

Brighid Kelly RN C PhD
Associate Professor, The Nell Hodgson Woodruff School of Nursing, Emory University, 531 Asbury Circle, Atlanta, Georgia 30322, USA
 
Preserving moral integrity: a follow-up study with new graduate nurses


Accepted for publication 21 August 1997


5;
~,
	KELLY B. (1998) Journal of Advanced Nursing 28(5), 1134-1145		Preserving moral integrity: a follow-up study with new graduate nurses	
The purpose of this follow-up study was to describe, explain and interpret how 
new graduate nurses perceived their adaptation to the 'real world' of hospital 
nursing and what they perceived as major influences on their moral values and 
ethical roles in the 2 years following graduation. The method was qualitative, specifically grounded theory. The earlier study took place when informants
. were senior nursing students. The follow-up study began after the informants 
had been practising for 1 year. Research questions guiding the study were: How
do new graduate nurses describe their adaptation to the 'real world' of hospital nursing? What do they describe as factors influencing their moral values and
ethical roles in hospital nursing? Preserving moral integrity was the basic 
psycho-social process that explained how these new graduate nurses adapted to
the real world of hospital nursing. Six stages of this process were identified:
I
 vulnerability; getting through the day; coping with moral distress; alienation from self; coping with lost ideals; and integration of new professional self-concept. Moral distress was a consequence of the effort to preserve moral integrity. It is the result of believing that one is not living up to one's moral convictions. Data supported that the most pervasive attributes of moral distress were self-criticism and self-blame, as informants judged their actions against their moral convictions and their standards of what a good nurse would do.
Moral distress was an acute form of psychological disorientation in which informants questioned their professional knowledge, what kind of nurses they were and what kind of nurses they were becoming. Theoretical explanations of these findings are grounded in social interaction and moral psychology theories, :
Keywords: moral distress, moral integrity, self-blame, self-concept, nursing,
professional ideals, professional identity, identity crisis, new graduate status



BACKGROUND OF THE STUDY

 respect as respect for patients and families,
respect for self, colleagues and the profession. They
described caring as 'the little things', associated, associated with showing concern and love, providing psychological support, getting involved, being cheerful and friendly. and
taking time to do a good job. They believed that respect for
others was basic to good nursing. They believed that good
nurses cared about their patients and how nursing was
done. Informants appeared to link professionalism with
The informants, in this follow-up study, had revealed their professional and ethical values in an earlier qualitative study. The aim of the earlier study (Kelly 1992a) was to explore the perceptions of senior nursing undergraduates about professional values and nursing ethics. Findings from that study revealed that informants perceived the essential ethics of nursing to be respect and caring. They described


good nursing. In light of these earlier findings, it was of
considerable interest to know how this particular group of
new graduate nurses were influenced by their transition to the real world of hospital nursing. The purpose of this follow-up study was to describe, explain and interpret how these informants, as new graduate nurses, perceived their adaptation to the 'real world' of hospital nursing and what they perceived as major influences on their moral values a(ld ethical roles in the 2 years following graduation.
REVIEWOF LITERATURE
Surveys reveal that new graduates are keenly aware that they need much support in making the transition from new graduate to experienced nurse (Burton & Burton 1982, Kersten & Johnson 1992). Yet, as multiple studies show, the real world experience of the new graduate is extremely traumatic. Hamel (1990) studied the transition of student to practising nurse using an ethnocultural method. The purpose of her study was to understand the influence of the hospital subculture on the socialization of the neophyte. She concluded that: (a) new graduates' entry into nursing practice was typified by fear 'of failure, fear of total responsibility, and, fear of making mistakes; (b) preceptors provided minimal support for these new nurses principally because they had little understanding of the preceptor role.
New graduate nurses experience severe job stress
(Speedling et al. 1981, Hamel 1990, Kelly 1996). Reasons for their stress have been found to be: lack of confidence (Speedling et al. 1981, Kramer 1985), self-expectations
[Kelly 1996), unrealistic expectations by clinical staff (Oechsle & Landrey 1987, Resler 1988, Kelly 1996), role conflict and role ambiguity (Brief et al. 1979, Kramer 1985), value conflicts (McCloskey & McCain 1987), and lack of support (Hamel 1990, Hartshorn 1992). The social climate into which the new graduate enters is also of great significance (Kelly 1996). Nelson & Fells (1989) found that interpersonal relationships/co-worker interaction, recognition and evaluative feedback were ranked as important elements in nurses' work satisfaction. What individuals believe about themselves and what they become is directly
related to how they are treated by those around them and what is expected of them (Weitstein 1971, Holloway & Penson 1987). Nursing students, especially, are intensely aware of the discrepancy between what they experience in hospital practice and what they are taught in schools of Ui!rsing (Beardshaw 1981, Melia 1987, Kelly 1993, Reutter ~a1. 1997).
~:Melia (1987) found that students coped with this discrepancy through rationalization and compartmentalization. Compartmentalization happens when nursing students, in moving from the worlds of academic education and hospital clinical practice, come to terms with ‘two versions of nursing', each with its own standards and

rules. Instead of questioning or confronting these diverse philosophies, students coped by rationalizing that they are 'just passing through' and apparently cope by 'fitting in' with each philosophy (Melia 1987 p. 165). However, by doing what is expected of them by the powers that be in two conflicting ideologies, they run the risk of becoming habituated to an unquestioning mode of behaviour (Greenwood 1993). Consequently, Greenwood (1993) believes these nursing students may become desensitized to human need and to poor nursing practice habits. The role of social interaction or social influences on moral identity was a major theoretical underpinning for the current study.
MORAL IDENTITY
Moral intuition, or moral sense, prompts people to be kind and considerate when encountering another human being in' distress (Habermas 1990, Wilson 1993). The development of a moral sense or moral identity is embedded in social interaction. Moral philosophers and moral psychologists agree that the reason that morals vary is because moral development is entrenched in social relations and cultural norms (Habermas 1990, Packer 1992, Wilson 1993). Although there appears to be no doubt that culture plays no small part in the development of a moral sense, few would disagree that the attitude of respect for persons, regardless of how it is culturally manifested, is one of the most universally accepted moral principles that exists. Also, although nurses are products of a diversity of social norms and cultural backgrounds, there are professional ethical standards that they are required to uphold. For nurses practising in the United States, ethical guidance for nursing practice is provided by the American Nurses Association (ANA) Code for Nurses (1985).
The moral nature of nursing practice is inherent in the nurse-patient relationship (Yarling & McElmurray 1986, Kelly 1990). Central to the discourse surrounding moral
values and nursing practice in hospitals is the concept of moral agency (Wilmot 1993). Numerous nursing articles have drawn attention to the difficulties experienced by hospital nurses acting as moral agents (Yarling & McElmurry 1986, Wilkinson 1988, Bishop & Scudder 1990). Harre (1983) stated that to be a [moral] agent is to conceive that one has power of decision and action. Curtin (1980) has suggested that the conflicts faced by nurses are grouped into two broad categories: (a) those that arise through institutional policies and physician orders, and
(b) those that arise from the usurpation of the legitimate authority of the nurse regarding nursing care.
A professional expectation is that nurses engage in ethical conduct. Yet, studies have found that although hospital nurses know what is ethical conduct in nursing practice, they believe that hierarchical pressures often make it difficult for nurses to maintain ethical standards

(Ketefian 1981, Buckenham & McGrath 1983). No doubt, for hospital nursing, organizational factors and work vari~bles influence ethical practice (Crisham 1981, Mayberry 1986). Holly (1993) described how nurses' perceived inability to act on behalf of their patients resulted in moral distress, frustration. and powerlessness. A perception of powerlessness to influence ethical decision-making is a common experience for hospital nurses (McKinley 1986, Erlin & Frost 1991). There is also reason to suspect that many nurses are confused about their ethical role (Davis 1979, Lawrence & Farr 1982, Smith 1996).
Levine (1989 p. 124) has stated that nurses have lost sight of the essence of nursing ethics, the relationship between nurse and patient. It appears that the current emphasis on bioethical quandaries, and what may be an obsession with 'ethical dilemmas', tends to obscure the ordinary everyday moral actions nurses engage in by responding to another human being in distress. These relatively simple acts, making a person comfortable. providing persons with information, accepting their informed health care decisions, providing respect and dignity in interactions, and just listening carefully to what a patient has to say, form the moral foundation of nursing practice. Yet, when researchers ask nurses to identify moral and ethical decisions they encounter in everyday practice, nurses most commonly provide a list of bioethical issues, abortion, euthanasia, switching off life support, or whether to inform terminally ill patients of their diagnosis (Fairbairn & Mead 1993). That these decisions fall within the realm of medical and not nursing practice leaves one even more bewildered. Schrock (1995) suggests these 'medical tendencies' in nursing create barriers for the development of nursing action. Although it is fully within the realm of nursing practice to be concerned with bioethical issues, it may well be that the ethics literature does not adequately reflect the common concerns of practising nurses.
Fairbairn & Mead (1993) found that when nurses were asked, 'What most upsets you at work?' or 'What makes you cry when you go home?', stories of moral distress evolved. These stories revolved around notions of 'respect'. 'dignity', and nurses' perceived inability to provide the standard of nursing care they believed right. Benner (1991) recommends storytelling in exploring the moral experiences of nurses. Because the purpose of this follow-up study was to explore what new graduate nurses perceived as influences on their moral values and ethical roles in nursing practice. they were encouraged to recall these experiences as if they were telling a story. Research questions guiding the study are: How do new graduate nurses describe their adaptation to the 'real world' of hospital nursing? And, what do they describe
as factors impacting on their moral values and ethical roles?
METHOD
The method was qualitative, specifically grounded theory. This follow-up study began after the informants had been practising for 1 year. The population was new graduate baccalaureate nurses. A sample of 22, of the original 23, participated in the follow-up study. Informants gave in. formed consent after they were briefed on the purposes of the study and how their confidentiality would be protected. Data were collected through open-ended, in depth, audio. taped interviews and were analysed through the constant comparative classification of patterns and themes. Nineteen informants were interviewed face-to-face and three, who had moved away, were interviewed using a speaker phone. All data were collected by the author.
The majority of informants were between the ages of 25 and 28, three were in their mid-thirties and two were in their mid-forties. Two were men and two females were Afro-American, All informants were practising in hospital nursing during the study. These hospitals were diverse in that although most were very large, several were quite small. In total. 10 hospitals were involved, three of these were teaching hospitals.
Methodological considerations
Glaser & Strauss (1967) defined grounded theory as discovery of theory from data. Grounded theory directs that a strategy of constant comparison be done throughout data collection and analysis. As data emerge the researcher compares each incident or data bit with previous data (Glaser & Strauss 1967 p. 108). Interview questions initially sought informants' recollections about their role in the previous study. The researcher attempted to place the informant psychologically in the time period when they first graduated and they were asked to reflect on these experiences. This was conversational in some ways but an attempt was made to be a good listener as informants were encouraged to tell the story of their experiences. Subsequent questioning pursued their perceptions of value changes and what they perceived as influential forces on their professional standards. Every effort was made not to influence informants' answers. Guba (1981) provides important guidelines on rigor and these were followed. Each informant was given the opportunity to validate data throughout the interview, and finally, to discuss anything he or she had thought of during the interview. Emerging themes provided direction for additional questioning. This data collection strategy, known as theoretical sampling, involves eliciting further information from informants that clarify or saturate emerging categories (Strauss & Corbin 1992). Glaser (1992 p. 102) has stated 'theoretical sampling in grounded theory is the process by which data collection is continually guided',	I

In analysing and interpreting the meaning of data, the researcher attempted to find common threads in informants' stories. In the ongoing analysis and interpretation the investigator began by using in vivo codes. These codes formed beginning themes such as 'no time', 'being afraid', 'perfectionist', 'self-blame', etc. These preliminary themes and respective data bits were examined for connectedness and further reduced to form categories. Categories were then compared to determine relationships and reduced to form main concepts. Conceptual density was evidenced by data saturation. In making sense of these concepts and what they meant to the informants, the researcher moves from the descriptive to the theoretical. This involved examining relationships among concepts and describing these relationships.
Thirteen informants were interviewed at the end of the first year and the remaining nine by the middle of the second year. No attempt was made to examine differences in these groups as all data were viewed as recollections of events that occurred in the first year of nursing practice. An open-ended questionnaire and preliminary findings were mailed to them in the third and final year of data collection. The purpose of this mailing was twofold. One, to provide informants with the opportunity to respond to preliminary findings (member checking) and two, to elicit further data that clarified or saturated preliminary concepts (theoretical sampling). To achieve these aims, a list of preliminary concepts, i.e. preliminary themes and emerging stages of adaptation to the real world of hospital practice was developed. Informants were instructed to corroborate or deny their experiences of preliminary themes and comment on the plausibility of emerging stages. The open-ended questionnaire sought answers to questions about the number of positions held since graduation, their reasons for changing positions, and also
sought responses to the following statement: 'Briefly describe the kind of nurse you are today.' Their responses to this final data collection strategy not only corroborated the stages emerging from preliminary analysis, but resulted in saturation of existing categories and concepts (Guba 1981, Strauss & Corbin 1992).
FINDINGS
A six-stage basic psychosocial process explaining how these new graduates perceived their adaptation to the real world of hospital nursing practice emerged. The six stages are: vulnerability; getting through the day; coping with moral distress; alienation from self; coping with lost ideals; and integration of new professional self-concept. Because the principal theme that linked all these stages
was preserving moral integrity, it was selected as the core variable in this grounded theory study (Strauss & Corbin 1992).
Preserving moral integrity
Preserving moral integrity is akin to preserving self and identity. When moral integrity is threatened so are self and identity. For new graduate nurses, professional identity is a crucial aspect of self. Therefore, maintaining a valued professional identity is a basic psychological process (Lichtenstein 1975). Because people have a strong psychological need to be the kind of persons they believe themselves to be, preserving moral integrity involves self-protective strategies (Epstein 1989, Higgins 1989). Consequently, as a result of self-protective strategies, in the struggle to preserve moral integrity, a revised professional self-concept emerges. The core variable, preserving moral integrity, incorporates all six stages of this basic psycho-social process.
The first stage, vulnerability, describes how these new graduates experienced the shock of being inexperienced members of the health care team. Their newness and inexperience in conjunction with their lack of confidence contributed to an overall vulnerability to group pressure and the demands of the work. The pressure to conform to social pressure and their own self-expectations provided the conditions for 'getting through the day.' In getting
through the day the new graduate struggles to preserve"
dignity as she experiences a dread of being humiliated. At this stage, informants attempt to meet the demands of the work by sacrificing their own standards of care. One consequence of this was moral distress.
Moral distress was revealed as the result of believing that one was not living up to one's moral convictions. The degree of distress appeared to be linked to the degree of professional responsibility experienced and to the extent they had internalized an ideal professional self-concept. The most pervasive attributes of moral distress were self criticism and self-blame as informants judged their actions against their moral principles and their standards of what a good nurse would do. These moral judgements were strongly linked to self-expectations and individual internalizations of professional accountability for patient care.
The four subsequent stages are directly related to coping with moral distress. In coping with moral distress certain self-protective strategies, such as avoiding patient interaction, actually provide the conditions for the fourth stage which is alienation from self. In the fifth stage, coping with lost ideals, the justification of value changes is a necessary defence mechanism resulting in the final stage, integration of a revised professional self-concept.
Stage I: Vulnerability
The concept of vulnerability is best illustrated in the
words of an informant:
. . . it is just the global newness. . . it is kind of overwhelming. You are new to the setting, new to working, new to all the technical

skills and new to the personalities. It is very difficult to hold yourself together and function in those early months. It is just kind of an overwhelming plunge, I think. Not everyone survives it.
They experienced vulnerability as fear and uncertainty about knowing the right answers, knowing the correct approach, or knowing where to find something when they required it in a hurry. Two major sources of stress at this stage were team influences and expectations, and self expectations.
Team influences and expectations
Informants talked about the resentment they experienced from both professional and non-professional staff. Some connected their ill treatment to the fact that they had a Bachelor in Science of Nursing (BSN) degree. Furthermore, their plight was complicated by the self-imposed pressure not to seem like they needed help.
The enormous importance of the team is not something that was stressed enough. It's real hard to work with those people and know how far you can question them, push them, suggest things to them and still get along with them. They resent us. But you need their help. You get the impression that they run the place, make the rules and own the place. Head nurses are intimidated by people like that because they are hard to replace.
It's nothing like you pictured in school. The work load, your coworkers. There are some that you can't get along with but you have to put up with them night after night. You need your coworkers. You need to work together even if you don't much care for this person's personality. It is a real struggle.
They described the stresses of trying to be good nurses under frightening conditions, inadequate staffing, 'finish their work on time' despite their inexperience, care for 'too many' acutely ill patients, and perceived a lack of support from both coworkers and nursing management.
I was still very uncomfortable admitting a sick baby. And when I had to do it, all the staff would disappear. Later I was told that the head nurse had told them that leaving me alone to handle it was the only way I would learn.
I was on the unit one night and this man, he was not my patient, was having trouble breathing. He needed suctioning. I went to the nurse who was taking care of him, another RN and said (I don't think it was in an accusatory way) that he needed suctioning and she became furious, she said 'What are you doing near my patient?' And she was just sitting there gabbing to someone. Finally, I went in and suctioned him and she was furious and said, 'You stay out of my patient's room' and I thought, 'this in front of a patient who was dying'. I was called to the office the following week because she had gone and complained about me and I was told that I shouldn't have done it.
This warning, that she 'shouldn't have done it' in effect asked a new graduate to reject an ethical obligation.
Because an important goal for these nurses was to succeed in their new positions, the powerful effect of hearing about a friend who 'did not make it' and the circumstances of her terminal interview reinforced the message, 'fit in or get out'. Not being liked by the group was identified as the biggest factor in 'not making it'. The excerpt that follows provides greater clarification of the circumstances surrounding 'not making it':
They just found a way to get rid of me. They told me that three patients complained about me. There was no way, ethically, you can involve them in a fight. Finally, whatever else they could have said about me... You are not hanging your IV's fast enough. .. Stood at the med. cart too long - I like to check and look and see if dosages are right and everything is right because you could kill someone with the wrong dose. 'You didn't empty the waste basket.' People are dying all around you and they are worried about the waste basket.
Not being fast enough was mentioned by every informant. Speed was perceived by many to be the main indicator of performance. Clearly, completing housekeeping chores took precedence over patient interaction. The number of discrediting encounters these new graduates experience begins to take a toll on their professional se1£conceptions. Images of the self, as reflected by experienced nurses, are a vital aspect of professional role development (Meleis 1975). While the above data bit provides a context for the kind of social pressure experienced by these nurses from their coworkers, another
source of psychological stress was equally powerful their self-expectations. Many described themselves as 'perfectionists' .
Self-expectations
In describing what it was like in those early months informants provided consistent data that they expected too much from themselves. The following data provide a context for this kind of stress:
At the end of the day you always felt like there was so much more you should have done. Although you knew that with the time you had you had done all you could. You still thought of all you hadn't done.
Lack of confidence in their clinical skills and fear of error resulted in a preoccupation with tasks. While this may be a perfectly normal transitional phase for novices, they experienced guilt about it. Among the many things they criticized themselves about was how much time they spent writing their nursing notes, not spending time with a patient who was frightened or dying, their inability to speak up when experiencing a patient being mistreated or disrespected, or not doing a treatment the way they were taught. However, coupled with these feelings of guilt was the notion that it was temporary. In other words, although they felt bad about not being the nurses they had envisioned,

they were able to mollify their moral intuitions with the thought that as soon as they became more experienced they would be able to do 'everything' for their patients. Or, that when they had more power they would ensure that patients were not mistreated. The extent of psychological stress engendered by lack of confidence and feelings of inadequacy were also revealed in the following data:
The biggest thing was being afraid all the time. I was worried about my clinical skills. It is just that you and only you are responsible for so much. You worry you won't hear someone's breath sounds correctly or you won't know what to say to a family. Being afraid constantly of not knowing what to do.
'Being afraid constantly of not knowing what to do.' The previous data bit not only illustrates the experience of feeling responsible for so much but also the lack of self confidence and how much self-doubt was experienced. Breakwell (1992) found that persons who are doubtful of their abilities have more faith in the opinions of others. Many began to question the values they held about nursing. Some suspected that their education has let them down. They sought ways to get through the day without drawing too much attention to themselves, meaning that choices had to be made about what was left out.
Stage II: Getting through the day
In getting through the day, priority was dictated by the extent of psycho-social pressure experienced. The following excerpts from the data reveal how new nurses judged themselves and their priority setting:
I prioritized to make sure I was finished on time. Took a lot of time charting... sometimes neglecting the patient. You get caught up in those little brownie points that might look good on your evaluation.
... a patient has a large decubitus ulcer. Nutrition is a very important thing. Without it there is no improvement. Three of these are total feeding. A round of meds to be given at noon and someone is being discharged and you have to stand there and try
to feed these patients and you end up sending back a tray - some
of the trays two thirds full - someone should have stood there and fed those people. They needed that. They needed that more than they needed the medicine you just gave them but I know that ifl didn't give the medicine and it wasn't signed off there would be holy hell to pay. While if I send back a tray that is almost full, nobody is going to bother. It is wrong, but there is no other way.
In these data bits, one gains insight into the conflict of wanting to do that which the team values while at the same time believing that one is doing wrong. The pressure of time was mentioned repeatedly by all informants. 'You just  haven't got the time.' Or 'I have no time to be caring.'  It becomes evermore apparent that the reason for much of
the ethical compromise is the issue of finishing on time. Thus, the inevitability of limited resources and lack of time become the reasons for not doing what one sincerely believes is the right thing to do.
I hardly have time to talk to parents. Some nights it's all you can do to keep up with feedings, your IV pumps and the IV comes out and you are a half hour behind because you can't get another one in and you start tearing your hair out.
I give my 5 p.m. and 6 p.m. medications at the same time. Sometimes I won't get them up in a chair even though that is the best thing for them. They are probably drowning in their own secretions and it would probably be better for them to get up in the chair. When I am really stressed out, I would not change dressings. It's not right but you haven't got the time.
Many informants referred to either their own mistakes or the mistakes of others. A few told of the humiliation they endured surrounding the process of reporting a medication error incident. It was implied that they would think twice in the future. Some discussed medication errors that were never reported. This was a heavy burden because they were torn between their ethical commitment to protect the patient and their fear of punishment. They rationalized not reporting these mistakes because they were not 'life threatening'.
There are people who feel so pressured they will do anything to get through the day, saying they gave a treatment that they didn't give. They did all kinds of things to stay alive. I don't know if these were life threatening things. But I know they did lots of things that were not right.
The extent of moral judging in the preceding data bits is very clear. In examining these data one should note the language used. Words like 'not right' or 'it is wrong' are all exemplars of moral judging. In many cases, the informants were judging their own actions. They also appeared to be experiencing a powerlessness to change anything. They appear to have accepted the blame for not being the kind of nurses they wanted to be. It may well be that their distress exacerbated powerlessness. The sadness and sighing displayed in describing these events was also very revealing as to the extent of moral distress.
Stage III: Coping with moral distress
Coping with moral distress appeared to involve the following defence mechanisms. Leaving the unit in search of better conditions, decreasing the stress by working fewer hours, dropping out of nursing, blaming nursing administration, blaming the hospital system, excusing one's actions and avoiding patient interaction were all methods supported by data in this study. Avoiding patient interaction, while it may have helped in the short run, also caused some to question their


professional identity, thus further contributing to personal distress.
When one is bombarded by events and actions that shock one's moral integrity one either gets away from it all or one deadens its impact by not seeing it anymore. If interaction with patients causes severe anxiety and frustration, the natural coping is to avoid the cause of this pain. The following data provide an illustration of this experience:
I put too much pressure on myself. I am not condoning the kind of care I give and if we had more staff I would provide the kind of care I believe should be given. To be the kind of nurse I want to be causes all kinds of frustrations. I went through burnout because of it. I was just going through the motions. Just giving physical care. Very short with patients. Some I avoided because of the frustration. I just didn't have the motivation.
I am working less hours. It was too stressful for me and too frustrating.
At this stage laden with self-blame, informants appeared to be experiencing a deep emotional and moral crisis.
Stage IV: Alienation from self
Alienation has been described previously in the psychology literature as the experience of 'a discrepancy between a set .of strongly internalized aspirations, norms and values, on one hand, and the opportunities for fulfilling them, on the other' (Finifter 1972 p. 9). Gergen (1971) describes alienation as the experience of being alienated from oneself because one's behaviour is inconsistent with one's conception of self. He also says that an even more powerful source of alienation comes from violating one's identity aspirations. There appears to be a painful awareness of the discrepancy between the nurse they had aspired to and the nurse they perceive they have become. The following data bits provide a sense of this experience.
There were things I thought very important. A person dying and you wanted to stand and hold their hand. .. because you knew they were frightened and lonely. .. but you were very busy and people might think you were lazy. My values say that talking to a frightened person is more important than changing a bandage.
When I first graduated I couldn't wait to get out there and be not just a good nurse but a great nurse. I really thought I would make a difference in the lives of my patients... I have really changed what I think of myself as a nurse. I am definitely not the kind of nurse that I wanted to be. But right now I am too burned out to expend the energy that becoming a 'great' nurse takes.
These data reveal their sense of loss and emotional pain experienced. 'I really thought I would make a difference. I am definitely not the kind of nurse I wanted to be.' The data support a number of lost ideals. First, is the loss of their own professional self-concept, their vision of the
kind of nurses they wanted to be. Second, is the loss of their image of nursing as they believed it was. One said 'nursing is not what it is cracked up to be'. A third loss is their dream of working collegially with other hospital nurses. And, another loss is their perception that they could make a difference. They are possibly grieving for a lost self.
Stage V: Coping with lost ideals
Because persons have a strong need to be the kind of persons they believe themselves to be, the awareness that one is not living up to one's values and principles causes tremendous grief and distress (Epstein 1989, Higgins 1989). Coping with the loss of ideals requires that one justify why one no longer does what once was valued. Rationalization is an important aspect of this stage. Rationalization is defined as a form of self-deception in which persons provide themselves with good reasons for their actions (Allport 1982). Most informants described themselves as 'more practical', 'not as idealistic', 'more flexible' than when they first graduated.
It is the severity of the people that you are dealing with that changes your attitude. You can't work with critically ill people. Be bombarded with work, bombarded with families and their questions, and respiratory therapists and doctors and not have changed your attitudes. I can truly say that after a year and a half of nursing, I am a lot harder type of person and a lot less sensitive than t was when I graduated.
Rationalizing one's change of values is vital to resolving the moral distress and personal crisis. It also involves not only revising one's self-concept but seeking ways to gain self-respect. This involves appreciation of new skills and values and rationalizing that these are better than previous ones. It involves the construction of a revised professional identity. A revised identity means incorporating within the self the image of self as viewed through the eyes of the team.
Stage VI: Integration of new professional self-concept
At this point in the psycho-social process there is a need to rebuild one's self-esteem and professional self-concept. This is accomplished by identifying strongly with the team.
I think my main concern has changed from the caring about the patients, which you would never say in school, to really caring about and helping my buddies as best I can. I guess the patient care is the ultimate goal that is why supporting the staff is more important because that way they receive help and the patient receives help. I need to survive to take care of the patient.
The construction of a new professional self-concept appeared to be related to gaining confidence in new skills
'-' .. -. ,,"

and becoming a team member. Two distinct phases were part of this social stage: gaining control and being respected by the team. Gaining control appeared to have everything to do with perceived confidence and being accepted by the team.
I haven't had a bad night in a long time because I am in control and a lot more confident. And you get a pediatrician and he tells you 'you did a really good job and you are really a good nurse and I'm glad you are working with me'. Then I know I am doing a good job.
Which comes first, confidence in oneself or the perception of others having confidence in one's actions? Being respected by the team is an important milestone in the experiences of these new graduates.
I am really good, and very respected. I am already an old timer. It just cracks me up. People come to me and ask me everything what is this medication - what should we do here? So and so is putting in a G-tube [gastroscopy] it might slip into the small intestine. They really respect me.
There may be a reciprocal process among the concepts of self-confidence and performance. The confidence of the team influences one and that appears to imbue more confidence. Denzin (1978) has suggested that identities are socially bestowed. The professional identities of these new graduates appear to have been socially constructed through interaction with the team.
DISCUSSION
The findings revealed a complex psycho-social process, namely the struggle to preserve moral integrity. Preserving moral integrity is an attempt to maintain a valued professional identity. The results of this study reveal what can happen to persons when their perceived, present professional conduct is found to be incompatible with their own (previously identified) criteria for good nursing (Kelly 1993, 1992a, 1992b). Because preserving moral integrity involves self-protective strategies, inevitably self and identity are changed by this process. In other words, a redefinition of self and identity was found to be one outcome of the struggle to preserve moral integrity. Sociologists such as Denzin (1978) and Goffrnan (1961) have described how social forces act on individuals to effect a transformation of identity. Goffrnan (1961) suggests that individuals are more vulnerable to identity changes when entering a new arena, in which their performances are judged by different rules and evaluators, than they had previously experienced.
The struggle to preserve moral integrity resulted in moral distress. Moral distress manifested itself as the Principal component of psychological responses to social !orces. When it is experienced that one's behaviour is inconsistent with strongly held moral beliefs, moral distress

occurs. The most pervasive elements of moral distress were self-criticism and self-blame. Self-criticism was associated with a lowered self-esteem and increasing self doubt. Self-blame appeared to be associated with powerlessness and self-disappointment. Informants were disappointed in themselves for not being able to assert themselves. Initially, informants experienced an uneasiness about not having done all that should have for patients; later they appeared to experience a certainty that they were not acting in accordance with their ethical codes. The most intense level of moral distress was reached when it dawned on these neophytes that they would never be able to deliver the kind of care that they had envisioned providing for their patients, and that consequently they would never be the kind of nurses that they had aspired to become. This resulted in an acute form of disorientation in which informants questioned what kind of nurses they were and what kind of nurses they were becoming. The extent of moral distress is a function of how deeply felt is the disappointment experienced. This is dependent upon the socialized self-expectations that informants held. These are in turn dependent upon the social conditions that gave rise to a person's unique moral sense and identity. The psychological process consequent to these social forces culminates in an identity crisis that resulted in a revised self-concept and professional values.
Theoretical explanations of these findings emanate from social interaction theories and from the work of moral psychologists. Social interaction theorists maintain that identities are socially bestowed, socially sustained and socially transformed (Mead 1962, Denzin 1978). Greenwood (1994 p. 26) maintains that personal identity is an intrinsically social and thus relational phenomenon. He says the moral orders that ground identities are a constitutive product of arrangements, conventions and agreements within social collectives. Of all social interaction theorists, Goffrnan (1961) provides the most extensive descriptions and explanations of how social interaction molds a person's identity.
Goffrnan's (1961 p. 128) work focuses on the notion that each person's life can be viewed as a 'moral career'. He suggests that each moral career has two sides. Internally, it involves how persons see themselves, how they experience their identities and the motivations that influence them. Externally, it involves the influence of social groups and the influence of hierarchical systems and organizations. Maintaining moral careers involves regular changes in how persons view themselves and their criteria for judging themselves and others (Goffrnan 1961, Epstein
1989). .
Moral psychologists state that moral values are more directly connected with the actual social conditions in which they must operate than any other intellectual function (Damon & Colby 1987). Packer (1992) suggests

the sources of moral development lie not within the individual or even the socializing parent, but within the social practices in which persons practice. The implications of these theoretical underpinnings are tremendously influential when considering the social environment of hospital units.
In adapting to the real world of nursing practice, new graduates are essentially adapting to a new culture and social group. An assumption made by new graduates is that they are entering a culture that they know and understand. This misconception is one of the first disillusionments they experience. The extent of the discrepancy between their expectations and reality depends a good deal upon their own ideals and professional aspirations. Intrinsic to the values of these informants was a strong sense of individual professional responsibility and accountability for patient care (Kelly 1993). It seems plausible that since this particular small group of nurses
entered nursing with high ideals and very definite ideas of how professional nurses should act and be treated, they were at higher risk for disillusionment. It is quite possible that the very act of participating in the original study reinforced their moral ideals about nursing. Add to this scenario a strong need to succeed, fear of failure and lack of confidence, and one gets a sense of how vulnerable these new graduates were.
What can be concluded from these findings? It is believed that self-doubt and confusion as a result of intense stress and the desire to fit in resulted in greater reliance on others as references for self-evaluation. Important questions left unanswered by this study are related to which psychosocial event is antecedent and which is consequent. For example, does lack of confidence lead to
low self-esteem, ultimately resulting in compromised standards of care, and consequent self-disappointment and moral distress? Or, does perceived social coercion, in the form of ridicule, give rise to impaired competency, lowered self-esteem and consequently compromised standards and moral distress? The answers to these questions are important in finding solutions.
The findings confirm that many of these new graduates experienced alterations in ethical and moral values in the first Z years of hospital nursing practice. Data evidenced substantial changes in professional and ethical values when contrasted with prior data (Kelly 1993, 199Za, 199Zb). This psycho-social process is contingent on the extent to which the new graduate assimilates the norms
and values of the hospital system and the team as their own. It appears that the particular culture on a hospital unit is of vital importance in determining the new graduate's experience. It cannot be concluded that all participants experienced all six of these evolutionary changes. Some moved on to environments that supported their values. Two dropped out of nursing because it was 'too painful'. Two participants believed that while they
experienced a great deal of stress related to their perceived role they also received support and encouragement. In each of these cases the head nurse's role was considered the greatest influence.
Implications for nursing education, practice and research
Education
Nursing educators need to invest in preparing the new graduate for the social forces that will affect them. The many references to the team suggest that emerging neophytes are unprepared to function as members of a team. Possibly too much emphasis is placed upon individual performance in nursing school. Perhaps if more attention was given to team performance, new graduates would be more skilled as team members. In addition, the notion of self-confidence has received scant attention in nursing education. Tied closely with this is the concept of self evaluation. If nursing students had more practice evaluating themselves, they might be better able to trust their opinions about themselves and their contributions to a team effort. Having a strong sense of self could possibly protect the emerging graduate from the influence of system pressures. Instructional strategies need to be considered in all these areas.
Practice
Findings from this study confirm that individual ethical standards are influenced by group norms. This finding has serious implications for new and inexperienced nurses entering the real world of nursing practice. Several recent studies provide examples of how the ordinary interactive styles of some nurses dehumanize patients on a daily basis (Johnson &. Webb 1995, Hewison 1995). Johnson & Webb (1995) reported that although some nurses experienced guilt about the negative labeling and social judgements they were incapable of defending the patients targeted. One nurse was quoted as saying, 'I keep my head down really', although she expressed discomfort with the labeling. Another said 'and it's been very hard to sit there and stand up for what you think shouldn't have been said. You might be put down' (Johnson & Webb 1995 p. 468). Hewison's (1995) observational study described how nurses use their power to force patients to do what the nurse wants. The point is that if experienced nurses are intimidated by the actions of their coworkers, one can but imagine the social influence on new members of the profession.
Moral stories told by medical students attest to similar situations in medical practice (Dwyer 1994). Dwyer concluded that habitual silence in the face of perceived wrongs results in permanent changes in ethical values. Habits are hard to break. Learned habits may be the

underlying reason for the abuse experienced by these new graduates. Many nurses learn these habits from their own treatment. In drawing this conclusion, hospital nursing is compared to a dysfunctional family in which hospital nurses are victims. Alavi & Cattoni's (1995) recent portrayal of the cruel socialization experiences of nurses adds an important perspective to this discussion. Their discussion of Canetti's metaphor of 'stings' is particularly valuable in considering explanations for these behaviours. Canetti (1978) suggested that when people become the victims of a degrading or embarrassing experience, 'a sting' lodges within them and they await an opportunity, 'an exact replica of the situation', to pass on the sting.
Explanations of internalized powerlessness and oppression are vital to understanding these phenomena (Hedin 1986, Rather 1994). It is quite reasonable to assume that nurses are more vulnerable to being obedient to authority because of an educational socialization that includes many oppressive practices (Rather 1994). The importance of ideological influences in nursing education and practice also need to be addressed. In nursing, the continued dominance of the medical model with full support from nurses, continues to devalue the potentially powerful role of the nurse. Nurses who aspire to be more like physicians are forever doomed to frustration because they cannot make medical decisions. Meanwhile, they ignore the enormous power that lies within their reach, the power of the nurse to interact with patients as human beings and make a difference in how they live and die.
Implications for the quality of patient care are evident in
these findings. The economic and health outcome cost of medication errors is staggering. However, the cost of a medication error goes far beyond the consequences of the error itself. There is also the psychological cost to the nurse involved. Not only is the burden personally distressing, but there is good reason to believe that it interferes with subsequent performance (Arndt 1994). Making nursing practice errors does appear to cause anxiety and decrease self-confidence which in turn may hinder competence (Meurier et aI. 1997). What appears to be needed is a more realistic approach to nursing practice errors, beginning with the principle that errors will occur, the best way to prevent errors is to provide support and assistance to new and inexperienced nurses.
Research
The importance of this research is in its explication of moral distress consequent to social forces. The study presents preserving moral integrity as the central phenomenon of concern within the context of social interaction. Antecedent variables were identified as the values  and principles that form the unique moral identity of these informants. The characteristics of moral distress were described and grounded in data. The most pervasive elements of moral distress were self-criticism and self
blame. Self-criticism was highly associated with a lowered self-esteem and increasing self-doubt. Self-blame appeared to be associated with powerlessness and self disappointment.
The clinical significance of moral distress would appear to be an important topic for a research study. Symptoms of
moral distress closely parallel symptoms of depression. A
negative view of self and identity, manifested by feelings of worthlessness, self-blame or negative self-evaluations is symptomatic of clinical depression (Segal 1988, Higgins 1989, Jack 1991). In what ways is moral distress related to depression? A research question might be 'What are the health related outcomes for nurses experiencing negative moral self-appraisals?'
It may be that moral distress is more pervasive in the health related disciplines than in other occupations.
A study exploring the phenomenological experience of moral distress would yield significant data of the various ways nurses experience moral distress and how they cope. A secondary aim in such a study might include the perceived relationship between moral distress and clinical decision-making or patient care. For example, how do nurses experience their clinical decision-making abilities affected by moral distress?
One must not lose sight of the fact that this was a longitudinal study of 22 informants. Whether or not the experiences of these new graduates are representative of new graduate nurses as a whole requires much more research. However, an analogous study with English graduate nurses reveals many similarities (Kelly 1996). Leathart's (1994) recent study on the socialization of ICU nurses also supports the findings of this study. In another related study, Lindop (1989) interviewed 23 nursing students who left their training in response to stress. It was revealed that these students experienced the most stress in clinical related predominantly to the negative attitudes of other nurses. The area of team 'belongingness' in nursing and how new members to the team are affected has received little exploration in nursing research.
In summary, this study emphasizes the importance of social forces in the maintenance of professional values and simultaneously, the maintenance of a valued professional identity. The psychological significance of maintaining a valued professional identity is not fully understood. However, it appears as though a perceived disparity between what persons expect from themselves and what they experience in everyday practice can predispose them to moral distress which may result in a revised professional self-concept. However, the full repercussions and the long-term effects of moral distress in practice settings are unknown. Therefore, a study specifically focusing on the phenomenological experience of moral distress is needed.
Another major problem in nursing, highlighted by the findings of this study, is the disparity that exists between


the philosophies of the socializing forces in schools of nursing and the Teal world of nursing practice. In nursing education, students need to learn how to deal with the unexpected and learn from it. They also need to learn that, under the best of circumstances, things go wrong. They need to forgive themselves when they are unable or incapable of doing all that they would like to do. In nursing practice, experienced nurses need to realize the importance of providing a supportive environment for new graduates. The findings of this study support the notion that social pressure is not only very influential in modifying values and behaviour but is a source of much distress that may result in impaired performance. Impaired performance can adversely affect self-esteem and self-confidence. In this circular web of causation, one can understand how the vulnerability of the new graduate nurse combined with a lack of support can potentially result in the perpetuation of this psychosocial process.
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