
while losing focus on the values learned during their educational program. By focusing
on the technical aspects of their clinical practice, NLRNs risk failing the process of value
internalization and not practicing to the extent of their professional scope.
Stage II, known as social integration, is when the NLRN is embraced by
coworkers, has mastered clinical skills, and is viewed by others as competent (Hinshaw,
1976). At this stage, NLRNs have the choice of continuing to focus on skill mastery or
begin applying the professional values acquired during nursing school to their current
professional practice environment. Social integration is a stage where mentors positively
influence the socialization process by providing psychosocial support as a role model,
friend, and counselor as well as respect and acceptance into the nursing profession. In
this manner, mentors support the NLRN as their focus shifts from skill mastery to
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comprehensive nursing care (Dreher & Ash, 1990).
Stage III, known as moral outrage, develops when the NLRN observes
incongruences with their professional/educational imagery of how nurses should behave
and how nurses actually behave under the constraints of the work setting (Hinshaw,
1976). Stage III usually surfaces around the sixth month of the transition between
education preparation and initial clinical practice, at which time role stress may develop
due to frustration, anger, and the perception of inadequate educational preparation
(Delaney, 2003; Duclos-Miller, 2011). These observed incongruences occur because the
NLRN is viewed as competent, able to provide total patient care with an increase in
responsibility as a professional nurse. If the stress experienced in this stage is not
successfully resolved, role exit occurs. However, an effective mentor could be the key
influence to a NLRN’s success and prevent role exit. Mentoring through Hinshaw’s
Stage III may help the NLRN work through stress, anxiety, and disillusionment by
providing a personal 1:1 support system and professional role model (Gazaway,
Schumacher, & Anderson, 2016). Mentors share their own transition stories, protect the
NLRN from harmful environmental factors (e.g. incivility or bullying), and/or simply listen
to the NLRN as they work to understand their professional role.
Stage IV, known as conflict resolution, describes when the NLRN starts the
process of value integration, changing their behaviors while keeping their own values
(Hinshaw, 1976; Clark, 2009). During this stage, some nurses may leave the
organizational setting to return to school, leave the profession all together, or conform to
the work setting to maintain their current positions. A successful outcome of this stage is
biculturalism: if the NLRN possess a value orientation different from the organization
setting, they acknowledge their responsibility to listen and seek out the ideas of others
(Delany, 2003). The NLRN then uses the provided information as resource material to
effectively integrate both systems into their personhood. Thus, NLRNs learned they are
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not just a target of influence and pressure from other stakeholders, but that they are in a
fluid, reciprocal relationship with others present in their work setting.
Practicing Professional Nurses. Research findings concerning professional
socialization frameworks support the premises that 1) nurses with the greatest amount of
experience had higher mean scores for professionalism and 2) those with graduate
degrees had higher total socialization scores (Apker et al., 2003). For example, Wynd
(2003) conducted a comparative study to evaluate the degree in which attributes of
professionalism were present in a random sample of 744 registered nurses licensed in
the state of Ohio. The levels of nursing professionalism were measured using Hall’s
Professionalism Inventory Scale; a total score on this scale ranged from 25 to 125 with
higher scores indicative of professionalism. Wynd’s investigation found that nurses with
significantly higher levels of professionalism had more years of clinical experience (3153 years, mean [m] ± standard deviation total score = 86.64 ± 9.8, p <.001), graduate
degrees in nursing (m = 85.97 ± 10, p <.001), membership in organizations (m = 85.80 ±
9.69, p <.001), and specialty certifications (m = 85.29 ± 9.56, p <.001). The culture of the
work setting was also found to influence the level of nursing professionalism, further
emphasizing the importance of work culture in fostering professionalism for the NLRN.
Dickey (1988) conducted a cross-sectional study using 180 registered nurses
with associate degrees to determine their level of professional socialization within six
career stages. This study found that the highest level of professional socialization
occurred in those nurses who had furthered their education by completing a Bachelor of
Science degree compared to those nurses who had earned credits via an examination
process. This investigator concluded that the length of time spent in an educational
program and degree attainment positively influenced a nurse’s professional socialization.
Questions arise, however, regarding the socialization of nurses graduating from
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accelerated nursing programs (e.g., a CNL Master’s-level entry program) that contain a
compressed and focused education preparation period.
Nursing Student Socialized into Nursing Profession
NLRNs are graduates from- associate, baccalaureate, and/or Master (CNL)
degree programs; about 90% of them begin their nursing careers in an acute care
clinical setting (Fawcett, 2002). These NLRNs face a steep learning curve, which
subsequently lends to frequent reports that they feel unprepared to assume their new
professional role (Fawcett, 2002; Newton & McKenna, 2007). Although NLRNs comprise
men and women of various ages from different backgrounds, as a group they
consistently report feelings of anxiety and apprehension during the transition phase into
professional nursing practice. Many NLRNs describe a conflict between their personal
views of nursing and the new reality of clinical work (Ketefian, 1985; Kring et al., 2008;
Mooney, 2007). Also, according to Fawcett’s article describing what mentoring is and
how it works NLRNs state they feel pressured to quickly function as a seasoned
registered nurse taking on more work responsibility than they feel comfortable handling;
such feelings may lead to dissatisfaction with working at the bedside (2002). This
dissatisfaction may promote a negative work environment that includes horizontal
violence (i.e., acts of aggression among nursing professionals) or injury within the first
year of practice (Becher & Visovsky, 2012; Newton & McKenna, 2007). Coupled with
high stress levels, uncertainty, and a lack of mentoring support in their early professional
careers, a negative work environment may cause the NLRN to feel disillusionment,
disappointment, and detachment from nursing (Fawcett, 2002). The negative feelings
associated with transition usually occurs within 6-12 months of post-graduation clinical
employment; these feelings arise due to an ability to focus on patient care and
professional development in contrast to an initial focus on self-survival and coping within
the first six months (Mooney, 2007; Newton, Cross, White, Ockerby, & Billett, 2011).
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PLCNLGs face an additional stress that their generic NLRN peers do not.
PLCNLGs report being aware and nervous about the perceived disconnect between
academic preparation and level of nursing experience (Klich-Heartt, 2010). Traditionally,
a Master of Science in Nursing (graduate) degree has been associated with an expertise
in clinical practice whereby nurses expand their knowledge and patient care skills to
become advanced practitioners and/or educators (AACN, 2011). The notion of a clinical
practice novice with a Master’s degree is a new concept that needs more acceptance
and support from the nursing profession (Bombard, et al., 2010). Without understanding
how the professional socialization process affects PLCNLGs, nurse executives and
managers are not creating a positive work environment that appreciates what the
PLCNLG offers an organization after a proper adjustment period. Like their NLRN
counterparts, PLCNLGs are optimistic and committed to their professional nursing
practice, having intentions of delivering high quality care while positively impacting
patient outcomes in their healthcare organization (Apker et al., 2003; Bender, 2014).
Transition into Practice
Similar to other NLRNs, the PLCNLG has a high risk for leaving the profession
during the first two years of nursing practice. When surveyed or interviewed, these
nurses report inadequate support and mentoring beyond the typical orientation period as
reasons for leaving the nursing profession (Cottingham, DiBartolo, Battistoni & Brown,
2011). Therefore, the transition from the education program into independent clinical
practice is a vulnerable time as the PLCNLG begins their professional journey and
determine their intent to stay in nursing (Duchscher, 2008; Goodare, 2015). The
components and techniques offered during this period of rapid change should support
the PLCNLG’s growth and development from advanced beginner to competent nurse
(Delaney, 2003; Ellerton & Grego, 2003). Most orientation programs have education
options that include structured laboratory experiences (e.g., simulation), clinical learning
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time, didactic or classroom learning, and a preceptor who serves as a role model for the
PLCNLG (Beyea, von Reyn, & Slattery, 2007; Hickey, 2009; Hillman & Foster, 2011;
Hoffart, Waddell, & Young, 2011). A few orientation programs also provide all NLRNs
the opportunity to socialize with peers, thereby creating an open atmosphere to share
hardships and build relationships (Valdez, 2008).
Since the 2010 Institute of Medicine Report (IOM, 2010), nurse residency
programs have been increasingly developed across the country. Nurse Residency
Programs are an orientation strategy specifically designed to support the
NLRN/PLCNLG’s transition into nursing practice (Setter, Walker, Connelly, & Peterman,
2011). Although a few nurse residency programs are 18-24 months long, most of them
last only one year. While the nurse residency program is no standardize, most usually
include education, preceptor, mentorship, and clinical components (Delaney, 2003;
Halfer, 2011; Romyn, Linton, Giblin, Henderickson, Limacher, Murray & Zimmel, 2009;
Squires, 2002). Due to the above variations these programs are either for purchase or
organizationally-developed, which make NLRN/PLCNLG residency experiences highly
variable among healthcare organizations.
The preceptor and mentorship nurse residency components positively influence
the development of NLRN/PLCNLG professional socialization (Herdrich & Lindsay,
2006). From professional engagement to role development, these two components
provide the NLRN/PLCNLG with a support system that encourages growth and
professionalism during the transition experience (Hickey, 2009). Preceptors and mentors
act as role models for clinical skills and competencies, while also being exemplars of
professional practice (Delaney, 2003). Although nurse residency programs are ideal for
supporting the transition of NLRNs/PLCNLGs into clinical practice, little information in
known about the potential of these programs to produce highly professional nurses who
remain permanently engaged in their nursing careers.
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Transition from education program into clinical practice represents a unique and
stressful time for all NLRNs, which may be perceived as a demanding (and potentially
disempowering) rite of passage. For PLCNLGs, the transition experience may be more
stressful owing to excessive anxiety, worry, and concern regarding their chosen
profession instead of being excited and primed to comprehend the art and science of
their careers (Goodare, 2015; Woodring, 2004). Although various orientation programs
have been developed to ease this tumultuous time for the PLCNLG, the primary focus of
orientation programs is the expedient and proficient acquisition of clinical expertise – not
professional socialization.
The PLCNLG is a second-degree professional with a limitless potential for
nursing. These graduates are older and have increased maturity when compared to the
traditionally aged graduate of a generic BSN program. However, little knowledge exists
regarding the benefits obtained from exposure to a previous career and/or detailing how
an inadequate orientation stifles professional socialization in the PLCNLG population.
Thus, research is needed that focuses solely on the PLCNLG professional socialization
experience to create and/or improve a seamless, positive transition experience for this
unique NLRN population.
Mentorship
History of Mentoring
The term mentorship has Greek roots, first mentioned in Homer’s poem The
Odyssey, wherein the character Mentor raises Odyssey’s son giving him guidance and
wisdom during the years his father was gone (Bloomberg, 2014; Lundin, 2013). Through
time, mentoring has evolved to encompass the relationship developing between a
mentor and mentee (Atkins and Williams, 1995). Thus, mentorship has been an
important tool used in education and healthcare to develop novice professionals as they
enter a field seeking advancement within the workforce (Di Vito-Thomas, 1998).
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A mentor has been described as someone who possesses the characteristics of
patience, enthusiasm, knowledge, sense of humor, and respect (Fawcett, 2002;
Ferguson, 2011, Gibson & Heartfield, 2005). Along with these characteristics, skill and
knowledge are both required to support a novice professional. The process of
mentorship is time-consuming and requires education and preparation (Atkins and
Williams, 1995; Beecroft et al., 2006; Clark & Springer, 2012). For proper mentoring to
occur, relationships between the mentor and mentee should have adequate time to
develop and be provided with sufficient resources; such as, space. The mentee benefits
from this relationship because it strongly impacts all areas of their nursing career; the
mentor benefits by improving their leadership abilities and professional engagement, all
while cultivating a deeper connection with the organization (Atkins and Williams 1995;
Eby et al., 2008; Huybrech, Loeckx, Quaeyhaegens, De Tobel, & Mistiaen, 2011). The
mentoring relationship requires constant attention to convey mutual respect, trust, and a
common interest in the beliefs and values of the profession (Erdem & Aytemur, 2008).
Because mentors are role models, they must exhibit positive attitudes and be willing to
work with others as they grow during their own development in the profession (Erdem &
Aytemur, 2008; Fawcett, 2002).
In nursing, much confusion exists regarding the difference between a mentor,
preceptor, coach, and sponsor (Atkins & Williams, 1995; Di Vito-Thomas, 1998).
Mentoring is a long-term relationship between an expert nurse and a novice one, while
the preceptor role is formal and structured with a narrow focus. Nursing mentorship
programs were established to aid in the transition process and promote career
development since NLRN/PLCNLGs are typically inexperienced, lack personal
confidence, and need professional reassurance (Ferguson, 2011; Ihlenfeld, 2005).
Nursing preceptorship, on the other hand, is a training tool commonly misinterpreted as
mentorship. Preceptors are nurses assigned to support the development of clinical
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competence in new nurses and to socialize them into a new work environment.
Preceptors teach a NLRN/PLCNLG nursing skills, they do not aid in their professional
development (Fawcett, 2002; Huybrecht et al., 2011; Shaffer, Tallarica, & Walsh, 2000;
Willits, 2009). The preceptor, unlike a mentor, is charged with evaluating and rating the
progress of the NLRN/PLCNLG as they transition into their new professional role and
work environment. This evaluation process can hinder the mentoring relationship due to
the fundamental dilemma of the preceptor simultaneously being model, supporter, and
judge (Chitty, 1993). The nursing profession has frequently failed to properly implement
the mentoring relationship during NLRN/PLCNLG orientation, thus alienating and
confusing mentees.
Other terms used interchangeably with mentoring are sponsorship, coaching,
and role modeling (Smith, McAllister, & Crawford, 2001; Stewart & Krueger, 1996). To
investigate this concepts, Fielden, Davidson & Sutherland (2009) conducted a
longitudinal, mixed methods study to examine ways in which coaching and mentoring
relationships impacted the career and leadership behaviors in practicing nurses. The
study included a coaching group and a mentoring group. Data was collected at baseline,
four months, and nine months. These investigators found after nine months of mentoring
that mentees had significant increases in motivation to fulfill their career potential
(p= .029).
Mentees also exhibited higher self-esteem, self-confidence, leadership ability,
and possessed better insight and ability to problem solve. These findings indicated that
participants in the mentoring relationship had greater gains in area career development
and professional attributes than those who were coached in the same areas. The study
emphasizes the impact the mentoring relationship (versus coaching support) had on role
transitions at different points in professional nursing practice. However, this study did not
detail whether those participants being coached received any type of mentoring
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assistance from their coach or informally from anyone else that could have impacted
their leadership development.
Mentoring can be either a formal or informal relationship (Kramer et al., 2011). A
formal mentoring relationship is officially established by an organization to promote and
support the professional development of entry-level employees as they transition into
practice (Beecroft et al., 2006; Gibson & Heartfield, 2005). Formal mentoring
relationships have specified objectives determined by the organization. Assigning
mentor and mentee pairs can be challenging, because the organization cannot
guarantee the novice employee will view the mentor as a role model and/or the identified
mentor will be able to successfully work with the new employee (Fawcett, 2002).
Alternatively, an informal mentoring relationship arises between an experienced person
and the new employee when one of them identifies specific behaviors and values they
either want to model or help develop (Ferguson, 2011; Kramer, et al, 2011). The informal
relationship develops in the workplace and is not formally evaluated. Most novice nurses
report that, when compared, informal arrangements were the most reasonable because
the relationship was expected to develop and mature over time (Fawcett, 2002).
The quality of the interaction between the mentor and mentee is the major
variable predicting success for either formal or informal mentoring relationships (Gibson
& Heartfield, 2005). To demonstrate this point, Jakubik (2007) conducted a study with
214 pediatric NLRN mentees participating in either formal or informal mentoring
relationships. The stepwise multiple regression analysis found that mentoring quality
was the best predictor of successful mentoring, explaining 54.76% of the variance (p
<.001), while quantity of the mentoring relationship explained 13.69% of the variance (p
<.001). Furthermore, mentoring quality was also significantly correlated with knowledge
acquisition (r = .66, p <.001), personal growth (r = .74, p <.001), protection (r = .67, p
<.001), and career advancement (r = .70, p <.001).
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Mentoring of Newly Licensed Registered Nurses
Mentoring relationships for NLRNs are not a standard component during
orientation, but beneficial for the NLRN’s nursing career. For example, Ryan, Goldberg,
and Evans (2010) conducted a phenomenological study with five registered nurses who
had worked for at least two years and categorized themselves as either a mentor or
mentee. Four themes emerged from the interview and reflective journaling analyses: 1)
meaning of nurse-to-nurse mentoring, 2) mentoring as relational learning, 3) mentoring
as embodied learning, and 4) contextual understanding of nurse-to-nurse mentoring.
These investigators concluded that nursing knowledge developed from exposure to
positive mentoring relationships, extending beyond tasks to a holistic understanding of
various clinical situations. The mentor modeled positive professional nursing practices,
which created enthusiasm that harnessed the raw passion NLRNs feel for clinical
practice instead of driving that passion out of them with stress and negativity.
Because mentoring is known to positively impact leadership development, Hill,
Favero, & Ropers-Huilman (2005) investigated how mentoring relationships developed
and affected the clinical practice of African American nurses. These investigators found
that relationships commonly occurred informally in this sub-population of nurses, with the
most consistent theme being that of the mentor as protector. The protector function in
mentoring served to provide interference between the mentee and outside influences
that could negatively impact career development. In addition, protection extended to
providing a barrier from negative (toxic) influences in the work environment such as
horizontal violence and physician-nurse abuse. This type of protective support is crucial
for the professional growth of the NLRN and a necessary part of a quality mentoring
relationship.
Another qualitative study conducted by Angelini (1995) used a grounded theory
framework to develop a model of mentoring for staff nurses after analyzing data from
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participant interviews as well as employment and/or professional organization
documents. A process model emerged consisting of four phases: mentoring
characteristics, dimensions of mentoring, strategies provided to the nurses by others,
and career development outcomes. This process model conceptualized the
multidimensionality, interactive, and dynamic nature of mentoring that contributes to all
the benefits NLRNs receive from such a professional relationship early in their nursing
career.
The benefits of mentoring go beyond career development. For example, Di VitoThomas (1998) found that a positive correlation (r =.6356; p =.05) existed between basic
psychomotor care skill acquisition and level of encouragement received by 10 NLRNs.
This finding supports the claim that mentored NLRNs may experience less stress and
anxiety when integrating clinical practice requirements with professional expectations as
they perceive what nursing is and how to successfully execute their nursing role.
Likewise, Eller, Lev & Feurer (2014) concluded that NLRNs believe mentors foster
growth both professionally and educationally, as well as provide networking
opportunities. These networking and professional opportunities should encourage the
NLRN’s integration into the work group and spark an interest in professional organization
involvement along with other leadership-type activities.
While a mentor eases the NLRN’s experience in the initial transitory months of
clinical practice and increases the effectiveness of learning, exposure to a mentoring
relationship also matures and strengthens trust. Higher levels of trust results in a
reduced rate of medical errors (Ferguson, 2011). This indirect benefit occurs as the
mentor shares their own mistakes, which provides valuable foresight and an avenue for
discussion as well as encourages advice (Bloomberg, 2014; Di Vito-Thomas, 1998; Eller
et al., 2014).
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Ferguson (2011) conducted a qualitative study with 25 registered nurses who
had 2-3 years of experience. Results indicated that informal mentorship was a major
moderating variable for developing professionalism. Factors contributing to this variable
were presence of mentors in the new nurse’s workplace, relational connection, strong
role model, workgroup integration, supportive behaviors, sharing knowledge, and trust in
the relationship. However, study participants also reported an inability to provide holistic
care until after they had mastered organizational skills and competency. These findings
strengthen claims that when NLRNs have frequent contact with their mentors, they learn
how to build stronger relationships with patients and gain confidence in communication
styles with medical and other health professionals (Ferguson, 2011; Ryan et al., 2010).
Mentors provide NLRNs the opportunity to discuss all aspects care to ensure
reflective thinking on the provision of more comprehensive holistic care. These vital
communications enable NLRNs to think both critically and systematically about their
nursing practice, thereby acquiring greater competence in their professional role. Also,
the improved competences promote increased patient satisfaction, better patient
outcomes, and decreased medical errors (Pitney & Ehlers, 2004; Ronsten, Andersson, &
Gustafsson, 2005; Smith, 2006).
Mentoring relationships can be used numerous ways to positively impact
NLRN/PLCNLG career development. The potential benefits from involvement in a
mentoring relationship include early career support, increased satisfaction and
confidence with professional nursing practice, plus a stronger professional engagement
(Gazaway, Schumacher, & Anderson, 2016; Goodare, 2015). How formal and informal
mentoring relationships influence the professional development of PLCNLGs, not
generic NLRNs, is a critical component missing in nursing science. There is a dearth of
literature detailing the specific impact of mentoring on PLCNLG professional
development or how this type of new nurse should form successful mentoring
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relationships. Considering their unique education and varied institutional roles in
healthcare, knowledge is also lacking as to whom best should serve as an effective
mentor for the PLCNLG.
Relationship between Mentoring and Professional Socialization
Mentoring entails two types of functions: career and psychosocial. Career
functions include providing the mentee with coaching, protection, challenging
assignments, exposure, visibility, and sponsorship (Fielden et al., 2009; Gibson &
Heartfield, 2005). Psychosocial functions include serving as a role model, friend, and
counselor with positive regard and acceptance (Dreher & Ash, 1990). Psychosocial
functions also include mentors actively listening and offering advice to the mentee during
times of stress or providing counseling on personal job-related issues. Role modeling
can reveal educational and social opportunities to mentees that expose them to different
professional possibilities; these social encounters may motivate them to seek out new
experiences (Eby et al., 2008). A mentor listens, affirms, counsels, encourages, and
guides the NLRN/PLCNLG on their career direction, and foster their development
towards expert status. An active, effective mentor makes a great difference in the
mentee’s career development, job satisfaction, and leadership skills (Shaffer et al.,
2000).
A qualitative study by Willits (2009) validated the positive impact mentoring had
on job satisfaction and intent to stay in the institution. After analyzing the interviews of 24
registered nurses, a major theme emerged pertaining to mentor and qualities. This
theme asserted that mentors had a role of being non-judgmental and trusted individuals,
who sought to make their mentees feel safe while providing help as an open resource.
Interestingly, 50% of the participants in this study did not meet with their mentor on a
regular basis despite expectations of openness, safety and interaction. This finding may
explain the mixed reviews in this study concerning the potential impact mentoring had on
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participants’ future career plans, particularly since Jakubik (2008) found that both quality
and quantity were key variables in the successful completion of any type of mentoring
relationship.
Little literature was found regarding mentoring’s direct influence on professional
socialization. The descriptive correlation study by Smith (2006) was the only one found
investigating the influence mentoring had on goal attainment and role satisfaction. This
study found that mentoring had a strong correlation with goal attainment (r =.80, p <.001)
in 21 goal-oriented registered nurses; and mentoring relationships positively correlated
with role satisfaction (r =.54, p <.001). Thus, effective mentoring promotes career
success, imparting knowledge and expertise that contributes to the mentee’s learning
and skill development (Bloomberg, 2014). Mentoring relationships are not only known to
facilitate professional networking by introducing mentees to influential career contacts,
these relationships also benefit institutions by increasing desirable behaviors and
reducing turnover rates among new nurses (Huybrecht et al., 2011).
Theoretical Foundation
The Model of Professional Re-socialization serves as the theoretical framework
for this research as summarized in Table 1 (Hinshaw, 1976). As previously stated, the
four stages of this model describe how NLRNs are socialized into the nursing profession
and the characteristics necessary for socialization to occur. Re-socialization is an
appropriate term to describe the PLCNLG transitory experiences. As second-degree
students, PLCNLGs have already been socialized in their first career and must now
undergo the process again for their nursing career – beginning with the nursing
curriculum. The PLCNLG’s unique background as second career nurses may provide
some foundational skills, such as ease with communication, which may decrease the
stress of transition. Thus, the sequential approach of Hinshaw’s model provides an
effective theoretical foundation for this study as it endeavors to reveal the interaction
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between the PLCNLG and clinical environment of their first professional nursing job,
emphasizing the impact of mentoring on professional socialization.
Table 1
Hinshaw’s Model of Professional Re-Socialization
Stage

Description

Characteristics

Skill and Routine
Mastery

NLRNs have universal principals from
education, but are initially incompetent.
They have loss focus on nursing values
because focus is on skill and knowledge
acquisition.

Inability to critically think,
prioritize, delegate, function as
a leader, and provide holistic
nursing care

Social Integration

NLRN begin building interpersonal
relationships because skills have been
mastered. NLRN is thought of as
competent, but must choose between
continuing with their skill develop or
starting to apply values orientation of
the workplace to nursing practice.

Confident; efficient in parts of
clinical practice; requires
occasional support; continuing
to develop knowledge

Moral Outrage

Incongruences with
professional/educational perception of
how nurses should behave and how
they actually behave develop

Frustrated; anger; decrease in
confidence

Conflict
Resolution

Integration of personal/professional
values with that of the organizational
setting occurs.

Biculturalism; holistic care
providers; collaborative

Conceptual Framework
PLCNLG’s professional socialization is hypothesized to be directly impacted by a
formal mentoring relationship and indirectly via informal mentor or the absences of
mentoring. Figure 1 depicts the proposed relationships between the independent
variables (PLCNLG and type of mentoring relationship) and the dependent variable
(professional socialization) for this study based on Hinshaw’s Theory of Professional ReSocialization.

27

MENTORING RELATIONSHIPS ON PROFESSIONAL SOCIALIZATION

Informal
Mentoring

PLCNLG

Formal
Mentoring

Professional
Socialization

No
Mentoring

Figure 1. Hypothesized Relationships between the PLCNLG, Type of Mentoring, and
Professional Socialization Variables.

Using Hinshaw’s Re-Socialization theory for the development of the NLRN, mentoring is
envisioned as a support mechanism for the PLCNLG as they transition into independent
clinicians. The most direct path to professional socialization would be through formal
mentoring as a supportive structure. Formal mentoring would be prescribed and
supported by the hiring organization; this relationship is given adequate time to develop
and truly impact the new nurse’s professional socialization process. Informal mentoring
is also an avenue to professional socialization, albeit an indirect one, because it
develops spontaneously in the workplace. An informal mentoring relationship is not
usually officially acknowledged in the employment setting and does not quickly impact
the PLCNLG’s professional socialization process (Gazaway, Schumacher, & Anderson,
2016; Stewart & Krueger, 1996). Lastly, even those PLCNLGs who do not experience a
mentoring relationship will still achieve professional socialization as a natural
consequence of entry into the nursing profession (Mooney, 2007). This conceptual
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framework does not envision a relationship between the three types of mentoring, but
rather assumes they are independent of each other.
Conclusion
Although previous research concerning professional socialization focused on
generic NLRNs as a population of interest, little data was found showing how PLCNLGs
experience mentoring, nursing role development, and professional socialization
(Forsman, Rudman, Gustavsson, Ehrenberg, & Wallin, 2012; Spence Laschinger, Wong,
& Grau, 2012; Unruh & Nooney, 2011). Therefore, research is needed to describe the
PLCNLG professional socialization process and reduce the role stress, burnout and job
turnover occurring during their transition to nursing practice (Brennan, 2009; Kramer,
1974; Romyn et al., 2009). Their unique Master’s-level education program may not fully
prepare the PLCNLG for actual clinical nursing practice, which may lead to possible
conflicts between perceptions and reality (Unruh & Nooney, 2011). Referred to as reality
shock, the conflicts between the professional and bureaucratic role expectations may be
heightened for the PLCNLG compared to the generic NLRN. Research is needed to
understand how PLCNLGs experience professional socialization upon entry into the
clinical practice. This new knowledge will allow nurse educators and organization
leaders to better comprehend how to use this adjustment period to positively impact the
new nurse’s commitment to the discipline and community (Wesley & Dobal, 2009).
Supporting PLCNLG professional socialization is critically important to ensure
that these nurses are engaged and satisfied with their careers (Goodare, 2015).
Satisfied NLRNs and PLCNLGs remain at their hiring institutions longer, decrease staff
turnover, and increase rates of positive outcomes and satisfaction in hospitalized
patients (Apker et al., 2003; Bae, Mark, & Fried, 2010). Mentoring support for continual
professional role development provides the PLCNLG with a stronger foundation to build
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their nursing identity, especially as these new professional nurses have been positioned
at the forefront of revolutionizing the nation’s healthcare system (IOM, 2010).
Mentorship is a relationship between two nurses that is “formed on the basis of
mutual respect and compatible personalities with the common goal of guiding the nurse
towards personal and professional growth” (Hale, 2004, p. 11). Thus, a strong mentoring
relationship is essential for solidifying proper professional socialization. Nurse educators,
administrators, and leaders must begin to empower nurses earlier in their professional
careers via effective mentoring. Using a mixed methods approach, this study sought to
add critical knowledge regarding the socialization process from the perspective of the
PLCNLG. The results of this study will provide nurse executives and leaders with new
knowledge concerning how to best establish goals for successfully employing mentors
as well as cultivating best practices for pairing mentees and mentors for enhancing
professional socialization.
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CHAPTER THREE
The information in this chapter contains the description of the protection of
human subjects, the research design with a mixed-methods approach, sample, setting,
data collection methods, instruments, and data analysis techniques.
Sample Description
This study involves two phases of data collection, each with its own
inclusion/exclusion criteria. For Phase I, senior pre-licensure CNL students were
recruited from a College of Nursing at Southeastern University during the final semester
of their Master’s-level education program. The College of Nursing has two sites for their
Pre-licensure CNL program. After graduation, these PLCNLGs sought employment as a
NLRN in a location that may or may not be in the state of the program. Therefore, the
PLCNLG participants constituting a nonprobability convenience sample for Phase II of
the data collection may not be employed in a clinical setting within the state of the
program. .
Additionally for Phase I, the participant had to be a pre-licensure CNL student in
good academic standing and enrolled in the 4th semester CNL nursing practicum course.
For Phase II, all participants had to have passed their professional registered nurses
licensure examination and completed at least six months of employment as a registered
nurse in a healthcare institution. If participants had prior experience as a licensed
practice nurse, they were excluded from Phase I and II.
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Methodology
Research Design
A pre-post multiple cohort natural observation design was employed to study the
role of mentoring in the development of PLCNLG professional socialization. Participants
served as their own controls. A mixed method data collection approach was used for this
study, incorporating both quantitative and qualitative data. Specifically, a triangulationconcurrent process was used consisting of two phases of data collection such that
different, but complementary data were collected on the same topic during the same
timeframe; the data sets are independent of one another.
The quantitative data was collected using the NPVS-R (Appendix A) and NRCI
(Appendix B) to measure 1) professional values orientation and 2) orientation to the
professional role prior to graduation and 6-9 months after working as a registered nurse.
A multiple cohort design was conducted to allow exploration of how PLCNLGs exposed
to the various types of mentoring relationships differed in their level of professional
socialization (Polit & Beck, 2012). The natural observation component enhanced the
design by allowing an exploration of orientation techniques without manipulation by the
investigator, which depicted how mentoring influenced PLCNLG professional
socialization in the current healthcare environment.
Qualitative data were collected using a grounded theory framework. Grounded
theory was developed by sociologists who believed that theories used for research were
often ill suited for the participants being examined (Strauss & Corbin, 1998). Therefore,
they strived to develop theories based on the collected data itself regarding the actions,
interactions, and process of the participants (Creswell, 2012). For this study, grounded
theory helped to generate a general explanation of the professional socialization process
from the PLCNLGs’ perspective. Data collected from focus groups were used to develop
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a model describing the interaction of mentoring and professional socialization
development.
Data Collection Process
November 2015. On both of the College of Nursing’s campuses, participant
recruitment occurred live before the last simulation class of the final semester. The
investigator explained the study purposes, goals, and procedure as well as the
requirement for future contact to all CNL students meeting the inclusion and exclusion
criteria. After all questions were answered, the investigator obtained Phase I informed
consent. As a part of the consent process, participants provided two email addresses as
contact information. This information enabled the investigator to contact participants for
participation in Phase II of the data collection.
Phase I Data Collection. After participants completed and submitted their
informed consent document, they receives their instrument packets. Each packet
contained an information letter, demographic survey (Appendix C), coding instructions,
NPVS-R, and NRCI. The coding instructions were designed to ask a series of questions
that lead to a unique identifier each participant used for their survey packets. These
questions were used again at subsequent data collections so that pre- and post-surveys
could be linked: 1) What are the first three letters of the city you were born?; 2) What are
the first two letters of your mother’s maiden name?; and 3) What is your birth month and
year as 4-digit number? (Appendix D).
Participants completed the packet in a quiet room located on one of the
campuses of the College of Nursing. The investigator was present in the room until the
last packets were returned. Packets were placed in a locked collection box for transport
and copies of informed consent forms were disbursed to the participants.
December 2015 – August 2016. Participants graduated during this period, took
and passed their registered nurse licensure examination, and began work in their first
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nursing position. Participants received the type of mentoring relationship offered at their
respective institution. The investigator had no role in assigning participants to a
mentoring type. Monthly email messages were sent out to increase participation in
Phase II of the data collection.
Phase II Data Collection (September 2016 – October 2016). An email
message containing the link to the Internet-based survey instruments was sent to all
PLCNLG participants. The first page of this web page served as a reminder of the
purpose and goals of the study and a review of the consent document; signature
consent was not obtained for this phase as consent was assumed with participation. The
second page prompted participants to answer the three questions to determine their
participation code again. A demographic update (Appendix E) was included with
instructions on how to complete the mentoring algorithm. By using the mentoring
algorithm, participants were able to determine the type of mentoring relationship they
experienced since beginning their first nursing employment. After identification of
mentoring type, participants, then completed the NPVS-R and NRCI instruments.
After completing the NPVS-R and NRCI, participants were asked if they wished
to participate in a focus group. If interested, participants provided their full contact
information for future communication about date, time, and locations. Focus groups were
held in a quiet area not associated with any employment institution. At the beginning of
the session, informed consent for participation in the focus group was obtained. The
investigator served as the group moderator.
The five focus groups were comprised only of PLCNLGs working as NLRNs.
Having homogeneous focus groups reduced the potential power imbalance if the groups
were mixed with more experienced nurses. A mixing of experience level could inhibit
open and honest discussions about employment issues and experiences. Two digital
recording devices were used to record the focus group sessions. All participants were
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advised of the recordings and the recorder was placed in the middle of the table. Figure
2 illustrates the timeline for this study.
Data Collection Tools Description
Demographic Tool
Demographic information collected included gender, age, race, previous
healthcare work experience, level of education, employment status, type of
transition/orientation program, time spent in mentoring program, and type of mentoring
relationship. A mentoring algorithm was used to help participants determine type of
mentoring relationship experienced.
Recruitment & Phase 1 Data Collection (11/2015)

Employment

CNL Graduation (12/2015)

Formal

Informal

No

Mentoring

Mentoring

Mentoring

Phase 2 Data Collection (9/16-10/16)

Focus Groups (11/16)

Analysis

Figure 2. Research Design and Timeline.
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The mentoring algorithm shown in Figure 3 was developed based on established
literature for types of relationships and their associated definitions. This mentoring
algorithm was used to aid participants as they completed Phase II data collection. The
image of Figure 3 was inserted into SurveyMonkey® as a page and created in a step-bystep fashion to allow the participants to correctly identify the relationship, if any, they
experienced. The following definitions were used for the creation of the mentoring
algorithm. Figure 3 illustrates what participants saw within the electronic platform.
Mentoring relationship: a relationship with someone who teaches or gives help
and advice to a less experienced colleague (Eby et al., 2012).
Formal mentoring: a program established in nursing to promote the development
of mentoring relationships between an experienced nurse and a newly licensed
registered nurse (NLRN) in the workplace to facilitate the transition and retention of
NLRNs in practice (Beecroft et al., 2006).
Informal mentoring: a relationship that arises or is established organically
between and an experienced nurse and a NLRN in the workplace to facilitate the
transition of the NLRN into practice; often not formally evaluated (Ferguson, 2011).
No mentoring: the absence of any mentoring relationship to help aid in the
transition and development of NLRNs.
Using these definitions, participants answered yes or no to these questions:
1. Over the last 6-9 months have you participated in a mentoring relationship?
2. Did you identify your own mentor?
3. Did your mentor identify you for mentoring after observing your nursing
practice and professionalism?
4. Did you identify your mentor independently through observation of their
nursing practice and professionalism?
5. Was your mentor assigned by your place of employment?
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6. Did you choose your mentor from a list of approved mentors provided by your
organization?
No

Over the last 6 months have you
participated in a mentoring relationship?

Complete survey
as no mentoring

Yes
No
Did you identify your own mentor?

Did your mentor identify
you after observing your
nursing practice and
professionalism?

Yes

Yes

Did you identify your
mentor independently
through observation of
their nursing practice
and professionalism?
Yes

Complete survey
as Informal
Mentoring

No

Was your mentor
assigned by your
place of
employement?

Complete survey as
Informal Mentoring

No

Did you choose
your mentor from
an approved list of
mentors provided
by your
organization?

Yes
Yes
Complete survey
as Formal
Mentoring

Figure 3. Mentoring Algorithm.
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Data Collection Tools
Along with demographic information, this study collected data using, focus
groups and two instruments (NPVS-R and NRCI, Appendix A and B, respectively)
Permission was obtained from each instrument developer (Appendix F & G,
respectively) and focus groups. The NPVS-R is primarily used to measure the
acquisition of professional values in the nursing student population, although
occasionally it has been used with practicing registered nurses (Clark, 2009). The NRCI
is primarily used to measure professional role orientation (Pieta, 1976). Table 2
summarizes the variables each instrument measured for this study.
Table 2
Measurement Tools and Variables
Measurement Tool

Variable

Demographic data collection

Description of participants in each group

Nurses Professional Values Scale-Revised
(NPVS-R)

Values orientation of professional
socialization

Nursing Role Conceptions Instrument
(NRCI)

Professional role orientation

The Nurses Professional Values Scale-Revised. The NPVS-R (Appendix A) is
an updated version of the Nurse Professionals Values Scale (NPVS) based on the ANA
1985 Code of Ethics for Nurses with Interpretive Statements. The need to revise the
NPVS came about when ANA updated the Code of Ethics for Nurses with Interpretive
Statements in 2001. The 1985 code had 11 provisions, the first six pertaining to nurses’
responsibility to their clients and the last five related to the social nature and public
responsibilities of the profession. In the 2001 code, nine provisions were eliminated and
provisions were added that included the duty of the profession to become involved in
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public policy (Weis & Schank, 2009). Although the ANA Code of Ethics was updated in
2015, the NPVS-R had not been updated to reflect these changes at the time of data
collection for this study.
The content validity of the NPVS-R was established by four experts. These
experts were nurse educators and practitioners who had taught, published, and
presented research on professional values. The experts were also involved in the
revision of the Code of Ethics for Nurses (Weis & Schank, 2009). After individual review
of the NPVS-R for clarity, the instrument was approved with minor changes at 100%
agreement. The final revised instrument is a 26-item, 5-point Likert scale instrument
ranges in score from 26-130 (Hartranft, 2009). To evaluate the reliability and validity of
the NPSV-R, 404 baccalaureate nursing students, 80 graduate nursing students, and
298 practicing nurses completed the instrument (Weis & Schank, 2009). Their responses
were analyzed using various statistical techniques to determine both the internal
consistency reliability and construct validity of the instrument.
Detailed in the publication by Weis & Schank (2009), the results from this sample
were subjected to factor analysis to validate the NPVS-R. The Kaiser-Meyer-Olkin and
the Bartlett’s test of sphericity were conducted to ensure sample adequacy for factor
analysis; both tests revealed that 782 participants was adequate sample size. The
investigators then set up several a priori rules to determine the number of factors
including: (a) the result makes sense theoretically; (b) a minimum factor loading of 0.40
for retained items; and (c) a difference of at least 0.15 between primary and secondary
loading for an item. These standards identified five factors that were explained 56.7% of
the common variance in the sample. For the total scale, an average item-to-item
correlation was 0.56, the correlations ranged from 0.27-0.65, and Cronbach’s alpha was
0.92.
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The factors identified by Weis & Schank (2009) were: Caring, Activism, Trust,
Professionalism, and Justice. Caring accounted for 35% of the variance and nine items
loaded to this factor; with the focus of concern for the patient. Activism accounted for
8.4% of the variance and five items loaded to this factor. The focus of Activism is on how
the nurse could impact professional change and by doing so affect patient care. The
third factor, Trust, loaded five items, which reflected the nurse’s duty to the patient. The
fourth factor, Professionalism, loaded only four items that focused the characteristics
displayed by the professional nurse. Together factors three and four accounted for 9.2%
of the total variance. Justice, the last factor, accounted for 4.1% of the total variance;
three items loaded on this factor dealing with the nurse’s regard for patients’ equality and
dignity. Weis & Schank (2009) also calculated goodness-of-fit indices such as root mean
square error of approximation, comparative fit index, Tucker-Lewis index, Hoelter critical
N, and normal fit index. Together, these results supported the validity and credibility of
the NPVS-R instrument.
Nursing Role Conceptions Instrument. The NRCI (Appendix B) measures
professional socialization based on work by Corwin in 1961 using role theory and role
development (Cornell, 2001). NRCI lists 34 descriptive nursing statements; participants
use a 5-point Likert-type scale to respond to two questions following each statement.
The instrument consists of the role conceptions of loyalty to: bureaucratic or
organizational policies (12 items), professional ideals (10 items), and humanitarian
service (12 items). These set of expectations are placed within 34 hypothetical hospital
situations randomly distributed throughout the instrument. Each situational grouping is
considered a subscale of the entire instrument and thus could be used to only measure
that aspect of the nursing role. The bureaucratic subscale focuses on loyalty to the
employing institution, those in authority, and following administrative policies and
procedures. The focus for the professional subscale is on loyalty to the profession of
40

MENTORING RELATIONSHIPS ON PROFESSIONAL SOCIALIZATION
nursing, involvement in professional organizations, commitment to standards of practice,
and using professional judgment in decision making (Cornell, 2001).
The NRCI items are anchored by a 5 point-Likert scale ranging from Strongly
Agree (5) to Strongly Disagree (1). This scale is used to respond to two questions
following each statement. The first statement addresses the participant’s perception of
the ideal situation and the second, their perception of the reality of nursing practice
(Taylor, Westcott, & Bartlett, 2001). Scoring is achieved by summing each subscale.
However, the possibility exists of calculating a discrepancy score that indicates the
difference between the “actual” and the “ideal”. Scores range from 12-60 for bureaucratic
and service role subscales and 10-50 for the professional role subscale. A negative
discrepancy score suggests that the actual practice situation exceeds the individual's
expectation for this situation. A positive discrepancy score suggests that the actual
practice does not meet the individual's expectations (Grendell, 1991).
Pieta (1976) established the internal consistency of the three subscales on the
NRCI, obtaining alpha values ranging from 0.58 to 0.84 (Normal alpha levels range from
0 to 1 with higher values reflecting higher internal consistency). Cornell (2001)
administered the NRCI in a classroom setting to baccalaureate nursing students (n =
260). The students included freshman through seniors. They ranged in age from 18-37
years, but were very similar in regards to race and gender (all but four were female). A
random sample of response (n = 47) was used to estimate the internal consistency of
the NCRI for this particular study. Although the overall alpha values were found to range
from 0.52 to 0.96, alpha levels for the ideal professional and service roles were both
below 0.72. Test-retest reliability was estimated with coefficients ranging from 0.85 to
0.96.
A panel of six expert nurses, who sorted items into a subscale, first estimated
the content validity for the NCRI instrument. Cornell (2001) determined content validity
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by using two judges with expertise in both nursing education and professional
socialization to rate the relevance of the NCRI items with undergraduate nursing
students. This investigator obtained a content validity index of 0.68 that confirmed the
item-to-item subscale congruence in this population. Ketefian (1985) used the known
groups technique to establish construct validity of the NRCI in both undergraduate
nursing students and practicing nurses; this investigator obtained a detectable difference
in NRCI scores between the two groups. Predictive validity had also been previously
determined by comparing the scores of nurse faculty with that of nurse administrators
(Cornell, 2001). Nursing faculty scored higher on the professional role concept and
administrators scored higher on the bureaucratic subscale. Thus, the NCRI instrument
was found to successfully capture the different perceptions between two distinct groups
of nurses concerning the nursing role in a healthcare setting.
Focus Group Questions. Focus group questions were developed using the
methodology recommended by Krueger and Casey (2000). The seven questions that
were developed (Appendix H) used four categories of question structuring: opening,
introductory, key, and closing. Opening questions establish a non-threatening
conversational tone. In this study, the participants had an opportunity to introduce
themselves and share a mentoring experience from any point in life, this experience did
not have to be specific to nursing. Krueger and Casey (2000) describe the purpose of
introductory questions as a means to allow participants to tell how they see or
understand the issue under investigation (p. 45). The second question provides a
framework for the discussion. Key questions related to the research questions and
reflective of the variables were used with the investigator serving as the group
moderator. The closing questions included a summary by the investigator and
participants that confirmed that the summary represented the groups' dialogue.
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Data Analysis
Quantitative Analysis
Descriptive statistics (mean, median, and standard deviation for continuous
variables; frequencies and percentage for categorical variables) were used to
summarize the demographic data. The Fisher’s Exact test was used to compare groups
in terms of nominal variables, the t-test was used for continuous variables that satisfied
the normality assumption (Polit & Beck, 2010). A repeated measures analysis with one
grouping factor (formal vs. informal mentoring) and one repeated factor (baseline vs.
follow-up) was used to determine if there were any differences within and between
groups. All analyses were performed using the Statistical Package for the Social
Sciences (SPSS©) version 22 (2013, IBM, Armonk, New York). All statistical tests were
two-tailed and performed using a significance level of 0.05.
Sample Size. The only previously published study that provided information
relevant to the sample size determination for the proposed study was that by Taylor et
al. (2001), who used the Corwin Role Orientation Scale to investigate the socialization of
recent nursing graduates in the United Kingdom. Taylor et al. found that discrepancy
scores on the "Service" construct of the Corwin Role Orientation Scale (which focuses
on the "calling" to nursing) tended to decrease during the 12 months following
graduation from nursing school. However, the observed changes were not statistically
significant in their sample of 56 nursing graduates. Assuming that the estimated effect
size in their study is a reasonable approximation to the true effect size in the proposed
research, a total sample size of n = 60 (30 in the formal mentor group and 30 in the
informal mentor group) will yield 80% power to detect an effect size of similar magnitude
using a significance level of 0.05.
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Qualitative Analysis
Data were analyzed using a grounded theory approach consisting of two phases
of coding-open and axial. This approach provides a method of developing categories,
connecting those categories, and finally allowing a story to build that connects the
categories (Strauss & Corbin, 1990). During the open coding phase, data were broken
down into parts and concepts identified; axial coding involves relating concepts to each
other (Polit & Beck, 2012). The connections that developed from open and axial coding
resulted in a paradigm. This paradigm was then used to help integrate structure and
process. The paradigm consisted of interactions, emotions, consequences, and
conditions that detail a range of possibilities. Upon completion of axial coding, concepts
were integrated and a central category decided on. The outcome of analysis is a full
conceptual description of the role mentoring relationships played on professional
socialization.
Mixed methods integration and analysis
In a mixed method design, analytical and interpretive procedures were followed.
After completion of the initial quantitative and qualitative data analysis, the findings were
compiled into a narrative form for side-by-side comparisons (Curry & Nunez-Smith,
2015). With the integrated results, the investigator compared and contrasted the findings
for convergence and divergence.
Protection of Human Subjects
This study was approved by the University’s Institutional Review Board’s (IRB)
for approval via the expedited review process (Appendix I). The study had minimal risk
for the participants. Human subject research activities were initiated after IRB approval.
All study data was kept confidential and never requested to be revealed as required by
law or directed by the IRB. Participant welfare and wellbeing remained a primary
consideration. Free and informed consent was obtained from all individuals involved in
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the project. Participants were provided with complete information tailored to be pertinent
to the research method in which they were involved, including expectations, costs, risks,
time commitment, and benefits of participating (Polit & Beck, 2012). Participants were
informed they may choose not to participate without ramifications or that they may
choose to withdraw from the study at any time after it has begun.
Because participants may feel vulnerable when disclosing information about their
experiences, participants were assured that they would not be placed in a position where
conflict with peers or managers was possible. The investigator ensured that participants
were never in a position to feel insecure about the potential for exposure in a way that
makes them look foolish or incompetent. Confidentiality amongst focus group
participants was crucial to ensure truthful and candid discussions in the focus groups
(Krueger & Casey, 2000). Confidentiality was discussed at the onset the meeting and
participants signed a confidentiality agreement.
Data were structured in such a way that information could not be attributed to any
one single person. The demographic surveys, NPVS-R, and NRCI bear a unique
participant code arrived at by the participants and based upon their answers to three
guiding questions. Thus, no identifying information was used on the data collection
instruments. A separate chart was maintained that contains details of the coding
schema, participant demographic information, and details regarding session location and
time. Focus group participants were identified by name in the raw data, but have
pseudonyms applied to their contributions. All data, including tapes and paper based
records and transcriptions, were stored in a locked filing cabinet. Electronically
generated documents were stored on an encrypted memory stick and secured in a
locked filing cabinet in a locked office. The investigator and the dissertation committee
were the only individuals with access to this information. All identifiers were destroyed at
the completion of this study.
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Threats to Validity
Quantitative
Data collection lasted over several months, which increases the chance of
participant attrition (Shadish, Cook & Campbell, 2002). To diminish this threat, the
investigator collected contact information from interested participants before the first
data collection. Contact information was limited to two email addresses; these addresses
were used for follow-up. These email addresses were tested for validity prior to the
participant’s graduation date. Those participants with invalid email addresses were
approached to provide a correct email address. Emails were sent once/month to
participants to encourage continued engagement in the study.
Phase II data collection occurred electronically to increase the probability that
participants would complete. The web-based platform, SurveyMonkey® (SurveyMonkey,
Inc., San Mateo, California), was used for this phase of data collection. This online
survey format allowed the participants to complete the instruments in the comfort of their
own homes, which increased the chances that an ample sample would complete and
return the instruments (Dillman, Smyth, & Christian, 2009). A reminder email was sent
to all eligible participants one week before Phase II date collection closed. Participants
without a complete data set were not included in the statistical analysis for this study.
Qualitative
Qualitative researchers seek to establish trustworthiness by using techniques to
increase credibility, authenticity, transferability, dependability, and confirmability
(Creswell, 2012). Because terms such as validity and reliability are steeped in the
language and tradition of positivistic research, their meanings are not congruent with the
ideals and philosophical underpinnings of qualitative research. The first step to
developing trustworthiness in grounded theory research entails the researcher setting
aside other theoretical assumptions or notions so that the analytical, substantive theory
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can emerge (Creswell, 2012). By being transparent about this process, the researcher
displayed a recognition that grounded theory is a systematic approach to research with
specific steps during data analysis.
Credibility refers to the “the confidence in the truth of the data and interpretations
of them” (Polit & Beck, 2012, p. 585). The investigator must strive to establish
confidence in the produced evidence to breed credibility, thus allowing readers to be
confident in the investigator’s observation, interpretations, and conclusions. Authenticity
emerges in a research study report when it conveys the tone of the participants under
study (Creswell, 2012). When the text invites the reader into the various experiences of
the lives being presented, readers are better able to understand what is being portrayed
with a sense of experience, language, and context.
The potential to which findings can be transferred or have applicability to other
settings or groups is Transferability (Creswell, 2012). The researcher must provide
adequate descriptive data to enable someone interested to transferring to accept the
possibility of a transfer. Data with the ability to remain stable over time and conditions is
dependability (Polit & Beck, 2012). Confirmability is the potential for congruence
between two or more independent people about the data’s relevance, accuracy, and its
meaning (Strauss & Corbin, 1990). Thus, to have research that is both dependable and
confirmatory, means that the data, interpretations, and conclusions are free of biases
and motivations from the investigator’s perspective.
Mixed Methods Design
Simply applying the tenets of quantitative and qualitative validity is not enough to
ensure that a mixed method study is of high quality (Curry & Nunez-Smith, 2015).
Therefore, Table 3 shows how this investigator adapted this study’s design from Mixed
Methods in Health Science Research: A Practical Primer (Curry & Nunez-Smith, 2015)
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to highlight threats to the mixed methods triangulation and actions taken that minimized
these threats while conducting the study.
Table 3
Threats to Validity of Triangulation Concurrent Design
Actions Taken to Minimize
Threats to Validity

Data Collection Validity Issues

External Validity:
Selecting different individuals for the
qualitative and quantitative data collection

The qualitative and quantitative samples
are drawn from the same population.

Reliability:
Not following up on contradictory results

Each focus group is reviewed at the
conclusion of data collection to followup on contradictory results in an effort to
reach saturation. The results of the
surveys are not available until the entire
collection is complete.

Objectivity:
Introducing potential bias through data
collection

Researcher is aware of this bias and
makes a concerted effort to remain as
professional and unobtrusive as
possible throughout data collection.

Conclusion
Protection of human subjects, research design, descriptions of the sample, data
collection methods and tools, and data analysis plans have been discussed in this
section. The participants’ anonymity and confidentiality were maintained throughout the
study, with participant identifiers utilized and all data reported in aggregate form. This
concurrent triangulation mixed methods study was conducted over nine months, using
pre- and post-intervention demographic data, two quantitative tools with adequate
reliability and validity, and qualitative focus groups conducted after completion of the
quantitative data collection. Descriptive statistics were used to describe the sample, chisquared tests, t-tests, and a repeated-measure analysis were utilized to identify
significant group differences. Grounded theory methods were used to analysis
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qualitative data. All data sets have been merged to provide integrated results regarding
the effect of mentoring relationships on professional socialization.
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CHAPTER 4
RESULTS
The purpose of this study was to determine how mentoring impacted the
PLCNLG professional socialization process within the first six-to-nine months of clinical
nursing practice. This chapter contains the descriptive statistics of the sample and
statistical results for the quantitative analyses related to Aims 1 and 2, followed by the
qualitative analyses of the focus groups conducted for Aims 3 and 4.
Sample
Phase I
Participants were invited to join the study if they were CNL students enrolled in
the Fall 2015 semester high-acuity simulation course and graduating in December 2015.
The investigator met with all CNL students prior to the beginning of a simulation class
conducted three weeks prior to graduation. A brief overview of the study was given
during this meeting, along with an explanation of the informed consent and voluntary
participation instructions. A total of 73 informed consents were obtained following this
meeting; each participant received a study packet. Each study packet contained the
coding directions, a demographic survey, along with the NPVS-R and NRCI instruments.
Participants were then asked to complete their packet and return it to the investigator,
who remained in the meeting room to answer any questions. Although 73 packets were
returned to the investigator, information (i.e., no unique code for identification) was
missing from four of them when each packet was later reviewed by the investigator.
Therefore, the data in these four packets were not used for any analyses.
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The remaining 69 participants represented 61.6% of the total PLCNLG cohort (N
= 112). While all 69 participants completed the demographics survey and NRCI tool, 57
(82.3%) of them also completed the entire NPVS-R instrument. The demographic
information shown in Table 4 compares the number of participants who only completed
the NRCI (n = 69) with the number of participants who completed both the NRCI and the
NPVS-R instruments (n = 57) to demonstrate that this difference did not dramatically
affect the demographic proportions. For both groups, the majority of participants were
female (77-78%), aged 21-30 years (84%), and White (83-86%). Also for both groups,
most of the participants had obtained only a previous Bachelor degree (79-81%) and
reported no previous healthcare experience (64-65%).
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Table 4
Phase 1 Demographic Data
# NRCI
only
(n = 69)

%

# NRCI +
NPVS-R
(n = 57)

%

Male

15

22

13

23

Female

54

78

44

77

21-30

58

84

48

84

31-40

9

13

7

13

41-51

2

3

2

3

African-American

8

11

5

9

Asian

2

3

1

2

Caucasian

57

83

49

86

Multiracial

2

3

2

3

Bachelor’s

56

81

45

79

Master’s

13

19

12

21

Yes

25

36

20

35

No

44

64

37

65

Characteristic
Gender

Age (years)

Race

Education

Previous Healthcare Experience

Phase II
Participants graduated from the CNL program in December 2015, took their
licensure examination, and began seeking employment. During this time, per protocol
the investigator continued to email each participant monthly to remind them of the
ongoing study and when Phase II would open. All 69 participants were notified by email
on September 1, 2016 that Phase II was officially open on SurveyMonkey® and that they
could complete the survey instruments for this portion of the study. Phase II remained
open for two months until October 31, 2016. Reminder emails were sent every two
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weeks to the 69 participants and then every two days for the last two weeks. The last
email was sent the morning of October 31st reminding them that SurveyMonkey® would
close that day at midnight.
A total of 26 participants completed Phase II of this study. However, four sets of
data were not analyzed because the participants had not worked the required six months
as a registered nurse per the inclusion criteria. Consequently, only 22 (32%) of the
participants completed both phases of the quantitative portion of this study. Figure 4
summarizes the sampling results.
Recruitment of PLCNL Student Cohort Population (N = 112)

PLCNL students participated in Phase I of data collection (n = 69; n = 57)
6-9 months after
completion of Phase I
PLCNLGs participated in Phase II of data collection (n = 22)

PLCNLGs participated in Focus Group (n = 6)
Figure 4. Flow Chart Illustrating Variation of Sample Size.

Table 5 shows that like Phase I, the Phase II participants were predominantly
female (77%), aged 21-30 years (68%), and White (91%) with a previous Bachelor
degree (82%). Although most of the participants did not have previous healthcare
experience (55%), the proportion to those participants who previously had healthcare
experience (45%) was smaller than in Phase 1 (64% and 36%, respectively). Chi-square

53

MENTORING RELATIONSHIPS ON PROFESSIONAL SOCIALIZATION
statistical tests found no significant association between the types of mentoring
relationships and demographic characteristics.
Table 5
Phase II Subject Characteristics by Mentoring Relationship Experienced

Characteristic

#
(n = 22)

Mentoring Relationship
%

Yes,
formal

Yes,
informal

Yes,
both

value

p*

1.86

.74

4.71

.74

2.43

.73

5.01

.14

6.42

.08

None

Gender
Male

5

23

2

0

0

3

Female

17

77

5

3

3

6

Age
21-30

15

68

6

2

1

6

31-40

5

23

1

1

1

2

41-51

2

9

0

0

1

1

Race
African-American

2

9

0

0

0

2

Caucasian

20

91

7

3

3

7

Education
Bachelor’s

18

82

7

3

3

5

Master’s

4

18

0

0

0

4

Previous Healthcare Experience
Yes

10

45

1

2

3

4

No

12

55

6

1

0

5

*Fisher’s exact test used because all cells did not have 5 or more counts

The Demographic Survey Update (Appendix G) in Phase II elicited additional
information about the 22 participants: 21 (96%) worked full-time and 1 (4%) worked
part-time at their healthcare organizations, while 13 (59%) of them experienced a
hospital orientation program and 6 (27%) experienced a nurse residency program.
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Interestingly, 9 (41%) participants reported not experiencing any type of a mentoring
relationship during their role transition from student to professional nurse. Table 6 shows
the transitional demographic data associated with the type of mentoring relationship as
reported by the Phase II participants.
Table 6
Phase II Participant Transition Demographics by Mentoring Relationship Experienced
Mentoring
Relationship

Yes, formal

n

7

%

31

# in Transition
Program

# in Transition
Time

4 Residency

0 1-2 months

0 Medical-Surgical

3 Orientation

4 3-4 months

4 ICU

0 Other

3 5-6 months

1 Specialty

0 None

Yes, informal

3

14

2 Other

0 Residency

1 1-2 months

0 Medical-Surgical

2 Orientation

2 3-4 months

0 ICU

0 Other

0 5-6 months

2 Specialty

1 None

Yes, both

3

14

1 Other

2 Residency

1

1-2 months

1 Medical-Surgical

1 Orientation

1

3-4 months

1 ICU

0 Other

1

5-6 months

1 Specialty

0 None

None

9

41

# in Specific
Employment Areas

0 Other

0 Residency

3 1-2 months

5 Medical-Surgical

7 Orientation

4 3-4 months

2 ICU

1 Other

1 5-6 months

1 Specialty

1 None

0 missing

1 Other

Note: Residency = Nurse Residency program; Orientation = Hospital Orientation
program; ICU = Intensive Care Unit
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Data Analysis
Nurses Professional Values Scale-Revised
As previously stated in Chapter 3 (p. 49), the NPVS-R measures the acquisition
of professional values in a nursing population. This instrument’s scores range from 26130 with higher scores denoting greater attainment of professional socialization. During
Phase I, the 57 participants completing the NPVS-R produced a mean score of 106.02 ±
11.40 and score range of 80-130. During Phase II, the 22 participants completing the
NPVS-R produced a mean score of 101.82 ± 12.91 and score range of 76-130. Eighteen
participants completed the NPVS-R during both Phase I and Phase II, producing a mean
score of 104.7 ± 11.27 and 103.22 ± 13.72, respectively. A paired t-test found no
significant difference between the Phase I and Phase II NPVS-R mean scores for these
18 participants (p = .59).
Specific Aim 1
Hypothesis 1 and 2. This specific aim and its associated hypotheses were
designed to determine if a formal or informal mentoring relationship was the optimum
strategy to promote the professional socialization of a PLCNLG. For this study, the
participants in Phase II (n = 22) represent the PLCNLG population working in their first
professional nursing position. The NPVS-R was used to measure the professional
values they acquired with the various types of mentoring relationships. Figure 5
illustrates the comparison of the NPVS-R scores among the different types of mentoring
relationships for these 22 participants. A one-way analysis of variance (ANOVA) was
performed comparing the mean NPVS-R scores for each type of mentoring relationship.
No significant differences were found between the formal mentoring, informal mentoring,
both formal and informal mentoring, and no mentoring groups’ mean NPVS-R scores
(101.14 ± 14.09, 95.67 ± 17.39, 100 ± 11.80, and 105.78 ± 11.96, respectively; p =
.676). These findings do not support the hypotheses since the highest mean NPVS-R
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score was for those participants who reported no mentoring during their first clinical
employment as they transitioned into a professional nurse. Thus, the null hypothesis was
accepted for Hypothesis 1 and 2 of Specific Aim 1, i.e., type of mentoring relationship did

NPVS-R Score

not influence the NPVS-R scores for these 22 PLCNLG participants.
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Mentoring

Both

No
Mentoring

Figure 5. NPVS-R Mean Scores by Type of Mentoring Relationship.

Although not directly related to Specific Aim 1, the Phase I and Phase II mean
NPVS-R scores were compared for the 22 PLCNLG participants to determine if their
score values increased after graduation. The Phase I mean NPVS-R scores were 98 ±
13.28 (formal mentoring), 108.50 ± 14.85 (informal mentoring), 108.00 ± 10.82 (both
formal and informal mentoring), and 107.86 ± 8.15 (no mentoring). As shown in Figure 6,
only formal mentoring had an increased mean NPVS-R score for Phase II; all the other
mean scores decreased after these PLCNLG participants worked for 6-9 months in a
clinical nursing position. A two-way ANOVA found no significant statistical interaction
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effect between the NPVS-R scores and type of mentoring relationship (p = .09) or

NPVS-R Score

difference in NPVS-R scores over time (p = .092).
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Figure 6. Phase I and Phase II NPVS-R Mean Scores by Type of Mentoring
Relationship.

Nursing Role Conceptions Instrument
As previously stated in Chapter 3 (p. 51), the NRCI measures professional role
orientation. Using a 5-point Likert scale with scores ranging from Strongly Agree (5) to
Strongly Disagree (1), the NRCI presents two statements regarding 1) perception of an
ideal situation and 2) perception of the reality of nursing practice. The NRCI scores are
categorized into three subscales denoting a type of role orientation: Bureaucratic,
Professional, and Service. Scoring is achieved by summing each subscale; the scores
range from 12-60 for the Bureaucratic and Service role subscales and 10-50 for the
Professional role subscale. A discrepancy score is then calculated by subtracting the
actual score value (i.e., perception of reality) from the ideal score value (i.e., perception
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of ideal). A negative discrepancy score indicates that the actual practice situation
exceeded the participant’s expectation for this situation. A positive discrepancy score
indicates that the actual practice did not meet the participant’s expectations.
During Phase I, 69 participants completed the NRCI instrument. The results
showed that 7 (10%) of the participants had a Bureaucratic role orientation, 55 (80%)
had a Service role orientation, 1 (1%) had a Professional role orientation, and 6 (9%)
had equally both a Bureaucratic and Service role orientation. These participants felt that
the actual Professional role was practiced to the least extent (mean NRCI score 30.74 ±
4.74) with the ideal Service role practiced to the greatest extent (mean NRCI score =
51.62 ± 5.0). All discrepancy scores were negative, indicating these participants
perceived that the actual practice situations exceeded their expectations for all three
roles. Table 7 summarizes the Phase I NRCI results for the 69 participants.
Table 7
Phase I Ideal, Actual, and Discrepancy NRCI Scores (n = 69)

Orientation

Role

Discrepancy

Ideal

Actual

Bureaucratic

46.19 ± 5.23

41.04 ± 4.49

-4.81 ± 5.70

Service

51.62 ± 5.00

42.91 ± 5.59

-8.70 ± 6.66

Professional

42.97 ± 4.53

30.74 ± 4.74

-12.33 ± 6.41

Note: NRCI scores are mean ± standard deviation

During Phase II, 20 participants completed the NRCI instrument. The results
showed that 2 (9%) of the participants had a Bureaucratic role orientation, 16 (73%) had
a Service role orientation, and 2 (9%) had equally both a Bureaucratic and Service role
orientation. No participant identified with the Professional role orientation. These
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participants still felt that the actual Professional role was practiced to the least extent
(mean NRCI score 33.25 ± 6.36) with the ideal Service role practiced to the greatest
extent (mean NRCI score = 49.05 ± 5.17). Like Phase I, Phase II participants perceived
that the actual practice situation exceeded their expectations regarding all three role
categories. Table 8 summarizes the Phase II NRCI results for the 20 participants.
Table 8
Phase II Ideal, Actual, and Discrepancy NRCI Scores (n = 20)

Orientation

Role

Discrepancy

Ideal

Actual

Bureaucratic

42.55 ± 6.52

40.90 ± 6.93

-1.95 ± 5.93

Service

49.05 ± 5.17

41.75 ± 10.52

-5.20 ± 4.79

Professional

40.40 ± 3.65

33.25 ± 6.36

-7.15 ± 6.29

Note: NRCI scores are mean ± standard deviation

Specific Aim 2
Hypothesis 1. This specific aim and its associated hypotheses were designed to
determine whether the type of mentoring relationship experienced by the PLCNLG was
associated with a professional role orientation. As with Specific Aim 1, the participants in
Phase II (n = 20) represent the PLCNLG population working in their first professional
nursing position. The NRCI was used to measure the professional role orientation
associated with the various types mentoring relationships that were experienced by the
PLCNLGs.
Figure 7 illustrates the comparison of the Bureaucratic role orientation NRCI
scores among the different type of mentoring relationships for the 20 participants. The
formal mentored participants perceived that the ideal Bureaucratic role (mean NRCI
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score 43.5 ± 8.6) should be practiced over the actual one (mean NRCI score 42.5 ±
10.95); the small discrepancy score (mean NRCI score -0.33 ± 3.2) suggests that they
do perceive – to a small extent – that the actual practice situation exceeded their
expectations. Participants who experienced informal mentoring exhibited higher mean
NRCI scores for the Bureaucratic role orientation. While the informal mentored
participants perceived that the actual Bureaucratic role (mean NRCI score 47.5 ± 3.54)
should be practiced in the clinical setting over the ideal one (mean NRCI score 45.00 ±
9.9), their positive discrepancy score (mean NRCI score 2.5 ± 6.36) suggests that they
felt the actual situation did not exist to the extent they thought it should in their clinical
setting.
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Figure 7. Bureaucratic Role Orientation Mean NRCI Scores by Type of Mentoring
Relationship. Error bars represent standard deviations. Ideal Bureaucratic Role = IBR;
Actual Bureaucratic Role = ABR; Bureaucratic Role Discrepancy =BRD.
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The participants who experienced both formal and informal mentoring exhibited similar
mean NRCI scores for the ideal (39 ± 7.81) and actual (39.67 ± 2.52) Bureaucratic role
orientation. However, their negative discrepancy score (mean NRCI score -2.67 ± 4.93)
suggests that they perceived the actual practice situation exceed their expectations.
Those who experienced no mentoring perceived that the ideal bureaucratic role (mean
NRCI score 42.56 ± 4.5) should be practiced over the actual (mean NRCI score 38.78 ±
4.18), while their negative discrepancy score (mean NRCI score -3.78 ± 7.43) suggests
that they feel that the actual practice situation exceeded their expectations.
A one-way ANOVA was performed comparing the mean ideal, actual, and
discrepancy NRCI scores among the types of mentoring relationships for the
Bureaucratic role orientation. No significant differences were found between the ideal (p
= .761), actual (p = .406), and discrepancy (p = .514) NRCI scores. These findings do
not support the hypothesis that formal mentoring was associated with the Bureaucratic
role orientation since the highest mean NRCI score was for those participants who
reported informal mentoring during their first clinical employment as they transitioned
into a professional nurse. Thus, the null hypothesis was accepted for Hypothesis 1 of
Specific Aim 2, i.e., type of mentoring relationship did not influence the Bureaucratic
NRCI scores for these 20 PLCNLG participants.
Hypothesis 2. This hypothesis focused on whether an informal mentoring role
was associated with a Professional role orientation. Figure 8 shows the comparison of
the Professional role orientation NRCI scores among the different type of mentoring
relationships for the 20 participants. The formal mentored participants perceived that the
ideal Professional role (mean NRCI score 40.17 ± 2.48) should be practiced over the
actual one (mean NRCI score 36.67 ± 5.35); the negative discrepancy score (mean
NRCI score -3.5 ± 3.39) suggests that these participants do perceive the actual situation
existed more in practice than they originally thought. Participants who experienced
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informal mentoring also perceived that the ideal Professional role (mean NRCI score
39.5 ± 0.71) should be practiced in a clinical setting over the actual one (mean NRCI
score 35.0 ± 12.73). Their negative discrepancy score (mean NRCI score -4.5 ± 12.02)
was higher than with the formal mentoring, which suggests that the PLCNLG participants
felt the actual professional practice situation exceeded their expectations.
The participants experiencing both formal and informal mentoring exhibited very
different mean NRCI scores for the ideal (41 ± 5.2) and actual (28 ± 7.0) Professional
role orientation, which produced a comparatively large negative discrepancy score
(mean NRCI score -13 ± 3.6) when compared with the other groups. These findings
suggests that those participants who experienced both formal and informal mentoring
perceived the actual professional situation existed to a much greater extent in clinical
practice than they thought they would. These PLCNLGs may have originally believed
that the ideal Professional role would be practiced more in reality. Participants who
experienced no mentoring perceived that the ideal Professional role situation (mean
NRCI score 40.56 ± 4.53) should be practiced more than the actual one (mean NRCI
score 32.33 ± 4.19). This group’s negative discrepancy score (mean NRCI score -8.22 ±
6.28) suggests that they feel the actual practice exceeded their expectations.
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Figure 8. Professional Role Orientation Mean NRCI Scores by Type of Mentoring
Relationship. Error bars represent standard deviations. Ideal Professional Role = IBR;
Actual Professional Role = ABR; Professional Role Discrepancy =BRD.

A one-way ANOVA was performed comparing the mean ideal, actual, and
discrepancy NRCI scores among the types of mentoring relationships for the
Professional role orientation. No significant differences were found between the ideal (p
= .975), actual (p = .259), and discrepancy (p = .15) NRCI scores. These findings do not
support the hypothesis that informal mentoring was associated with the Professional role
orientation. The actual NRCI score for informal mentoring is not only lower than the ideal
one, but also exhibits much variation via its standard deviation value. Therefore, the null
hypothesis was accepted for Hypothesis 2 of Specific Aim 2, i.e., type of mentoring
relationship did not influence the Professional NRCI scores for these 20 PLCNLG
participants.
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Service Role Orientation. Although not directly related to Specific Aim 2, the
Service role orientation data was analyzed in a similar manner to that of the Bureaucratic
and Professional roles. Figure 9 shows the comparison of the Service role orientation
NRCI scores among the different type of mentoring relationships for the 20 participants.
The formal mentored participants perceived that the ideal Service role (mean NRCI
score 47.83 ± 5.98) should be practiced over the actual one (mean NRCI score 39.67 ±
18.23); the negative discrepancy score (mean NRCI score -1.5 ± 2.67) suggests that
these participants did perceive that actual practice regarding Service exceeded their
expectations. Participants experienced informal mentoring also perceived that the ideal
Service role (mean NRCI score 49.5 ± 7.78) should be practiced in the clinical setting
over the actual one (mean NRCI score 47.0 ± 9.9). Similar to that of formal mentoring,
their negative discrepancy score (mean NRCI score -1.5 ± 3.54) suggests that the
informal mentored PLCNLG participants also perceived that actual practice regarding
Service exceeded their expectations.
The participants experiencing both formal and informal mentoring had the highest
mean NRCI scores for the ideal (50 ± 7.2) and lowest for the actual (42 ± 6.9), which
produced a large discrepancy score (mean NRCI score -8 ± 5.3). These findings suggest
that these participants who experienced both types of mentoring perceived the actual
Service role to a greater extent in clinical practice than they thought they would, maybe
because they originally believed that the ideal Service role would be practiced more in
reality. Those participants who experienced no mentoring perceived that the ideal
Service role orientation (mean NRCI score 49.44 ± 4.33) should be practiced more than
the actual one (mean NRCI score 41.89 ± 4.54); their negative discrepancy score (mean
NRCI score -7.56 ± 4.30) suggests that they feel the actual clinical situation exceeded
their expectations.
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Figure 9. Service Role Orientation Mean NRCI Scores by Type of Mentoring
Relationship. * signifies a significant relationship. Error bars represent standard
deviations. Ideal Service Role = ISR; Actual Service Role = ASR; Service Role
Discrepancy =SRD.

A one-way ANOVA was performed comparing the mean ideal, actual, and
discrepancy NRCI scores among the types of mentoring relationships for the Service
role orientation. While no significant differences were found between the ideal (p = .932)
and actual (p = .884) NRCI scores, the discrepancy scores were significantly different
from each other (p = .03). However, this significant group difference among the
discrepancy NRCI scores may be spurious a statistical finding due to mathematical
calculations. Post hoc tests were performed using the Tukey, Scheffe and Bonferroni
methods to determine which groups were significantly different from each other. The
Tukey post hoc method found a significance difference between the formal and no
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mentoring discrepancy score groups (p = .047). No other statistical post hoc differences
were found between the discrepancy NRCI score groups. This finding is interesting,
since one would expect other groups to be statistically different from each other
considering the discrepancy score was higher for both types of mentoring group than the
one for no mentoring.
Specific Aim 3
Specific Aim 3 sought to describe the PLCNLG professional socialization
experience by exploring how participation in a mentoring relationship impacted
professional socialization in the initial six-to-nine months of clinical nursing practice. This
section presents the description of the participants and their verbal discussions during
the focus groups, along with an original theoretical model developed from the resulting
qualitative data.
Focus Group Participants. The PLCNGs who participated in the focus groups
submitted their contact information after completing Phase II. Pseudonyms are used to
identify the participants as per protocol to ensure their confidentiality. The first focus
group consisted of two White females, identified as Mandy and Sandy. Sandy’s
employing institutions was located in the state of Georgia, whereas Mandy’s was not.
Both Mandy and Sandy work in acute care settings; Sandy works on an Obstetrics unit
and Mandy on a medical surgical unit. Each of the other four focus groups consisted of
one person; all these participants were White females working in healthcare institutions
in the state of Georgia. Shelia works on a Women’s unit that also occasionally admitted
pediatric and/or overflow patients in this acute care setting. Tonya works in pediatric
home health (the only non-acute care setting). Annie works on a cardiovascular unit and
Brooke works in an emergency room. All focus group sessions were conducted based
on the guidelines discussed in Chapter 3 regardless of number of participants.
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Qualitative Analysis. Qualitative data collection and analysis occurred
concurrently for this portion of study. In grounded theory research, this technique is
known as the constant comparative methods (Creswell, 2012). The constant
comparative method of analysis requires that each data set be compared with other data
sets for similarities and differences. The coding techniques used are open coding, axial
coding, and selective coding (Strauss & Corbin, 1990).
All focus group interviews were audio taped and transcribed verbatim to include
utterances and pauses for context by the researcher. Each transcript was reread in
entirety and then compared to the audiotape to allow the researcher to (a) relive the
interview, (b) gain a broad perspective of each participant’s response, and (c) correct
errors in the transcripts. Open and axial coding was then done.
Open coding involves examining the data line by line using the ATLAS.ti®
(Cincom Systems, Inc., Berlin, Germany) analysis software. ATLAS.ti® is a qualitative
analytical software that allows the investigator to upload individual transcripts and assign
common codes across multiple transcripts. The common codes can then be grouped
together in families with links drawn to determine relationships. Free-standing codes and
memos regarding the analytical unit can also be digitally stored with this software and
referred to throughout the analysis. During this phase of coding, the investigator
developed an initial list of substantive categories to explain the qualitative data. Within
each category, subcategories were identified that showed the range of professional
socialization experienced for each participant. Axial coding then allowed the researcher
to put the data back together and draw connections between categories and
subcategories (Strauss & Corbin, 1990). This procedure required intense analysis of
each category to delineate relationships between, among, and within categories. Lastly,
selective coding occurred that clustered the related categories into a single core
category (Strauss & Corbin, 1990). The core category occurred frequently throughout
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the data and provided the theoretical foundation. Additionally, memos and diagrams
were used to demonstrate the inductive thinking that occurred throughout coding
process and data analysis as well as visualize the relationships between data results.
When the analysis was completed, the data results suggest that mentoring
during transition was essential to attaining professional socialization. Mentoring was
identified as being a core component to successful professional socialization. The
participants discussed professional socialization as a process that developed over time
and never truly ended. These PLCNLGs discussed mentoring as a key aspect to their
development of professional socialization, because through the actions of their mentor,
they could develop into a fully functioning professional nurse. Furthermore, these
participants identified that professional socialization was influenced the most by
mentoring when they had the opportunity to build a relationship that fully supported the
growth of their nursing practice.
Growth in nursing practice may occur in either acute or non-acute clinical
environments with the presence of one or more mentors. The mentoring relationship
provided the PLCNLG a foundation that consisted of face-face interactions, daily
guidance, and a supportive partner who was invested in the growth of their nursing
practice. Consequently, such an experience was found to foster professional
socialization. Participants passionately discussed the importance of being comfortable
with their clinical skills to feel like they were nurses. All interactions with, and actions
taken by, the participants and their mentors were done with the intentions of positively
impacting the skill level, knowledge base, and values orientation of the PLCNLG, which
enabled them to feel more comfortable in their nursing role.

Theoretical Model of the Impact of Mentoring on PLCNLG Professional
Socialization. Using the Strauss and Corbin (1990) theoretical framework as a guide,
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Figure 9 shows the model developed by the researcher from the focus groups’ dialogue
and constant comparative analysis method. This grounded theory model, titled Impact of
Mentoring on PLCNLG Professional Socialization, describes the major concepts of how
mentoring influences the socialization of PLCNLGs into the nursing profession in their
first year of clinical practice.

Context:
Work
Environment

Causal
Condition:
Focus on
Patient Care

Phenomena:
Feeling
Overwhelmed;
Self-Doubt;
Seeking
Knowledge

Strategies:
Actions of
the Mentor

Consequences:
Confidence;
Comfort;
Competence

Intervening
Conditions:
Presence

Figure 10. Impact of Mentoring on PLCNLG Professional Socialization
Impact of Mentoring on PLCNLG Professional Socialization. The PLCNLG
participants described their mentoring experiences as mostly positive ones that enabled
them to gain nursing skills and knowledge while having someone close by who provided
support and guidance for their clinical practice. They identified the differences between
good (positive) mentoring experiences and bad (negative) experiences and how each
type of mentoring relationship potentially impacted their professional socialization. These
70

MENTORING RELATIONSHIPS ON PROFESSIONAL SOCIALIZATION
six participants also shared the potential consequences if no mentoring relationship was
experienced. They described how the mentor’s actions enabled them to deal with the
various feelings that occurred during the transition to independent nursing practice.
These actions subsequently led to increased confidence, comfort, and competence
concerning their nursing practice.
Causal condition of phenomena related to the impact of mentoring on
professional socialization. The causal conditions concept of the model refers to events
or incidents that lead to an occurrence of a phenomenon. One causal condition emerged
from the focus groups that led to the central phenomena related to mentoring and
professional socialization. The code used to identify the causal condition was patient
care. Within this code participants shared their focus on many different aspects of
patient care. They shared stories regarding a need to master the many components of
their role; documentation, assessment, providing individualized care, and passing
medications. This code was combined in the family of focus of the new grad. Within this
family other codes were also added such as, feelings with transition, doubting self, and
questioning why. The later codes identified other areas associated with the causal
condition. The need to practice safely and to earn the respect of those they worked with
also impacted the formation of patient care as the focus.
All participants reported that they were intensely focused on patient care. They
spoke of the desire to be more efficient with nursing skills, desiring not to harm the
patient as they learned, and providing patients with the physical and emotional care they
needed. These PLCNLGs relied on their mentors to ensure that they practiced safely
and worked hard to acquire the skills necessary to work independently as a nurse.
Sandy’s experience captures the intensity of this focus: she strives to understand
the intricacies of documentation and assessments, being responsive to patient
needs/concerns, medication accuracy, accomplishing tasks efficiently, and performing
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skills effectively, and these role expectations drive how she evaluates herself and how
she seeks help from others. Annie, another participant, shared that she is learning to
juggle the various demands of her role by “never sitting down” and “constantly shuffling
and readjusting her priority list” to get things done. Both of these shared experiences
demonstrate the significance of patient care to all participants and help illustrate how
role stress and feelings of doubt occur while the skills needed to care for these patients
are developing.
The analytical moment that this category emerged is illustrated in the following
memo written by Gazaway (i.e., the researcher): these participants are focused on
wanting to be safe and do what is best for the client-first. Ideas of professional values
and socialization of nursing profession is altruism and doing what is best for the
patient/client. Existing codes were then compared and the category was decided upon
as causal because without this patient care focus, the resulting phenomena may not
occur.
Phenomena resulting from focus on patient care. The phenomena are the
critical ideas or feelings about which a set of actions is being directed to manage or
alleviate them. The PLCNLG participants reported focusing on patient care that resulted
in three core categories: (a) feeling overwhelmed, (b) doubting themselves (self-doubt),
and (c) seeking knowledge. These categories were developed from the codes feelings
with transition, doubting self, and information provided enough and not enough. These
codes were assigned to the larger families of focus of new grad and what the mentor
does. Within these codes participants shared the feelings associated with their transition
experience. Annie shared that she felt “completely clueless”, Brooke said that she was
“overwhelmed…and foggy headed” trying to learn her nursing role, and Tonya
summarizing her experience by sharing she felt as if I would “…take her a lot of time to
get to where the nurses are now”.
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Seeking knowledge was seen in multiple codes these included: information
provided-enough, information provided-not enough, mentor actions, and learned from
mentoring. The families these codes were assigned to were focus of new grad and what
the mentor does. Within these codes participants shared how they worked to ensure
they were providing the care required by seeking knowledge. This knowledge was
usually gained from reaching out to their mentor or those within their environment. For
example Mandy said she is comfortable asking questions of her mentors, Shelby
acknowledged that she had more to learn than she thought, and Tonya shared her
method of asking questions while she was learning new skills to determine if she was
correctly acquiring the knowledge needed to utilize the skill at a later date.
These categories support and extend Kramer’s (1974) work on reality shock and
other transition theories that detail the transition experience as being a time of stress,
discomfort, and rapid growth (Duchsher, 2008). All participants experienced self-doubt
concerning their new role, suffering varying degrees of feeling overwhelmed with the
expectations of care required by their job.
Mandy’s statement captures the first phenomena expertly:
“And I think that its, when I initially started I wanted to quit right away, not
because my unit…everybody is so supportive we have the best teamwork but I
was scared. Because I just, I was overwhelmed. We have very sick patients, so I
was just constantly scared I was going to do something wrong and forget
something. I was going to kill somebody basically.”
Other participants echoed her words. These feelings were described with various terms
including “’healthy fear”, “not having confidence”, “questioned myself”, “what am I doing
wrong?”, “don’t kill anyone”, “don’t make an error”, and “I’m frustrated” throughout all
focus group sessions by each participant.
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The importance of the phenomena and the concepts of feeling overwhelmed and
self-doubt concepts were captured in memos written by Gazaway while listening to
recordings of each focus group. Multiple participants used phases such as “being stuck”,
“had doubts about care”, “doubting self”, and “overwhelming feeling during transition” to
describe why mentoring was needed for professional socialization. After these memos
were analyzed in conjunction with revisiting the related codes, the centrality of its
meaning emerged as well as that of a third phenomenon, seeking knowledge.
Seeking knowledge is best described by Mandy’s experience: “… some of them
were geared more toward teaching me why things were the way they were…the
knowledge behind the things I was doing…it was a lot better…because I like to have a
whole range of knowledge about what I am doing as I am doing it. It just helps me
understand it better”. All participants share this sentiment. The need to seek knowledge
showed that the participants recognized they were dealing with a knowledge deficit.
Tonya, like others, revealed that she “felt nervous” about the things she knew because
she questions if she was doing things right. All participants questioned their knowledge
level and consequently, their ability to adequately provide patient care. This finding
demonstrated that seeking knowledge and dealing with feeling overwhelmed and selfdoubt were areas that mentors could influence the PLCNLGs’ patient care and ultimately
professional socialization.
Context of mentoring’s impact on professional socialization development.
Context represents the specific set of properties that pertain to the phenomenon. In this
study, the actions of the mentor were developed in response to the participant being
overwhelmed, having feelings of doubt, and seeking knowledge which were influenced
by the work environment. Work environment had its own associated codes; positive and
negative. Other codes associated with work environment were: consequences of no
mentoring, intimidating nurses- eating their young, mentor uneasiness, and perceived
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negative mentoring actions. The families these codes belonged too were how space is
developed and how this space does not develop. Space as a part of the families refers
to mentoring space.
The type of work environment experienced by the participants was both positive
and negative. To demonstrate this difference, Mandy described her unit as ‘teamwork
oriented, everybody is constantly there to help teach you and to help…” whereas Annie
described, “It would have been like oh here’s this new person, coming in…nurses eat
our young. So, let’s let her flounder…” The participants did mainly summarize positive
work environments that included characteristics such as: “…culture of training…culture
of encouragement”, “very cohesive”, and “a safe place”; whereas, negative work
environments were described as having a nurse or more who were “judgmental”, “rude
or mean”, and “not willing to teach.”
These environmental descriptions stress the power that mentors and nurse
coworkers possess for these participants. Negative experiences do not provide an
environment conducive to learning and growth as shared by Shelia: “Knowing I had to
give her report was terrifying, because she would nitpick everything.” Therefore, the
actions used to combat the feeling of being overwhelmed, self-doubt, and seeking
knowledge phenomena are limited in a negative environment, particularly when nursing
coworkers are unwilling to participate in the mentoring process or they convey negative
attitudes toward the PLCNLG. On the other hand, positive environments create a safe
place for the participants to engage in whatever action deemed necessary for patient
care because they felt comfortable involving anybody whenever they needed assistance.
Intervening condition influencing mentoring’s impact on professional
socialization development. In addition to context, an intervening condition existed in
which participants identified with the actions of their mentor. This intervening condition
was the presence of the mentor to influence the participants in their learning space.
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Presence had its own code and was placed in a family called presence. This influencing
presence is related to the causal factor of patient care; having the mentor with them in
patient care situations helped the PLCNLG determine best strategy to cope with feelings
of doubt or seeking knowledge. The researcher arrived at the intervening condition
concept of presence by these testimonials from participants: “she would be right there”,
“anytime I need anybody, somebody will be there”, “she was just a text away”, “she
came and spent the rest of the shift there with me”, “remember her just being this source
of confidence and calm right beside me”, and “kind of held my hand and lead me along.”
These statements demonstrate the need to have a mentor in their personal space prior
to implementing any actions.
The importance of presence was captured in a memo by Gazaway as the
significance of this concept weaved throughout every interview. Participants talked about
the importance of having someone there physically or being able to quickly contact
someone. They shared that they wanted their mentor to be present, supporting them,
leading, guiding, teaching, modeling, and shaping their day-to-day activities. Two
participants, Tonya and Annie, shared that they had internalized the voices of their
mentors and relied on those voices to guide them during times when their mentor was
not physically present. Their experience calls into question if a mental presence can be
as effective as a physical one. Having the ability to recall past experiences and advice is
useful, especially after the structured orientation has ended and the mentor is no longer
capable of being physically present during the PLCNLG’s nursing care.
Within presence, the participants allowed multiple mentors to enter and exit as
their skill and/or knowledge was needed. The importance of multiple mentors was
captured in several codes including; multiple experiences, multiple experiences
beneficial, and multiple mentors in work environment. All of these codes were assigned
to the how space is developed family. In some instances, additional mentors were
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needed because of scheduling conflicts, development of orientation experiences to be
conducted by several mentors, and temporarily seeking someone else for a specific
instance or situation. An example of this concept was shared by Sandy in her remarks
about just not catching onto a nursing skill, “… she [her mentor] would pull in other
people… and say well this is how I do it…but, hey Katie how do you this out of
curiosity?... that helped pull in…the different views.” The power of having a
representative mentor present during transition also could determine what mentoring
actions would be used and how the relationship itself developed. Participants needed to
feel that whoever was mentoring them (assigned or informal) was respected and trusted,
and wanted to help them.
Strategies for increasing professional socialization. Incorporating the
previously discussed information related to the concepts of phenomena, context, and
intervening conditions, led to the development of one core strategy concerning the
impact of mentoring on professional socialization: Actions of the Mentor. Actions of the
mentor had its own code and was assigned to the what the mentor does family. Figure
11 summarizes the mentoring actions of this core strategy found to positively influence
the professional socialization of PLCNLGs.
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Mentoring Actions

Actions Helping with
Feeling Overwhelmed and Self-Doubt

Actions Allowing the
Seeking of Knowledge

Provides Support and Encouragement
Display Confidence
Gives Advice and Feedback
Modeling Nursing Care
Teach
Watch

Answer Questions
Explains
Ask for Experiences
Shows Resources
Discuss

Figure 11. Mentoring Actions that Impact Professional Socialization.

Actions helping with feeling overwhelmed and self-doubt. The state of
transition produced negative feelings for the participants such as self-doubt and
nervousness, along with self-identifying knowledge gaps. Lacking the required skills to
function in a fast-pace, high-stakes clinical environment, these participants sought their
mentors’ guidance and support to help them move past their sense of feeling
overwhelmed and self-doubt. In turn, their mentors performed certain actions that
enabled the participants to adapt to the demands of their practice as well as acclimate to
the nursing culture. These actions were: (a) providing support and encouragement, (b)
displaying confidence (c) giving advice and feedback, (d) modeling nursing care, (e)
teaching, and (f) watching.
These actions were coded based on the names provided here as well as; letting
you do, teaching by guiding, teaching by modeling, and teaching by watching. All of
these codes were assigned to the family what the mentor does. A few of them were
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collapsed such as giving advice and feedback were first added as separate codes but
once placed in their family each seemed to complement each other thus they were
combined. Also, when reviewed analytical and within the context of the conversation
these codes were shared or described in instances that related to dealing with the
negative feelings associated with transition (self-doubt and felling overwhelmed) more so
than in regard to seeking knowledge as is detailed in the below sections.
The first action shared by the participants was of the mentor providing support.
Participants reported that having emotional support made them feel as if they were not
alone, and helped them with feelings of frustration and uncertainty. Having emotional
support was key to their feelings of trust as demonstrated by Brooke; “…like more of the
emotional support of it. Of don’t worry we’re here…” These instances demonstrate that
the emotional support of the mentor allowed the participants to be vulnerable and readily
express a concern and/or ask a question. If the mentor was not supportive of the
participants, this vulnerability would not occur resulting in consequences shared by
Mandy:
“Because you are going to make mistakes and you are going to need help and if
you don’t have that support system then you are not going to last. You are going
to make more mistakes I think because, you, it’s just going to be a spiral, where
you feel like you can’t go to anybody for help and then you’ll make a mistake and
you’ll feel like you can’t go to anybody and express that mistake and see if other
people have made the mistake and how they fixed it, what they did about it.”
This cascade of negative consequences, if support was not provided, highlighted the
importance of this mentoring action as it was a basis for developing the mentoring
relationship and the standard by which other relationships are compared by the
PLCNLG.
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Having both verbal and non-verbal encouragement was perceived as a beneficial
strategy for participants. Having mentors who would say, “you got this”, “you did great”,
“I hope you are having a good night”, “you know what you’re doing”, gave participants
trust in the development of their clinical skills. The participants also thought that sharing
past experiences was also a form of providing support and encouragement by their
mentors. Mentors’ stories of past experiences gave the participants a belief that “things
do get better” and that they would continue to grow and things would “get easier” for
them.
The second mentoring action was displaying confidence. Participants needed to
feel that their mentor had confidence in their abilities and nursing actions. Mentors
demonstrated this confidence by telling them to have confidence, not questioning their
actions, not seeming nervous when they performed tasks and reaffirming what they were
doing. The greatest way they showed confidence in the participants was to allow them to
venture out on their own. This strategy included increasing the PLCNLG’s patient loads,
“pushing them out” of their comfort zones, and verbally telling them “I’m not going in the
room this time. You’ve got this”.
Giving advice and feedback are the next mentoring actions. Examples of these
actions were 1) one mentor telling a participant to “…acknowledge it [a mistake] and
integrate that knowledge into your practice and move on”, and 2) another mentor used
text messages to send bits of advice while another participant worked alone during a
night shift. Mentor feedback was summative in nature. Feedback was vital because
participants changed their nursing approach based on information provided by the
mentor. Feedback was usually constructive with the participants viewing the message as
beneficial. For example, Annie states that “…[her mentor stated] I see what you are
doing in here but if you organized your care this way, then you’d be better prepared to
handle this”. Participants whose official orientation had ended, shared that they
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continued to seek out their mentors to give them advice and/or feedback based on a
situation they had faced. In each instance, the provided information led the participant to
improve their patient care or approach a task or situation with a different mindset; such
information was not demeaning or punitive in nature.
The mentoring actions of modeling nursing care, watching, and teaching cannot
be described without being grouped together. All participants shared that the way they
learned best was by watching their mentor in patient care situations, then being taught,
and lastly being watched by their mentor. Tonya shared the best description of how this
works:
“She just sort of told me what she was doing as she did it. And then the next time
we did suctioning she asked if I wanted to do, and I said well sure and I went in
and as I’m doing it she’s talking me through in the way that she talked while she
did. And so after that it was she watched me do it and I talked through it. And
then after that she watched me do it and I just did it and so within that first hour I
felt confident in my ability to adequately suction a trach patient...”
The participants watched mentors and their care modeled until attaining comfort with
that skill or task. The mentors taught by demonstration, verbally reviewing, and guiding
as participants performed tasks during their first or second time. Watching them perform
tasks and provide care, without correcting any behaviors, was considered a reaffirmation
that they were correctly doing things. Several participants commented that they
understood there are many “different ways” to approach a situation, and that they were
“developing their own” routines, but that they still relied on what their mentor had shown
them.
Actions allowing the seeking of knowledge. In addition to using mentoring
actions to manage overwhelming and feelings of doubt, participants had actions that
allowed them to seek knowledge from their mentors. Five categories of mentoring
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actions for the seeking of knowledge were used: (a) answer questions, (b) explaining, (c)
asking for experiences (d) showing resources, and (e) discussing. The codes from which
these actions came were; actions of the mentor; information provided enough, helping
choose people; identifying opportunities to learn, and mentoring by talking. What the
mentor does was the family to which these codes were assigned.
The major mentor action that aided in the participants quest for knowledge was
answering their questions. All participants shared that having someone to answer their
questions impacted both how they viewed the relationship with the mentor and helped
them develop the skills needed to adjust to their new role. Participants shared that they
were “…comfortable asking other people questions…” and began to understand that
“…there is not a stupid question” based on their relationship with their mentor.
Even more than having their questions answered, participants valued having
those answers explained. All participants reported that they needed more than just
answers, they needed an explanation as to why they performed certain nursing actions
the way shown to them. Mandy’s experience captures this important piece of seeking
knowledge:
“I would go through the process not really understanding a lot of what I was
doing, so it was a lot better when I did because I like to have a whole range of
knowledge about what I am doing as I do it. It just helps me understand it better.
Yeah explaining things and then explaining why and the research behind it and
all that was what each one of them would do for me.”
Understanding the reasons underlying their nursing actions and/or unit polices allowed
participants to understand and assimilate the knowledge, which was “better than just
having a question answered.” Another part of seeking knowledge was both the
participant and their mentor requesting experiences during the transition period. The
reasons behind asking for these encounters included 1) wanting the experience while
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having a mentor present and 2) having other nurses on the unit recognizing that the
PLCNLG needed more similar types of experience to become proficient. All participants
also realized the importance of seeking knowledge was having a variety of experiences
to build a solid clinical practice foundation.
Sharing resources in the environment and discussing care decisions were the
last two actions used to seek knowledge. The sharing of “protocol books” and identifying
“others on the unit as resources” enabled the participants to be able to quickly acquire a
means to expand their knowledge if their mentor was not present with them in the
moment. Having the ability to then discuss their actions or reflect on their decisionmaking process also allowed them to continually seek and assimilate new knowledge.
The act of talk gave them vital information regarding other ways to do things or gave
them critical acknowledgement for the choices they had already made. Annie’s
describes how this exchange worked for her:
“I’ve had situations that I’ve dealt with where I think back and I’m like yeah I could
have handled that one differently and I’ll go catch up with her and pitch it to her
and say hey this happened I found myself doing this and you know she’ll say,
okay you, if you were thinking this way you could have done this …You know
we’ll talk through an event together even if it’s already over and she’s a sounding
board for me.”
Consequences of mentoring actions for professional socialization. The
actions of the mentor were not without consequences. In every case, these actions
succeeded in keeping the participants from being overwhelmed, or over time, decrease
their fears of doubts that enabled them to seek knowledge. The associated codes
regarding consequences were; ah ha moment, being comfortable as a nurse, being
there for someone else, mentor benefit - increased confidence. These codes were linked
together in the family: results of mentoring.
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The three consequences of the mentor’s actions on the participants were: (a)
confidence, (b) comfort, and (c) competence. Due to mentoring actions, all participants
felt an increase in confidence. When asked if mentoring had impacted her, Tonya
responded, “I don’t feel quite as intimidated by, suctioning or trachs or vents or anything
like that now” and all participants described an instance in which the fear of performing a
skill was no longer present. Participants also shared that they continue to build their
confidence by taking on higher acuity patients in their work environment.
Without confidence, participants shared they would not feel comfortable in their
role as a nurse. Shelby shared that having someone who “did not dumb things down”,
allowed her to be independent and reach out only if she needed support; this action
“made her more comfortable to get out faster…” The comfort discussed by participants
went beyond skills. For example, Tonya needed to develop comfort in her role as a
communicator and working with her mentor in the same environment enabled her to
become secure as she figured out her “…strengths as a new nurse…” and gave her the
ability to “shape” her self-confidence. Brooke’s comfort with charting developed because
she knew her mentors were “…being patient” with and “watching out” for her.
Increasing confidence and comfort ultimately leads to a competent nurse.
Interestingly, all participants described competence as being there for someone else.
Sandy said that while she is not an “official mentor” for new nurses that she “kind of
jumps into a mentor role whenever anybody else needs help” and by doing this she is
“better at explaining things” because she can relate to them better. Shelby shared that
she is currently orienting new nurses to the night shift and that she is “not terrified
anymore” because she realized that she did “…know what she was doing.” Whether
working with a new nurse or a student, the participants found it beneficial to be there for
others. By doing so, they could help another nurse as they transition into professional
nursing and they saw how much their own nursing practice had progressed.
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Trustworthiness. In addressing the credibility of results from this study, two
different methods of investigation were used. Focus groups, which were the preidentified method of data, collection were held, and due to the nature of those who
reported for subsequent focus groups dates. However, because of the way in which
participants attended these sessions, in some instances individual interviews were held.
These varied methods of collecting data allowed for a triangulation of data to occur from
different data collection methods (Creswill, 2012). Another method to increase credibility
derived from the work experience of the participants. Out of all the participants 5 worked
in a different institutions and within different type of healthcare settings. This allowed for
different perspectives on the concepts to be presented (Creswill, 2012). Lastly, to ensure
credibility the investigator must also make sure the data provided by each participant is
true and honest (Creswill, 2012). Thus, to ensure credibility of the experiences shared,
participants were encouraged from the onset to share their experiences honestly and
openly to ensure the environment would facilitate this exchange a strong rapport was
developed at the beginning of each session.
By ensuring that the data spoke for itself, without the influence of the
investigators knowledge or beliefs being inserted ensures that what was shared is
dependable and confirmable (Creswill, 2012). In the methods section of this document
highly descriptive details and plans were shared regarding how data would be collected.
Within the results section the execution of the above plans were shared and
documented thoroughly to increase the dependability of the study. By sharing rich
descriptions of codes, associated families, memos, and participant quotes confirmability
was acknowledged.
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Specific Aim 4
Specific Aim 4 concerns the triangulation (integration) of the qualitative
information the PLCNLGs provided about their experience with mentoring and
professional socialization to clarify the quantitative findings.
Sample. As previously stated, 22 PLCNLG participants completed Phase II with
6 (27%) of these participants agreeing to partake in the focus group portion of this study.
Similar to the Phase II participants described in Table 5 (p. 63), the focus group
participants were White females who experienced their organizations’ orientation
program and a mixture of formal, informal, and both types for mentoring relationships.
Two of the focus group participants and six of the Phase II participants experienced a
nurse residency program.
Specific Aim 1. No significant change with the NPVS-R scores, and thus no
change in the professional values, occurred between Phase I and Phase II regardless of
the mentoring relationship experienced by the participants (Figure 5, p. 65). This
quantitative finding was supported by the qualitative data from the focus groups.
Regardless of mentoring relationship, all participants shared the causal condition: focus
on patient care qualitative concept (Figure 10, p. 79). The quantitative NPVS-R
instrument and qualitative causal condition: focus on patient care are parallel to each
other because the NPVS-R measures the caring values associated with the nursing role
(p. 50). As they began their first nursing job, the priority of the PLCNLG participants was
to become competent clinicians while keeping their patients safe. Regardless of formality
or causality, having a mentoring relationship allowed the PLCNLG to safely practice their
clinical skills while maintaining their focus on patient care.
Specific Aim 2.
Hypothesis 1. While no statistical association was found with formal mentoring
and Bureaucratic role orientation, those participants who experienced formal mentoring
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did have the lowest discrepancy score with the Bureaucratic role (Figure 7, p. 71). This
finding means that the participants perceived their current practice environment as
reflecting the ideal role orientation. The qualitative data from the focus groups supported
this finding, particularly those participants practicing in an acute setting who spoke the
most about the mentor action (under seeking resources): shows resources. Their verbal
accounts revealed how mentors used organizational polices to give them the “why”
behind many of their nursing actions, which possibly created a larger vision of how the
nursing role was successfully practiced in an organizational setting.
Hypothesis 2. No statistical association was found with the various mentoring
relationships and Professional role orientation among the Phase II participants (Figure 8,
p. 73). This result was supported by qualitative data in the focus groups since no
participant reported any activity or feeling that implied professional loyalty. Although a
few participants mentioned that they themselves mentored new nurses, this qualitative
finding demonstrated their competence and comfort with clinical skills versus giving back
to the nursing profession per se.
Service Role Analysis. PLCNLG participants’ orientation to the ideal Service
role for the nursing profession was consistent regardless of the type of mentoring
relationship (Figure 9, p. 74). This finding is supported by the qualitative data: the
participants demonstrated their loyalty to the patient over the organization and nursing
profession regardless of the type of mentoring relationship. The Strategies: Actions of
the Mentor were used to aid in their development of competency, confidence, and
comfort in their nursing practice role, which enabled them to safely practice and fulfill
their (verbalized) duty to care for patients.
Significant group differences were found between the Service role discrepancy
scores and the type of mentoring groups (Figure 9, p. 74). However, the qualitative data
results from the focus groups do not support for this quantitative finding. The reason why
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those participants who were formally or informally mentored participants did not exhibit
higher negative discrepancy scores compared to those participants who experienced
both types of mentoring or not mentored at all in unknown – especially since loyalty to
the patient was observed through the shared experiences of all the participants.
Overall Integrated Findings Related to Study Goal
The main goal of this study was to demonstrate how positive mentoring
relationships enhanced the career development of PLCNLGs. The quantitative data did
not demonstrate significant differences between participants who experienced the
different mentoring relationships regarding professional values orientation and/or role
orientation (mean NPVS-R scores in Figure 5, p. 66). The quantitative statistical results
actually showed that the participants who did not experience a mentoring relationship
had higher mean NPVS-R scores than those who experienced formal, informal, or both
types of mentoring. Thus, the qualitative data helps to explain this finding. All focus
group participants, regardless of type, reported experiencing a mostly positive mentoring
relationship. All participants were greatly impacted by the mentoring relationships, which
were established on trust and with people willing to help them “learn” and “grow”. The
qualitative data supports the notion that positive relationships greatly impacted the
professional socialization process by aiding in the developing the PLCNLGs’
competencies.
Regarding role orientation, participants remained loyal to the patient (Service
oriented) even after experiencing a mentoring relationship. Although the quantitative
results did not find links between type of mentoring relationship experienced and
Bureaucratic and Professional role orientation. In other words, the participants who were
formally mentored were not associated with a more Bureaucratic or Professional
orientation. However, the qualitative results were more enlightening about the
quantitative findings. Most participants spoke about seeking knowledge as a part of their
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professional socialization process. Those participants employed in acute settings spoke
more about how their mentors (formal or informal) showed them organizational policy
and procedure resources to help them gain the needed knowledge. Thus, organizational
resources were used to help gain knowledge, which may explain why Bureaucratic
orientation was more consistent over all the mentoring relationship groups. The only
difference (although not statistically significant) was that informally mentored participants
had a positive discrepancy score signifying that what they expected to see in the
practice setting was not occurring. Qualitative results did not lend any further insight on
this finding since no one participant identified as being solely mentored on an informal
basis. Therefore, positive mentoring relationships may possibly aid in the PLCNLGs’
Bureaucratic role development by helping them integrate organizational polices into their
clinical practice that then serves as a basis for decision making during patient care
activities.
No statistical association was found with Professional role orientation and the
types of mentoring relationships. In fact, Professional role was rated the lowest type of
orientation and had the highest discrepancy score for the entire NRCI instrument (Figure
8, p. 73). Those participants who were informally mentored had lower scores on the
ideal and actual Professional role than those who were formally mentored. Also, those
participants who reported experiencing both formal and informal mentors had the largest
mean negative discrepancy score. Interestingly, qualitative results revealed that these
participants were not as concerned with the Professional role; they shared no instances
were mentoring impacted their nursing professionalism. The nearest comment regarding
giving back to the nursing profession was when mentioning they served as mentors for
new nurses, which indicated that they saw themselves as competent with greater
confidence once they realized they could help someone else. Thus, positive mentoring
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relationships had no bearings on what the participants did not yet consider a priority in
their development as a professional nurse.
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CHAPTER 5
CONCLUSION AND RECOMMENDATIONS
The focus of this research project was to investigate how mentoring impacted the
professional socialization process for PLCNLGs within their first 6-9 months of clinical
practice. Few studies have been published about PLCNLG professional socialization
and how mentoring relationships may impact this process. This research area is
important because the PLCNLGs are second-degree nursing students who are
fundamentally different from the generic baccalaureate graduate and therefore may
require special mentoring relationships in their first jobs.
Summary of the Study
The current research literature concerning the professional socialization and
mentoring of the NLRN indicates that socialization to the nursing profession begins to
develop while in the education program and continues throughout clinical practice
(Kramer et al., 2011; Livsey, 2009). Once the NLRN is employed in their first clinical
environment, a positive mentoring relationship has the potential to provide them with a
strong practice foundation that impacts their professional socialization (Di Vito-Thomas,
1998; Gibson & Heartfield, 2005; Hill et al., 2005). The benefits of mentoring for the
NLRNs include early career support, increased job satisfaction, confidence with their
clinical skills, and stronger engagement in the profession (Gazaway, Schumacher, &
Anderson, 2016). The significant differences found between those NLRNs who were
mentored versus not mentored include goal attainment and positive role satisfaction
(Smith, 2006). No literature was found that directly linked mentoring to professional
socialization, particularly for the PCNLG.
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The participants in the current investigation began as PLCNL students who were
enrolled in an accelerated 16-month nursing program. Each participant was asked to
complete two instruments, the NPVS-R and NRCI, in addition to demographic surveys at
each data collection point. After conclusion of the quantitative data collection,
participants who completed both phases were asked to partake in a focus group. The
focus groups were used to qualitatively collect participants’ thoughts and feelings
regarding mentoring and professional socialization. Twenty-two participants completed
both the Phase I and II of quantitative data collection; six of these participants took part
in the focus groups.
Discussion of Results
The Phase I demographic data showed that the participants were similar to those
in the studies conducted by Clark (2006) and Willits (2009) – White and female.
However, the participants in this study were older because the admission requirements
for the PLCNL program required a bachelor’s degree prior to acceptance. Over a third of
the participants in this study had previous healthcare experience, working in such jobs
as patient care aides and pharmacy technicians. These participants were included in the
data analyses since an exclusion criterion for this study was experience as a Licensed
Practical/Vocation Nurse. However, previous health care experience may have
confounded the mentoring effect because these participants may have been more
comfortable in the healthcare environment prior to graduation.
The Phase II demographic data included information about work habits since the
participants had started their first nursing jobs. While most participants (96%) worked
fulltime in various clinical environments as expected, 32% of these participants worked
in an intensive care unit. This finding may be due to a large portion of registered nurses
retiring, which is causing all units to be open for employing NLRNs to combat massive
employment shifts (AACN, 2013; O'Brien-Pallas, Duffield, & Alksnis, 2004). The Phase II
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results also revealed that most of the PLCNLGs (59%) only experienced hospital
orientation with a few (27%) having a nurse residency program. This finding was
expected because nurse residency programs are still gaining traction in many healthcare
organizations. Moreover, the participants in this study graduated in December, which
may have put them at a disadvantage for entering a nurse residency program. The
healthcare organizations offering a residency program usually do so in June after the
typical nursing student has graduated in the spring and taken their licensure boards
(Letourneau & Fater, 2015). This finding also supports why most participants (69%)
reported not experiencing a formal mentoring relationship, since a standard part of a
nurse residency program includes an assigned formal mentor. Although not experiencing
a formal mentoring relationship was not a surprise, a troubling finding was that several
participants reported not having access to an informal mentor. Informal relationships
organically develop in the work environment with NLRNs frequently reporting that their
assigned preceptor becomes a mentor of sorts (Kramer et al., 2011).
Another disconcerting finding was that nine participants felt they received no
mentoring. Those participants who did not experience mentorship may feel increased
fear and anxiety related to their developing professional practice role. While little
information is known about the consequences resulting from a lack of mentoring, one
study found a lack of scholarly work and staff productivity at academic hospitals with
inadequate mentoring (Reid, Misky, Harrison, Sharpe, Auerbach, & Glasheen, 2012).
Without a direct support in place (such as a formal or informal mentor), PLCNLGs have
no resource to ask questions or verbalize concerns. This conclusion was echoed in one
of the focus groups. A participant shared that her unit was “team oriented but others in
her organization were not” and “without the support” of her fellow nurses (whom she also
called mentors) she did not know if she could practice safely. She also questioned if her
desire to stay in the profession would have been impacted without this support.
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Research is needed in this area, since not having a type of mentoring relationship during
transition from student to professional nurse may be potentially devastating for early
career nurses.
Specific Aim 1: Hypothesis 1 and 2
Participation in the various mentoring relationships or its absence did not
significantly (p = .676) impact the professional values (i.e., NPVS-R scores) from Phase I
to Phase II; the results were consistent with data reported in the literature. For example,
Clark (2009) and Fisher (2014) both found that BSN students at the end of their
education programs had mean NPVS-R scores of 108.79 and 108.7, respectively. The
57 participants completing the Phase I NPVS-R had a mean score of 106.02, which is
only slightly lower than the BSN scores. These results are exciting becasue professional
socialization literature shows stronger correlations between time spent in programs and
increased profession values development (McCain, 1985). The PLCNL accelerated
program has students completing the program in 16 months with no opportunity for work
during the summer months unlike the traditional BSN programs. Although BSN
programs are officially only 18 months long with a summer break between semesters,
the BSN student is afforded an opportunity to engage in healthcare-related activities
such as nursing internships and/or working as a patient care technician. These summer
employment opportunities provide the BSN student valuable clinical experience prior to
entering their last year of nursing education (Ruth-Sahd, Beck, & McCall, 2010).
The study by Clark (2009) also included registered nurses who had been
practicing for 1-3 years; the mean NPVS-R score for this group was 102.63. This data is
similar to that found in the current study with the 18 participants who completed both
Phase I and Phase II of the NPVS-R; their scores were 104.7 and 103.22, respectively.
Technically, the data with experienced registered nurses cannot be compared with those
of the NLRN and PLCNLG. However, two studies by Apker et al. (2003) and Wynd
94

MENTORING RELATIONSHIPS ON PROFESSIONAL SOCIALIZATION
(2003) found that additional years of clinical practice and advanced degrees resulted in
higher professionalism scores, not lower ones. On the other hand, Duchscher (2008),
Mooney (2007) and Unruh & Nooney (2011) found that NLRNs practice in their
organizational environment as a fully functional team member during the first 6-9 months
of employment. Thus, assimilation to both the unit and the organization’s culture results
in decreased professional values orientation. Based on Hinshaw’s model (Table 1, p.
38), PLCNLGs are focusing on their role as care provider and striving to provide holistic
care to all their patients within the demands of their work environment (Social
Integration). Therefore, a decrease in professional values is understandable. As the
PLCNLG gains more clinical experience with years of practice, they will incorporate the
organization’s values into their own nursing practice values to accomplish biculturalism.
The PLCNL programs teach more than basic nursing practice and clinical skills.
These programs also educate their students to understand, utilize, and incorporate
concepts regarding healthcare policy and evidence-based research to impact
organizational change (Jukkala, Greenwood, Motes, & Block, 2013). However, data from
the current study indicated that these additional education components did not impact
the participants’ strong desire to care for their patients.
Both hypotheses associated with Specific Aim 1 were rejected since the data
showed that the PLCNLGs identified as having no mentoring relationship and exhibited
higher Phase II means NPVS-R scores than those who were formally mentored.
However, a more likely conclusion is that the participants with no mentoring comprised
the largest group to complete Phase II. Thus, this group had a larger sample size (i.e.,
statistical representation) compared to the other three groups.
While no significant group difference was found regarding the different mentoring
relationships, the formally mentored group was the only one exhibiting an increased
mean NPVS-R scores in Phase II. This finding was supported by the qualitative results:
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participants experiencing a formal mentoring relationship shared that they identified with
their mentors and strove to emulate their practice until they could develop a practice
style of their own. Furthermore, Newton et al. (2011) found that formal mentors provided
NLRNs (regardless of educational type) a positive role model. This close interaction with
a formal mentor has the potential to positively influence the PLCNLG’s nursing values
orientation even after graduation.
Specific Aim 2: Hypothesis 1
The Phase I mean NRCI scores demonstrated that the PLCNLG participants
were excited to assume their nursing role of providing patient care. The qualitative
results supported this loyalty to the patient (Service role orientation), which stimulated
their focus on acquiring clinical skills and knowledge during their early months of
transition into clinical practice. Although the first hypothesis for Specific Aim 2 was
rejected since no significant group differences were found between the Bureaucratic role
orientation and types of mentoring relationships (ideal: p = .761; actual: p = .406;
discrepancy: p = .514), other findings need to be discussed. The informally mentored
participants perceived that the actual Bureaucratic role should be practiced over the
ideal one to a much greater extent than the other groups. These informally mentored
participants were also the only ones with a positive role discrepancy score; they
perceived the actual practice environment did not meet their expectations for how the
Bureaucratic role should be practiced.
The following discussion provides an explanation for this finding. Mentors are
usually invested employees who model expert professional nursing practice (Atkins &
Williams, 1995). Thus, participants having access to a formal mentor would lead to a
deeper connection within the organization. The focus groups supported this notion. Most
Phase II participants experienced formal mentoring and spoke of using their mentors to
seek knowledge. One mentoring action was to show resources to promote the need for
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knowledge; the resource was usually an organizational developed policy book. The
formal or informal mentor’s ability to answer the PLCNLG’s questions with organizational
policies was a way for creating a stronger affiliation to employing organization (Ketefian,
1985; Kring et al., 2008). Moreover, organizations assigning formal mentor/mentee pairs
or informal ones via a preceptorship may have organizational values that more closely
align with the Service orientation values. Therefore, those participants experiencing any
type of mentoring relationship would have a greater orientation to the ideal Bureaucratic
role.
Specific Aim 2: Hypothesis 2
As with the first hypothesis, the second hypothesis for Specific Aim 2 was
rejected because no significant association was found with informal mentoring and
Professional role orientation ideal: (p = .975; actual: p = .259; discrepancy: p = .15). All
the mentoring groups perceived that the ideal Professional role should be practiced over
the actual. This finding is understandable as Delany (2003) found that professional role
development occurred upon entry into the professional education program and
continued throughout one’s nursing career. The similar mean NRCI scores related to the
Professional role orientation is a promising finding despite no statistical group
differences. The PLCNLG participants, like other NLRNs, are not at a stage of
professional development to be concerned with issues related to the nursing profession
(e.g., advocacy for the profession, professional membership). Supporting this
conclusion, Mooney (2007) and Newton et al. (2011) found that NLRNs do not begin to
focus on the developing professional competencies until one to two years out from
graduation.
All the mentoring groups had negative discrepancy scores, which demonstrated
that actual practice regarding the Professional role exceeded their expectations. Another
interesting finding was that the mean NRCI scores for the formal and informal mentoring
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group moved closer to zero in Phase II compared to Phase 1. This finding indicated that
introduction to the realities of work impacted the PLCNLG’s perception of their own
professional nursing role in contrast to those participants who had either both types of
mentoring or no mentoring. Once again, mentors model professional practice. Therefore,
having an expert nurse as a mentor most likely positively impacted how PLCNLGs saw
the nursing profession practiced in the clinical work setting (Young, Stuenkel, & BawelBrinkley, 2008).
Additional Discussion for Specific Aim 2
Data from the quantitative instruments and qualitative focus groups showed that
the PLCNLGs were focused on service to the patient. To meet the requirements of being
service oriented, participants acquired the clinical skills needed to safely perform patient
care and focused on this skill acquisition throughout the first months of transition (Beyea,
von Reyn, & Slattery, 2007; Hoffart et al., 2011). Previous studies also found that NLRNs
were primarily focused on patient care and being able to competently practice with
confidence in their first nursing job (Duchscher, 2008; Fawcett, 2002; Ketefian, 1985;
Newton et al., 2011).
Specific Aim 3
The overriding theme from the focus groups regarding the impact of mentoring
on professional socialization was access to the individual(s) engaged in aiding the
PLCNLGs to acquire the knowledge, confidence, and clinical skills necessary to safely
and competently practice nursing. The studies by Herdrich & Lindsay (2006) and Hickey
(2009) support this theme that positive mentoring relationships meaningfully impacted
NLRNs career development by aiding them through the transition process.
Focus on Patient Care became the Causal Condition based on the participants’
verbal comments during the focus groups (Figure 10, p. 79). Participants continually
shared a desire to ensure that they were not going to harm the patient. This fear led the
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PLCNLGs to develop ways to learn their role as an independent nurse and provide safe
patient care. Previous research supports this focus on patient care as the casual
condition. For example, Apker et al. (2003) and Bender (2014) reported that NLRNs
primarily focused on developing the required clinical skills to positively impact their ability
to provide safe patient care.
Hinshaw’s Model of Re-Socialization, adds to qualitative data results. In the
model’s stage of Skills and Routine Mastery, NLRNs and PLCNLGs have an inability to
critically think, delegate, and prioritize their nursing care. This inability to perform these
vital nursing actions may promote errors that could negatively impact a patient.
Consequently, the Phenomena of Feeling Overwhelmed, Self-Doubt, and Seeking
Knowledge develops in new nurses such as the participants in this study. The
phenomena of these feelings influence the PLCNLG’s confidence, which compels them
to use their mentors for professional development. Furthermore, previous quantitative
studies such as Fawcett (2002), Goodare (2015), Ihlenfeld (2005) and Newton &
McKenna (2007) support these phenomena. PLCNLGs, like NLRNs, experience role
stress, frustration, and anxiety related to the transition process from student to an
independently practicing nurse. Like the PLCNLG participants, the NLRNs in these
studies found value in having a more experienced nurse as a mentor.
The Phenomena stimulated development of Strategies, which were the Actions
of the Mentor experienced by the participants through the Context of the Work
Environment. Positive work environments allowed the PLCNLG participants to reach out
quickly to more experienced nurses, whom they saw as mentors, because these nurses
personally engaged with the PLCNLG and were willing to help them. The work
environment as a context for the mentoring actions is supported with previous research
done by Becher & Visivsky (2012) and Fawcett (2002). These researchers reported the
benefits of a positive work environment for NLRNs such as intent to stay and increased
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job satisfaction. The Presence as an Intervening Condition involves the intervening
ability of the mentor to be present and assist the PLCNLG during the transition process.
Studies conducted by Erdem & Aytemor (2008), Di Vito-Thomas (1998), Gibson &
Heartfield (2005), and Jakubik (2007) support this concept. These researchers all found
a strong positive correlation between the quality of the mentor, belief that this senior
nurse was available to help them, and the acquisition of knowledge by the NLRN.
The participants in this study not only used their mentors to acquire knowledge,
but also as a safe guard while performing patient care. These PLCNLGs relied on the
Actions of the Mentor that included providing them with critical feedback and discussing
how their choices impacted patient care. The qualitative data found with this study is
supported by previous research regarding the importance of the mentoring role,
particularly since the quantitative data did not show statistical significance with the
scores from either instrument. Angelini (1995), Bloomberg (2014), and Di Vito-Thomas
(1998) all found that mentors were the means by which NLRNs modeled their early
practice, serving as the foundation to build their own unique nursing practice. Nurses
serving as mentors are respected within the unit and/or organization. Therefore, these
nurse mentors have a high affinity for patient care and organizational values, which are
highly cherished by the PLCNLG during the initial months on their clinical job (Ryan et
al., 2010).
Many participants shared that they respected and admired their mentors for the
way they provided patient care. The Consequences of having a mentoring relationship
with these nurses led participants to have increased Confidence, Comfort and
Competence in their professional nursing role. Research by Atkins & Williams (1995)
and Eby et al. (2008) with NLRNs supports this notion that mentors have the potential to
provide PLCNLGs with a secure foundation by which to begin their nursing practice. The
continued presence of the mentor in the clinical environment provides PLCNLGs with a
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support system that enables their successful acclimation into nursing. This consequence
leads to a more engaged clinician who sees value in providing future new nurses with
the same positive experience of mentorship they themselves experienced when
beginning their nursing career.
Theoretical Foundation and Conceptual Framework
The results of this study showed 1) the small decrease in nursing professional
values orientation, 2) participant orientation to service, and 3) the focus on patient care
influenced the Skill and Routine Mastery stage of Hinshaw’s model when the PLCNLGs
experienced mentoring. These participants reported a focus on attaining skills,
developing routines, and gaining confidence to provide safe, competent patient care.
The participants may have moved or were in the process of moving toward the Social
Integration stage at the time of the focus group interviews. A few participants reported
that they were no longer in orientation, or that they were providing orientation to the
newer nurses, or had been asked to care for more complex patients by their supervisor.
Hence, these PLCNLGs were considered competent nurses by their peers. The seminal
work by Kramer (1972) supports the occurrence of these developmental phases for the
PLCNLG participants.
An interesting finding from the focus groups was the continued confusion existing
in nursing between preceptor and mentor (Atkins & Williams, 1995; Di Vito-Thomas,
1998). Participants shared what they described as mentoring experiences with their
assigned preceptors. Preceptors are not mentors by definition. Rather, preceptors are
responsible for the successful transition of a new nurse to their role within the unit – not
their career and professional development (Fawcett, 2002; Huybrecht et al., 2011).
Although preceptors were seemingly moving into the role of mentor, the PLCNLGs
participating in the focus groups were past the immediate need of transitioning into their
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roles on the unit. However, mentoring in its truest form may not yet be beneficial for the
PLCNLG at this point in their nursing career.
The qualitative results painted the picture of mentor as lifeline in support of the
hypothesized associations between mentoring relationships and professional
socialization. Participants portrayed the mentoring role as a support for their
development of safe and competent clinical practice. However, this qualitative finding
was not as strongly demonstrated in the quantitative results (probably due to the sample
size). The increased mean NPVS-R scores by those participants experiencing a formal
mentoring relationship may more directly impact the PLCNLG’s professional
socialization since mentor time and organizational resources are dedicated to the
cultivation of the PLCNLG as an independent nurse. The investigator’s assumption that
types of mentoring relationships were independent of one another was not supported.
The quantitative and qualitative findings highlighted the interconnectedness of the work
environment. Participants considered any nurse a mentor if they were willing to offer
support and encouragement. Interestingly, no studies were found demonstrating the
impact of these relationships on professional development.
Limitations of the Study
The high attrition rate encountered during this study was a limitation. Despite
continued reminder emails, the same number of participants did not complete Phase II
as in Phase I. One explanation for this difference in this sample size was the Phase I
data collection occurred live (i.e., before a face-to-face class) and the Phase II was
electronic (i.e., an online survey). For future replication of this study, expanding the
recruitment for Phase I to increase the sample size could be accomplished by reaching
out to nursing programs offering the same degree program. Taking this action would
increase the potential participant pool for the subsequent data collection phases. Postgraduate nurses, regardless of degree type, are a difficult group to engage in research
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because they have competing priorities with acclimating to entry-level nursing practice
and their personal life events. While electronic data collection may be ideal for this
population, if live data collection is a possibility that should be attempted.
Due to smaller number of participants for Phase II, fewer participants were
available to recruit and participate in focus groups. Additionally, most focus group
participants remained employed in acute care facilities nearby the university where the
data collection occurred for Phase 1. The one participant who worked outside the state
and the one who worked in a home health setting shared additional perspectives about
their experiences in the focus groups. Few participants of varying racial makeup or
males completed the Phase II data collection and no one in these demographic groups
participated in the focus group interviews. Therefore, the generalizability of this study’s
results is limited and may not pertain to all PLCNLGs. The recruiting strategies
previously mentioned may also resolve this limitation in future studies. Additionally, due
to the low number of focus group participants saturation was not meet within the focus
group data.
The final limitation involves the lack of participants finishing the NPVS-R and
NRCI instruments in their entirety. While all participants completed the NRCI for Phase I,
several did not complete the backside of the NPVS-R. The investigator was unable to
review each packet submitted during Phase I due to student time constraints and the
need to return to class. The investigator sent reminder emails to the Phase II participants
when it was noticed that several of them had not completed the NRCI. The “allow
editing” setting was enabled for the online survey, which many of the participants took
advantage of within the timeframe to correctly complete the NRCI instrument. A few
participants still did not complete both Phase II instruments despite these actions by the
investigator.
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Implications for Nurse Leaders in the Healthcare Organization Setting
The findings of this study are useful for nurse executives and unit-based
educators to help them appreciate the similar and different characteristics of the
PLCNLGs and traditional BSN graduates. PLCNLGs have a questioning nature that may
intimidate those nurses who do not have at least a baccalaureate degree. The
participants reported that they encountered instances where the nurses felt attacked
when the PLCNLG asked a question or that the PLCNLG was questioning their
knowledge base. One participant reported feeling more comfortable with a registered
nurse who had a CNL degree because they shared a sense of comradery due to their
shared educational preparation.
A beneficial strategy for healthcare organizations that have implemented the CNL
role would be to pair the PLCNLG with an established CNL nurse after the orientation
period. This pairing would help the PLCNLG to understand the available resources when
they seek career advancement after establishing a solid nursing practice foundation.
Furthermore, PLCNLGs would benefit from observing a practicing CNL nurse working in
the intended CNL role, which would show them how their career could advance within
the employing organization.
The focus group data supported the preceptor/mentor experience. All NLRNs
and PLCNLGs must have an opportunity to work closely with a senior nurse as they
progress through the professional socialization process. While the label of this senior
nurse is still a matter of debate, their impact on NLRN/PLCNLG professional and career
development is essential and immeasurable. Organizations that identify
preceptors/mentors, provide adequate training, and afford time to focus on teaching
NLRNs/PLCNLGs will reap the benefits of having engaged clinicians who are eager to
help the next generation of graduate nurses as they enter the nursing profession.
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Implications for Research
Research must continue regarding PLCNLG professional and career
development. The PLCNLG nurses have been present in the nursing profession and
working in healthcare organizations for more than 10 years. Yet, little information is
known about how their careers progress and the supports they need for proper
professional socialization. Nursing leaders must understand if PLCNLGs are practicing
nursing to their fullest extent based on their educational preparation so that future
graduates may select the best career path for themselves.
Additional research is also needed to understand when to best use mentoring
relationships in a clinical environment or determine if the responsibility for mentoring
professional and career engagement belongs to an employing institution. The best place
for mentoring relationships may be within professional nursing organizations, that could
design strategies to reach multiple nurses through networking platforms. Doing so would
instill a sense of belonging to a larger group who share a passion to advance the nursing
profession. Further research would also determine if mentoring is a responsibility of
nursing educational institutions comprised of faculty who are seasoned clinical and
professional experts.
Lastly, more research is needed to update and validate the NPVS-R and NRCI
instruments for the new generation of nurses. The NPVS-R needs to be updated to
reflect the changes that occurred with the newest version of the Code of Ethics (2015).
The situations presented in the NRCI need to be modernized to reflect the addition of
men in the nursing care role, along with more realistic language and patient care
situations.
Conclusions
This study sought to determine how mentoring relationships impacted the
professional socialization of PLCNLGs. Using the mixed methods approach, the findings
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indicated that mentors positively impacted the developing professional nurse as they
transitioned from student to independent clinician. These mentors impacted professional
socialization by providing a lifeline to the PLCNLG as they gained the knowledge and
clinical skills necessary to safely and competently care for patients in multiple healthcare
settings. Mentors expertly model the nursing role, portraying the nurse as both provider
of patient care while adhering to organizational policies and procedures. The longer the
PLCNLG works in a healthcare environment after graduation, they experience an
increase in their orientation to the professional role as well as a better understanding of
the bureaucratic role. Further research is needed to determine how best to use
mentoring to develop professional socialization over the course of a PLCNLG’s entire
nursing career.
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APPENDIX A
Nurses Professional Values Scale-R ©
Indicate the importance of the following value statements relative to nursing practice.
Please circle the degree of importance. (A = not important to E = most important) for
each statement.
Not
Important

Somewhat
Important

Important

Very
Important

Most
Important

Engage in on-going selfevaluation.

A

B

C

D

E

Request
consultation/collaboration
when unable to meet
patient needs.

A

B

C

D

E

Protect health and safety
of the public.

A

B

C

D

E

Participate in public policy
decisions affecting
distribution of resources.

A

B

C

D

E

Participate in peer review.

A

B

C

D

E

Establish standards as a
guide for practice.

A

B

C

D

E

Promote and maintain
standards where planned
learning activities for
students take place.

A

B

C

D

E

Initiate actions to improve
environments of practice.

A

B

C

D

E

A

B

C

D

E

A

B

C

D

E

A

B

C

D

E

Seek additional education
to update knowledge and
skills.
Advance the profession
through active
involvement in health
related activities.
Recognize role of
professional nursing
associations in shaping
health care policy.
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Promote equitable access
to nursing and health care.

A

B

C

D

E

Not
Important

Somewhat
Important

Important

Very
Important

Most
Important

Assume responsibility for
meeting health needs of
the culturally diverse
population.

A

B

C

D

E

Accept responsibility and
accountability for own
practice.

A

B

C

D

E

Maintain competency in
area of practice.

A

B

C

D

E

A

B

C

D

E

A

B

C

D

E

Act as a patient advocate.

A

B

C

D

E

Implement research
findings appropriate to
practice.

A

B

C

D

E

Provide care without
prejudice to patients of
varying lifestyles.

A

B

C

D

E

Safeguard patient's right
to privacy.

A

B

C

D

E

Confront practitioners with
questionable or
inappropriate practice.

A

B

C

D

E

Protect rights of
participants in research.

A

B

C

D

E

Practice guided by
principles of fidelity and
respect for person.

A

B

C

D

E

Maintain confidentiality of
patient.

A

B

C

D

E

Nurses Professional Value Scale-R ©

Protect moral and legal
rights of patients.
Refuse to participate in
care if in ethical opposition
to own professional
values.
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Participate in activities of
professional nursing
associations.

A

B

© Copyright 2004, Darlene Weis & Mary Jane Schank
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APPENDIX B
Nursing Role Conceptions Instrument
Instructions: This section consists of 34 situations in which a nurse might find herself.
You are asked to indicate:
(A) The extent to which you think the situation actually exists in the hospital.
(B) Notice that two statements require answers for each situation. Consider the
statements of what should be the case and of what is actually the case separately;
try not to let your answer to one statement influence your answer to the other
statement. Give your opinions; there are no “wrong” answers. Indicate the degree to
which you agree or disagree with the statement by marking one of the alternative
answers ranging from STRONGLY AGREE (5), AGREE (5), UNDECIDED (3),
DISAGREE (2), and STRONGLY DISAGREE (1).

STRONGLY AGREE (5)

indicates that you agree with the statement with
almost no exceptions.

AGREE (4)

indicates that you agree with the statement with
some exceptions.

UNDECIDED (3)

indicates that you could either “agree” or “disagree”
with the statement
with about an equal number
of exceptions in either case

DISAGREE (2)

indicates that you disagree with the statement with
some exceptions.

STRONGLY
DISAGREE (1)
almost

indicates that you disagree with the statement with
no exceptions.

HERE IS AN EXAMPLE:
Registered nurses in Hospital Z consider the patient’s physical, social, and psychological
needs when developing a plan of nursing care.
1. This is the way nurses should plan nursing care.

______5________

2. This is the way nurses actually do plan nursing care.

______1________
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BE SURE TO PLACE A MARK AFTER BOTH STATEMENTS FOR EACH SITUATION
ACCORDING TO YOUR DEGREE OF AGREEMENT WITH IT.
STRONGLY AGREE (A), AGREE (B), UNDECIDED (C), DISAGREE (D), and
STRONGLY DISAGREE (E).
Situation
One head nurse at Hospital F insists that all procedures be performed as described in
the procedures manual.
1. This is what a head nurse should do.
____________________
2. This is what a head nurse actually does.

____________________

Registered nurses at Hospital W are encouraged to discuss with patients as much
about their conditions as the nurse believe would be best for the patient to know.
3. This is what nurses should do.
____________________
4. This is what nurses actually do.

____________________

One registered nurse at Hospital Y modified the hospital routines and procedures to
meet the needs of the patients.
5. This is what nurses should do.
____________________
6. This is what nurses actually do.

____________________

The nursing staff at Hospital O are encouraged to read new drug and treatment
brochures and memoranda.
7. This is what nurses should do.
____________________
8. This is what nurses actually do.

____________________

Mrs. B was to have a quart of high protein liquid during a 24-hour period. The
registered nurses spaced this treatment to provide the patient with small amounts
during the daytime so that Mrs. B. would not be disturbing during the night.
9. This is what nurses should do.
____________________
10. This is what nurses actually do.

____________________

In Hospital Y a registered nurse refused to do anything which she believed might
jeopardize the welfare of her patient regarding less of who told her to do it.
11. This is what nurses should do.
_____________________
12. This what nurses actually do.
_____________________
At Hospital A the rules state that registered nurses are to report for duty at least 10
minutes before the hour. One registered nurse cannot report until five after the hour
because of the schedule of the bus ride she must ride to work. Because she is always
late, she is not being considered for promotion.
13. This is what should be done.
____________________
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14. This is what actually is done.

____________________

Situation
Preparing work schedules of staff is the responsibility of the supervisor of Hospital G.
Registered nurses are given the opportunity to request their working hours and days
but the hospital’s needs always take precedence.
15. This is the way it should be.
____________________
16. This is the way it actually is.

____________________

At Hospital B the rules clearly state that patients may only take showers in the
morning. The registered nurses enforce this rule even when the patients request
otherwise.
17. This is what nurses should do.
____________________
18. This is what nurses actually do.

____________________

Head nurses and supervisors at Hospital A when evaluating registered nurses for
promotion consider the nurse’s length of experience on the job to be important.
19. This is what should be considered important.
____________________
20. This is what actually should be important.

____________________

In Hospital Y a physician ordered a patient to sit up in a wheelchair twice a day. The
registered nurse caring for the patient believed that the patient was not ready to sit up
in the wheelchair. The nurses discussed the patient’s condition with the physician.
21. This is what nurses should be.
____________________
22. This is what nurses actually do.

____________________

Registered nurses from Hospital M attend conferences outside of the hospital to learn
about new techniques and to increase their knowledge of various topics.
23. This is what nurses should do.
___________________
24. This is what nurses actually do.

___________________

The head nurses and supervisors at Hospital R, when evaluating registered nurses for
promotion. Consider the nurses’ membership in the professional association to
important.
25. This is what should be considered important.
___________________
26. This is what actually is considered important.

___________________

Conferences conducted at Hospital N with the nursing staff to review new techniques
and procedures.
27. This is what should happen.
___________________
28. This is what actually happens.

___________________

The head nurses and supervisors at Hospital U, when evaluating registered nurses for
promotion, consider the nurses’ ability to plan nursing care based upon the patient’s
needs to be most important.
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29. This is what should be considered most important.

___________________

30. This is what actually is considered most important.

___________________

Situation
A registered nurse in Hospital E, although she administers excellent nursing care, is
not being considered for promotion because she does not carry out hospital routines
as established.
31. This is the way it should be.
___________________
32. This is the way it actually is.

___________________

In Hospital X patient B was scheduled for a physical therapy treatment at 9 A.M. The
patient experienced some abdominal discomfort after eating breakfast so the
registered nurse rescheduled the treatment.
33. This is what nurses should do.
___________________
34. This is what nurses actually do.

___________________

One registered nurse at Hospital K follows all hospital routines even though she
disagrees with several of them.
35. This is the way a nurse should function.
___________________
36. This is the way most nurses actually do function.

___________________

The regulations at Hospital D state that patients are to be transported to their cares via
a wheelchair upon discharge. Patient Y had been walking about for several days prior
to being discharged but the registered nurse had the nurse’s aide transport him to his
care in a wheelchair.
37. This is what the nurse should do.
__________________
38. This is what a nurse actually does.

__________________

Registered nurses at Hospital H may only assign duties to the practical nurse, nurse’s
aide, and orderly that are described in their respective job descriptions.
39. This is what nurses should do.
__________________
40. This is what nurses actually do.

__________________

Hospital Q attempted to recruit and employ only registered nurses who were educated
in programs sponsored by a college or university which is equipped to teach
supportive biological and social science courses as well as the nursing science
courses.
41. This is what hospitals should do.
__________________
42. This is what hospitals actually do.

__________________

Registered nurses in Hospital O subscribe to and read professional journals and other
professional material to keep abreast of new techniques and knowledge.
43. This is what nurses should do.
__________________
44. This is what nurses actually do.

__________________
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Registered nurses at Hospital L attend in-service meetings at the hospital even when
they are not required to attend.
45. This is what nurses should do.
___________________
46. This is what nurses actually do.

___________________

Situation
Mrs. K. had difficulty sleeping during the night so the registered nurses allowed her to
sleep in the morning even though, according to the hospital routine at Hospital Z, Mrs.
K. should have been awakened at 7 A.M.
47. This is what nurses should do.
___________________
48. This is what nurses actually do.

___________________

The policies at Hospital C state that any violation of hospital regulations must be
reported. Head Nurse A observed registered nurse X violating a hospital regulation
and reported the incident to the supervisor.
49. This is what a head nurses should do.
___________________
50. This is what a head nurses actually do.

___________________

Registered nurses at Hospital J place a high priority on maintaining the patient’s
record, completing requisitions, and ordering supplies.
51. This is what nurses should do.
___________________
52. This is what nurses actually do.

___________________

Registered nurses in Hospital V are respected by their peers for taking the time to talk
with patients in an attempt to allay any of the patient’s anxieties which could affect the
patient’s recovery.
53. This is what nurses should do.
___________________
54. This is what nurses actually do.

___________________

The head nurses at Hospital F when evaluating registered nurses place considerable
emphasis on the nurses’ ability to make decisions based upon scientific principles.
55. This is what nurses should do.
___________________
56. This is what nurses actually do.

___________________

Registered nurses at Hospital X spend the majority of their time administering direct
care to patients.
57. This is what nurses should do.
___________________
58. This is what nurses actually do.

___________________

Regulations at Hospital K state that all patients must have their baths and treatments
completed by 10 A.M Registered nurses who complete their assignment in this time
are considered valued employees.
59. This is the way it should be.
___________________
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60. This is the way it actually is.

___________________

One registered nurse at Hospital T, wild distributing dinner trays to the patients,
approached Mrs. J. who began to cry. The nurse got another nurse to distribute the
trays, pulled the curtain around the bed, and sat down and talked to Mrs. J.
61. This is what nurses should do.
___________________
62. This is what nurses actually do.

___________________

Registered nurses in Hospital M are active members of their professional nursing
association.
63. This is the way it should be.
___________________
64. This is the way it actually is.

___________________

The registered nurses at Hospital Q demonstrate their ability to relate to nursing
practice to the scientific principles which they learned in school.
65. This is the way it should be.
___________________
66. This is the way it actually is.

___________________

The registered nurses at Hospital W work with the patients in developing the plan of
care to be used by the nursing staff.
67. This is what nurses should do.
___________________
68. This is what nurses actually do.

___________________
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APPENDIX C

Demographics Survey
Directions: Check the circle that most closely describes you?
1. Gender (gender)
o

Male (1)

o

Female (2)

2. Your age (age)
o

Less than 21 years (1)

o

21-30 years (2)

o

31-40 years (3)

o

41-50 years (4)

o

51-60 years (5)

o

61-70 years (6)

o

Over 70 years (7)

3. Race (race)
o

African American (1)

o

Asian (2)

o

Caucasian (3)

o

Hispanic/Latino (4)

o

Pacific Islander (5)

o

Native American/Alaskan Native (6)

o

Multiracial (7)

o

Prefer not to specify (8)

4. Highest level of education attained prior to admissions to clinical nurse leaders
program(edu1)
o

Bachelor’s Degree (1)

o

Master’s Degree (2)

o

Juris Doctorate (3)

o

Practice level doctorate (4)

o

PhD (5)

o

Other (6)
o Please specify ____________________________________

5. Have you previously worked in the healthcare field? (exp)
o

Yes (1)

o

No (2)

If yes please specify ____________________________________
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APPENDIX D
Coding Instructions
Please answer the following questions in order. Once questions are answered you will
have a completed code. This code will be listed on your survey instruments as your
participant identification code.
1. What are the first three letters of the city you were born in?
2. What are the first two letters of your mother’s maiden name?
3. In what month and year (4 digits) were you born?
Example:
ComSm0683
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APPENDIX E
Demographics Survey Update
Directions: Check the circle that most closely describes you?
1. Are you employed? (work
o

Full-time (36 hours or more/week) (1)

o

Part-time (less than 36 hours/week (2)

2. What was your Hire date as a Registered Nurse?
o

___________________________

3. What type of nursing transition program did you participate in? (type)
o

Nurse Residency (1)

o

Hospital Orientation (2)

o

Other (3)

o

None (4)

4. Months is transition or orientation program (transition)
o

1-2 months (1)

o

3-4 months (2)

o

5-6 months (3)

o

7-8 months (4)

5. From graduation until now have you participate in a Mentoring Relationship (mentoring)
o

Yes (see mentoring algorithm to determine the type)
o Formal (1)
o Informal (2)
o Both (3)

o

None (4)

6. Current area of practice (practice)
o

Medical-Surgical Unit (1)

o

Intensive Care Unit (2)

o

Specialization Unit (3)

o

Float Pool (4)

o

Community/Public Health department (5)

o

Psychiatric (6)

o

Long term Care (7)

o

Other (8)
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APPENDIX F
Permission to use Nursing Professional values Scale-Revised
July 22, 2013
Dear Shena:
Thank you for your interest in our work on professional values.
An abstract, as well as The Nurses Professional Values Scale (NPVS-R) are enclosed.
You have our permission to use the NPVS-R in your proposed research. We are
requesting persons who use the NPVS-R to provide the following at the completion of
the research:
An abstract of your research findings using the NPVS-R which includes a
description of the sample.
Our most recent publication regarding the NPVS-R can be found in the Journal of
Nursing Measurement:
Weis, D., & Schank, M.J. (2009). Development and Psychometric Evaluation of the
Nurses Professional Values Scale—Revised. Journal of Nursing Measurement, 17(3),
221-231.
Best wishes for success with your research.
Sincerely,

Darlene Weis, PhD, RN

Mary Jane Schank,
PhD, RN

Associate Professor
414-288-3819
414-288-1597 (fax)
darlene.weis@marquette.edu

Professor Emeritus
414-288-3858
414-288-1597 (fax)
maryjane.schank@marquette
.edu

DW/MJS:bja
Enclosures (3)
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APPENDIX G
Permission to use Nursing Role Conception Instrument
Barbara Pieta Salman
P.O. Box 54719 Jacksonville, Florida 32245-4719
Barbara- 1936@yahoo.com
904-233-8009
March 05, 2015
Ms. Shena Gazaway
1905 Barnett Shoals Road
Athens, GA 30605
RE: Permission to use ROLE CONCEPTION Research Instrument
Dear Ms. Gazaway:
I am pleased that you are interested in using the ROLE CONCEPTION Research
Instrument. This is to grant you permission to use the Instrument in your Dissertation.
The only thing I ask is that I receive acknowledgement for the development of the
instrument and that you send me a copy of the final project.
Enclosed is a copy of my dissertation in which you will find the information about the
development, standardization and a copy of the instrument. Please feel free to use
whatever information you need. When you are finished with the copy, please return it to
me at the address in the letterhead.
Best wishes for success with your project!!

Sincerely,
Barbara Pieta Salman, RN, Ed.D.
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APPENDIX H

Pre-Licensure Clinical Nurse Leader Graduate Focus Group
Discussion Questions
1. You have been working as nurses for the last 6-8 months. I would like you to go
around the room and share something that happened at work that has affected you
as a nurse.
2. Describe your mentoring experience.
3. Do you see yourself differently today than when you started your mentoring
relationships?

If yes… how?

4. Describe how mentoring relationships enabled you to handle any major obstacles
you faced in your transition to practicing nurses.
5. What about the mentoring relationship was the most helpful in your professional
socialization process?
6. In closing I would like you to share your opinion of how mentoring contributes to
professional socialization.
7. What are your perceptions about nursing as a profession? How has your mentor
shaped these perceptions?
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