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ABSTRACT 

DOROTHY FOGLIA 

FACTORS WHICH INFLUENCE PEDIATRIC INTENSIVE CARE UNIT NURSES 
TO LEA VE THEIR JOBS 

AUGUST2008 

The United States (U.S.) is in the midst of a nursing shortage that is expected to 

increase as 'baby boomers' age and the need for health care grows. Job burnout and 

dissatisfaction are driving forces that prompt nurses to leave the profession and their jobs. 

High nurse turnover and vacancy rates are affecting access to health care, and there are 

correlations between adequate levels of RN staffing and safe patient care. In addition to 

these issues, high turnover rates have sizeable financial implications. In 57% of all U.S. 

hospitals, critical care nurse positions are the most difficult to fill. Pediatric Intensive 

Care Unit (PICU) nurses, a forgotten subgroup of critical care nurses, are more 

vulnerable to dissatisfaction, as they face issues unique to caring for critically ill children 

and their families. The purpose of this qualitative study was to discover why nurses 

voluntarily left the PICU at Children's Medical Center (Children's) in Dallas, Texas. The 

specific aims of this study were to (a) determine the factors that influenced PICU nurses' 

decisions to leave their jobs, (b) relate these factors to the uniqueness of the PICU setting, 

and (c) propose an evidence-based set of strategies for retaining PICU nurses. Ten PICU 

nurses who voluntarily left Children's were interviewed. Critical theory provided the 
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philosophical framework, while the methodological frameworks were action research and 

Heideggerian hermeneutic phenomenology. Data analysis was conducted using the 

circular hermeneutic process described by Heidegger and explicated by Diekelmann. 

From the findings of this study, I concluded that there is an inescapable and inevitable 

tension between the human factors and the PICU work environment. Each nurse 

identified the constitutive pattern of Unrelieved Job Stress as the major reason they left 

the PICU. The multidimensional and interactive environmental characteristics of Nature 

of the Job, Insufficient Resources, and Negative Perceptions of Managers/Team Leaders 

contributed to the development of job stress. The results of this study revealed the 

evidence needed to begin to focus on the interventions in the areas of nursing practice, 

education, and research required to reduce the likelihood of losing more PICU nurses. 
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CHAPTER I 

INTRODUCTION 

My shift began as any other in the Pediatric Intensive Care Unit (PICU) - report, 

bed safety checks, assessment, and so forth. I had taken care of Jessi for three months -

dear, sweet Jessi - two years old, burning red hair framing her brilliant blue/green eyes 

and pudgy cheeks, freckles everywhere. Jessi received a liver transplant and suffered 

multiple complications including renal failure. Today was the day Jessi would die. Her 

mother, an artist, orchestrated her death with as much passion as if she were creating one 

of her splendid paintings we so often watched her do as she sat at Jessi's bedside. Jessi 

died in the arms of her parents. Losing Jessi was like losing one of my own children. I 

was given the time on this day to do all the things Jessi and her family needed- a trip to 

the chapel, taking pictures, sorting through the mounds of personal items that had 

accumulated, and saying goodbye. 

At the time of this story, the PICU was a very different place than it is today. In 

the hospital at which I worked, we only had one PICU that took all types of critically ill 

infants and children. We were oftentimes stretched for staffing or resources. However, if 

you needed a hand, someone was almost always willing to help. Everyone knew each 

other, at work and outside of work. We were a cohesive team. We were a "family" away 

from home. In this same hospital today, there are three large and very busy critical care 

units, with three separate staff groups caring for three or more distinct patient 
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populations. Today the PICU has fewer resources, more severe staffing shortages, sicker 

patients, more patients, and less time to do the "things" nurses and families "need" during 

difficult times. I am not sure, given the same situation in today's PICU world, the nurse 

would have the time to do all that I described. Today, another patient would be waiting in 

the "wings" for Jessi's bed. 

Working in the PICU as a Registered Nurse (RN) can be as rewarding as it can be 

painful. As a novice PICU nurse (and an experienced adult critical care nurse), I was 

terrified of caring for a really sick infant. Over time, my previous critical care skills 

kicked in, and I was less afraid. It was not until I gained confidence in my pediatric skills 

and received confirmation from my peers that I realized what a great job I had working in 

the PICU. The joys of watching a critically ill child- my patient- recover from a near

death illness or injury was more than enough motivation for me to continue through the 

many rough times. Even if my patient died (like Jessi), knowing that somehow I had 

made a difference in the care of that brokenhearted family was a powerful incentive to 

stay in the PICU as a bedside nurse. Although gratifying for me, these rewards are not 

enough for many PICU nurses today. Caring for critically ill infants and children and 

their distraught families is not for the timid. This job requires tenacity and strength equal 

to that of a warrior. The daily battle of fighting for the life of a child is a noble job, a job 

that many pursue, yet many leave. Since my first day as a PICU nurse in 1987, I have 

sought to understand what would drive a nurse away from such a gratifying career. What 

could be greater than making life better for the sickest kids in the hospital? 
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Focus of the Inquiry 

Advances in medicine and technology promise better care and outcomes for 

children today. Yet as the miracles get bigger, so do the challenges. According to the 

National Association of Children's Hospitals and Related Institutions (NACHRI) in 

2001, more than 3 million children are hospitalized annually, with about one-third being 

admitted to free-standing children's hospitals (Haugh, 2006). Although free-standing 

children's hospitals represent only one percent of all U.S. hospitals, they account for 1.6 

million emergency department visits annually, 8.3 million outpatient visits annually, 39% 

of admissions, 49% of inpatient days, and 59% of costs (Haugh, 2006). With medical 

advances allowing more conditions to be treated on an outpatient basis, children admitted 

to the hospital are the most acute cases. Children's hospitals allocate 26% of their beds to 

ICUs, compared to general hospitals that devote only 9% of their beds to the critically ill. 

As with adult hospitals, workforce issues bedevil children's hospitals. The high impact of 

pediatric health care in acute care, coupled with the current nursing shortage, poses an 

even bigger challenge in the PICU. There is a more urgent imperative for adequate 

numbers of PICU nurses. 

PICU nurses are more vulnerable to dissatisfaction, as they face issues unique to 

caring for critically ill children and their families. On a daily basis, the experience of 

caring for children who are in pain, who are suffering, and who are dying can become 

unbearable for nurses and can influence their decisions to leave their jobs. These repeated 

experiences may cause stress and can lead to burnout. Additionally, lack of resources and 

support to deal with the stressful nature of their jobs may contribute to dissatisfaction 
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and, eventually, their departures. Efforts must be made to understand what factors 

influence these nurses to leave the PICU. Although current nursing literature is 

overflowing with information related to the nursing shortage and nursing turnover, very 

little is published about this small percentage of nurses in the PICU and the factors 

affecting PICU nurses' job satisfaction and intent to leave. More research is needed on 

the PICU nurse, knowing that they are a unique population that may have unique 

characteristics that influence their decisions to leave their job. 

Pediatric nurses have greater work demands and unique challenges in their work 

environments. They provide care to the child and family (Betz, 2006). The traditional 

family unit has evolved into present-day forms that challenge care to families. Nurses 

must interface with many diverse groupings of caregivers, such as divorced parents with 

varied custodial rights, stepparents, birth parents, adopted parents, surrogate parents, 

foster parents, custodial family members, and legal guardians. Contemporary parenting 

models complicate the provision of nursing care, resulting in more complex psychosocial, 

legal, and ethical issues, all which require equal attention. Furthermore, scientific and 

medical advances have created pediatric health care environments that require nurses to 

possess highly specialized technical and clinical knowledge and skills. Coupled with this 

technical expertise, PICU nurses must possess the temperaments necessary to deal with 

the human drama and high levels of stress that surround caring for and meeting the 

complex needs of critically ill children and their families (Betz; Bratt, Broome, Kelber, & 

Lostocco, 2000; Choi, Bakken, Larson, Du, & Stone, 2004). 
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Nurses, in general, work in a complex environment in which change is occurring 

at an exponential rate. Nurses are required to provide more care for sicker patients with 

fewer resources and greater demands on their time. In the PICU, this situation is 

exaggerated. Children in the PICU are seriously ill, oftentimes unstable; they are 

vulnerable to sudden changes in their status, which sometimes become fatal. In this 

context, patients are dependent on the nurses for essentially all of their needs, and PICU 

nurses are expected to function at a high level of professional competence, allowing very 

little room for error (Rashotte, Fothergill-Bourbonnais, & Chamberlain, 1997). PICU 

nursing requires advanced expertise acquired through experience. Nurses new to the 

PICU often feel overwhelmed by the reality of daily crisis and chaos. PICU nurses must 

learn to balance the technical and humanistic aspects of patient care, both of which are 

essential to patient outcomes and nursing job satisfaction. When nurses are overworked 

and driven by patient crisis, nurses become dissatisfied with their jobs, disengagement 

increases, and retention suffers (Kowalski, Bradley, & Pappas, 2006). Likewise, nurse 

leaders are stressed by dissatisfied staff, high nurse turnover, a fiercely competitive 

nursing workforce market, budgetary constraints, patient quality issues, a nationwide 

nursing shortage, and rising patient expectations. 

In summary, PICU nurses and PICU nurse leaders are equally dissatisfied with 

today's state of affairs in the PICU. This study allowed these two groups to work 

collaboratively to determine the factors that influenced PICU nurses' decisions to leave 

their jobs, relate these factors to the uniqueness of the PICU setting, and develop 

evidence-based strategies for retaining nurses in this practice setting. In the next chapter, 
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a detailed review of the literature revealed a continuing gap in the body of knowledge 

related to the PI CU nurse and work environment, thus emphasizing the relevance of this 

study. 

Statement of Purpose 

The purpose of this qualitative action research study was to discover why nurses 

voluntarily left the PICU in one large pediatric hospital, Children's Medical Center 

(Children's), in Dallas, Texas. Specific aims of this study were to (a) determine the 

factors that influence PICU nurses' decisions to leave their jobs, (b) relate these factors to 

the uniqueness of the PICU setting, and ( c) propose an evidence-based set of strategies 

for retaining nurses in this practice setting. 

Background 

The unique circumstances experienced by PICU nurses must be understood in 

order to fully appreciate the factors that influenced PICU nurses to leave their jobs. The 

subsequent discussion will include a synopsis of the history and nature of critical care 

nursing and facts about the current nursing shortage. 

Critical Care Nursing 

Although there have always been very ill and severely injured patients, the notion 

of critical care nursing is fairly modern. Intensive Care Unit (ICU) nursing, now more 

commonly referred to as critical care nursing, emerged in the 1950s with the inception of 

the first intensive care units and the need for one-to-one care from a nurse (American 

Association of Critical Care Nurses [AACN], 2006). 
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The AACN (2006) defines critical care nursing as a specialty within nursing that 

deals exclusively with human responses to life-threatening problems. Critically ill 

patients are those patients who are at high risk for actual or potential life-threatening 

health problems. The more critically ill the patient, the greater the possibility exists that 

the patient will be highly vulnerable, unstable, and complex, thereby requiring intense 

and vigilant nursing care. Not only is the critical care nurse responsible for ensuring that 

the patient receive optimal care, but the nurse is responsible for providing optimal care to 

the patient's family as well. 

According to The National Sample Survey ofRNs (NSSRN) conducted in 2000, 

there were 403,527 nurses in the U.S. who cared for critically ill patients in hospitals 

(U.S. Department of Health and Human Services, 2000). Of these, 201,833 (17%) spent 

more than half of their time working in ICUs, 70,241 nurses worked in step-down or 

transitional care units, 94,912 nurses worked in emergency departments, and 36,541 were 

in post-operative recovery units. These nurses represented a variety of ICU areas, 

including the PICU and Neonatal Intensive Care Unit (NICU). Of this same group of 

nurses who were employed in a hospital setting, 44,949 (6.6%) worked in areas that cared 

for pediatric patients, and 34,284 (5.1 %) of the nurses worked in areas that cared for 

newborns. 

Critical care nursing is a challenging specialty due to the nature of the life

threatening problems experienced by the patient. Critical care nurses are accountable for 

a wide variety of responsibilities in what are often high-stress situations; therefore, they 

rely upon a specialized body of knowledge, skill, and experience. Nurses are expected to 
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create an environment that is healing, humane, and caring. Foremost, the critical care 

nurse is a patient advocate, respecting and supporting the basic values, rights, and beliefs 

of the patient. The PICU nurse feels tremendous accountability as he/she essentially cares 

for both patient and family. 

The AACN (2006) further delineates this nurse role of patient advocacy. Nurses 

respect and support the right of the patient or the patient's designated surrogate to 

autonomous, informed decision making. They intervene when the best interest of the 

patient is in question. Nurses respect the ·values, beliefs, and rights of the patient by 

providing education and support to help the patient or the patient's designated surrogate 

make decisions. Nurses represent the patient in accordance with the patient's or 

designated surrogate's choices, support the patient's decisions, and transfer care to an 

equally qualified critical care nurse. Nurses intercede for patients who cannot speak for 

themselves in situations that require immediate action. Finally, they monitor and 

safeguard the quality of care the patient receives, acting as a liaison between the patient, 

the patient's family, and other health care professionals. 

The future of critical care nursing is hopeful and secure, yet ominous. Rapid 

advances in patient care technology and medical science have contributed to keeping 

more patients out of hospitals. Therefore, patients in the hospital are more critically ill, 

especially those patients in critical care units. Many patients, who would have been in a 

critical care unit five years ago, are now being cared for on general care floor units in the 

hospital or at home. Patients in today's critical care units would not have survived in the 

past. Critical care nurses are required to keep pace with the latest patient care information 
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and to develop skills to manage new treatment modalities and technologies. As issues 

relating to patient care become even more complex in the future, critical care nurses must 

become ever more knowledgeable. Retaining this special group of nurses is of the 

essence if we are to continue this high level of technical care for critically ill patients. 

The U.S. is in the midst of a nursing shortage that is expected to increase as Baby 

Boomers age and the needs for health care grow. In the U.S., the national turnover rate 

for hospital nurses was 12% in 1996, 15% in 1999, 26% in 2000 (Larrabee et al., 2003), 

and from 18% to 26% in 2002 (Joint Commission on Accreditation of Health care 

Organizations [JCAHO], 2002). In 57% of all U.S. hospitals, critical care nurse positions 

are the most difficult to fill (Stechmiller, 2002). Job burnout and dissatisfaction are 

driving forces that prompt nurses to leave the profession and their jobs (Aiken, Clarke, & 

Sloane, 2002; Aiken, Clarke, Sloane, Sochalski, & Silber, 2002; Aiken et al., 2001; 

Buerhaus et al., 2005). High nurse turnover and vacancy rates are affecting access to 

health care (American Hospital Association [AHA], 2006; American Organization of 

Nurse Executives, 2002), and there are correlations between adequate levels of RN 

staffing and safe patient care (Agency for Health Care Research and Quality, 2004; 

Aiken, Clarke, Cheung, Sloane, & Silber, 2003a; Aiken, Clarke, Cheung, Sloane, & 

Silber, 2003b; Aiken, Clark, & Sloane, 2002; Aiken, Clarke, Sloane, Sochalski, et al., 

2002; Blendon et al., 2002; JCAHO; Kaiser Family Foundation, 2004; Needleman, 

Buerhaus, Mattke, Stewart, & Zelevinsky, 2002). In addition to these issues, high 

turnover rates have sizeable financial implications. For example, the average cost to 

replace one critical care nurse in 2002 was approximately $64,000 (VHA, 2002). In the 
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PICU today, this cost is much higher. For each nurse who leaves the PICU, the total cost 

to orient a replacement is estimated at $113,320 for a new graduate RN and $73,552 for 

an experienced RN (Stipe, 2006b ). 

The Nursing Shortage 

Health care delivery in the U.S. continues to undergo astonishing change, and the 

nation's shortage of RN s has become both a workforce and public health issue (Hart, 

2005). In an Institute of Medicine (IOM) report (2004), evidence revealed that the typical 

work environment of nurses was characterized by many serious threats to patient safety. 

These threats were found in all components of the organization, including management 

practices, workforce deployment practices, work design, and culture. More specifically, 

drastic shifts in patient acuity, patient loads, RN work design, and RN and allied health 

staffing have affected the. RN work environment. 

Nurses report that they are practicing in situations that lack congruency between 

patient needs and organizational demands (IOM, 2004). Research is now revealing what 

physicians, patients, other health care providers, and nurses, themselves, have long 

known: how well individuals are cared for by nurses affects health and, at times, can be a 

matter of life or death. As physicians in the American College of Critical Care Medicine 

(ACCCM) have distinguished, "Critical care nurses do the majority of patient 

assessment, evaluation, and care in the ICU" (Brilli et al., 2001, p. 2011). Investigating 

factors that are related to PICU nurses' decision to leave their jobs provided insight into 

departmental and/or organizational approaches for retaining these valuable PICU nurses. 
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The nursing shortage facts and figures in the U.S. are frightening. According to 

the AHA (2006), U.S. hospitals need approximately 118,000 RNs to fill the current 

vacant positions nationwide. According to the latest projections from the U.S. Bureau of 

Labor Statistics, more than 1.2 million new and replacement RNs will be needed by 2014 

(Hecker, 2005). According to American Association of College of Nurses (2005b ), even 

though there was a 9.6% increase in baccalaureate nursing programs in 2005, this will be 

insufficient to meet the projected demand for nurses. In 2005, U.S. nursing schools 

rejected 41,683 qualified applicants due to an insufficient number of faculty, clinical 

sites, preceptors, classroom space, and budget constraints (American Association of 

College of Nurses, 2005a). 

With fewer new nurses entering the workforce, the average age of RNs is steadily 

increasing. The average age of the RN in 2004 was 4 7 years, up from 45 in 2000, and the 

RN population under the age of 30 dropped from 25% of the total nursing population in 

1980 to 8% in 2004 (U.S. Department of Health and Human Services 2000, 2004). 

According to the July 2001 report from the General Accounting Office (GAO) (2001), 

40% of all RNs will be older than age 50 by 2010. According to the 2004 National 

Sample Survey of RN s, the total number of RN s is growing at the slowest rate in 20 

years. 

Another source contributing to the nursing shortage is that only 5 8% of the total 

RN population in the U.S. (i.e., 2,909,467) works full-time in nursing. Of those nurses 

employed, 56% worked in hospitals compared to 59% in March 2000. The causes of the 

nursing shortage include nurse short staffing, poor work conditions, inadequate resources 
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for nursing research and education, the aging nursing workforce, expanded career options 

for women, nursing's predominantly female nature, the increasing complexity of health 

care and care technology, and the rapidly aging population. Because research has shown 

that an inadequate quantity of skilled nurses in clinical settings had a significant negative 

impact on patient outcomes, including mortality, the nursing shortage is literally taking 

lives and impairing the health and well-being of patients in the U.S. (Center for Nursing 

Advocacy, 2005). 

The NSSRN in 2000 indicated that only 6.6% of the total RNs (at that time) were 

employed in pediatric settings (U.S. Department of Health and Human Services, 2000). 

Although the report specific to specialty designation has yet to be published, the 2004 

NSSRN has published the preliminary findings related to employment settings (U.S. 

Department of Health and Human Services, 2004). Results from the 2004 survey 

indicated a trend away from the hospital as the setting for the principal nursing position, 

with 56% working in the hospital in 2004, compared to 59% of the total RN s working in 

the hospital in 2000. No doubt, the decrease in the number of nurses working in the 

hospital setting will widen the gap of those self selecting to the pediatric subspecialties 

(including the PICU). Recruitment and retention of pediatric and PICU nurses in the next 

decade will become a strategic and operational issue facing children's hospitals. 

The status of the nursing shortage in Texas is just as shocking as that at the 

national level. Hospitals, the largest employer of registered nurses (RNs) in Texas, face a 

grave situation with 15.6% turnover and 9% vacancy rates (Texas Department of State 
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Health Services, 2004). Children's PICU RN turnover rate in 2006 was 25%, with a 

vacancy rate of 10%, representing a more serious situation (Stipe, 2006b ). 

Health care workforce issues in Texas mirror those nationwide; however, the 

demographic changes in the state forecast, coupled with Texas' long-standing health care 

issues, make the state of nursing more urgent in Texas. According to the Texas Behavior 

Risk Surveillance Survey, the list of the state's main health indicators linked to public 

health problems includes poverty, ethnic minority status, a high uninsured rate, age, a 

high teen pregnancy rate, low education levels, high obesity rates, and prevalent chronic 

disease (Texas Institute for Health Policy Research, 2004). All of these problems will 

worsen as the state's population increases. The state's current RN workforce will not be 

adequate in number to serve these needs despite current initiatives. 

Nursing education programs cannot provide enough new graduates to assuage this 

shortage. The U.S. Department of Health and Human Services (2005) conducted an 

investigation of nursing education in five states. Criteria for selection into this study 

included states in the lowest quartile for the number of nurses per capita, who had a 

majority of public nursing schools with a mix of school sizes and degree programs and 

that were geographically dispersed. The final report addressed the supply of nurses and 

the nursing shortage in California, Georgia, Indiana, Texas, and Utah. Although the 

supply of nurses in Texas is expected to grow by 25% between 2000 and 2020, this 

growth will not meet the demand. As a result, Texas will experience a shortage of 52,000 

nurses. Many nursing schools in the U.S. are deleting pediatric clinical experiences from 

their curricula, decreasing exposure to pediatrics, and decreasing recruitment into 

13 



pediatrics for new graduates (M. Bratt, personal communication, June 2, 2007). These 

changes exacerbate the nursing shortage in the PICU even further. 

The nursing shortage is much more pronounced for critical care nurses (AACN, 

2006). Health care organizations across the U.S., from academic medical centers to 

community hospitals, are experiencing the ramifications of a severe shortage of critical 

care nurses. Critical care nurse vacancy rates of over 20% and vacancy periods of over 

three months have been reported (Kuhl, 1999). Some organizations are being forced to 

close critical care beds and, in some cases, critical care units. In Texas during 2003, 

vacancy rates for RNs in critical care were 14.6%, as compared to 10% in emergency 

departments and 5.8% in NICUs (Texas Institute for Health Policy Research, 2004). 

In order to fill critical care nurse staffing gaps, some organizations have resorted 

to employing temporary and traveling critical care nurses. The number of requests has 

skyrocketed nationwide, with increases to 45% for adult critical care units and 50% for 

PICUs and NICUs (AACN, 2006; Chwedyk, 2000). This method of staffing is oftentimes 

cost prohibitive, as temporary help costs twice that of the average nurse salary in the 

PICU (Children's Medical Center, Human Resources, personal communication, April 2, 

2007). Even more critical is that it is extremely difficult to find RNs with the 

competencies and credentials to meet the high technology and care needs of the PICU 

patient. 

The AHA (2006) survey of U.S. hospital leaders illustrates hospitals' daily 

challenges that make it harder to keep the promise of caring and healing. U.S. hospitals 

face workforce shortages in key care-giving professions, with vacancy rates being the 
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highest for nurses at 8%. According to 40% of the hospitals in this survey, RN 

recruitment efforts were more difficult than for other health care professional positions. 

Consequently, staffing shortages are significantly affecting patient care. The hospitals 

participating in the survey reported how workforce shortages impact services. These 

included Emergency Department (ED) overcrowding, decreased patient satisfaction, 

diverted ED patients, reduced number of staffed beds, delayed discharge, increased 

length of stay, discontinued programs, reduced service hours, increased wait times for 

surgery, cancelled surgeries, deferred acquisition of new technology, and curtailed plans 

for expansion. The shortage of critical care nurses directly affects patients who are 

diverted to the hospital ED. Most EDs are at, or over, capacity and a majority of urban 

and teaching hospitals experience frequent periods of time on ED diversion. In this 

survey, the number one reason for ED diversions was lack of staffed critical care beds 

( 44% ), followed by ED overcrowding, lack of general acute care beds, overall staff 

shortages, and lack of specialty physician coverage. 

The nursing shortage is likely to have a more serious impact on pediatric nursing 

and the care of children than on adult health care and other specialties in general. As the 

number of elderly people needing care increases, resources could potentially be shifted 

from children to adults (Shelton, 2003). Vulnerable pediatric populations such as PICU 

patients who are at risk for poor outcomes will be adversely affected first. The future 

demand for pediatric nurses will increase dramatically as this gap widens. 

Since the approval of the Balanced Budget Act in 1997, hospitals generate fewer 

clinical dollars and have cut key nursing positions to fit their economic bottom line. 
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Fewer supportive resources are available. Clinical nurse specialists, clinical educators, 

and nurse researchers have become an endangered species in many hospitals today 

(Dracup & Bryan-Brown, 2000). In many critical care units, time and financial backing 

for continuing education have been decreased or eliminated. In a recent study examining 

the critical care nurses' work environment, survey findings about work that does and does 

not get done were the most striking when the quality of patients' care and outcomes is 

considered (Ulrich et al., 2006). Direct patient care tasks such as administering 

medications, doing procedures, monitoring, and providing skin care and oral hygiene 

were most often completed. However, nursing activities requiring critical thinking and 

synthesis, such as comfort management, teaching, care planning, and preparing for 

discharge were completed far less often. These issues pose many questions that confound 

the nursing shortage in critical care units. How can critical care nurses stay current and 

safe in the care they provide to acutely ill patients? How can nurses stay enthusiastic 

about caring for patients when their day is a desperate race to get through the tasks with 

no time left for education and counseling, responsibilities that may have attracted them to 

nursing in the first place? Questions like these and more that have not yet been explored 

endorse a bigger need for more information about why critical care nurses are leaving 

their jobs. 

Researcher's Relationship to the Topic and Assumptions 

The researcher's epistemological, ontological, and methodological underpinnings 

are termed a paradigm or a basic set of beliefs that guides action. Each interpretive 

paradigm imposes demands on the researcher, including the questions asked and the 
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interpretations the researcher brings to them (Denzin & Lincoln, 2003). As a 

professional, nurse leader, and organizational insider who worked within the setting of 

this study, I was both practitioner and researcher. I studied my own context because I 

wanted the research to make a difference in my own setting. My 29 years as a nurse have 

included 26 years in critical care, with 18 years in the PICU. I have lived in the reality of 

the PICU and have participated in the experiences of patients, families, and nurses on a 

daily basis. I chose to stay in the PICU for several years because my work became as 

important as the mission statement of Children's - "Making life better for children." 

Everyday, I felt I made a difference in the lives of critically ill children and their families. 

Although my start as a PI CU nurse was shaky, I remained loyal to this mission and 

continued my career in pediatrics. Caring for the kids and their families and working with 

an impressive group of health care professionals produced job satisfaction. 

Early in my career as a nurse caring for adults, and then in pediatrics, I told my 

family and friends that I was a "refrigerator nurse" ( one who worked to buy things to live 

such as a refrigerator). My attitude changed over time as I worked as a PICU nurse. I 

went from working to live to working to live and love. I became a professional nurse who 

was committed to caring, sound judgment, having a positive impact on others, and 

continuous learning. I had found a place in nursing where going to work each day 

brought adventure. Leaving the bedside and direct patient care to become a nurse 

manager was one of the most difficult decisions that I made in my career. Leaving the 

PICU for my current position outside of critical care has been my toughest transition. 
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As the PICU director for eight years, my passion .changed. Although not directly 

caring for patients, I was now responsible for the nurses who cared for the kids I so 

dearly loved. I was now responsible for everything - the recruitment, hiring, training, 

retraining, and retaining of these same nurses; many had been my colleagues for nearly 

20 years. PICU retention was and still is my job, just as much as it is the job of every 

nurse who works in the PICU at Children's. Although I am no longer the director of the 

PICU, I am committed to working with the critical care leadership team in creating a 

healthier work environment for our current PICU nurses and for those who will join us in 

the future. From PICU staff nurse to now Senior Director of Inpatient Services at 

Children's, my heart has always been in the PICU. It has been my passion to give 

something back to the PI CU since my most memorable and satisfying years as a nurse 

were those at the bedside in Children's PICU. 

My motivation to do this research was two-fold: to ensure that the PICU is able to 

secure and to retain the best possible nursing staff. I wanted to uncover the true reasons 

why nurses continued to exit the PICU and to assist the current PICU leadership team in 

the development of an effective retention action plan to thwart this exodus. From my 

experience, I have come to believe that there are many explanations as to why nurses 

leave the PICU environment, many of which are secondary to what may be their primary 

reasons. It is hoped that this study revealed those primary themes and confirmed the need 

for changes in organizational and departmental programs and attitudes. Hospital and 

nurse administrators must be more proactive in retaining our PICU nurses and stop 

blaming the nursing shortage (Vonfrolio, 2006). PICU nurses are important. Sadly, every 
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day we are losing them from the PICU environment. This study uncovered some of the 

reasons that nurses leave the PICU prompting recommendations for hospitals to 

implement strategies to reduce the number of nurses departing the PICU. 

Research is based on assumptions about the nature or operation of certain 

phenomena (Denzin & Lincoln, 2003). Some beliefs may be taken for granted, 

imperceptible, and assumed, whereas others are highly problematic and controversial. An 

assumption is a true statement or principle accepted to be true. Assumptions related to 

this study included the following: 

I. The unique aspects of caring for children and their families make the PICU 

environment different from other critical care units. 

2. Being a PICU nurse is a stressful job. Increased stress levels in PICU nurses can 

lead to dissatisfaction. 

3. Job dissatisfaction prompts nurses to seek employment elsewhere resulting in 

decreased retention. 

4. Decreased retention is as important to patient care as it is in controlling 

operational costs. 

5. The nurses in this study are comfortable with the researcher and would disclose 

their thoughts and feelings about their departure from the PICU. They would 

speak to the researcher because they want someone to hear their stories so that 

changes can be made in the PI CU and are more willing to talk about their reasons 

since the researcher is not known to them. 
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Philosophical Framework 

Critical theory provided the philosophical framework for this study. The concept 

of critical social theory was developed after World War II by the Frankfort School to 

address the limitations of positivism in providing all solutions to social or scientific 

questions ( Carr & Kemmis, 1986; Kelly & Simpson, 2001 ). Ray ( 1992) argued that 

critical theory as a framework enhanced nursing science through its emphasis on the 

social context of human activity and the relationship between theory and practice. There 

are seven foundational processes of critical research suggested by Fontana (2004) that 

form this framework. These include critique, context, politics, emancipatory intent, 

democratic structure, dialectic analysis, and reflexivity. 

Critical theory suggests that individuals possess the capacity to reflect upon and 

critique their situation in order to effect change. In this study, nurses who left the PICU 

were invited to critique this practice environment. Critical theory acknowledges that the 

investigation of PICU nurses' decisions to leave their jobs occurred within a personal, 

organizational, and historical context (Fontana, 2004; Ray, 1992). The personal context 

included events within participants' individual lives which influenced their decision to 

leave. The historical cont~xt included the nursing shortage and the development of 

pediatric critical care nursing. The organizational context included hospital characteristics 

that influenced nurses' job dissatisfaction, as well as the PICU at Children's. This study 

uncovered the social forces or politics within the larger culture and PICU which 

contributed to nurses' decisions to leave and empowered participants to collaborate with 

me, as the researcher ( democratic structure), as we dialogued and reflected ways 
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(dialectic analysis and reflexivity) to bring about change to the PICU environment 

(emancipatory intent), which was the goal of this research (Fontana). 

Significance to Nursing 

Any dilemma presents opportunities for creative solutions. There is a saying that 

nurses are continuously faced by great opportunities, brilliantly disguised as unsolvable 

problems (French & Lavandero, 1990). Although the need for PICU nurses seems to be a 

current problem, many hospitals have recognized this as an opportunity to be innovative, 

to grow, and to advance. Being a nurse leader is within the ability of each nurse. No 

matter which position (staff nurse, educator, manager, or administrator), any nurse can 

influence the PICU environment and enhance the retention and professional satisfaction 

of PICU nurses. Each day, whether large or small, PICU nurses do miraculous things. 

Sharing these accomplishments and challenges are vital for sustaining and enhaI?cing the 

profession and specialty. All PICU nurses need to take leadership roles to assist in these 

retention goals. Who better than the nurses who work in these roles to contribute to the 

unique and innovative ideas and solutions that would appeal to others. As in any research 

endeavor, the goal was to influence nursing knowledge development and to ultimately 

contribute to nursing's body of substantive knowledge. The nurses who left the PICU had 

an important message to deliver. Their words affected the work that must be done in 

today's PICU to improve nurses' satisfaction and ultimately produce nurses who stay. 

This study, therefore, has significance for socio-cultural benefits, for nursing practice and 

education, and finally, benefits to the study participants. 
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Socio-Cultural Benefits 

With the rising costs of health care (for the consumer and provider), a stable 

workforce is a critical imperative. The costs associated with the nursing shortage and 

nurse turnover are high, with the most obvious cost being in actual dollars. The cost of 

replacing one specialty nurse (such as a PICU nurse) can be as costly as $145,000 

(Atencio, Cohen, & Gorenberg, 2003). Replacement costs can include human resource 

expenses for advertising and interviewing, use of premium pay nursing staff to offset 

vacant positions ( such as traveling nurses, per diem nurses, or overtime nurses), lost 

productivity, and terminal payouts (Colosi, 2002). For example, using the above 

referenced replacement costs, if Children's PICU continues at a turnover rate of nearly 

25%, with its current complement of 171 nurses, annual expenditures could exceed 

$6,000,000 (Stipe, 2006b ). The information gained from this inquiry was used 

specifically by the organization of study; however, it was anticipated that themes 

uncovered were not unique to this organization and may be applied to other settings. 

Therefore, knowledge gained here may assist other hospitals who have similar PICUs 

struggling to retain qualified PICU nurses. 

A stable and replenishing PICU nurse workforce is vital for the future of children 

in the U.S. The estimates related to the subspecialty of nurses (including PICU nurses) 

who provide care to infants, children, and families are not available. However, inferences 

can be made as to the potential impact on the subspecialty workforce of child and family 

nurses of the future. Experts predict that the workforce shortages will continue and will 

result in serious consequences in terms of quality patient care and inadequate supplies of 
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RNs to provide the care. This projection is troublesome when considering that fewer 

subspecialty nurses select child and family nursing as their career choice when compared 

with other nursing subspecialties (Betz, 2006). Another area of concern is the growing 

population of elder U.S. citizens. It is not known if a shift in resources will be required to 

care for the senior population, thus possibly affecting the health care of children. Finding 

out the reasons why PICU nurses leave their jobs now becomes a far more urgent 

imperative for the well-being of our children in the future. 

Bene.fl.ts to Nursing Practice and Education 

As the demand for nursing services increases and the available workforce supply 

shrinks, hospitals will be competing more with each other for the same pool of nurses. 

This is especially true in hospitals that must regularly recruit and educate graduate nurses. 

Hiring and retaining graduate nurses will become critical to the survival of hospitals. The 

findings from this study can assist children's hospitals to design pediatric nurse residency 

and orientation programs that address issues that plague nursing today, such as stress, 

nurse burnout, and dissatisfaction. This may result in positive retention levels and 

increased satisfaction among nurses (Altier & Krsek, 2006). Winter-Collins and 

McDaniel (2000) emphasized that new graduate nurses need extra mentoring and 

nurturing in order to confidently experience the workplace. They found that when a new 

graduate nurse was provided with a precepted orientation and the opportunity to 

assimilate this knowledge, self-confidence commenced and satisfaction occurred. 

Successful orientation for new nurses and continuing education for incumbent nurses 

requires planned learning approaches that foster empowerment and consider personal and 
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professional values. By empowering nurses who know what to do, they will be more 

satisfied with their work (Allen & Vitale-Nolen, 2005). Clinical nurses experience 

increased job satisfaction when their work environment supports a culture of professional 

nursing practice and autonomy (Kowalski et al., 2006). The information gained from this 

study can be used to facilitate revisions in the PICU orientation, education, and practice 

environment. Education and practice go hand-in-hand; therefore, changes in educational 

approaches can affect positive change in practice. 

Participants' Benefits 

The nurses in this study benefited from participating simply by being given the 

opportunity to express the reasons they left the PICU setting. In my many years of 

experience as a nurse clinician, educator, and manager, it was rare for nurses who were 

leaving their jobs to have the opportunity or freedom to actually state the true reasons of 

departure at the time of leaving. Those leaving wanted to leave their jobs or the 

organization on "good terms." By speaking up about the real reasons for their 

disenchantment, they perceived that they would jeopardize their ability to return in the 

future if they so chose. Talking about this delicate topic "after the fact" and in a non

threatening fashion, allowed "freedom of speech" and perhaps even provided a form of 

catharsis for the nurses in this study. 

Context of the Study 

In order to fully appreciate the factors that influence PICU nurses' decisions to 

leave their jobs, the circumstances that make this situation unique must be understood. 
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The subsequent discussion includes an overview of job satisfaction, dissatisfaction, and 

critical care nursing retention. 

Job Satisfaction 

Job satisfaction, as a concept, is complex and multifaceted. Widely recognized as 

a critical factor affecting nurse retention and turnover, it is a multidimensional concept 

influenced by many variables (Sengin, 2003). Research findings generally group factors 

influencing job satisfaction info four categories: work environment, nurse characteristics 

or mobility, organizational characteristics, and nurse manager characteristics (Tang, 

2003). 

Historically, the exploration of job satisfaction has been approached in three 

different, yet interrelated schools of thought, which are Maslow's (1954) human needs 

theory, Herzberg and Mausner's (1959) motivation-hygiene theory, and Spector's (1997) 

cognitive processes method. The traditional view, based on Maslow's human needs 

theory, defines job satisfaction as need fulfillment. Individuals match their personal needs 

to the perceived potential of an occupation for satisfying those needs. The central 

construct outlines whether the demands of the job and its rewards match an individual's 

perceived physical and psychological needs. 

In contrast to this conventional idea, Herzberg and Mausner's (1959) motivation

hygiene theory (the two-factor theory) of job satisfaction suggests that satisfaction and 

dissatisfaction are two separate and sometimes unrelated occurrences. Intrinsic factors 

(motivators) are found to be job satisfiers and include achievement, recognition, the work 

itself, and responsibility. Dissimilarly, extrinsic factors (hygiene factors) are found to be 
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dissatisfiers and include company policy, administration, supervision, salary, 

interpersonal relations, structure, and working conditions. Researchers have suggested 

that the dissatisfiers lead to turnover in health care professionals (Crow, Hartman, & 

Henson, 2006). 

A more contemporary view emphasizes cognitive processes, placing the 

attitudinal perspective in the forefront of job satisfaction research (Spector, 1997). Thus, 

job satisfaction is the affective orientation that employees have towards their jobs (Price, 

2001 ). Spector summarizes job satisfaction as appreciation, communication, coworkers, 

benefits and compensation, work conditions, nature of the work, nature of the 

organization, the organization's policies and procedures, personal growth and 

promotional opportunities, recognition, security, and supervision. 

It has been suggested that health care organizations today place too much 

importance on job satisfaction. So much attention has been directed toward satisfaction 

that employees, particularly nurses, expect job satisfaction as an entitlement (Crow et al., 

2006). The quest for high employee satisfaction oftentimes becomes a fruitless endeavor 

for many organizations. An alternative method for consideration is that of focusing on 

reducing job dissatisfaction, rather than improving satisfaction, through practical 

solutions for those charged with attracting and retaining nurses. 

Job Dissatisfaction 

Job dissatisfaction is a major cause of nurse turnover, and turnover increases the 

already omnipresent nursing shortage. Job dissatisfaction predicts nurses' intent to leave 

their jobs and even their profession (Collins et al., 2000). Intent to leave is the greatest 
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predictor of whether or not nurses actually do leave (Boyle, Bott, Hansen, Woods, & 

Taunton, 1999; Ingersoll, Olsan, Drew-Cates, Devinney, & Davies, 2002). Job stress is 

the most important forecaster of organizational dissatisfaction (Bratt et al., 2000; 

Ingersoll et al.; McNeese-Smith, 1999). McNeese-Smith determined that the factors of 

work pressure contributing to increased job stress were overload due to heavy patient 

assignment, too many patient needs, too few staff members to meet patient needs, 

exhaustion, fear of making a mistake due to exhaustion, and high patient acuity. Bratt et 

al. (2000) reported additional job stressors, including rapid turnover of patients, shift 

work, excessive noise, lack of space, lack of available equipment, and managerial 

pressures. Nurses with increased patient loads described feelings of burnout, emotional 

exhaustion, and job dissatisfaction more often than their counterparts with lighter patient 

loads (Aiken, Clarke, & Sloane, 2002; Aiken Clarke, Sloane, Sochalski, et al., 2002). 

Dissatisfaction is the top reason for leaving the ICU. In a recent nationwide 

survey of over 4,000 critical care RNs, 17% reported that they planned to leave their 

current jobs within a year (Ulrich et al., 2006). The majority of those RNs with plans to 

leave ( 52%) attributed dissatisfaction with wages, staffing, and other workplace issues. 

Addressing dissatisfiers in the work environment is essential if we are to address nurse 

turnover. Recognizing that a healthy work environment is the foundation for retaining 

nurses, the AACN (2005) has aggressively promoted and supported this effort since 

2001. 
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Retention of Critical Care Nurses 

In 2001, AACN made a vow to actively promote the creation of a healthy work 

environment that would support and foster excellence in patient care wherever acute care 

and critical care nurses practiced (AACN, 2005). This commitment was based on the 

premise that the deepening nurse shortage could not be reversed without creating 

healthier work environments. There was increasing evidence that unhealthy work 

environments contributed to errors, ineffective patient care delivery, and conflict and 

stress among nurses. The creation of healthy work environments was essential to ensure 

patient safety, nurse retention, and organizational financial viability. In 2003, AACN 

conducted a national survey to solicit details on healthy and unhealthy work 

environments. AACN used these findings to develop position papers on prevention of 

violence in the workplace and on zero tolerance for abusive behaviors. The landmark 

National Critical Care Survey was completed in 2004, providing data on critical care 

units and the environments in which critical care nurses worked. By 2005, AACN 

published standards for establishing and sustaining healthy work environments. 

AACN' s (2005) six essential standards for establishing and sustaining healthy 

work environments include skilled communication, true collaboration, effective decision 

making, appropriate staffing, meaningful recognition, and authentic leadership. These six 

elements detail that nurses must be proficient in communication skills; pursue and 

promote collaboration; be committed and valued partners in making policy, directing and 

evaluating clinical care, and leading organizational operations; advocate for staffing that 

ensures an effective match between patient needs and nurse competencies; be recognized 
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by others and recognize others for the value each brings to the organization; and embrace 

the principles of a healthy workplace, live authentically, and engage others in achieving it 

(Lefton, 2007). Additionally, AACN defined two strategic platforms to guide the 

monumental task at hand for health care organizations and critical care units around the 

world: 

Work and care environments must be safe, healing and humane, respectful of the 

rights, responsibilities, needs and contributions of patients, their families, nurses 

and all health professionals. Excellence in acute and critical care nursing practice 

is driven by the needs of the patients and their families and is achieved when 

nurses' competencies are matched to those needs. (p. 2) 

There is a plethora of studies on nurse turnover, satisfaction, dissatisfaction, and 

retention. These studies identified a myriad of reasons that nurses left their jobs, such as 

increased job dissatisfaction related to the work environment itself. Most of the 

information was focused on nursing in general and adult critical care nursing. However, 

there is far less data on these subjects as they relate to the PICU work environment and 

the PICU nurses themselves. The literature is limited to qualitative studies focusing on 

the specific and personal reasons PICU nurses voiced for leaving their jobs. The current 

study addressed all of these gaps. 

Methodology 

The methodological frameworks chosen for this study were action research and 

Heideggerian hermeneutics. A qualitative design allowed the exploration of the nurses' 

work experiences within the context of their PICU nursing practice, reasons why they left 
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this practice, and ideas as to what changes could be made to improve the PI CU 

environment. An action research framework engaged and empowered participants, raised 

consciousness about PICU nursing, accumulated and shared understanding of the 

phenomena, and enacted change (Leslie & McAllister, 2002). When applied to health 

care organizations as a research methodology, action research is grounded in maintaining 

a focus on the real world, rather than controlled environments (Kelly & Simpson, 2001 ). 

It acknowledges the conflicts which social actors negotiate each day, as well as confronts 

the complexities of organizational processes. Action research is suitable for research in 

nursing because of its situational, collaborative, participatory, and self-evaluative nature 

(Badger, 2000). It is attractive to nurse managers because of its problem-focused 

approach. The term reflective practice has been used to describe action research 

activities. Action research has the potential to bring reflective practice and action together 

in a way which may challenge the status quo and possibly impart change (Coghlan & 

Casey, 2001 ). Action research is a change management approach (Lilford, Warren, & 

Braunholtz, 2003 ). 

Data were analyzed using the circular hermeneutic process described by 

Heidegger (1959) and explicated by Diekelmann, Allen, and Tanner (1989). 

Heideggerian phenomenology as a qualitative methodology recognizes the value of the 

subjective lived experience of the participant, and the physical, sociological, and 

psychological phenomena that come together to create an individual's life-world (Vickers 

& Parris, 2003). Heidegger believed that people are situated in the world and that their 

understanding of the world comes from their experiences within that world (Moloney, 
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1995). Heidegger's approach was well-suited to examine the factors that influenced PICU 

nurses' decisions to leave their jobs. It was used to identify the common patterns of 

meaning among PICU nurses who actually did leave. This method encouraged the PICU 

nurses to voice their experiences, thus emphasizing the importance of understanding the 

meaning of their experiences from their individual perspectives. After gaining a sense of 

the overall meaning of the stories generated by the participant interviews, themes were 

identified. Analysis of data in conjunction with a research team enhanced credibility and 

assisted in the alignment of the themes (Moloney, 1995). The key principles that guided 

the analysis included entering the hermeneutic circle to engage in a process of moving 

from the whole to the parts and the parts to the whole, allowing emerging data to remain 

open to alternative interpretations, and recognizing the temporality of truth (Whitehead, 

2004). 

Summary 

This chapter introduced the focus of this study, the discovery of factors which 

influence PICU nurses to leave their jobs. The reasons why this specific group of nurses 

left their jobs was examined via face-to-face interview in order to ascertain their 

subjective experience regarding the physical, sociological, and psychological phenomena 

that comprised their life worlds. The literature clearly indicated an incomplete 

understanding of the factors that specifically influenced nurses previously employed in 

the PICU setting to leave their jobs. In order to better understand their experiences, a 

philosophical framework of critical theory and the methodological frameworks of action 

research and Heideggarian hermeneutics were used. Knowledge gained from this study 
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was used to (a) delineate the factors that influenced PICU nurses' decisions to leave their 

jobs, (b) validate the distinctiveness of the PICU setting and its influencing factors, and 

( c) develop strategies for retaining nurses in this practice setting. 
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CHAPTER II 

REVIEW OF THE LITERATURE 

There is a plethora of research on nurse job satisfaction and critical care nurse job 

satisfaction. However, there is a dearth of literature related to job satisfaction specific to 

pediatric and PI CU nurses. In order make this review more germane, this discussion 

begins with a brief overview of how the PICU environment is different than other critical 

care units. Next, the nuances of the PICU as a stressful job environment are reviewed. 

Finally, nurse job satisfaction and dissatisfaction is presented as it relates to being a 

critical care nurse, being a new graduate nurse, generational differences among nurses, 

and being a pediatric and neonatal critical care nurse. 

PICU Environment 

There are unique differences between the work of caring for adults and that of 

caring for children. In order to understand these differences, Diana Mason (2006) 

interviewed nurses at Children's Memorial Hospital in Chicago. The nurses interviewed 

described the difference between caring for adults and caring for children. One nurse 

stated, 

You can't bring your own baggage to the child you're caring for. Children will 

detect frustration or dismay; you have to let it go when providing pediatrics care. 

You must work with families. Pediatrics is, by necessity, family focused. You 

have to be prepared to play. Play is an essential part of children's growth and 
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development and can be used to help a child prepare for surgery, express anxiety 

about treatment, impart crucial information about symptoms, or divert attention 

from uncomfortable procedures. (p. 11) 

These differences must be considered in an investigation of job satisfaction among PICU 

nurses. 

Although the underlying philosophy of admission to the PICU is to preserve life, 

PICU nurses are, oftentimes, required to provide emotional support for dying patients and 

their families. Nurses who work in the PICU are vulnerable to emotional, physical, and 

intellectual repercussions inherent to this stressful work. Rashotte et al. ( 1997) 

demonstrated that normal grief and bereavement used for adult family survivors was 

insufficient as a framework to understand the grief responses and processes of PICU 

nurses. Many PICU nurses enter into intense, caring, and therapeutic relationships with 

their patients and families despite the recurrent and frequent stresses they encounter, 

which included death and dying. In Roshotte et al' s qualitative study that used a 

Heideggerian phenomenological approach, six PICU nurses described the grief they 

experienced when their patients died. The nurses acknowledged that they suffered 

multiple exposures to children's death and each time they experienced grief. 

The interviews in the aforementioned study revealed eight theme clusters. The 

theme of hurting described how the PICU nurses reacted to the death of the child they 

cared for. Two themes, nurse-family relationship and dissonance, described the 

contextual factors that influenced the PICU grief responses. Five themes, relating to how 

the PICU nurses managed their grief, included self-expression, self-nurturance, 
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termination of relationships, engaging in control-taking activities, and self-reflection. The 

analysis revealed that managing grief effectively was an experiential learning process and 

that PICU nurses' grief was different from that of surviving family grief (Rashotte et al., 

1997). 

Nurses, in general, work in a complex environment in which change is occurring 

at an exponential rate. Nurses are required to provide more care for sicker patients with 

fewer resources and greater demands on their time. In the PICU, this situation is 

exaggerated. Children in the PICU are seriously ill, oftentimes unstable, and are 

vulnerable to sudden, sometimes fatal, changes in their status. In this context, patients are 

dependent on the nurses for essentially all of their needs, and PICU nurses are expected 

to function at a high level of professional competence, allowing very little room for error 

(Rashotte et al., 1997). PICU nursing requires advanced expertise acquired through 

experience. In general, PICU nurses must learn to balance the technical and humanistic 

aspects of patient care, both of which are essential to patient outcomes and nursing job 

satisfaction. When PICU nurses are overworked and driven by patient crisis, the work 

becomes mechanical and task driven. Nurses become dissatisfied with their jobs, 

disengagement increases, and retention suffers (Kowalski et al., 2006). Likewise, nurse 

leaders are stressed by dissatisfied staff, high nurse turnover, a fiercely competitive 

nursing workforce market, budgetary constraints, patient quality issues, a nationwide 

nursing shortage, and rising patient expectations. 

Pediatric nurses have greater work demands and unique challenges in their work 

environments. They provide care to the child and a family unit that has evolved into 
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diverse groupings of caregivers (Betz, 2006). These include divorced parents with varied 

custodial rights, stepparents, birth parents, adoptive parents, surrogate parents, foster 

parents, custodial family members, and legal guardians. Contemporary parenting models 

complicate the provision of nursing care, resulting in more complex psychosocial, legal, 

and ethical issues, all which require equal attention. Furthermore, scientific and medical 

advances have created pediatric health care environments that require nurses to possess 

highly specialized technical and clinical knowledge and skills. Coupled with this 

technical expertise, PI CU nurses must possess the temperaments necessary to deal with 

the human drama and high levels of stress that surround caring for and meeting the 

complex needs of critically ill children and their families (Betz, 2006; Bratt et al., 2000; 

Choi et al., 2004 ). 

Another factor contributing to the uniqueness of the PICU environment is the 

mass hiring of graduate nurses to meet staffing demands. In fact, approximately 200 

graduate nurses were hired in the PICU at Children's between January 2003 and June 

2007 (A. Miller & C. Stipe, personal communication, June 4, 2007). Nurses new to the 

PICU often feel overwhelmed by the reality of daily crisis and chaos. The relevant 

literature of new graduate nurses in the PICU is discussed later in this chapter. 

In summary, the pediatric critical care environment differs dramatically from that 

of other critical care environments. PICU nurses are under constant scrutiny to provide 

high level nursing care in the midst of dealing with stressed families whose child may or 

may not survive the illness episode. Today's families present even more challenges for 

PICU nurses who are not only expected to provide care for the child's physical and 
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psychosocial needs, but who must also include the family members in making complex 

decisions regarding their child's care. This fast-paced and emotionally-charged 

environment presents nursing and patient care issues, which lead to stress not faced by 

nurses in other critical care units. 

Job Stress 

Critical care units are recognized as stressful for patients, families, and nursing 

staff. Nurses working in critical care units experience stress from a variety of sources. 

Paradoxically, the factors that critical care nurses identified as most stressful are 

oftentimes the same ones said to be most rewarding, such as getting personally involved 

with patients' families (Zalumas, 1995). In a historic qualitative study conducted over a 

13-month period from March 1987 to March 1988, Zalumas interviewed 25 critical care 

nurses from 20 states. This research provided historical in-depth insight into the 

emergence of critical care nursing in the 1960s through the l 980s. Each interview began 

with the nurse giving an overall sketch of his or her life, then followed with a 

conversation that was structured by five major areas that included attitudes, values, 

education, practice, technology, and ethical dimensions of practice. The critical care 

nurses were asked to provide specific clinical examples and personal experiences to 

illustrate the points they made in their responses. 

The interview data were analyzed using content analysis. Through the lived 

experiences of these nurses, Zalumus (1995) was able to examine and analyze the 

intimacy of the nurse-patient interaction as medical technology progressed and ethical 

issues developed. Five conclusions were gleaned from the interview data. First, the 
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commitment of critical care nurses to patients, their families, and to nursing practice was 

passionate and personal. Nurses believed that they could make a difference to patients 

through competence, caring, coordination, and management of clinical care and patient 

advocacy. Second, the ethical dimensions of critical care nursing, especially those dealing 

with death and dying, were sources of stress for nurses. Third, nurses felt ambivalence 

and conflict about their relationships with physicians and the hospital as an organization. 

Fourth, the voices of critical care nurses reflected the values of the individual and the 

culture at any point in time. And last, perhaps the most significant conclusion reached by 

this historic study and one that summarized the experiences of critical care nurses, was 

stated in the book's final chapter, "The nurse became the most persistent treatment figure 

in the critical care unit because of skill, competence in judgment and round-the-clock 

presence" (p. 187). Although this study was done in the 1980s, the essence of its findings 

hold true today in critical care nursing. 

In an early study conducted by Kelly and Cross (1985), survey results of 41 

critical care nurses and 61 medical surgical nurses were compared. Stress factors, coping 

behaviors, and recommendations for alleviating stress in the work environment were 

examined. Stress variables were grouped into five clusters, including patient-related, 

environmental, management-related, interpersonal, and knowledge and skills. 

Multivariate analysis of variance demonstrated that critical care nurses were more 

stressed than medical surgical nurses in 8 of the 20 areas included in the five clusters. 

These included nursing staff lacking autonomy; critical, unstable patients; patient deaths; 

emergencies and cardiopulmonary arrests; unnecessary prolongation of life; lack of 
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personal experience and skill; inadequate knowledge of area; and need to make rapid 

decisions concerning patient care. The highest mean scores from both nursing groups 

relating to recommendations for improvements included increasing staff numbers to 

facilitate better staffing, more education/in-services in knowledge and skills, improving 

communication between medical and nursing staff, and better communication between 

nurses and nursing administration/management. 

In another early study, the relationships between perceived job stress, job 

satisfaction, and psychological symptoms in critical care nursing were tested (Norbeck, 

1985). The survey results of 180 critical care nurses supported the hypothesis that higher 

levels of perceived job stress were related to lower levels of job satisfaction (r = - .24, p < 

.001) and to higher levels of psychological symptoms (r = .33, p < .000). These 

relationships were significant, though low, even when the effects of work experience and 

shift were controlled in the multiple regression analyses. The nurses frequently ranked 

factors descriptive of the intrinsic nature of critical care nursing, such as number of rapid 

decisions required, cardiac arrest, patient death, and amount of knowledge needed, as 

stressors. These factors, however, did not relate significantly to low job satisfaction or 

symptoms. Interpersonal communication problems, though less frequently ranked as 

stressful, was the variable most related to the two outcome measures of job satisfaction 

and job stress. The nurses ranked workload as significantly related to low job satisfaction 

and as a significant stressor. Other factors associated with job satisfaction and job stress 

included the physical environment of the critical care unit and meeting the psychological 

needs of patients. 
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Many studies have cited that the death of a patient after an unsuccessful 

resuscitation is a stressful and traumatic experience for critical care nurses. In their 

phenomenological research study, Isaak and Paterson (1996) interviewed critical care 

nurses to investigate the lived experience of critical care nurses who participated in 

unsuccessful patient resuscitation. The nine critical care nurses participating in this study 

had between 8 and 19 years of experience as a nurse, had between 3 and 14 years of 

experience as a critical care nurse, and ranged in age from 30 to 40 years old. Using 

Colaizzi' s framework for analysis, two categories emerged from the theme clusters, 

knowing what to expect and the aftermath. Knowing what to expect during the 

resuscitation event or procedure and the outcome of their efforts was deemed by the 

participants to be critical in their ability to cope with the emotions they associated with 

an unsuccessful resuscitation. The perception of technical proficiency provided the 

critical care nurses with a sense of contentment even when they failed to save the 

patient's life. Knowing the patient's age created expectations regarding the outcome. The 

younger the patient, the more the critical care nurses expected the patient to survive and 

the more affected they were by the patient's death. 

Emotional intensity was exacerbated by the critical care nurses' perception that 

resuscitation interventions of younger patients were more aggressive and invasive than 

those of older patients. The theme, the aftermath of an unsuccessful patient resuscitation, 

was characterized by the following coping mechanisms used by the nurses: normalizing 

the environment, conducting an analysis of the experience, experiencing physiological 

changes, caring for others, and coping with sometimes intense feelings. Most participants 
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professionally distanced themselves when they believed the patient was likely to die. This 

self-protective mechanism of detachment from the patient as a person and "doing tasks" 

enabled the nurses to focus on the job to be done. The most pervasive coping strategy 

employed by the critical care nurses to manage emotions was to cry privately and then 

put the incident "behind you." The exemplars in this study revealed the complex and 

dynamic nature of critical care nurses' experience with unsuccessful resuscitation and its 

relationship as a source of significant stress in critical care nursing. 

Mastey and Cole (1992) proposed that nurses often associate the stress of death 

and dying with secondary stressors, which they labeled as post-code stress. 

Characteristics of this phenomenon included feelings of powerlessness, loss of control, 

and failure from not being able to save a life. From this earlier work, Cole, Slocumb, and 

Mastey (2001) later developed an instrument to measure critical care nurses' post-code 

stress. A convenience sample of 119 critical care nurses in four hospitals participated in 

this validation study. Each nurse completed the post-stress code instrument, as well as a 

nursing stress scale. Factor analysis revealed the five dimensions of post-code stress 

which accounted for 66% of the variance: feeling discomposed, oppressed, uncertain, 

burdened, and morally conflicted. The nurses reported that they felt responsible for 

causing the patient's death and failing to meet the family's expectations. Their other 

stressors included a perceived lack of support from coworkers and/or managers and of 

time for expressing feelings about the resuscitation. 

The stressors associated with critical care patients who do not respond to 

exhaustive care and treatments often result in nurses experiencing intense negative 
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feelings. Since a large percentage of patients in the PICU are neonates, NICU studies are 

pertinent to this discussion about the PICU environment and stress. Yam, Rossiter, and 

Cheung (2001) explored the experiences of NICU nurses in Hong Kong in caring for 

dying infants, their perceptions of palliative care, and factors influencing their care. Ten 

NICU nurses were interviewed who had cared for infants whose disease was not 

responsive to treatment. Content analysis revealed eight themes from the interview data. 

Themes related to nurses' emotional responses included disbelieving, feeling helpless and 

ambivalent, and protecting one's emotional self. Those related to perceptions of nursing 

care included providing optimal care, expressing empathy, and providing emotional 

support to the family. The experiences of these nurses were also characterized by lack of 

counseling skills and conflicting values in care. Their sources of stress included rigid unit 

policies and a lack of educational preparedness in grief counseling. The researchers 

recommended that efforts to retain these nurses include death education, peer support 

groups, bereavement teams, leniency in department policies, and a supportive work 

environment. They implied that breaking down such barriers would improve nurses' job 

satisfaction and enhance family-focused care. This study is relevant to the PICU 

environment since a large percentage of patients in the PICU of the current study are 

neonates. 

Relationships between nurses and physicians in critical care units can be sources 

of job satisfaction or stress. They can range from collegial and supportive to 

dysfunctional and abusive. When there is trust, open communication, respect, and a sense 

of harmony, the work, although challenging, gets done; all individuals feel good about 
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what they are doing. When these key elements are missing, nurse satisfaction and the 

quality of patient care decreases (Disch, Beilman, & Ingbar, 2001). Historically, the 

critical care specialty has had a successful tradition of caregiver collaboration. Achieving 

that "sense of team" today is more difficult. The high turnover of nurses, the increased 

use of temporary staff, and the growing part-time employee base all compromise the 

ability to form a cohesive team. Building these relationships takes time, and caregivers in 

the critical care units may not take the time, believing that unilateral decision making is 

easier (Doering, 1999). Failure to invest in developing relationships in the short-term 

creates far greater damage in the long-term, evidenced by turnover, unit inefficiencies, 

and an environment where no one wants to be. Making the human connection through 

relationships during the most difficult time in a patient's life is one of the unique rewards 

that characterize critical care. 

The theme of social support is pertinent to a discussion of stress and job 

satisfaction. In a meta-analysis by Shirey (2004 ), social support in the workplace was 

examined with resulting implications for nurse leaders. The number of articles relevant to 

the review was 25, with 15 research studies abstracted and coded. Within these 15 

studies, three major themes were identified that correlated with social support and stress 

in the work environment. These were empowerment,job strain, and motivation. A major 

finding suggested that social support from supervisors and coworkers was critical in 

positively influencing coping and well-being. Aspects of empowering nurses included 

teaching nurses skills to cope with stress and build hardiness. Empowerment increased 
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commitment to their jobs, control over the environment, and engagement in a sense of 

positive challenge. 

Major findings within the job strain theme included how personality type 

influenced the effects of social support and stress (Shirey, 2004). More specifically, Type 

A employees were negatively affected by lack of social support when job stress was high. 

Another finding related to job strain encompassed gender differences. Women had longer 

absences than men; the lack of supervisory support increased the frequency of absences 

in women. Two general findings were revealed under motivation. First, the presence of 

social support from supervisors in a stressful work environment positively influenced 

employees. In these environments workers had decreased negative job feelings and 

decreased perceived work-related stress. Second, stressors in the workplace predisposed 

employees to reactions from stress (intrinsic work motivation), physiological responses 

(emotional exhaustion), and psychological responses (turnover intent). Overall, findings 

suggested that social support influenced stress in the workplace. Perceived social support 

from managers and/or coworkers affected coping, well-being, burnout, absenteeism, job 

satisfaction, intent to leave, and organizational commitment. Environments that attract 

and retain satisfied nurses value social support and empower nursing professional 

practice {Upenieks, 2002). The lack of available qualitative research on this topic limits 

the richness of detail that is useful in explaining the complex dyad of stress and social 

support. 

In summary, there are a myriad of factors that contribute to job stress in nurses 

who work in critical care environments. Job stress was attributed to the certain presence 
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of death/dying, dealing with patients' families, the pressures of nursing competencies in a 

highly skilled specialty, overwhelming workloads, lack of administrative and manager 

support, and perceived lack of positive clinical outcomes. All of these stressors can 

contribute to job dissatisfaction among all generations of nurses. 

Nurse Job Satisfaction and Dissatisfaction 

Researchers have examined factors that influence satisfaction of nurses working 

in hospitals (Dracup & Brown, 2000). Work-related factors are significantly related to 

RNs' job satisfaction. In a comparison of two national random surveys done in 2002 and 

2004 respectively, nurses' reports of being "very satisfied" with their jobs increased 

significantly from 21 % (2002 study) to 34% (2004 study) (Buerhaus et al., 2005). The 

2002 survey was designed to learn more about the nursing shortage from the nurses' 

perspective. A total of 4,108 RNs, who were randomly selected from a list of all RNs 

licensed to practice in the U.S., participated. 

The 2004 survey contained many of the same questions used in the 2002 study, 

but also included questions aimed at exploring certain aspects of the workplace 

environment (Buerhaus et al., 2005). A nationally representative sample of 1,697 RNs 

who were randomly selected from all the RNs practicing in the U.S. participated. The 

improved level of job satisfaction between the two surveys was predicted by such factors 

as the organization's emphasis on patient care, management recognition of employees' 

personal lives, satisfaction with salary and benefits, job security, and positive 

relationships with coworkers and managers (Buerhaus et al.). Other variables accounted 

for the improvement in this two year time frame such as a significant increase in wages 
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and number of RNs hired. Overall, findings showed that both job satisfaction and 

satisfaction with nursing increased substantially. Furthermore, more RNs recommended a 

career in nursing to high school and college students. These favorable trends were 

encouraging and indicated that efforts to improve the nursing work environment over the 

past few years were paying off. Health care organizations and nursing administrators 

should, however, not dismiss the seriousness of the nursing shortage due to factors such 

as nurse job dissatisfaction and its devastating effects on nursing as a profession and 

patient care. 

Recently, Kovner, Brewer, Wu, Cheng, and Suzuki (2006) sought to examine 

factors that influenced work satisfaction in a national sample ofRNs. The researchers 

used a cross-sectional survey design in a randomized sample that included 40 

metropolitan statistical areas in 29 states. The final sample consisted of 1,538 RNs who 

worked in nursing at the time of the study. The majority of the sample were female 

(95%), White (84.9%), married (69.5%), worked in hospitals (61 %), and lived in large 

geographic areas with a population of one million or more (62.1%). More than 40% of 

the variance in satisfaction was explained by various work attitudes which included 

supervisor support, work-group cohesion, variety of work, autonomy, organizational 

constraints, promotional opportunities, work and family conflict, and distributive justice. 

The researchers concluded that work-related factors were significantly related to RNs' 

work satisfaction. The more satisfied RNs were White, perceived themselves as healthy, 

worked in nursing education, and were more career-oriented (Kovner et al.). 
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Critical Care Nurse Job Satisfaction and Dissatisfaction 

Nurse shortages in many U.S. hospitals are concentrated in specialty areas, 

particularly critical care units and operating rooms (Buerhaus, Staiger, & Auerbach, 

2000; Kuhl, 1999). Factors contributing to nursing shortages in these specialty areas 

include the rapid aging of the RN workforce (Buerhaus et al.); difficulties with 

recruitment and retention (GAO, 2001); and the need for critical care nurses to have the 

specialized knowledge, skills, and experience to safely deal with the challenges of 

meeting the complex needs of critically ill patients. Past efforts to reduce costs and 

streamline patient care delivery have led to significant changes in the hospital workplace. 

These efforts are associated with decreased employee satisfaction and quality of care, 

which threatens patient safety (IOM, 2004). Physicians in the American College of 

Critical Care Medicine have noted that critical care nurses do the majority of patient 

assessment, monitoring, evaluation, and care (Brilli et al., 2001 ). Such actions are directly 

related to better patient outcomes. Improving the work environment of the ICU nurses 

should help with retention, as well as improve patient safety (Stone et al., 2006). 

Boyle and colleagues (1999) investigated factors affecting critical care nurses' job 

satisfaction and their intent to stay working in the same job. The 225 nurses who 

participated in the study were from 14 different ICUs. Nearly 60% of the nurses were 

from adult ICUs, while the remainder represented PICUs or neonatal units. The outcome 

variable of intent to stay was related to four sets of predictor variables that included 

manager characteristics, organizational characteristics, nurse characteristics, and work 

characteristics. The predictor variables influenced the outcome variable of intent to stay 
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indirectly through the intervening variables of job stress, job satisfaction, and 

commitment. Findings of the study revealed that job satisfaction contributed more to the 

nurses' intent to stay working in their current job than any other single variable; high job 

satisfaction was associated with high intent to stay in the job. Of the nurses studied, those 

who felt highly satisfied with their jobs were most likely to be happy and express a 

commitment to stay in their jobs. 

According to a Chicago-based human resources group, workers in intensive care 

departments have the lowest job satisfaction among hospital employees (Sheridan, 2005). 

These assertions come from mining surveys of 475,000 employees at 480 hospitals. 

Kevin Sheridan (2005), Chief Executive Officer of HR Solutions wrote, "These people 

have taxing jobs and they often don't see the results of their work-when patients get 

better, they go to a medical/surgical unit. They never see the win" (p. 22). 

Other studies have identified work environment characteristics which influence 

job satisfaction and dissatisfaction among ICU nurses. A nationwide survey of2,323 

critical care nurses from 66 hospitals and 110 critical care units sheds light on why these 

nurses leave their positions (Stone et al., 2006). The purposes of this study were to 

estimate the incidence of ICU nurses' intention to leave due to working conditions and to 

identify factors to predict this phenomenon. Dimensions examined and collected in this 

self-report survey included organizational climate, nurse demographics, intention to 

leave, and reason for intending to leave. The measure of organizational climate ( working 

conditions) had seven subscales: professional practice, staffing/resource adequacy, nurse 

management, nursing process, nurse/physician collaboration, nurse competence, and 
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positive scheduling climate. Professional practice factors included the ICU nurses' 

perceptions of opportunities for nurse advancement and involvement in decision making. 

Staffing and resource adequacy delineated the ICU nurses' perceptions of having enough 

nurses, support staff, and time to provide quality patient care. Nursing management 

factors were measured in terms of the ICU nurses' perceptions of the nurse manager's 

effectiveness. Nursing process factors included perceptions of nursing care delivery 

processes and the use of care plans. Nurse and physician collaboration was measured in 

terms of communication and working relationships between the nurses and physicians. 

Clinical competence was measured in terms of orientation for newly hired nurses and 

continuing competency development of ICU nurses. Positive scheduling climate was 

measured by nurse scheduling processes and outcomes. 

More than.17% of the participants stated that they were dissatisfied with their jobs 

and planned to leave their positions within the next year (Stone et al., 2006). Of those 

nurses intending to leave, 52% cited poor working conditions as the reason. Poor working 

conditions were notable in the areas of nursing practice, patient care, and leadership. 

These nurses rated all organizational climate factors lower than did the nurses who 

planned to stay or to leave for other reasons not related to working conditions. The 

organizational climate factors that predicted these ICU nurses' intention to leave their 

jobs included professional practice, nurse competence, and tenure (p < .05). Unlike other 

studies in the literature, the nursing shortage and staffing were not significant factors in 

nurses' intention to leave (Stone et al.). 
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Although this study included only adult critical care nurses, the findings are 

useful to all nurse administrators who wish to decrease turnover and relevant to a 

discussion of PICU nurse satisfaction and retention. An interesting finding of this study 

involved the relationship between tenure and intent to leave (Stone et al., 2006). Nurses 

who had worked for fewer years in the same job were more likely to communicate an 

indication to leave as a result of working conditions. Similar results were found in a study 

of 353 nurses with less than five years of experience (Bowles & Candela, 2005). In this 

study ofrecent RN graduates, researchers found that 30% of the participants left in one 

year and 57% left by two years. This highlights the importance of supporting newly hired 

nurses, especially graduate nurses, in their roles in order to decrease turnover and achieve 

a higher degree of retention. 

A national survey was conducted to determine the status of critical care work 

environments (Ulrich et al., 2006). The online survey instrument, which was completed 

by 4,034 working critical care nurses, contained questions based on the AACN healthy 

work environment standards and on previous research about RNs' work environments. 

The nurses were also asked about their satisfaction with nursing as a career, their intent to 

stay in or leave their current positions, reasons for planning to stay or leave, and what 

might cause them to reconsider leaving. Areas investigated in the survey included 

communication, collaboration, respect, physical and mental safety, workplace abuse, 

nursing leadership, support for professional development, recognition, quality of patient 

care, job satisfaction, and retention. Respondents rated communication and collaboration 

with managers and administrators lower than with other nurses and physicians. Of the 
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respondents reporting plans to leave their current positions, 44% said that better 

leadership would very likely cause them to reconsider leaving. Although nearly half of 

the participants indicated that they planned to leave their current position within three 

years, only a small percentage planned to leave the profession. Another alarming finding 

was that most nurses rated their perceptions of respect from administrators as fair (3 7%) 

to poor (24%). This was a concern since mutual respect is a key component for effective 

professional and collaborative relationships; respect is directly related to job satisfaction 

and intent to leave. The nurses identified other changes that might entice them to stay. 

These included higher salaries and benefits, better staffing, more professional 

development opportunities, more respect from managers and administrators, more 

meaningful recognition, and more autonomy in patient care decision making. These 

survey results indicated a pressing challenge for critical care nurses and nurse leaders to 

work together to achieve and sustain a healthy work environment in the critical care unit. 

New Graduate Nurse Job Satisfaction and Dissatisfaction 

The shortage of nurses in the U. S. is pervasive. The Health Resources and 

Services Administration projects a shortage of one million RNs by the year 2020, with 

only 64% of the projected demand expected to be met (Chesnutt & Everhart, 2007). 

Because of this critical shortage, hospitals are having difficulty recruiting experienced 

nurses to fill increasing vacancies. This lack of experienced candidates has led to the 

drastic influx of graduate nurses into acute care settings, especially specialty and critical 

care areas. Even though graduate nurses have limited experience when they enter nursing 

practice, they are expected to be responsible for a standard patient assignment after they 
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complete orientation. In a critical care unit, the graduate nurse must have the skills to 

solve urgent and emergent situations that occur unexpectedly. The turnover rates for new 

RN graduates are alarming. This supports the thesis that increasing the number of new 

graduates in not the sole answer to the nursing shortage. 

The discussion of graduates in the PICU is relevant to this study since so many 

graduates are hired into the PICU at Children's (Stipe, 2006a). Many factors influence 

the satisfaction and dissatisfaction of new graduates. As graduate nurses transition from a 

familiar educational environment as a student to the workforce as a practicing 

professional nurse, they experience stress. Casey, Fink, Krugman, and Propst (2004) 

identified the stressors and challenges experienced by 270 graduate nurses working in six 

acute care hospitals in the Denver area to better understand the factors influencing 

retention. A descriptive, comparative design using questionnaire methods was used to 

study the graduate nurses during the first year of employment. The instrument measured 

six dimensions: demographic information, skills and procedure performance, comfort and 

confidence, job satisfaction, work environment, and difficulties in role transition. 

Graduate nurses said they needed at least 12 months to feel comfortable and confident 

practicing in the acute care setting. This key finding provides strong rationale for 

graduate nurse residency programs to extend through the first year of practice. 

The significance of skilled, educated, and mature preceptors to graduate nurses' 

job satisfaction and their developing competency in the professional role was a second 

key finding. It was also clear from the findings that graduates did not feel their 

orientation progressed smoothly when the number of their preceptors exceeded more than 
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three during orientation. Having preceptors who talked about their role overload and 

interpersonal strain may have influenced how the graduates perceived their own 

professional future (Casey et al., 2004). 

Open-ended questions revealed six themes related to the difficulties the graduate 

nurses experienced with the transition from student to RN. These themes included lack of 

confidence in skill performance, deficits in critical thinking and clinical knowledge, 

challenging relationships with peers and preceptors, struggles with dependence on others, 

frustrations with the work environment, difficulty with organization and priority-setting 

skills, and inexperience in communicating with physicians. It was of concern in this study 

that so many graduates voiced dissatisfaction with the work environment and frustration 

with their perceived lack of power to make effective changes to reverse these negative 

situations. Other significant workplace issues identified by these novice nurses included 

discomfort caring for dying patients (3 7% ), lack of opportunity for career development in 

their employment setting ( 40% ), dissatisfaction with their work schedules ( 40% ), and 

dissatisfaction with their salaries (39%). These findings sound a warning for a call to 

address workplace issues beyond the scope of graduate nurse training and education 

(Casey et al., 2004). 

Despite the abundance of information in the literature about the nursing shortage, 

there is little information about those nurses who have been in practice for five years or 

less. This information is just as relevant in a discussion of retention as that of the first 

year graduates. A descriptive survey study of 352 recent RN graduates in Nevada 

examined their perceptions of their first nursing position and their reasons for leaving 
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their jobs (Bowles & Candela, 2005). A factor analysis of the survey tool yielded six 

factors related to their first job experience. These factors included patient care concerns, 

support from other staff and the nursing care team, supervision and evaluation of their 

work, support for advancement, administrative support for carrying out their work, and 

collaboration and having a voice in decisions. The majority of the graduates described the 

work environment as stressful and not conducive to safe patient care. They believed that 

administration did not listen to their concerns and that opportunities for advancement 

were limited. 

The survey also included an open-ended question asking the graduates why they 

left their first RN position. Using content analysis, four themes were identified: patient 

care, work environment, location or nursing area move, and employment factors. The 

graduates reported stress associated with the acuity of the patients, unacceptable nurse-to

patient ratios, and feelings that patient care was unsafe. These patient care issues were the 

most frequent reasons they left their jobs. The work environment was the next most 

frequently cited theme. The graduates noted management issues, such as lack of support 

and guidance from their managers, and being given too many responsibilities. Relocation 

to another city, state, or country or to another area of nursing was the third theme. The 

final theme included leaving due to salary, schedule, and/or benefit issues. Thirty percent 

of the graduates in this study left their first job within the first year of employment and 

57% had left by two years. These findings have implications for nurse leaders about the 

relationship of the work environment to retention rates for new RN graduates (Bowles & 

Candela, 2005). 
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In a more recent survey study conducted in a children's hospital, Halfer and Graf 

(2006) examined sources of new graduate pediatric nurse job satisfaction and 

dissatisfaction and perceptions of the work environment. A cohort of 84 graduates 

voluntarily participated in this survey that was administered at four time intervals of 3, 6, 

12, and 18 months of employment. A factor analysis delineated seven factors including 

professional respect, career development, work schedule, information access, 

competence, work management, and becoming part of a team. Graduate nurse satisfaction 

improved when work organization and clinical tasks were mastered. These were two 

stressful areas for novice nurses. Variables that improved significantly over 18 months 

included the graduate nurses' understanding of leadership expectations and ability to 

manage the demands of the job and get their work done. The variables that changed over 

time revealed dissatisfaction at specific time intervals, but later improved by 18 months 

after employment. The variables that changed over time included knowledge and skills to 

perform the job, access to resources, and ability to participate in professional 

development opportunities. This suggested that there is an 18 month adjustment period 

for new graduate nurses. Perhaps the most significant finding of this study was the fact 

that work schedules are linked to graduate job satisfaction. The graduates appeared to go 

through a grieving process with the loss of an academic schedule with weekends and 

holidays free and with summer and winter vacations. This transition to a 365/24/7 service 

profession resulted in frustration with work and life balance. Nurse leaders must learn 

how to manage differences in expectations about scheduling procedures and provide 

supportive strategies in order to achieve effective retention outcomes. At the conclusion 

55 



of the study, 67 nurses or 20% remained employed in the hospital, a turnover rate which 

was lower than the national average of 3 5 to 60%. 

In summary, with a national nursing shortage that will become more severe within 

the next decade, nurse leaders are faced today with the challenge to attract and retain the 

newest generation of nurses. New graduate nurses want employers who will provide the 

financial and professional advantages needed to launch them on a successful nursing 

career. The transition from student to professional nurse is a critical change of roles that 

encompasses a variety of career milestones in the first 18 months of employment and 

affects the new graduate nurse professionally and personally (Halfer, 2007). Meeting the 

expectations of the graduate nurse during this transition period will influence their job 

satisfaction and desire to stay in their jobs. In the PICU, caring and nurturing the new 

graduate nurse becomes just as important as caring for the critically ill infants and 

children. 

Generational Differences in Nurse Job Satisfaction and Dissatisfaction 

Health care organizations not only face a shortage of nurses, but also new 

generations of employees with diverse expectations. This generational integration will 

increase in the coming years; it is estimated that 40 to 60% of RNs older that 40 years of 

age will retire within the next 15 years (Apostolidis & Polifroni, 2006). If organizations 

and nurse leaders do not have a thorough understanding about each generation and their 

unique job satisfiers, productivity and job satisfaction will suffer. Each generation 

possesses distinctive characteristics, values, and traits that influence expectations related 

to work satisfaction. The nursing work environment now contains four distinct 
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generational groups with divergent approaches to work, philosophical views, and 

expectations. These groups include the Veterans born between 1925 and 1945, Baby 

Roomers born between 1946 and 1964, Generation Xborn between 1965 and 1980, and 

the Millennial Generation born between 1980 and 2000 (Boychuk-Duchscher & Cowin, 

2004 ). An understanding of the issues inherent in a multigenerational workforce can 

illuminate potential areas of conflict, as well as provide new direction for retention 

strategies. 

How nurse managers attend to the generational differences between these nurses 

and their need for a supportive work environment may decrease overall job 

dissatisfaction and increase nurse retention (Stuenkel & Cohen, 2005). According to 

Stuenkel and Cohen, awareness and assessment of the differences among the generations 

represented in the workforce is the first step in managing differences. Savvy managers 

will approach his/her nursing staffs with awareness that each of the generations think 

about and perceive work differently. Providing opportunities to increase staff nurse 

involvement and collaboration across generations can provide the framework to address 

dissatisfiers in the work environment. 

The generation gap among nurses extends to factors that cause job dissatisfaction. 

In an informative article, Greene (2005) discussed expectations of the different 

generations of nurses and cited a study from the national health care alliance. VHA 

Center for Research and Innovation (2002) summarized the dissatisfactions for nurses 

over age 32 and under age 32. Of particular interest were the differences between the age 

groups and their work priorities. Sources of dissatisfaction for nurses over age 32 were 

57 



related to collaboration and support and included scarce ancillary and support services 

(96.3%), lack of teamwork among coworkers (91.7%), incomplete information sharing 

(47.8%), poor security services (43.7%), and an inefficient physical plant (42.5%). 

Sources of dissatisfaction for nurses under age 32 differed. They were more personal and 

included disparate work and personal life balance (96.3%), an organization not focused 

on patient needs (91.7%), outdated medical equipment (47.8%), and insufficient 

development opportunities (43.7 %). Greene summarized "what nurses want" as the 

"unhappiness divide" (p. 38). The generation gap among nurses broadens to factors that 

make them unhappy in their jobs. High on the dissatisfaction list for the nurses over 32 

years old was lack of teamwork, while those nurses under 32 years of age saw a lack of 

work and personal life balance as dissatisfying. 

Few research studies have focused on generational differences and work 

satisfaction. This void in the literature prompted a correlation survey study that examined 

the differences in work satisfaction between Baby Boomer and Generation X nurses 

(Apostolidis & Polifroni, 2006). Ninety-eight nurses completed the survey which 

measured pay, autonomy, professional status, interaction, task requirements, and 

organizational policy. The Baby Boomers ranked pay, autonomy, and professional status 

as the top three components of job satisfaction. The Generation X nurses reported that 

professional status was the most important component of satisfaction, followed by 

interaction and then autonomy. The younger nurses were also the least satisfied with their 

pay. The results of this study showed a significant difference between these two 

generations, in that the Boomers preferred autonomy over professional status. Analysis of 
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generational differences in job satisfaction gives nurse leaders information on which to 

develop programs that better create and retain a positive and satisfied nursing staff. 

Pediatric and Neonatal Nurse Job Satisfaction and Dissatisfaction 

Prior research has examined factors influencing nurses' satisfaction across critical 

care and acute care inpatient units in general but has ignored nurses who work 

exclusively in PICUs. In order to examine this void in the literature, a hallmark study of 

PICU nurses was conducted by Bratt and colleagues (2000). Using a cross-sectional 

survey design, they explored the influences of nurses' attributes, unit characteristics, and 

elements of the work environment on the job satisfaction of 1,973 PICU nurses in 65 

organizations in the U.S. and Canada. This sample of nurses was staff nurses (86%), 

well-educated (61 % had a baccalaureate or higher degree), and younger (58% were 36 

years of age or less). Experience as a PICU nurse in the participant's current position 

varied from new graduate ( 4% ), two years or less (28% ), and 6 years or more (28% ). 

The researchers found that job stress had a significant negative correlation with 

the other five variables of group cohesion (r = -0.43), nurse-physician collaboration (r = -

0.37), nursing leadership behaviors (r = -0.47), organizational work satisfaction (r = -

0.56), and professional job satisfaction (r = -0.52) (Bratt et al., 2000). All of the reported 

correlations were significant at P < .00 l. All of the variables explained 52% of the 

variance in organizational work satisfaction; job stress accounted for 32% of the 

variance. The model also explained 31 % of the variance in professional job satisfaction 

with job stress accounting for 27%. The researchers concluded that job stress and nursing 

leadership were the most influential variables in the explanation of job satisfaction. 
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Stressors in the PICU were examined from responses to open-ended questions in the 

survey. Content analysis revealed three themes: issues concerning families, staffing, and 

death and dying. Greater than half of the PICU nurses reported their most frequent 

stressor as dealing with patients' families. 

From their findings, Bratt et al. (2000) recommended that nursing leaders plan 

target management strategies that would empower staff to provide quality care to patients 

and their families. They recommended developing interventions and resources that would 

diminish the stress caused by nurse-family interactions and help PICU nurses manage 

complex family situations. Additionally, the time and energy required to support patients' 

families must be factored into nurses' workload. Because the emotional strain of caring 

for dying children is a stressor for the PICU nurse, they recommended providing support 

systems that could assist nurses in coping with issues of death and dying. 

Nurses, who work with children, often enter into intense relationships with their 

patients and families, despite recurrent and frequent stress. Archibald (2004) has 

extensively studied this phenomenon of caring and therapeutic relationships in neonatal 

intensive care nursing and, in 2006, conducted a qualitative study designed to understand 

the job satisfaction of NI CU nurse. The interviews of eight nurses were analyzed using 

Colaizzi' s phenomenological method. Analysis of their experiences revealed that the 

nurses were able to identify satisfying situations which compelled them to continue 

working in the NICU. These nurses were most satisfied when their patients responded 

according to expectations, when communication between members of the critical care 

team was open and clear, when healthy collaboration existed, and when the family was 
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pleased and appreciative of their efforts. They also found gratification in working with 

the physicians who communicated a high degree of confidence in and respect for the 

nurses. This latter finding differed from prevailing perceptions about nurse/physician 

conflicts in the NICU. Adequate compensation, another theme, buffered challenging 

work situations because the nurses were able to view the demands of their work as an 

essential part of the service they were expected to provide. The nurses appreciated 

recognition and respect from their supervisors and administration, another aspect of 

compensation. Advocacy was important to satisfaction. The experienced nurses 

discussed scenarios describing when the less experienced nurses needed help and how 

they were always there to intercept and assist. These nurses felt obligated to assist new 

graduates during their transition to professional nursing (Archibald, 2006). 

In conclusion, meeting the expectations of nurses regardless of age or specialty is 

an important charge for nurse leaders today. Nurse job satisfaction can be influenced by a 

variety of factors, such as the quality of the relationship with nurse managers, the quality 

of the environment in which they work, and degree of fulfillment in their work. Lack of 

job satisfaction can be a significant source of stress and can result in nurses leaving their 

jobs. Monitoring nurse satisfaction is just as important as implementing comprehensive 

measures to retain nurses at all career stages. These challenges are particularly ominous 

in the PICU environment due to the uniqueness of caring for critically ill children and 

their families. There is no one explanation of how to keep PICU nurses satisfied in their 

jobs. Instead, a variety of solutions for achieving nurse satisfaction must be developed. 
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The findings in the literature may be useful in developing strategies that increase 

retention of PICU nurses. 

Chapter Summary 

Job stress in critical care is not only intrinsic to the nature of critical care nursing, 

but influences the psychological well-being and job satisfaction of the nurses employed 

in these settings. The stressful factors related to job satisfaction identified in the literature 

are those most amenable to change by nurse leaders in administration and management. 

Continued efforts by nurse leaders who advocate for adequate staffing, correct problems 

in the physical work environment, provide consistent continuing education and training to 

improve knowledge and skills, improve communications between members of the health 

care team, and increase emotional support for nurses are all needed to improve 

satisfaction, and ultimately, retention. 

This is particularly important in the PICU because the reasons why PICU nurses 

leave their jobs has not been well studied in the literature. The fast-paced and 

emotionally-charged PICU environment presents nursing, patient, and family issues not 

faced by other critical care nurses. PICU nurses must deal with the emotional impact of 

sick and unstable children who may not survive. Death and dying is a frequent 

occurrence. Caring for children is also different than caring for adults in that PICU nurses 

must deal with diverse family issues and dynamics. These all relate to unique stressors 

experienced by PI CU nurses. 

The causes of nurses' flight from the PICU practice environment may be different 

than the overtly expressed reasons stated during exit interviews conducted after voluntary 

62 



resignation from their jobs. Literature assessing nurse job satisfaction and stress has 

primarily used quantitative measures in a survey format. A better understanding of the 

experiences of those nurses who are working in the unique PICU environment, who are 

living this, adds depth to the understanding of why they are leaving their jobs. The 

current study examined the factors that contributed to the unhappiness and dissatisfaction 

that caused them to leave and uncovered suggestions through qualitative inquiry that may 

facilitate retention strategies related to changing the work environment. Action research 

provided a compatible methodological framework as concerns in domains of nursing 

(practice, education, and management) were addressed. 
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CHAPTER III 

RESEARCH PLAN 

The methodological frameworks chosen for this study were action research and 

Heideggerian hermeneutic phenomenology. While action research ( a spiral of self

reflective cycles of planning, acting, observing, reflecting, and replanning) provided a 

systematic form of inquiry used to investigate a particular process or resolve a problem, 

the hermeneutic circle provided a method to analyze the data. An overview of the 

historical foundations and concepts of each framework follows. Additionally, a brief 

discussion of action research as it related to nursing practice, education, and 

administration is included in this study. This is followed by a discussion of the research 

design. 

Action Research 

Historical Overview 

Kurt Lewin's ( 1890-194 7) work had a profound impact on social psychology and, 

more particularly for the purposes here, in the field of action research. In the mid 1940s, 

Lewin constructed a theory of action research described as proceeding in a spiral of steps, 

each of which is composed of planning, action, and the evaluation of the result of action 

(Kemmis & McTaggert, 1990). Lewin argued that in order to understand and change 

certain practices, researchers must include practitioners from the real world in all phases 
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of inquiry (Mc Kernan, 1991 ). This construction of theory by Lewin made action research 

a method of acceptable inquiry. 

Many movements have had historical and philosophical influences on action 

research (Masters, 2000). Science in the education movement of the 19th and early 20th 

centuries delineated early ties with education in which the scientific method was applied 

to education. The experimentalist and progressive educational work of John Dewey 

applied inductive scientific methods of problem solving. The group dynamics movement 

in social psychology and human relations training used in the 20th century addressed 

social problems through qualitative social inquiry. It was Lewin in the 1940s who 

proposed the use of action research to address the problems experienced at this time that 

were associated with the onslaught of World War II, inter-group relations, racial 

prejudice, and social reconstruction. In the 1950s and early 1960s, action research was 

used in the study of industry, with a committed following in the U.S. at the Massachusetts 

Institute of Technology and in the United Kingdom at the Tavistock Institute (McKeman, 

1991 ). Later, educational research in the 1960s and 1970s used action research through 

school-based reforms. In nursing, action research gained momentum in the 1980s. Nurse 

researchers increasingly draw on the ideas of influential academicians in defining action 

research as an emancipatory strategy and form of collaborative inquiry rooted in 

reflective practice (Hart & Anthrop, 1996). 

Action Research Concepts 

There has been much debate over the use of the term action research, and its 

definition varies in different countries and in different settings. Generally, the purpose of 
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action research is to implement change and generate new knowledge. This is consistent 

with Lewin's early definition of action research in which practitioners participate in the 

cyclical process of four stages, such as planning, acting, observing, and reflecting 

(Hampshire, 2000). More recent definitions of action research characterize it as focusing 

on change and improvement, involving practitioners in the research process, being 

educational for all those involved, looking at questions that arise from practice, being a 

cyclical process of collecting, giving feedback, and reflecting on data, and facilitating a 

process which generates knowledge. Within all of these definitions four basic themes 

emerge, including empowerment of participants, collaboration through participation, 

acquisition of knowledge, and social change. Furthermore, the process that the researcher 

goes through to achieve these themes is consistently described as a spiral of action 

research cycles consisting of planning, acting, observing, and reflecting (Masters, 2000). 

Action research is directed towards studying, reframing, and reconstructing 

practices that are social. Since practices are constituted in social interactions among 

people, then changing practices is a social process. At its best, action research is a 

collaborative social process. Habermas (1996) described this process in terms of opening 

communicative space when people join together in changing practices through which 

they interact in a shared world living in the consequences of one another's actions. 

Action research does not focus exclusively on the user and carer involvement, though 

clearly its participatory and democratic principles make it an obvious choice to explore 

these issues (Meyer, 2000a). I planned to used action research more widely in this study, 

not only to examine factors which explain why PICU nurses left their jobs, but so the 
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clinicians could research their own practice environment in order to focus on the 

processes and outcomes of change. 

Holter and Schwartz-Barcott (1993) discussed three types of action research: a 

technical collaborative approach, a mutual collaborative approach, and an enhancement 

approach. The mutual collaborative approach was employed in this study. In this type of 

action research, the researcher and the practitioners come together to identify potential 

problems, their underlying causes, and possible interventions. The problem is defined 

after dialogue between the researcher and the practitioner and a mutual understanding is 

reached. Practically speaking, this type of action research seeks to improve practice 

through the application of the personal wisdom of the participants. This design of action 

research also allows a more flexible approach via the frequent use of interpretation, 

comfortably accommodating interactive and phenomenological perspectives 

(Mccutcheon & Jung, 1990). 

Action Research and Nursing 

Action research has existed for over 60 years and has long been used in a variety 

of disciplines (Meyer, 2000b ). Specifically designed to bridge the gap between theory, 

practice, and research, action research is gaining credibility in health care, particularly 

with nursing. The principal purpose of action research is to implement a change to solve a 

nursing practice problem. Nursing practice problems pertinent to action research may be 

related to the three nursing domains of practice, education, or administration. Pertinent 

literature to these three areas will be discussed in this section. 
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Nursing practice. Researchers have used action research in nursing practice to 

benefit patient care through changes in methods of patient care delivery, changes in 

overall status of a community, and development of new nursing roles (Streubert & 

Carpenter, 1999). Multiple study findings have resulted in improvements in practice itself 

and in nurses by way of self-empowerment and the creation of tools for more effective 

nursing practice. For example, Manley ( 1997, 2000a, 2000b) conducted action research 

studies to develop, initiate, and evaluate an advanced practitioner/consultant nurse role in 

an ICU. Data generation methods included values clarification, observation, diary, 

initiation of an action plan, and focus group evaluation. As a result of this research, a 

detailed role description was given for an advanced practice nursing role and a 

conceptual framework highlighted preparation of advanced practice nurses. Manley's 

research is an excellent example of an empowering type .of action research using staff 

participation and collaboration throughout all phases to attain the goal of staff 

emancipation. All unit nurses participated in this three year period of implementation. 

Manley described the study implementation as cycling between action, reflection, 

evaluation, and planning. Collaborative reflection among the staff and the researcher 

facilitated refinement of the new nursing practice role. 

Action research recognizes the value of professional judgment in applying 

scientific evidence in practice. Working closely with nurses and using reflexive data 

collection methods, action researchers are better positioned to explain the nature of 

professional judgment and to explicate why scientific evidence is not always successfully 

implemented in practice. Hart and Bond identified seven criteria in action research that 
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distinguished it from other research methods ( as cited in Taylor, 2001 ). Action research is 

educative, problem-focused, context-specific, future-oriented, and deals with individuals 

as co-researchers. It involves a change intervention with goals of involvement and 

improvement. Action research is a cyclic process in which research, action, and 

evaluation are interlinked. Action research is founded on a relationship in which those 

involved are active participants in the change process. 

In a qualitative study conducted by Taylor (2001), action research facilitated 

practice processes in experienced RN s in order to raise critical awareness of practice 

problems, work systematically through problem-solving processes to uncover constraints, 

and improve the quality of care given by the nurses despite the identified issues and 

possibilities. Twelve experienced RN s shared their experiences of nursing during three 

action research cycles. A theme of dysfunctional nurse-nurse relationships was identified, 

resulting in a negotiated action plan to improve relationships in the workplace, thus 

creating a more positive work environment. 

Most action research studies reported in the literature related to nursing practice 

rather than education or administration. Because of its major advantage of creating 

practical solutions to everyday nursing practice problems, action research is an effective 

method for implementing change in today's health care world. Recent action research 

studies have included the following practice problems: improving discharge preparation 

of children with respiratory problems (Suderman & Deatrick, 2000); measuring 

collaboration in nurse/physician led interdisciplinary teams, which improved the 

intervention and the approach to outcome measurement (Dechairo-Marino, Jordan-
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Marsh, Traiger, & Saulo, 2001); verifying that nurse education programs must be 

improved to enhance pain management in children (Simons, 2002); enabling ICU nurses 

to implement and evaluate clinical supervision into their practice (O'Riordan, 2002); 

improving nursing management of ambulatory hematology/oncology patients (Wallis & 

Tyson, 2003); and evaluating the impact on families of a children's hospice program 

(Davies, Collins, Steele, Pipke, & Cook, 2003). 

Nursing education. Although more recent action research in nursing is related to 

practice applications, earlier action research focused on nursing education. Researchers 

use action research to change faculty or student practices. Nicoll and Butler's (1996) 

work exemplified how action research could be used in nursing education to empower 

students. The purpose of this study was to determine the causes of anxiety in student 

nurses taking biology courses and initiate and evaluate an action plan to reduce their 

anxiety. The sample consisted of 66 nursing students. Data generation methods included 

the Delphi technique to identify causes of anxiety, a 10-student quality circle for action 

planning, and focus group evaluation of changes made. The researchers did not provide 

details of how they conducted the Delphi technique, nor did they describe how they 

analyzed the data generated from the Delphi technique. The study did however provide a 

list of data categories sorted into five themes, including the students' perceptions of the 

causes of their anxiety, learning context, student factors, and curriculum factors. The 

researchers concluded that action research proved to be an effective method in course 

evaluation. Student benefits from the study included decreased anxiety and perceptions 
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that their participation in the process was valued by the faculty. Faculty also benefited 

from the positive changes in students' attitudes and behaviors. 

In a more recent action research study conducted in the United Kingdom, 

Graham, Webb, and Abelson-Mitchell (2004) developed aspects of the Lecturer 

practitioners' (LP) work roles, examined the effects of this on individuals at one English 

university, and quantified LPs' occupational stress and burnout (Graham et al.). Data 

were collected through focus groups, meetings, participant feedback, and participants' 

reflective diaries. A validated psychological attitude ratings scale was used to measure 

occupational stress and burnout. Findings from the qualitative and quantitative methods 

were triangulated for depth of analysis. Themes that emerged included personal 

motivation, workload pressures, role clarity, preparation and support, and rewards from 

the role. As a result of this project, university policies and documentation were changed. 

The questionnaire revealed that the LPs were no more stressed or burnt out than those 

working in other comparable roles. Action research was an effective methodology for 

uncovering knowledge and bringing about change in an academic setting. 

Nursing management and administration. Action research in nursing management 

and organizational development has been varied and includes studies aimed at resolving 

organizational issues, such as quality patient care, systems improvement, organizational 

learning, and the management of change (Coghlan & Casey, 2001). These issues are 

suitable topics for action research because they are real events which must be managed in 

real time; they provide opportunities for both effective action and learning; they present 
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opportunities for the development of nursing knowledge; and they contribute to the 

development of theory to what truly occurs in hospitals. 

Researchers have also used action research in nursing administration to initiate 

new nursing administrative roles. An action research study conducted by Breda et al. 

(1997) demonstrates this application best. The purpose of their study was to implement 

changes in order to increase autonomy of the nurse managers and staff of a psychiatric 

hospital. Data generation methods included reflective discussion through a study group, 

initiation of action plans, and qualitative evaluation. These interventions resulted in 

increased autonomy among the nurses. Nurses assumed increased ownership for their 

own practice, changed their nursing approach to emphasize wellness and healing, and 

began to treat patients as partners. This study illustrates an important function of action 

research, which encompasses working as a group to discuss and describe a perceived 

problem, followed by action for the purpose of problem solving. Although the researchers 

in this study did not describe these processes as such, they could have represented it as an 

action research study for participative governance. 

In a more recent study, participatory action research was found to be successful in 

identifying and acting on the enhancers and inhibitors to structural and organizational 

reform (Chenowith & Kilstoff, 2002). The purpose of this study was to explore strategies 

for reform and to use collective self-inquiry as a method to examine problems and decide 

upon actions to bring about changes. The staff in three aged care centers in Sydney, 

Australia expressed a desire to enhance the quality of care provided in order to meet the 

criteria for accreditation. Data were collected over three years. Methodology included 
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participant observation, interviews, and focus group discussions. As a result of this action 

research, organizational change occurred across all three centers with changes in the 

outcomes for residents and staff. The themes that emerged, which enhanced the 

participatory process, included the need for flattened organizational structures, 

management's willingness to fully support the process, and management's readiness to be 

more transparent. The factors that inhibited the process included the negative 

organizational culture and inconsistent support by management. This study represents the 

versatility of action research for use in complex organizational reform and quality 

improvement processes. 

At a time in health care when there is increasing concern that research evidence is 

imperative but oftentimes insufficient to influence practice development, action research 

is gaining credibility in health care settings. This method of inquiry is especially growing 

in nursing as it is flexible enough to address nursing practice, education, and 

administration concerns. It can be used more widely to foster better practice across 

interdisciplinary boundaries, between different care settings, and by clinicians to research 

their own practice. Action research is an eclectic approach, drawing on a variety of data 

collection methods. The focus of the process as well as the outcomes explains the 

frequent pairing of action research with qualitative methods. 

Summary 

Action research, therefore, draws upon the Aristotelian concepts of praxis ( doing) 

and phronesis ( an understanding of what should be carried out in practical solutions) 

(Kelly & Simpson, 2001 ). These points are particularly relevant when action research is 
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applied in health care organizations, as the methodology is grounded in maintaining the 

focus on the real world, rather than controlled environments. It acknowledges the 

struggles in which the social actors, such as nurses, negotiate each day and attempt to 

confront complex organizational processes. 

Action research leaves the positionality (insider or outsider) of the researcher 

open. In this study, the researcher was the insider. Action research is a reflective process 

that is deliberately and systematically undertaken and commonly requires that evidence 

be presented to support assertions. Action research is oriented to some action or cycle of 

actions that members of the organization have taken, are taking, or wish to take to 

address a particular problematic situation. The idea is that change occurs either within the 

setting and/or within the researcher and participants themselves. Unlike traditional social 

science research, action research demands some form of intervention. These interventions 

comprise a spiral of action cycles which the researcher undertakes to develop a plan of 

action to improve what is already happening, act to implement the plan, observe the 

effects of action in the context in which it occurs, and reflect on these effects as a basis 

for further planning (Herr & Anderson, 2005). 

Action research is a systematic form of inquiry used to investigate a particular 

process or resolve a problem. Its main advantages include its practical and participatory 

nature (Hambridge, 2000). Action research served as the methodological framework of 

this study, as it was particularly suited to identifying problems in clinical practice and 

helping develop potential solutions in order to improve practice (Meyer, 2000a). This 

method of investigation explicitly and purposefully became part of the change process by 
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engaging the stakeholders, in this case nurses, in studying their own problems in order to 

solve those problems (Patton, 2002). As a result of this research, I, in partnership with the 

current nurse leaders in the PICU, planned to develop a plan of action that would address 

the reasons nurses leave the PICU, but not implement the interventions as part of this 

study. Implementation of the changes resulting from the study's findings, evaluation of 

these changes, and revisions to the plan will be completed by the current PICU nurses 

and nurse leaders in the future. 

Heideggerian Phenomenology 

Historical Overview 

Martin Heidegger (1889-1976), a German philosopher, was a student of Edmund 

Husserl (1858-1938), the founder of phenomenology. Phenomenology is the study of 

lived experience or the life world, emphasizing the world as lived by the person, not the 

world as something separate from the person. Similar to phenomenology, hermeneutic 

phenomenology is concerned with the human experience as it is lived. The way this 

exploration of lived experience proceeds is where Husserl and Heidegger differed. 

Husserl focused on understanding phenomena and was interested in acts of attending, 

perceiving, recalling, and thinking about the world. In his world, human beings were 

knowers. Conversely, Heidegger focused on the mode of being human, and he viewed 

humans as being concerned creatures with an emphasis on their fate in the world 

(Laverty, 2003). Heidegger believed that every encounter required an interpretation 

influenced by the individual's background. 
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Heideggerian Phenomenology Concepts 

Heidegger articulated his views on our disconcerted sense of being, the world, and 

our place in it. Being (translated as Dasein or "Human Being") refers fundamentally to 

how we make sense of the world, our place in it, and how we become aware of this place 

(Conroy, 2003). In the background of our world is a web of relations where something 

becomes intelligible through the hermeneutic task of interpretation. Interpretation is an 

ongoing and evolving task in which we are always in relation with others. The 

hermeneutical circle, created by Heidegger, is the circular form of interpretation between 

persons in their interactions. By definition, it is a closed loop that needs loosening 

without losing its interactive possibilities and interpretive nature. The hermeneutical 

spiral represents the process of interpretation where the discernment of a group builds on 

each others' understanding over time. 

Interpretive phenomenology, specifically the work of Martin Heidegger, was the 

background for this study. As an approach to scholarship, hermeneutics acknowledges 

the temporal situatedness of both the researcher and the participants and is a continuing 

experience for all. Moving beyond traditional logical structures, methods reveal and 

explicate hidden relationships and meanings. The description of the common experiences 

extends and enhances understanding the human situation that is lived (Diekelmann, 

Schuster, & Nosek, 1998). 

Heideggerian phenomenology, as a qualitative methodology, recognizes the value 

of the subjective lived experience of the participants, and the physical, sociological, and 

psychological phenomena that come together to create his/her life-world (Vickers & 
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Parris, 2003). Heidegger (1959) believed that people are all positioned in the world and 

that their understanding of the world comes from their experiences within the world. This 

approach is well suited for an examination of the factors which influenced the reasons 

PICU nurses left their jobs and to identify some common patterns of meaning among the 

experiences of these PICU nurses. 

Summary 

The methodological frameworks chosen for this study were action research and 

Heideggerian hermeneutic phenomenology, while critical theory provided the 

philosophical framework. Different methodological and philosophical approaches can be 

creatively and successfully used in one study if there has been adequate consideration of 

vital factors. These factors include determination if there is a good fit of the approaches 

with the research problem and question, that the approaches are complimentary to each 

other, and that the integrity of each approach has been maintained (Annells, 2006). 

Critical theory provided a context from which it was possible to go beyond the goals of 

traditional and interpretive science. In this study, a critical theory approach to inquiry 

offered a strategy for examining the factors which influenced PICU nurses to leave their 

jobs. Critical theory also involves the charge of action (Supinda & Kendall, 1998). Action 

research brings together action and reflection and theory and practice, in the pursuit of 

practical solutions to issues of pressing concern to people and their communities. Action 

research also starts with everyday experience and is concerned with the development of 

living knowledge (Reason & Bradbury, 2006). The purpose of the Heideggerian 

hermeneutic phenomenological approach was to interpret the meaning of the experience 
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as it is lived or has been lived and experienced (Supinda & Kendall). These three 

approaches provide a suitable milieu for the research design. 

Research Design 

Setting 

The setting chosen for this study was Children's Medical Center (Children's) 

located in Dallas, Texas. More specifically, the Critical Care Services (CCS) areas were 

identified as the focus for the study. Children's is private, not-for-profit, and one of the 

largest pediatric health care providers in the U.S. As the only academic health care 

facility in North Texas dedicated to the comprehensive care of children from birth to age 

18, Children's is the primary teaching facility for The University of Texas Southwestern 

Medical Center (UTWSMC). Children's is licensed for 406 beds, has more than 50 

subspecialty programs, and is the only designated Level I trauma center for pediatrics in 

the Southwest U.S. As a referral hospital, patients come to the hospital through their own 

physicians. Children's reports more than 340,000 patient visits each year (Children's 

Medical Center, 2007). Critical Care Services (CCS) is responsible for the care of 

patients in three intensive care units. The three divisions are the Cardiac/Cardiothoracic 

ICU (17 beds), Trauma/Neurosurgical/Neonatal ICU (22 beds), and the main Medical

Surgical PICU (22 beds). Patients are admitted to one of these units based on diagnoses. 

With a total of 61 beds, Children's has the largest PICU in the U.S. 

Participants 

The aim in participant selection in hermeneutic phenomenology research is to 

select participants who have the lived experience that is the focus of the study, who are 
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agreeable to talk about their experience, and who are dissimilar enough from each other 

to enhance the possibilities of rich and unique stories (Laverty, 2003 ). The population of 

interest for this research study was to be all PICU nurses working in practice in the U.S. 

The informant sample was to include volunteer, English-speaking, PICU nurses that 

voluntarily left any of Children's three CCS areas in the time frame of 2000 to 2007. It 

was anticipated that 8 to 15 nurses would be enrolled in the study. The study sample was 

to include all PICU nurses who left the hospital entirely. There were to be no limitations 

related to length of service in the hospital or PICU, nor were there to be limitations 

related to how long the nurses had been gone from their PICU jobs. I planned to exclude 

nurses who were involuntarily terminated from their positions and those PICU nurses 

who transferred to non-critical care areas within Children's and were still employed at 

Children' s. 

Children's CCS employed 171 nurses at the time of this inscription (Stipe, 

2006a). In 2005, 42 new nurses were hired, and in 2006, 14 nurses were hired. Of the 

nurses hired in 2005 or 2006, 33 were graduates, 18 were experienced nurses, and five 

transferred into the PICU from other units at Children's. The average tenure of the PICU 

nurses was 4.9 years; their average age was 33.3 years. 

I planned to generate the roster of eligible nurses from Children's Human 

Resources computer database and send letters to these nurses, inviting them to participate 

in the study. Participation in this study was to be strictly voluntary. Those who wished to 

participate were to be asked to contact me (via telephone or email correspondence) for 

inclusion in the study. Participants were to be enrolled in the study as interview 
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appointments were confirmed. I planned to continue to engage in interviews with 

participants until I believed I had reached a point of saturation, in which a clearer 

understanding of the experience would not be found through further discussion with 

participants. I anticipated that it would take 8 to 15 participants to reach saturation. 

Data Generation Strategies 

I planned to use a demographic information form and a semi-structured interview 

guide as data collection instruments. I developed both forms after a review of the 

literature. The demographic form was to be completed by the study participant prior to 

the interview. Data obtained from this form were to be used to describe the participants. 

I planned to interview the participants face-to-face at the location of their choice, 

including their home, worksite, or an alternate, convenient site. The interview guide 

included questions that provided opportunities and prompts for the PICU nurses to tell 

their stories. Participants were to be asked to describe in detail their experience of the 

topic. The questions asked were to be open in nature, with follow-up discussion led by 

the participant. When appropriate, I planned to use probing questions during the 

interview to clarify or explore responses. 

Openness was critical in the exchange so that the interview process stays as close 

to the lived experience as possible. This process is described as getting at what the 

participant really experienced from the inside out, not simulations of what they thought 

they experienced (Geertz, 1973). According to K vale (1996), it is important not only to 

pay attention to what is said, but what is said "between the lines." Hence, verbatims do 

not always capture what is really said in the interviews. Immersion in the text is the major 
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aim of hermeneutic conversation. Therefore, conversations with participants through 

semi-structured interviews were a suitable strategy for data generation. 

Interviews were to be audiotaped with the participant's consent. I planned to take 

notes during the interview, again with the participant's consent. Only the participant and I 

were to be present during the interviews. The interview tapes were to be transcribed 

verbatim as soon as possible after the interviews by an experienced medical 

transcriptionist. 

Consistent with the framework of action research, I planned to return each 

transcript to the participant for review. I planned to give each participant the option to 

provide additional information, and any new information was to be included in the final 

data analysis. 

Data Analysis 

The specific interpretive phenomenology method I planned to use was developed 

by Nancy Diekelmann as she applied it to nursing research (Diekelmann, 2001; 

Diekelmann et al. , 1989; Diekelmann et al., 1998). This methodology was to involve 

interviewing nurses about the reasons they left their jobs in the PICU, collecting the 

process narratives by taping their stories, transcribing these narratives and interpreting 

them for common practices and shared experiences, gathering these practices and 

experiences under categories that emerged from the individual narratives, elucidating and 

clarifying the common themes that emerged, and writing a report that summarized and 

interpreted these findings (Stine, 2003). 
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I planned to analyze the data using Diekelmann's Heideggerian Hermeneutic 

Method and the circular hermeneutic process described by Heidegger (1959) 

(Diekelmann et al., 1989). The key principles that were to guide the analysis were to 

include entering the hermeneutic circle to engage in a process of moving from whole to 

the parts and the parts to the whole, allowing emerging data to remain open to alternative 

interpretations, and recognizing the temporality of truth (Whitehead, 2004). The 

following seven stages were to be used for data analysis: (a) examine documents as a 

whole, (b) identify categories, ( c) compare categories, ( d) identify relational themes, ( e) 

establish emerging constitutive patterns, (f) validate analysis, and (e) final report. In order 

to accomplish this, I planned to first read each transcript in its entirety to gain meaning of 

the text as a whole. Next, I planned to read each text again, this time line by line, to 

facilitate identification of categories, and after comparison gradually identifying themes 

that were related. A theme is a recurrent category that reflects the shared experiences and 

practices embedded in the interview texts (Diekelmann, 2001 ). By selection of individual 

sentences that reflected themes, I planned to relate these themes back to the meaning of 

the text as a whole, which was to result in the emergence of constitutive patterns within 

the data. The subsequent analysis of the data was to be validated by the research team as 

described below. Exemplars from the nurse's stories that represented the themes and 

patterns that emerged from the data were to be used in the final report. 

During this time, I planned to engage in group analysis of the interview data with 

members of my research team. The research team consisted of Children's colleagues 

familiar with the dynamics of the PICU milieu. Analysis of data in conjunction with a 
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research team was to enhance credibility, provide consensual validation, and assist in 

alignment of the themes into larger constitutive patterns (Moloney, 1995). Team 

members were to categorize themes within each interview, as well as themes that cut 

across interviews. Regular sessions were to be held, during which team members were to 

read the written interpretation of the themes with supporting excerpts from each 

interview. Similar analyses by other team members, followed with dialogue among team 

members, were to clarify the analyses. With succeeding interviews, each team member's 

understanding of the themes were to be compared with other team members' 

interpretations. Common themes were to be identified within each interview, and each 

member of the team was to share their own written interpretations. As the team analyzed 

subsequent interviews, each text was to be read against preceding texts while comparing 

and contrasting themes. New themes were to be allowed to emerge, and previous themes 

were to be continuously refined, expanded, or discarded. Rather than reducing 

phenomena to similarities or differences, team members were to explicate the practices of 

identifying the seemingly simple and overlooked. Discrepancies in the interpretations 

were to be clarified by referring back to the interview text. At any time during the 

hermeneutical analysis, it was to be expected that patterns might emerge. A pattern must 

be present in all of the interviews, expressing the relationship of the themes. Patterns are 

the highest level of hermeneutical analysis (Diekelmann, 2001 ). 

Rigor 

Rigor was to be established through trustworthiness and authenticity (Erlandson, 

Harris, Shipper, & Allen, 1993). Trustworthiness enables qualitative inquiry to make a 
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reasonable claim to methodological soundness and is established by using techniques that 

provide truth-value through credibility, applicability through transferability, consistency 

through dependability, and neutrality through confirmability. I planned to establish 

authenticity by meeting the criteria of fairness, ontological, educative, and catalytic or 

tactical authenticity. 

Prolonged engagement, which corroborates credibility and enhances trust with 

participants, was to be met by my 17 years as a PICU nurse in several ways. Interviews 

were to be open-ended and in-depth. There was to be immersion in the data by myself 

and the research team who were seven Children's colleagues representing diverse 

experiences with the PICU, such as nursing leadership, nursing education, and pastoral 

care. While prolonged engagement provided scope, persistent observation provided 

depth. Interviews were to be conducted with attention to relevancies versus irrelevancies 

and atypical cases. Member checking was to be met by providing nurses with a written 

transcript of their interviews to test categories, interpretations, and conclusions. 

Transferability was used to judge the extent to which research findings can be applied to 

other contexts and depends on articulation of the framework and assumptions, description 

of the sample, the setting, and thick description (Krefting, 1991 ). Thick descriptions 

provided enough information to judge the categories and themes, making the participants' 

stories and the findings valid. This was to be met by thoroughly capturing verbatim 

comments by the participants, immediate transcription of tapes, and detailed field notes. 

Confirmability moves evaluation from some inherent characteristic of the researcher and 

84 



places it on the data, and the audit trail leads to dependability and confirmability. It 

included the researcher's journal, original data, data analysis, and communications. 

The criterion of fairness was to be met by inviting all former Children's PICU 

nurses who met the eligibility criteria to participate. Educative authenticity ( extent by 

which the participants understand and appreciate the other nurse's comments) was to be 

met by sending the findings to the participants. Ontological authenticity ( extent by which 

the participants identify ways in which to use the findings as they experience their world) 

was to be accomplished via member checking. Catalytic or tactical authenticity ( extent by 

which participants make changes based on findings) was to be verified through testimony 

of participants in follow-up interviews. 

Protection of Human Participants 

I planned to protect participants through assurance of confidentiality. Since the 

audiotapes were to be transcribed by a transcriptionist, the transcriptionist was to be 

blinded to the identity of the participants. The transcriptions were not to be identified by 

name; code names (only known by me) were to be assigned. Code names were to be used 

rather than the participant's real names in the final report as well. I planned to keep 

audiotapes and transcripts in a locked file and destroy them within a reasonable amount 

of time. I planned to use procedures that conformed to the policies of the University of 

Texas Southwestern Medical Center (UTSWMC) at Dallas. I obtained approval for this 

study from the Institutional Review Board that authorized research at Children's and at 

UTSWMC and from the Institutional Review Board of Texas Woman's University 

(TWU). 
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Pilot Study 

A pilot study was conducted in conjunction with the requirements for a research 

class. The primary purpose of the study was to generate an account of the reasons PICU 

nurses at Children's give for leaving their jobs in the PICU. A second purpose was to 

describe any links or characteristics among these reasons that may apply specifically in 

the PICU setting. A third purpose was to determine the factors that operate in nurses' 

decisions to leave their jobs in the PICU. This discussion of the pilot study includes a 

synopsis of the participants, procedures for participants' protection, how data were 

collected and analyzed, study findings and conclusions, and implications for further 

research. 

Participants 

The population of interest for this study consisted of all PICU nurses in practice in 

the U.S. The informant sample included volunteer, English-speaking, PICU nurses that 

voluntarily left any of the four Children's Critical Care Services (CCS) areas in the 

timeframe of 2000 to 2003. The study sample included all PICU nurses that had left the 

hospital entirely. There were no exclusions related to length of service at Children's or 

the PICU, nor were there exclusions related to how long the nurses had been gone from 

their PICU jobs. Excluded from this study, however, were PICU nurses who were 

involuntarily terminated from their positions. Also excluded were PICU nurses who 

transferred to non-critical care areas within Children's and were still employed at 

Children's. A roster of PICU nurses who left Children's between 2000 and 2003 was 

generated via the Children's Human Resources computer database. Letters were sent to 
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this roster of nurses inviting them to participate in the study (Appendix A). A total of 75 

letters were sent, 15 of which were returned due to wrong addresses. Eleven nurses 

responded (15% positive return rate) and agreed to participate in the study. Of those 

nurses consenting, four were interviewed for this pilot study. The remaining seven nurses 

were approached at a later date and invited to participate in the next phase of this study. 

Each participant agreed to complete a brief demographic form (Appendix B). The 

four nurses in this study were Caucasian and female, ranging in age from 24 to 45 years. 

Three of the four were married, and two had children. All four of the nurses had a 

Bachelor of Science in Nursing degree. At the time of their interviews, two were pursuing 

a Master's degree to become Pediatric Nurse Practitioners. Years of experience in 

nursing ranged from 2 to 22, with experience in the PICU and employment at Children's 

ranging from 6 months to 22 years. Two of the nurses were working as school nurses at 

the time of the interviews. The other two worked as per diem nurses. One worked in 

another children's hospital as a PICU and recovery room nurse, the other as a 

breastfeeding consultant working out of her home. 

Protection of Human Participants 

Participants were protected through assurance of confidentiality and anonymity. 

Audiotapes of the participants' interviews were transcribed by a professional medical 

transcriptionist; the transcriptionist was blinded to the identity of the participants. The 

transcriptions were not identified by name; code names ( only known by me) were 

assigned. Code names, rather than the participants' real names, were used in the final 

report as well. I kept the audiotapes and transcripts in a locked file and destroyed them 
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once the study was completed. I agreed to use procedures that conformed to the policies 

of the UTSWMC at Dallas. Approval for this study was obtained from the Institutional 

Review Board (IRB) that authorizes research at Children's and at UTSWMC and from 

the Institutional Review Board of TWU. 

Data Generation 

Once IRB approval was obtained, the four nurses participating in the study were 

scheduled for interviews. The interviews commenced in June 2004 and concluded in 

September 2004. Each interview was audiotaped, and a professional medical 

transcriptionist was employed to transcribe them verbatim. Once all four interviews were 

completed, each nurse was sent the original transcription for review. Two of the four 

nurses made revisions to their transcripts and returned edited transcripts via mail. The 

edits were primarily for edits of grammar rather than content. 

I used the same interview guide during each interview (Appendix C). I created the 

interview guide from a review of the literature and consultation with Children's PICU 

leadership and education staff. The guide provided consistency in questions posed, as 

well as provided opportunities and prompts for the nurses to tell their stories. When 

appropriate, I used probing questions during the interviews to clarify or explore reasons 

related to the dialogue. I began each interview with a statement confirming verbal 

consent of the participant. Only I and the participant were present during the interview. 

Interviews were conducted at a setting chosen by participants. Three of the four 

interviews were conducted at Children's in my office. One was conducted off-site at a 

coffee shop close to the participant's home at her request. Each interview lasted 
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approximately two hours. Two of the nurses provided additional data. One provided a 

hard copy of a letter that she had written to PICU management during her employment at 

Children's, discussing the details of her dissatisfaction at that time. Her interview detailed 

this letter and reaffirmed that there continued to be opportunities for improvement in the 

PICU at Children's. Her interview also provided me with a thorough understanding of 

how dissatisfaction in the workplace can become a painful life event that is never 

forgotten. The other nurse provided two more documents after her interview, both sent to 

me via email. Her comments were astute as well, focusing on "the fix" for retention in the 

PICU. She stated, 

No matter how high tech nursing becomes, the very basic Maslow type truth is 

that it is the human touch that is so important. This is of course true for the 

patient, but it is true for the nurse also - they need to feel importance. This is just 

a little thing, but it might be one more piece of the puzzle for you to consider. 

Data Analysis 

I used Diekelmann' s Heideggerian Hermeneutic method to analyze the data 

(Diekelmann et al., 1989; Heidegger, 1959). The key principles that guided the analysis 

included entering the hermeneutic circle to engage in a process of moving from the part 

to the whole, allowing emerging data to remain open to alternative interpretations and 

recognizing the temporality of truth (Whitehead, 2004 ). I first read each transcript to gain 

meaning of the text as a whole. Next, I read each transcript again, this time line by line, to 

facilitate identification of themes. By selection of individual sentences that reflected 

themes, I was able to relate these themes back to the meaning of the text as a whole. 
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Finally, I selected exemplars from the stories that represented the themes. I used these 

four steps/processes with a research team consisting of me and four other colleagues. The 

team included another doctoral student in nursing, an advanced practice nurse with 

expertise in professional development, a hospital chaplain with experience in professional 

counseling, and a master's prepared clinical nurse manager. Interviews were read 

separately by all members of the research team, and then we read them together in 

scheduled meetings. These meetings were in person, in groups, one-on-one, and on the 

telephone. Six main themes and several sub-themes were revealed as the interviews 

commenced and our group began to meet. Each theme was related to each nurse's 

decision to leave her job in the PICU at Children's. All four of the interviews yielded 

insightful and thoughtful reflections of past experiences in the PICU practice 

environment, some positive and some negative. 

Findings 

Six relational themes were identified from the interviews: relationships 

(interpersonal), development (sense of doing, role, and competencies), work environment 

(scheduling and assignments), support (emotional and physical), value (sense of being 

and intrapersonal), and coping (balance). 

Relationships (interpersonal). Three of the four participants expressed that 

relationships with others influenced their decisions to become a nurse, such as a father 

who was a doctor, a loving godmother, and a group of nurses in another hospital. All four 

nurses discussed relationships with those they worked with at Children's and said these 
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relationships influenced their decisions to stay or leave. Much of the dialogue was about 

relationships with peers, managers, and physicians. 

Relationships with their peers at the bedside, particularly other nurses and 

respiratory therapists, were highlighted by terms of endearment, as well as feelings of 

disappointment. One nurse's comments about her reasons for staying reflected the 

positive nature of relationships in a PICU environment. She said, 

Another big part of the whole story why I stayed so long is the camaraderie I felt 

with everybody. It was like an immediate family that you're close to with all the 

staff, nurses, and therapist. Because, you were right there with them, and all of the 

other like stuff in your life didn't matter when you're working with critically ill 

kids. Because you are thrust into a situation right away where it's life and death. 

There was just a real closeness that I felt with all the nurses I worked with. 

Conversely, another nurse stated that she did not have any real close friends in the PICU. 

She described how this influenced her feelings about work. She said, "I just felt very 

disconnected from my unit and that encouraged me to leave, when otherwise I probably 

might have stayed." 

Development (sense of doing, role, and competencies). All four of the nurses 

referenced the professional challenges of critical care and the required competencies as a 

satisfying component of their role in the PICU. Nurses made supportive comments about 

the role and teaching environment. One said, "I liked on one hand that the patients were 

sick and that I learned a lot. I always learned something new when I worked here." 
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Another participant commented, 

The challenge. I really had to think when I came to work, and you always had to 

stay on your toes, you had to know what you were doing in looking up things. I 

felt like I was using what I had learned in school and I felt like I was learning so 

much everyday that I was there. 

One nurse's comments touched on another aspect of development in the realm of doing 

when she stated, "I think the thing I liked best was the autonomy I had with my patients." 

There were comments by all four participants about being able to meet or not 

meet their own personal and professional needs. One spoke of the challenges associated 

with being a nurse and the expectations of the clinical advancement program as being a 

challenge. She commented, 

I don't know if the hospital has found a different way to meet these competencies 

recently, but I found that the nurses I worked with were not only overwhelmed at 

work on their shifts just taking care of their patients, but they were overwhelmed 

by all of the outside responsibilities that the hospital required of them. 

A member of our research team developed a developmental model to illustrate 

this theme (Appendix D). Her model mimics that of Abraham Maslow's work in the 

1950s. Maslow (1954) conceptualized that an individual's growth needs range from 

physiological through self-actualization. Maslow posited a hierarchy of human needs 

based on two groupings, deficiency needs and growth needs. Within the deficiency needs, 

each lower need must be met before moving to the next higher level. Once each of these 

needs has been satisfied, if at some future time a deficiency is detected, the individual 
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will act to remove the deficiency. The first four levels are physiological, safety and 

security, belonginess and love, and esteem. According to Maslow, an individual is ready 

to act upon growth needs, if and only if, the deficiency needs are met. Maslow further 

differentiated the growth need of self-actualization by naming two lower-level growth 

needs prior to the general level of self-actualization and one beyond that level. They are 

cognitive, aesthetic, self-actualization, and self-transcendence. Similarly, this 

developmental model uses this hierarchical approach to describe the development theme 

in this study. The science of nursing is congruent with accomplishing the basic skills and 

competencies required of nursing practice. The art of nursing is only achieved if this 

basic level has been mastered. Only at this highest level of nursing development, can the 

nurse truly practice with intuition and caring. So while Maslow looked at the individual 

in relation to the totality of his/her personal environment, we ( as nurse leaders, managers, 

and educators) must look at the dynamic that takes place between an individual (the 

nurse) and the organization (the PICU) within which the person is employed. 

Work environment (scheduling and assignments). All of the nurses had comments 

related to the complexities and chaos of the PICU environment. More specifically, they 

discussed dissatisfaction with staff schedules and patient assignments. Three of the four 

nurses discussed their discontentment with the scheduling patterns in the PICU. The two 

nurses that left to pursue advanced degrees commented on conflicts between their work 

schedules and with home and school commitments. Another nurse left due to an 

increased need for family time, which, in tum, affected her ability to commit to a 

prescribed work schedule. All three commented on the desire to have a more flexible 
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schedule, citing eight-hour shift options and/or weekend options as opportunities for 

better retention. All three also discussed their inability to meet family and personal 

commitments due to their schedules at the time of their departures from Children's. One 

of the nurses spoke eloquently about how her schedule did not work for her. This 

summarizes nicely what the others were saying as well. She said, 

I was 22 when I graduated and I was just missing weddings and just things that I 

felt were really important like baby showers, just things that only happen 

hopefully once, and I just felt like I wasn't getting to share that with friends and 

family. I have a really small family and I felt like I wasn't getting to see them as 

much as I used to. 

When it came down to choices between work versus family and/or outside interests, work 

was overruled. 

Two of the nurses commented that patient assignments were problematic and had 

influenced their decisions to leave their PICU jobs. One nurse reported, "I felt like the 

assignments were unrealistic in most cases for me to be able to take really good care of 

my patients." When this same nurse was asked what would have kept her at Children's in 

the PICU, she stated, "Changes would have to be made so that I could feel like I did a 

good job every shift. So, that would mean major assignment changes." Another nurse 

referred to inconsistent or unfair assignments as being an obstacle to feeling satisfied in 

her role. For example, when she requested another assignment on a particular day, the 

manager did not honor this request to change her assignment. This type of repeated 
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behavior in the work environment by those in charge was viewed as disrespectful by the 

nurses. 

Support (emotional and physical). The theme of support was described by the 

participants in the context of emotional (feelings) and physical (resources).Two nurses 

connected their dissatisfaction with not being able to do their job well with lack of 

support at the bedside. They cited the relationship between lack of assistance with patient 

care, inadequate staffing, and heavy workloads as examples. Two of the nurses were 

complimentary of other staff roles, such as clinical technicians, equipment technicians, 

and health unit coordinators who functioned in supportive roles. However, the other two 

were less than enamored with the quality of support these staff offered. Two nurses 

expressed contrasting opinions about the role and process redesign that had occurred in 

the PICU in the last five years. This was an elaborate consultative engagement that 

changed all roles and many of the core processes in the PICU. One participant said, "The 

re-engineering idea was a good one." Alternatively, the other nurse thought that the 

redesign took away from the nurse as the primary caregiver at the bedside and that the 

inclusion of a variety of roles and responsibilities had led to disjointed care. 

Support from nurse managers was an important aspect of this theme. Three of the 

nurses described lack of consistent attention and support from team leaders and 

managers. They described this as "not enough visibility," "competing priorities," and "the 

managers and team leaders having too much to do." Three of the nurses cited the lack of 

consistent support and attention to their concerns from team leaders and managers as 

crucial to their job dissatisfaction. 
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Two of the four nurses specifically mentioned their dissatisfaction with the 

manner in which end-of-life care was handled in the PICU. One of these nurses 

recommended that more attention by support services (pastoral care and social work) and 

more immediate debriefings might be beneficial for PICU nurses. She further 

recommended that perhaps, giving the nurse the option to go home after his or her patient 

died is another method of preventing what she referred to as "bum out." 

One nurse summarized this theme nicely by saying, "I think that was hard when 

you felt like there was nobody you could reach out to for help." When this same nurse 

was asked to describe an environment conducive for retention, she stated, 

I think an environment where everybody feels like they're not going to be left out 

in the cold. Where they know there's a lot of support system. If you know you 

have support, people you can go to, there to help you. I think that makes you feel 

so much more, because you know you're taking care of sick kids, you're in an 

I CU setting. 

Value (sense of being and intrapersonal). The sense of value or sense of being 

was a prevalent theme throughout the interviews. Feeling valued as a nurse, feeling 

rewarded by the work, doing a good job, and valuing oneself were interwoven through all 

of the nurses' stories and were all referenced as important in staying in the job. One nurse 

was clearly distressed by not being able to provide the care she believed to be best 

because of busy assignments or not enough help. She stated, 

96 



I hated the fact that whenever I came to work or most days that I came to work, I 

went home feeling like I was unable to do a good job taking care of my patients. I 

was unable to give the kind of care that I wanted to give to all the kids. 

She later said, "You know, it made me feel really inadequate, actually, as a nurse." 

Three of the four nurses expressed similar feelings of not being valued by others 

in the PICU and that these feelings influenced their decisions to leave their jobs. One 

example of this theme is referenced in the following quote from one of the nurses as she 

remembered a situation when asking for help from her team leader and coworkers. She 

said, 

I can't swear that there weren't other things going on in the unit that the team 

leaders were attending to, but I don't think that was handled very well, it certainly 

didn't make me feel very much like I was valued as a professional, like I was 

capable of doing these things on my own without being parented through it. 

Value in oneself was discussed in terms of nursing as a vocation, of who I am as a 

nurse, and of the "art of nursing" as the spirit of the nursing profession. One of the nurses 

felt passionately about these elements and had many comments to share, one of which 

brought her beliefs nicely together. She stated, 

Because, I think just the ICU nurse mentality is we set really high standards for 

ourselves. We're just that way in life. I mean, I don't want to bring, like cooking 

into this, but I mean when I cook, everything I do I try to set a really high 

standard. You know, I want that meringue on my pie to stay and I've perfected 

that now. So I do think, because you feel like you've almost failed if you aren't 
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able to deliver high quality of care. I mean, I just feel like I was because I would 

try to be extremely organized, ask questions, be an advocate for the parents, and 

just try to be an advocate for the patient. I feel like that's one of the things that 

brought great job satisfaction, is I did feel like I could really deliver good care to 

the patient. I think when I would leave at the end of the shift, there were very few 

times I felt defeated. Most of the time I felt like I had done the best I could, that I 

had done a really good job, even though this might be a patient that's going to die. 

I think I always did the very best that I could. 

She went on to say, 

Just working here for as long as I did, it is probably the most meaningful thing I 

have ever done. It changed my life. I know that sounds hokey again, but it did. It 

just made me see things clearly, made me put aside the little things, made me 

appreciate sunrise and sunset more. 

Coping (balance). All of the nurses talked about the many stressors in the PICU 

and how these affected their lives negatively. All of the nurses talked about how coping 

or not coping with these stressors influenced their decisions to leave the PICU. One nurse 

succinctly stated a premise that she believed characterizes the personality of nurses in 

general - "We want to do it all." Even though this assumption may be believed by many 

as true, it is certainly not embraced as an asset for the PICU nurse. In fact, one nurse 

revealed that the stress at work affected her health negatively. Her words should be 

reviewed with great concern and illustrate the severity of work stress. She said, 
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I would get a sick feeling in my stomach just coming to work, knowing that it was 

probably going to be another very difficult day. I mean, not every day, but most 

days .... But, at the time that I left the last time, I felt like I couldn't work 

another day. I felt that combined with the other stressors in my life at the time, I 

couldn't even make it to work another day. 

All of the nurses discussed methods of coping as important in staying balanced. Three of 

the four coped with work stress by doing other activities such as, running, rock climbing, 

reading, and music. Only one nurse used socialization with others as a coping 

mechanism. 

All of the nurses cited dissatisfaction with the organization's ability to assist the 

PICU nurses in coping and achieving balance between work and home. Two of the nurses 

stated that they would have stayed at Children's in the PICU had they been able to 

achieve a "really good balance between home life and work life." One of the nurses 

commented on not being able to spend time with her family. She said, "I felt like those 

were things that I wasn't going to get back. I can always work, I have my whole life." 

Conclusions 

The questions posed to the participants in this study are important ones to ask. 

Impaired or absent relationships, stifled or unrealistic expectations for professional 

development, an unhealthy work environment, lack of support, feelings of not being 

valued, and ineffective coping were connected to the participants' dissatisfaction with 

their PICU jobs. Clearly, we have a lot of work to do in this PICU environment in order 

to make it a safe, healthy place for the nurses. 
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The participants did have positive statements about the PICU at Children's. Three 

of the four nurses stated that they would come back to Children's if the opportunity 

availed itself. One of the nurses still felt the pain of her experiences at Children's and had 

no desire to return. What would have kept these four nurses at Children's in the PICU? 

The list is long, but the suggestions would not be impossible to implement. These nurses 

recommended more formalized partnerships with other health professionals, more visible 

and engaged managers, revisions in the professional development model, flexible work 

schedules, system changes in end-of-life care, opportunities to discuss their concerns, and 

structured activities surrounding coping, as only a few of the possible interventions that 

could be considered as this research continues. 

Findings resulting in recommended interventions are consistent with an action 

research framework. The research team discussed a possible interventional model that 

conceptualizes the themes that emerged (Appendix E). All six themes could be addressed 

within a curriculum offered to PICU nurses. The design (concentric circles) included 

three areas (self awareness, support, and professional development) as the underpinnings 

for this curriculum. A variety of programs could be integrated within the curriculum, 

such as mentoring, professional practice development, and personal support. Faculty and 

coaches could represent a variety of disciplines and could function as experts in the areas 

of psychology, spiritual care, clinical education, and staff development. This assortment 

of disciplines could partner with nursing with the goal of creating and sustaining a 

healthy and satisfying work environment for PICU nurses. The previous developmental 
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model purported by the research team could be integral to this interventional model. Both 

models will be further explored in future research. 

Interestingly enough, this interventional model has similarities to that of the 

Synergy Model pioneered by AACN (Curley, 1998). This model describes the patient's 

characteristics and then declares that the nurse's competencies must be derived from the 

patients' needs (Kerfoot, 2001 ). Nurse leaders take the responsibility for establishing the 

environment where this kind of patient care can take place. The Synergy Model provides 

a viable model for a leader to organize the work of nursing and patient care, as well as a 

basis for a professional practice. It provides the framework for patient assessment, career 

advancement for nurses, and the organization of work between departments and 

disciplines. The care of PICU patients is fraught with chaos and opportunities to make 

mistakes. The Synergy Model goes far in eliminating these potential nurse dissatisfiers. 

Effective leaders help diverse groups of caregivers work together in productive, 

synergized harmony. Synergy is defined by Curley as "an evolving phenomenon that 

occurs when individuals work together in mutually enhancing ways toward a common 

goal" (pg. 70). Relationships between patients, families, nurses, and other health care 

team members progress smoothly and are satisfying when the shared mission builds care 

around the needs and characteristics of the patients. Is it possible that satisfaction is an 

outcome of this synergy? Future research should explore these postulates. 

Implications for Future Research 

The knowledge gained from this pilot study provided an agenda to further 

investigate retention in the PICU environment. Information gained from the research 
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process and participants revealed valuable input into the redesign for future research. I 

made the following revisions to the study protocol. Due to the distance in geography of 

some of the nurses who had left Children's and those that have already agreed to 

participate, I conducted telephone interviews with those participants out of the immediate 

area. The participant letter was updated to reflect the option of participants outside the 

local area to participate via a phone interview instead of a face-to-face interview, the 

newly created timeline for completion of participant interviews, and changes in my 

credentials. I also used a detailed script before each interview, discussing the study 

purposes and verbally obtaining participants' consent for inclusion in the study. I read the 

script verbatim, noting the participant's name, consent, date of the interview and signing 

the document. These signed scripts were kept with all research documentation. The nurse 

demographic form was revised to collect more pertinent information. For example, the 

salary field was deleted from this form as this information was not relevant to the aims of 

this study. Although the interview guide served as a consistent tool for the interviews in 

the pilot study, questions were not specific. Therefore, I revised the interview guide, 

providing a more detailed method of inquiry, which supports the study aims. Due to the 

longer than anticipated timeframe for completion of the pilot and continuation of this 

research, it was necessary to generate a more recent listing of terminated PICU nurses, 

including employees that voluntarily left the PICU from 2004 to 2006. This was 

requested via Children's Human Resources department. My most important discovery 

from the pilot study proceedings was the clarification of data analysis methodology. In 

the pilot, I used a step by step, line by line process of text review with emerging 
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exemplars and themes. These same procedures were used by my research team. Together 

we reached consensus on the themes which constitute the factors influencing the PICU 

nurses to leave their jobs. In summary, action research and Heideggerian hermeneutics 

provided an effective framework for this pilot study. Minor changes in the research 

design were done and clarified in the IRB continuing review. 
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CHAPTER IV 

RESEARCH PROCESS 

Overview 

The purpose of this qualitative action research study was to discover why nurses 

voluntarily left the PICU in one large pediatric hospital, Children's Medical Center 

(Children's), in Dallas, Texas. Specific aims of this study were to (a) determine the 

factors that influenced PICU nurses' decisions to leave their jobs, (b) relate these factors 

to the uniqueness of the PICU setting, and ( c) propose an evidence-based set of strategies 

for retaining nurses in this practice setting. Critical theory provided the philosophical 

framework for this study, while action research and Heideggerian hermeneutics served as 

the methodological frameworks. Nurses who voluntarily left the PICU were interviewed 

regarding the reasons (factors) that influenced their decision to leave the PICU, what 

contributed to their job satisfaction and/or dissatisfaction, what factors would have 

maintained their employment in the PICU, and what they described as a healthy work 

environment. 

The following discussion includes a description of the research process, data 

collection and data analysis. Specifically, the recruitment process, the setting, data 

collection, treatment of data, data analysis techniques, the methods used to demonstrate 

scientific rigor, specifically trustworthiness, and authenticity are delineated. A description 

of the protection of human subjects is also provided. 
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Participants 

Purposive sampling was used to recruit the nurses who participated in the study. 

Recruitment of participants began with approval from the IRBs at University of Texas 

Southwestern Medical Center (UTSWMC) and Texas Woman's University (TWU), the 

specifics of which can be found in the section Human Participants. The population of 

interest for this research study was all PICU nurses practicing in the United States. The 

informant sample included volunteer, English-speaking, PICU nurses that voluntarily left 

any of Children's three Critical Care Services (CCS) areas in the time frames of January 

2001 to January 2003, and January 2005 to May 2007. There were no limitations related 

to length of service in the hospital or PICU or how long the nurses had been gone from 

their PICU jobs. I excluded nurses who were involuntarily terminated from their 

positions and those PICU nurses who transferred to non-critical care areas within 

Children's and were still employed at Children's. 

The roster of eligible nurses was generated via Children's Human Resources 

computer database. Letters were sent to this roster of nurses inviting them to participate 

in the study. The recruitment letter was revised for the second mailing (See Appendix F). 

Participation in this study was strictly voluntary. Those wishing to participate were asked 

to contact the researcher ( via telephone or email correspondence) for inclusion in the 

study. As I contacted each nurse who requested to participate in the study, an 

appointment was scheduled for the interview. Participants were enrolled in the study as 

interview appointments were confirmed. If the interview was face-to-face, the nurse 

decided the date, time, and location of the interview. If the interview was via telephone, 
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the nurse decided the date and time, and I would initiate the phone call. Those nurses who 

were not enrolled in the study (those who expressed a desire to participate but were not 

chosen) were contacted as well and thanked for their willingness to participate. They 

were not enrolled in the study because saturation was reached after 10 interviews. 

The first enrollment period was during April, 2004; these were the nurses who left 

from January 2001 to January 2003. Seventy-four letters were sent; 15 were returned due 

to inadequate addresses; 11 nurses responded, wanting to participate; and four nurses 

were interviewed. The second enrollment period was during July 2007. A total of 94 

letters were mailed to potential participants, 19 letters were returned due to inadequate 

addresses, 16 nurses responded wanting to participate, and six nurses were interviewed. 

The first four interviews were done for a pilot study for which the feasibility of 

the methodology and logistics of the study were evaluated. It was necessary to suspend 

participant recruitment from April 2004 until July 2007 due to continuing review 

requirements and approval of the IRB, as well as necessary time to assess the findings of 

the pilot study. In July 2007, I resumed recruiting participants and collecting data. After 

interviewing the 10th nurse, I felt I had reached redundancy and had achieved saturation. 

Setting 

The setting chosen for this study was Children's Medical Center (Children's) 

located in Dallas, Texas. More specifically, the Critical Care Services (CCS) areas were 

identified as the focus for the study. Children's is a private, not-for-profit, and one of the 

largest pediatric health care providers in the U.S. At the time of this study, the CCS was 

responsible for the care of patients in three intensive care units. The three divisions 
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included the Cardiac/Cardiothoracic ICU (17 beds), Trauma/Neurosurgical/Neonatal ICU 

(22 beds), and the main Medical-Surgical PICU (22 beds). 

Data Collection 

Data were collected from interviews with the PICU nurses using a semi-structured 

script that the UTSWMC IRB required. Face-to-face interviews were conducted with six 

nurses who lived in the local area. The remaining four interviews were completed via the 

telephone. All interviews were audiotaped. The script included verbal consent and a 

description of the interview proceedings (See Appendix G). The script was required by 

the IRB as a result of the continuing review process and was incorporated into the 

interviews that were conducted from January 2007 to July 2007. 

A demographic information form and a semi-structured interview guide were used 

as data collection instruments (See Appendices H and I). Based on the findings from the 

pilot study, both of these tools were revised for the second recruitment period. The 

original tools were discussed in chapter three. The demographic form was completed by 

each study participant prior to the interview. Data obtained from this form were used to 

describe the participants. The interview guide included questions that provided 

opportunities and prompts for the PICU nurses to tell their stories. Participants were 

asked to describe their experience of the topic in detail. The questions asked were open in 

nature, with discussion being led by the participant. When appropriate, I used probing 

questions to clarify or explore responses. Interviews were audiotaped with the 

participants' consent. I also took notes during the interview, again with the participants' 

consent. Only the participant and I were present during the interviews. The interview 
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tapes were transcribed verbatim by an experienced medical transcriptionist as soon as 

possible after the interviews. 

Consistent with the method of data analysis, each transcript was returned to the 

participant for review. The option to provide additional information was given to each 

participant and any new information was included in the final data analysis. 

Treatment of Data 

After completion of the interview, each tape was checked to ensure that it 

functioned properly during the interview. Once the initial transcript was completed, I 

compared the audiotapes with the transcripts. Participants were given the opportunity to 

review and revise their own transcript. I made all necessary revisions before data analysis 

began. 

Each audiotape and demographic data sheet were assigned letters that 

corresponded to the nurses' initials, which were kept in a locked file cabinet in the 

researcher's office. If the nurse's name or the names of any other Children's employee 

were mentioned during the interview, these names were masked when the tape was 

transcribed. Each transcribed, typed interview document was identified by the nurses' 

initials as well. These documents were kept separate from the demographic data sheets 

and audiotapes and were locked in a file cabinet in the researcher's office. All other 

documents collected by the researcher, such as email correspondence, revised transcripts 

by the participants, and notes, were also secured in the researcher's office. Prior to each 

interview, the nurses were informed of these procedures instituted to maintain their 

confidentiality and anonymity. 
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Data Analysis 

The process of data analysis in qualitative inquiry is active and interactive and 

progresses more in a circular way than a linear one. Data analysis is ongoing throughout 

the data collection and well beyond. Heideggerian hermeneutics provided the 

methodological framework for data analysis (Diekelmann et al., 1989; Heidegger, 1959). 

Diekelmann's seven stages were used for data analysis: (a) examination of documents as 

a whole, (b) identification of categories, ( c) comparison of categories, ( d) identification 

of relational themes, ( e) establishment of emerging constitutive patterns, (t) validation 

analysis, and ( e) final report preparation. 

In Stage 1, I read each transcript in its entirety to gain the meaning of the text as a 

whole. Each member of the research team read each transcript as well to obtain an overall 

understanding of the documents. The transcripts were distributed electronically to 

members of the research team with explicit instructions on analysis using Diekelmann 

and colleagues' (1989) Heideggerian Hermeneutic Method. 

Stage 2 required that each member of the research team summarize (in writing) 

sections of the documents and identify categories. I conducted the first team meeting 

during this stage to discuss the categories. Excerpts from the text served as supportive 

data for the interpretation. Dialogue among the team members clarified the analyses and 

the evidence provided by the text. Group consensus was the ultimate goal. 

Stage 3 involved further independent analysis of each document. Each team 

member's interpretation of the categories was compared with mine for similarities and 
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differences. Discrepancies were clarified by referring to the text. Another team session 

was held to complete this stage. 

In Stage 4, 14 relational themes were identified, which included three themes and 

11 subthemes. Relational themes were those that cut across all texts. Work completed in 

previous stages was reviewed and the transcripts were re-read and studied to see if similar 

or contradictory meanings were present. A third team meeting was held during this stage. 

Conflicts about various meanings of these themes occurred among team members. Those 

team members not in agreement with the relational themes provided examples from the 

transcripts and/or text to support their interpretations. After debate, we reached consensus 

on the themes and moved on to the next stage of analysis. 

In accordance with Stage 5, one constitutive pattern emerged. This pattern was 

present in all of the transcripts and expressed the relationships among the relational 

themes. Patterns are the highest level of hermeneutical analysis (Diekelmann, 2001 ). An 

additional team meeting was held to confirm the themes and final pattern. 

Stage 6 required that the analyses be validated by persons not on the research 

team. I recruited two qualitative nurse researchers who were not members of the research 

team to review the analyses. They validated the themes and pattern previously identified. 

Lastly, Stage 7 involved preparation of the final report using excerpts from the 

interview transcripts to allow for validation of the findings. The research team identified 

excerpts and/or quotes from the transcripts throughout the previous stages. Exemplars 

from the nurses' stories that represented the themes and pattern that emerged from the 

data were used in the final report. 
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Rigor 

Scientific rigor was demonstrated through the criteria of trustworthiness and 

authenticity (Erlandson et al., 1993). Trustworthiness enables qualitative inquiry to make 

a reasonable claim to methodological soundness and was established by using techniques 

that provide truth-value through credibility, applicability through transferability, 

consistency through dependability, and neutrality through confirmability. Authenticity 

describes the mechanism by which I ensured that the findings of the study were real, true, 

or authentic (Streubert & Carpenter, 1999). Authenticity was established by meeting the 

criteria of fairness, ontological, educative, and catalytic or tactical authenticity. The 

methods used to demonstrate scientific rigor are discussed below. 

Trustworthiness 

Credibility. Prolonged engagement, which corroborates credibility and enhances 

trust with participants, was met by my 17 years as a PICU nurse in several ways. 

Interviews were intensive, open-ended, and in-depth. There was immersion in data by 

myself and the research team who were five colleagues representing diverse experiences 

with the PICU, such as nursing leadership, nursing education, and pastoral care. While 

prolonged engagement provided scope, persistent observation provided depth. Persistent 

observation involved the recruitment of nurses until saturation was achieved. I initially 

anticipated that it would take 10 to 15 nurses to reach saturation. However, after 

interviewing 10 nurses, I concluded I reached data saturation. 

Member checking was met by providing the nurses with a written transcript of 

their interviews to test categories, interpretations, and conclusions. The nurses were 
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encouraged to make changes related to content. Any new information obtained at this 

time was incorporated into the final data analysis. 

I maintained a reflexive journal to provide insight and aid in methodological 

decision making. The journal contained my thoughts about the adequacy of my 

interviewing skills, as well as methods to improve them. It also contained my interview 

appointments, my rationale for making changes in the methodology, and other issues 

pertinent to the research process. 

Transferability. Transferability was used to judge the extent to which research 

findings can be applied to other contexts and depended on articulation of the framework 

and assumptions, description of the sample, the setting, and thick description (Krefting, 

1991 ). Thick descriptions provided enough information to judge the categories and 

themes, making the participants' stories and the findings valid. This was met by 

thoroughly capturing verbatim comments by the participants, immediate transcription of 

the tapes, and detailed field notes. Statements made by the nurses in the interviews were 

included in this thick description of the themes/patterns in order to engage the reader in 

the context of the factors which influenced the PICU nurses to leave their jobs. 

As previously expressed, a reflexive journal was maintained to provide insight 

and aid in methodological decision making. The journal contained my thoughts about the 

adequacy of my interviewing skills as well as methods to improve them. It also contained 

my interview appointments, my rationale for making changes in the methodology, and 

other issues pertinent to the research process. 

112 



I 

11111 

Dependability and conjirmability. Dependability and confirmability moved 

evaluation from some inherent characteristic of the researcher and placed it on the data. 

An audit trail and the reflexive journal were used to demonstrate dependability and 

confirmability of the study's findings. The audit trail contained information pertinent to 

both the phenomenon being studied and the procedures used in the inquiry (Erlandson et 

al., 1993). This included the interview guide, the interview transcripts, notes regarding 

data reduction and analysis, the computer-generated worksheets that I used to reduce and 

organize the data, notes from sessions with the research team, notes from emails and 

telephone conversations with the nurses in the study, and notes included in the reflexive 

journal. The reflexive journal included information about the procedures used, critiques 

of the research process and the researcher as instrument, and any other insights gained 

during the research process. 

Authenticity 

The criterion of fairness was met by inviting all former Children's PICU nurses 

who met the eligibility criteria to participate during the two recruitment periods. 

Ontologic. According to Erlandson et al. (1993), ontological authenticity "derives 

from the expansion of the constructions that individuals bring to the social context, 

enabling them to improve the ways in which they experience the world around them" 

(p.154 ). This was demonstrated by providing the nurses with a written transcript of their 

interviews and inviting them to make changes to the content if they so desired. For those 

nurses that chose this option, this allowed the researcher to form a connection with the 

nurses. In sharing some of the findings with the nurses, most of them indicated that 
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talking about why they left their PICU jobs helped them better understand the factors that 

influenced that decision. 

Educative. Educative authenticity was met after the nurses reviewed the findings 

of the study. All of the nurses in the study requested a copy of the results of the study. 

Catalytic/Tactical. The extent by which the participants made changes based on 

the findings was verified through testimony of participants in follow-up emails and 

telephone conversations. 

Human Participants 

Approval for the study was obtained initially from the Institutional Review Board 

(IRB) at the University of Texas at Southwestern Medical Center at Dallas (UTSWMC) 

in March of 2004. This IRB approves all research conducted at Children's. Since that 

initial date, I have successfully completed annual continuing reviews, thus maintaining 

eligibility. In June 2004 and again in July 2007, the IRB at Texas Woman's University 

(TWU) concurrently approved this study. 

Summary 

This chapter described the techniques used for the collection and analysis of the 

data obtained in my study. The procedure for recruitment of participants was discussed as 

well as the setting, data collection, treatment of data, and data analysis techniques. 

Additionally, methods used to demonstrate scientific rigor, specifically trustworthiness 

and authenticity, were delineated. Methods used to protect human subjects was also 

illuminated in this chapter. 
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CHAPTERV 

RESULTS 

Overview 

The purpose of this qualitative action research study was to discover why nurses 

voluntarily left the PICU in one large pediatric hospital, Children's Medical Center 

(Children's) in Dallas, Texas. The specific research question posed for this study was: 

what are the factors that led the PICU nurses to leave their jobs? The specific aims of this 

study were to (a) determine the factors that influence PICU nurses' decisions to leave 

their jobs, (b) relate these factors to the uniqueness of the PICU setting, and ( c) propose 

an evidence-based set of strategies for retaining nurses in this practice setting that can be 

recommended to the current PICU leadership team at Children's. 

Data were gathered through audiotaped, semi-structured, face-to-face interviews 

that were subsequently transcribed verbatim; however, if personally identifiable data 

were included on the audiotape, they were deleted at the time of the final transcription. 

Data were analyzed using the circular hermeneutic process described by Heidegger 

(1959) and explicated by Diekelmann and colleagues (1989). This method consisted of 

the seven stages previously described in chapters three and four. This chapter will present 

the findings of the study, including an overall description of the participants, a brief 

introduction to each individual participant (the names of which were changed to 
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protect anonymity and preserve confidentiality), and the patterns, themes, and subthemes 

that revealed the factors which influenced the PICU nurses to leave their jobs. 

Participants 

Ten nurses who had previously been employed at Children's in one of the three 

PICUs and voluntarily left participated in the study, four of whom participated in the 

pilot study. All were females who were between the ages of24 and 60 years (M=33 

years) at the time of the initial interview. All of the participants were White. Seven of the 

participants began their employment at Children's in the PICU as graduate nurses; three 

came to the PICU with previous critical care experience. See Appendix J for the selected 

demographics of the the participants related to years of overall nursing experience, years 

of PICU nursing experience, and tenure at Children's. A more detailed summary of the 

participants providing identifiable information would compromise the anonymity of the 

participants and therefore was not published. In order to provide some information about 

the participants, the following section of this chapter includes a brief introduction to each 

of the participants. Their names were changed to protect anonymity and preserve 

confidentiality. 

Phoebe 

I first met Phoebe for our interview at a local Starbucks. The interview lasted 

approximately an hour and a half. Phoebe came to Children's with a strong background 

of being a nurse's aide on a pediatric oncology unit during her undergraduate years of 

college. She voiced that she didn't want to pursue that type of nursing, but "still liked 

caring for those intense families who were going through those sorts of problems." 
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Phoebe believed that the PICU would satisfy her love of caring for families and being 

challenged, so she began her nursing career at Children's in the new graduate program. 

Phoebe elaborated on the reasons she left the PICU and why she would have stayed. She 

described her relationship with her peers and team leaders as "disconnected .... and not 

having a lot in common," thus affecting her time at work. Phoebe also expressed that her 

schedule was not satisfactory. When asked what additional reasons factored into her 

decision to leave, she stated, "I wanted to have the same schedule as my husband before I 

started graduate school, before we had kids, and be able to have the holiday with him, 

and the weekends." Phoebe left Children's within 15 months of her hire date, started 

graduate school, and began employment as a school nurse. When her husband started 

graduate school, she went back to the hospital, this time in an adult ICU. Phoebe did 

contact me after the interview. She returned her interview transcript with corrections and 

sent a personal note. 

Anna 

I first met Anna at the interview (lasting approximately one and a half hours), 

which was held in my office at Children's. Like Phoebe, Anna came to the PICU at 

Children's as a graduate nurse. Besides her love of children, the challenge of the PICU 

was intriguing. She said, "I really had to think when I came to work .... and I felt like I 

was learning so much everyday that I was there." Overall Anna was pleased with her 

experience at Children's in the PICU, but what drove her away after six months of 

working there was her work schedule. She didn't want to work weekends and be away 

from her family. She said, "I hate to say that's the only reason, but that's really the part 
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that bothered me. I just felt like I was missing things that were really important." After 

Children's, Anna began graduate school and began a job as a school nurse. 

Elisha 

I first met Elisha in 1995 when I was a staff nurse in the PICU and she was a 

traveler (nurse hired on an interim basis, but fulltime, from a traveling company). She 

came back to Children's PICU twice after that (as a traveler nurse in 1997 and as a per 

diem [pool] staff nurse in 2001) when I was the director of the PICU. We met for her 

interview for almost two hours in my office at Children's. Elisha came very prepared for 

the interview, with notes and past correspondence in hand. She had written me a very 

moving letter after her second traveler assignment about the difference in the PICU from 

her initial assignment. In this document, Elisha identified many issues including 

inadequate staffing, insufficient ancillary resources, overextended team leaders, and 

unrealistic expectations. She commented, " ... when we are rushing all the time and 

constantly putting out fires, we go home dissatisfied, thinking, 'I was a bad nurse today 

because I didn't have time to provide good care to my patients.'" Elisha's interview 

supported her previous feelings about dissatisfaction and distress with the many issues 

she experienced as a traveler and then as a per diem nurse in the PICU. Overall, Elisha 

spent approximately four years (at intervals) in the PICU at Children's, finally leaving to 

get married and move. Her parting remarks were painfully emotional, 

I felt like I couldn't work another day. I felt like combined with the other stressors 

in my life at the time, I couldn't make it to work another day .... so I called [the 

manager] and said, basically cannot work another day. 

118 



At the time of the interview, Elisha was working in another children's hospital as a per 

diem PICU and recovery room nurse. 

Julia 

Julia came to Children's as a graduate in 1981 and spent her entire nursing career 

in the PICU. I met Julia in 1987 when I began at Children's in the PICU as a staff nurse. I 

met with Julia in my office for approximately two hours. Her comments were mostly 

positive about the PICU, many moving and inspirational. When asked why she stayed so 

long, her remarks were quick, 

I think I liked the autonomy I had with my patients .... I did everything at the 

bedside .... It really made me feel close to the patient, to the family, and I'm 

really in charge of that patient .... But, another big part of the whole story why I 

stayed so long is the camaraderie I felt with everybody. It was like an immediate 

family that you're close to with all the staff .... Because, you were right there 

with them, and all of the other like stuff in your life didn't matter when you're 

working with critically ill kids. 

Julia left the PICU primarily due to inflexible schedules; she wanted to work eight hour 

shifts and at the time this was not an option. Today Julia describes herself as a "stay at 

home mom." She also does well baby care consultation for a private company. After our 

interview, I received several personal notes (emails) from Julia, confirming her interview 

transcript and offering suggestions for nurse retention in the PICU. 
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Joy 

I did not have the privilege of meeting Joy face-to-face, as she lived outside the 

local area. Our initial interview lasted approximately an hour via the telephone and a 

subsequent telephone conversation ( of approximately 30 minutes) occurred to revise the 

initial transcript. Joy came to Children's as a graduate nurse with the future goal of 

returning to graduate school. She felt that the PICU would allow an adequate preparation 

for this. Joy's profound comparisons between Children's PICU and her current job 

(NICU, pediatric floor, and nursery) illustrate the intensity of the PICU versus other work 

environments. Joy said, 

That [Children's PICU] was the only job I had ever had. When I started working 

in a hospital that didn't have as much technology and the acuity wasn't as high, 

and the patients I took care of weren't as sick, the stress level went way down. 

Joy was also disappointed in the lack of flexibility on the part of the PICU schedule for 

graduate school. She remarked, 

I felt like I was supported at work, very much so. I did not feel like I was 

supported in my professional goals. I initially asked, I wanted to go to part-time 

sooner than I did for graduate school reasons and I wasn't allowed because they 

said I hadn't been in the ICU long enough to go part-time. That affected my 

graduate school goals. I also was ridiculed by other staff nurses and some team 

leaders about why would I go back to school so soon, I hadn't been a nurse very 

long, questions like that. 
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After two years, Joy left the PICU at Children's and relocated to another city with her 

husband to finish graduate school. 

Eve 

Eve came to Children's with PICU experience. I first met Eve at Starbucks, face

to-face, where we held our interview. The interview lasted about two hours. Eve was very 

verbal about her concerns as an experienced nurse in this PICU environment. She 

expressed dissatisfaction with many areas including managers who were lenient with 

staff as related to behavior and patient care expectations, not enough advanced education 

or clinical experiences for senior staff, large amounts of inexperienced nurses without 

adequate support, favoritism in patient assignments, and too many changes in the 

environment at the time leading to high level of nurse turnover. Eve left the PICU for 

another PICU job and to complete her graduate degree. Her parting thoughts were those 

truly spoken of a dedicated soldier: 

My take was that I thought the unit could change for the better, that there were 

things that could change and if I was at a place in my life where I could be a part 

of that and I could foresee that change would happen, I wouldn't be leaving. But 

because I was in graduate school and I drove so far and money was a factor, I 

couldn't be part of the solution. I felt if you couldn't be part of the solution, you 

were just making the problem worse by just ignoring it and not trying to change it 

that you're not doing your part either. By being there I wasn't doing all I should 

do to make it a better place. 
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Mara 

I first met Mara in our interview at Children's in one of the Human Resources 

conference rooms. Our conversation lasted approximately an hour. Mara came with 

Emergency Room nursing experience from a previous job, with the hope of gaining ICU 

experience to pursue her goal of becoming a Transport Nurse. Mara enjoyed working in 

the PICU, but quickly lost her desire to stay at Children's due to differences between her 

and her manager. Feelings of mistrusts and favoritism, coupled with feelings of not being 

appreciated brought Mara to her final decision to leave. Mara stated [in reference to 

leaving the PICU], "It was a difficult decision and it was very upsetting." Mara left 

Children's to work in another local PICU, where she felt more satisfied. She stated, 

For the most part I do experience a thriving ICU environment. I think that's 

because I have the support of my coworkers and know that they are confident and 

competent in their skill and their skill level and knowledge and that I can rely on 

them for help if I need it .... I have the support of my manager. There is at least 

one person every day that walks through the unit who is on the administrative 

team and they make time just to say hello to people. So, I feel I have the support 

of everybody on every level and they are all working. Not to say that no place is, 

but it just seems that it is more apparent that they are always working on what can 

we do better and my manager is trying to recruit nurses. 

Candace 

I first met Candace at our interview at her place of employment at the time. 

Passion for children, Children's, and helping others brought Candace to the graduate 
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program at Children's in the PICU. Eventually she wanted to pursue a career as a 

Wound/Ostomy/Continence (WOC) nurse, so her intentions were to work at least two 

years in the PICU before doing that. Nursing was a second career/calling for Candace. As 

a pastor's wife, she spent years serving/helping others in a variety of religious venues. 

The most profound finding during Candace's interview was the fact that she had 12 to 13 

different preceptors during her orientation. For most this would be overwhelming, but for 

Candace, she sought this opportunity to learn from a variety of experts on a variety of 

topics. Candace left Children's to pursue a WOC nurse position locally in another 

organization. Although during her interview Candace commented on a few issues, she 

generally spoke with a positive attitude. Her interview is best summarized by this 

comment: "Generally, my whole time there, I loved it. I loved being challenged. I prayed 

on the way all the way down, 'Dear Lord, don't let anybody die.' Then when I would be 

driving home I'd say, 'Thank you, God."' 

Joanna 

I met with Joanna via a telephone interview that lasted approximately an hour. 

Although the main reason Joanna left Children's PICU was that she was moving with her 

husband to another city, she discussed other forces that influenced her decision to leave. 

Coming from pediatric floor experience, Joanna was used to caring for sick kids. What 

she didn't expect was the stress related to really sick kids dying. She confided, 

I mean, towards the end, I especially with the kids, and it's always the older ones 

that were really hard, I don't know what it was. We did have a lot of babies that 

came into our unit and for some reason I could deal with that better, but the older 
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kids, it was a lot harder for me. I think towards the end I would come home really 

upset and I don't think I could bring that home. It was hard for me to separate 

myself from that. 

These feelings together with perceptions of "unsafe" staffing/assignments and a change 

in the manager resulted in Joanna leaving the PICU. She moved and went to work in a 

NICU, where she believed the stress and workload was much less than the PICU. 

Chloe 

I first met Chloe when I was the director in the PICU and she was a graduate 

nurse. Due to Chloe being relocated out of the state, we did our interview on the 

telephone. We spent approximately an hour in conversation. Chloe's story was 

fascinating. She started her tenure at Children's with enthusiasm, passion, and energy. 

Over the years, she survived many changes at Children's. Chloe identified many issues 

that influenced her final decision to leave including unsafe staffing conditions, increasing 

numbers of inexperienced nurses, and increased acuity of patients. She left Children's 

PICU for another PICU in another city. Shortly after this move, the same feelings of 

dissatisfaction and stress returned. At the time of our interview she was beginning a 

whole new nursing career in ambulatory nursing. Her comments were some of the most 

profound in this study. She said, 

When I first started nursing, I absolutely loved it. Loved it in the ICU, I loved it 

probably the first 3 years. I loved going in to work, I loved taking the sickest kid, 

I loved talking to families, just being there and learning and doing. I think after a 

while, I stopped looking forward to going in to work. It was just something that I 

124 



just did, got through my 12 hours. I think when that passion for it left me, that 

was one big sign .... I didn't want the sick kids anymore. I just wanted to get 

through my 12 hours .... It's not that I didn't enjoy interacting with the families, 

but after a while it just became more of a burden. I guess I just didn't feel 

satisfied. I didn't feel that I was making as much of a difference. So, that was 

some of what I felt about burn out. 

Findings 

The research question posed for this study was: What are the factors that 

influenced the PICU nurses to leave their jobs? In concert with the aims of the study, the 

research question was used to develop specific questions that guided the interviews. Each 

interview began with, "Tell me a story- one that you will never forget about being a 

PICU nurse." This prompt was quickly followed by, "What influenced your decision to 

leave"? An initial aim of the study was also to elicit descriptions regarding the 

uniqueness of the PICU setting. This was not a specific question used with the nurses; 

however, several of the guiding questions and probes used during the interview process 

accomplished this aim. Each of the nurses shared her experiences of working in the PICU 

with me, some of whom were more talkative and open than others. Another aim of the 

study was to propose an evidence-based set of strategies for retaining nurses in the PICU 

that will be recommended to the current leadership team. This was accomplished by 

asking the request, "Describe a healthy work environment that you believe fosters nurse 

satisfaction, nurse retention, and patient safety." By extracting over 100 significant 

statements from the nurses' descriptions, many shared perceptions and common 
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meanings were identified. Excerpts and phrases from the interviews were blended into 

the following discussion to reflect the essence of each theme. 

Pattern, Themes, and Subthemes 

The pattern, themes, and subthemes that emerged in this study had an impact on 

each nurse's decision to leave her job in the PICU at Children's. All of the interviews 

yielded insightful and thoughtful reflections of past experiences in the PICU practice 

environment- some good and some bad. Descriptions provided by the PICU nurses 

regarding the factors which influenced them to leave their jobs revealed an overall pattern 

of Unrelieved Job Stress. Their recollections revealed three major interwoven themes and 

11 associated subthemes, the latter of which were integrated into each of the major 

themes. These themes illuminated a deeper understanding of the factors which influenced 

the PICU nurses to leave their jobs. A visual outline of these themes and subthemes can 

be found in Table 1. Each will be described in depth. 
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Table 1 

Pattern, Themes, and Subthemes of Factors Which Influenced PICU Nurses to Leave 

Their Jobs 

Themes 

Nature of the Job 

Insufficient Resources 

Negative Perceptions of 
Managers/Team Leaders 

Pattern: Unrelieved Job Stress 

Subthemes 

Caring for Families 
Intense Competencies/Skill Set Requirements 
High Acuity of Patients 

Perceived Preceptor Burnout 
Inexperienced Nurses 
Unrealistic Staffing/Scheduling Expectations 
Inadequate Time for Grieving 

Not Visible/ Available 
Inconsistent Communication 
Favoritism 
Lack of Appreciation/Recognition 

According to Diekelmann (2001 ), a pattern expresses the relationship of the 

themes and must be present in all of the interviews. Unrelieved Job Stress emerged as the 

constitutive or overall pattern in nurses' descriptions of the PICU work/practice 

environment. The following story told by one of the PICU nurses exemplifies the essence 
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of Unrelieved Job Stress in the PICU work environment. She described her experience, 

saymg, 

One morning, because we were short nurses, I came in and I had a Norwood that 

had an open sternum and was on epi, dopamine, and milrinone, fentanyl, Versed, 

and Lasix. I think it was, with a potassium of 6 .... They paired me with a patient 

that was like 1-1/2 years old but was postop from the day before, because they 

had no other nurses. That was all they could do. I almost went home. I 

remember trying so hard to fight back the tears and thinking to myself, this is 

unsafe, this is unsafe, what am I going to do? What do I do, do I go home and 

risk losing my job or what do I do? I remember talking to the charge nurse about 

it and just being like, well we're just short nurses, that's all we can do, and this 

kid's supposed to go to the floor anyway. Well, he got a chest tube and an art line 

and was on dopamine and milrinone when I walked in. Only by the grace of God 

did I make it through that day without some problem whatsoever. It was one of 

those moments when I just thought, 'What is going on here'? Like, at what point 

do we risk nursing licenses and the safety of patients? The charge nurse was in 

staffing, she was precepting somebody, so they had used I guess all the resources 

they had, but it was still one of those days. 

Her story typifies the three major themes that comprise the pattern of Unrelieved 

Job Stress: (a) Nature of the Job, (b) Insufficient Resources, and (c) Negative Perceptions 

of Manager/Team Leaders. A discussion of this constitutive pattern will follow a 

description of each theme and its subthemes. 
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Theme: Nature of the Job 

Infants and children are different than adults, requiring nursing care that focuses 

on these unique needs - needs that are constantly changing. They need more time during 

procedures, extra monitoring, specialized medications, atraumatic care, and nurses who 

understand the special needs of children and families. Nurses caring for children in a 

PICU environment exponentially have more than this "extra care" to deal with, due to the 

demands of technology, critical disease dynamics, and complex medical needs. Nature of 

the Job was a prevalent theme in the PICU nurses' stories. Interwoven into the major 

theme of Nature of the Job were three associated subthemes that described the nurses' 

initial experiences of working in the PICU environment: (a) Caring for Families, (b) 

Intense Competency/Skill Set Requirements, and ( c) High Acuity of Patients. 

Subtheme: Caring/or families. In pediatrics, patient care includes families. It is 

simply impossible to care for infants and children in the PICU without caring for them in 

the context of their families who are responding to an acute medical crisis and oftentimes 

daunting uncertainty. Caring for Families was either embraced by the nurses or felt to be 

a stressor. One nurse, who liked working with families, remarked, 

I loved working with the kids, I loved working with the family .... being able to 

work with the parents and being able to comfort them .... Some nights, you 

know, when these kids would be so scared .... and maybe just holding their 

hands because their parents were sleeping, singing to them .... At Children's, it's 

not just the kid, it's the family." 
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She understood, however, that families could cause stress. She said, "You've got really 

sick kids and they can tank real quick .... Sometimes parents, but here again I 

understand, their kids are sick, they are in an environment, a strange environment, so 

sometimes the parents would be hovering." Just as she viewed this responsibility as a 

blessing, Caring/or Families became a burden for others. One nurse, who required 

counseling to resolve her painful feelings, stated, 

I wanted to find out if this was nursing burnout, is this ICU burnout, is it 

something with pain, that I disliked going to work so much? The one thing the 

counselor told me was, 'You know, probably you've given so much, all the 

experiences you've had with death, sick kids and families, I don't think you 

realize what effect it has on you, but to you that's work, it's the stuff you do.' But 

he goes, 'Eventually it all adds up.' I think that may have happened too, that 

probably I didn't deal with things appropriately, didn't have the opportunity. You 

think it just kind of rolls off the back, wake up the next day and you're fine, but 

really after a while, it's really how do I get through these feelings. 

Other nurses validated these ambivalent, yet emotional feelings, about families and their 

very sick children in the PICU. 

Subtheme: Intense competency/skill set requirements. Competent PICU nursing 

practice involves developing expertise in a unique body of knowledge and a complex set 

of clinical skills. This was a huge evolution for many of the nurses, especially the new 

graduate nurses. Completion of the many clinical competencies required a commitment 
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that many nurses, particularly the new graduates had not expected. For most, this meant 

extra time at the hospital outside their scheduled patient care shifts. One nurse remarked, 

The hospital expected so much from the nurses, not only of their time in the 

hospital, but their time outside of the hospital [referring to the competencies 

required for patient care] .... I found that the nurses I worked with were not only 

overwhelmed at work on their shifts just taking care of their patients, but they 

were overwhelmed by all of the outside responsibilities that the hospital required 

of them. 

The hospital also expected active participation in a clinical advancement program. 

All clinical nurses were expected to advance in this program to the second level within 

the second year of employment. This caused additional stress for the nurses as one 

commented, 

I know we're required to be on committees to make you feel like you're part of 

the institution and that you're giving back to it, but how I feel about it is I go to 

work to live, I don't live to work and so having to come up to the hospital on my 

days off is frustrating because it is interfering with things I like to do. 

Working the night shift deterred one nurse from active participation in her committee. 

She said, 

I just didn't like being forced upon. I chose to be on the committee that I was on, 

but it was very difficult working nights to attempt to get to any of the meetings, 

which was another bummer about being on a committee and working night shift. 

Nothing ever caters to the night crew, unfortunately. 
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"Getting your competencies done" was a complex challenge for the nurses and 

contributed to their leaving the PICU. Patient care needs, scheduling variances, and off 

shift demands left little time to fulfill the hospital's requirements while at work. Some 

nurses used their days off which presented home and personal conflicts, exacerbating 

their job stress. 

Subtheme: High acuity of patients. Patient acuity is commonly determined with a 

set of indicators that describe patients' conditions and needs for nursing care. It is 

assumed that patients in the PICU are the most critically ill patients in the hospital, such 

that they have the highest patient acuity. However, the PICU does not have a valid patient 

acuity system to categorize patients according to nursing care. Therefore, other nurse 

decision-making processes are employed, such as matching the patient's severity of 

illness to nursing skill or as "a best guess" of what the patient's level of care requires. All 

of the nurses commented on "how sick" the patients were in the PICU. Some of the 

nurses who still work in critical care units stated that ''the patients in the PICU at 

Children's are sicker than where I now work." More specifically, one of the nurses 

described how difficult it was to cope with this increasing patient acuity by saying, 

One thing that I was very concerned with was the acuity of the patients. I just felt 

the acuity of the patients seemed so much higher and continuing to get higher and 

there were so many patients who weren't going anywhere. They were there. They 

weren't getting any better. That was hard. 

Another nurse became emotional during her interview when asked about patient 

care/patient acuity. She stated, 
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The patients dying, parents being so upset, coding a kid every day, the acuity, 

how sick your child is, how many medications and drips they're on. I would go 

home from work crying lots of days. Not because I didn't get any help, because 

the patients were so sick. 

And finally, one of the experienced nurses was very distressed because nurses 

sometimes ignored basic patient care. She said, "The units had a lot of sick, sick, sick 

patients and I think basic nursing care was lost a lot of times because of the acuity of the 

patients." She went on to say, "But I have worked at other places that had the same sort 

of acuity but still had that basic nursing care that was a priority and expectation for 

nursing." Many of the other nurses commented on this astute interpretation that basic care 

expectations were not being met in the PICU. They didn't give excuses; they simply 

referred to this as "you do what you have to do to get through the day." This void in 

timely classification of patient needs in the PICU is perhaps a connection to other themes 

that will be discussed later in the chapter related to negative perceptions held by the 

nurses towards their leadership team. 

The first theme, the Nature of the Job, was expressed through three subthemes: 

Caring for Families, Intense Competency/Skill Set Requirements, and High Acuity of 

Patients. Another aspect of this theme was revealed in generational differences. The more 

mature or older nurses (experienced staff nurses) accepted Nature of the Job as a gift, a 

calling, and a reward even as novice nurses. The less mature or younger nurses 

(inexperienced staff nurses and graduate nurses) did not stay in the PICU long enough to 
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experience this joy. The younger nurses experienced the Nature of the Job as a burden, 

stress, and personal pain. 

Theme: Insufficient Resources 

The PICU nurses described Insufficient Resources as a major source of job stress. 

They related their stress to inadequate emotional and physical support and assistance with 

patient care. They described inadequate staffing, long work hours, extreme fatigue, and 

heavy workloads that resulted in their inability to provide safe nursing care. This theme 

encompassed four subthemes: Perceived Preceptor Burnout, Inexperienced Nurses, 

Unrealistic Staffing/Scheduling Expectations, and Inadequate Time for Grieving. 

Subtheme: Perceived preceptor burnout. Nursing depends on clinical supervision 

through the use of experienced nurse preceptors who mentor less experienced or novice 

nurses in clinical practice. Precepting involves added time and energy, adding to the 

workplace stress of nurses who feel overburdened with their current workloads. Nurses 

are at risk for burnout if they are asked repeatedly to be preceptors. This was the case in 

the PICU at the time of the interviews. Although only three of the PICU nurses actually 

had been preceptors, many had comments about their preceptors or precepting in general. 

One of the PICU nurses remarked when asked about preceptors, 

I think a lot of the preceptors are tired of precepting whenever it's continual. 

There are very few periods of time when the preceptors are not precepting. Or you 

don't have enough preceptors for the number of new hires that are coming in. So, 

you take the next in line in terms of seniority and you make them a preceptor. I 

think sometimes that kind of perpetuates maybe the lack of detail or it maybe just 
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isn't going to produce the best nurse right off orientation. I don't know how to fix 

it, but I think each person needs to be given a little bit longer break or maybe from 

the educator's point of view, maybe a little closer following of the progression of 

the orientee. Sometimes I think we're perpetually turning out these nurses who 

aren't as good as they could be because the preceptors are tired of precepting and 

you have as many as 3 preceptors who couldn't quite give the education they 

needed. 

The lack of experienced preceptors was confirmed by another nurse who commented, 

I think when you come to a unit, it's important to have a preceptor, if you're 

coming with experience or the same amount of experience you have. If you're 

coming as a new grad I think it's important that you realize that whoever is your 

preceptor has enough experience to be your preceptor. A nurse who has been a 

nurse a year is probably not a person that is an ideal preceptor. 

Subtheme: Inexperienced nurses. The nurses identified the increased presence of 

inexperienced nurses as another insufficient resource in the PICU. Because of the 

nationwide shortage of nurses, Children's, like many other hospitals, had difficulty 

recruiting and hiring experienced nurses to fill vacancies. This lack of available 

experienced RNs led to the influx oflarge numbers of inexperienced and new graduate 

nurses into the PICU. The study participants observed that novice nurses had difficulty 

handling the intense PICU working environment, advanced medical technology, and high 

patient acuity. Although all of the nurses applauded the hospital's new nurse orientation 

program, many commented on the lack of support for novice nurses once they completed 
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their orientation. They also observed that the continued large influx of new nurses made 

patient care difficult. One nurse validated this common perception when she said, 

It seemed like when I first started there were a lot of experienced nurses who had 

been there a long time. I guess by the time, not long before I left, it just felt like 

there were so many new nurses and very, very few experienced ones. 

When asked about resources and supervision for novice nurses, another nurse said, 

They did not receive enough supervision. And that might have been, I do 

remember working with nurses who were less experienced than I was and I would 

be trying to help them as well as trying to manage my own assignment. Because, 

the nurses definitely when they came on to shift would find out who their 

neighbors were so that you could each be each other's backup. It was just a 

matter of having time to be each other's backups. That was the difficulty. 

Her comments highlighted how too many inexperienced nurses compounded workload 

issues such as sufficient support at the bedside to care for the large number of high acuity 

patients. When asked about management support for the inexperienced nurses, she said, 

It kind of felt like the team leaders were very separated from the staff. Like, on 

the twelfth floor they had a lot of new graduates, a lot. I would say anywhere from 

50 to 7 5% of their staff was new grads or had come there as new grads and had 

less than 2 years of experience. They didn't get a lot of guidance from the team 

leaders. 

Two of the experienced PICU nurses summarized the importance of this subtheme's 

contribution to job stress in the PICU. One said, 
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I think working in a unit where nurses have so many years of experience can 

show you the things that you don't have to be stressed about compared to working 

in a unit with nurses who have been nurses 5 years or less that are still very 

stressed about everything. 

The other commented, 

We probably needed to get more nurses so that our staffing wouldn't be as bad. I 

think the scary thing was towards the end [referring to her tenure at Children's], 

we had so many of our senior nurses leave, that those of us that had been there for 

two years were the senior staff. Which in our unit, is not good. 

Subtheme: Unrealistic staffing/scheduling expectations. The PICU nurses 

experienced unrealistic staffing and scheduling expectations as a major source of job 

stress. For the past 30 years, the PICU had maintained a minimum practice standard of 

one nurse assigned to two patients. This ratio had not been adjusted as patients became 

more acutely ill. The PICU nurses echoed this injustice over and over again throughout 

their interviews. Many had negative comments about patient assignments and staffing. 

One nurse noted the heavy and "unrealistic" assignments by saying, 

I hated the fact that whenever I came to work or most days that I came to work, I 

went home feeling like I was unable to do a good job taking care of my patients. I 

was unable to give the kind of care that I wanted to give to all the kids. This was 

after getting there at the start of shift, staying over my shift, staying an hour late 

on the shift, and many times taking a very short lunch, and other times not even 

having time to go to the bathroom. So, I felt like the assignments were unrealistic 
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in most cases for me to be able to take really good care of my patients .... 50% 

of the time [referring to quality of patient care], at best. Seemed like in a paired 

assignment, one patient was always getting the shaft. 

Another nurse told several terrifying stories of how nurses were "forced" to take 

assignments outside their realm of competence and comfort. She said, 

It was like the people who didn't know any better, they [referring to the charge 

nurses] started going down the line and it was almost like they just wanted any 

warm body in there to take care of him [patient in the story] and it didn't matter 

that they were putting the nurse and the patient in jeopardy because of somebody 

who doesn't know how to work the machine whatsoever. That was the other thing 

that really, really bothered me. 

With equal passion, the PICU nurses expressed their discontent with the 

scheduling patterns in the unit. Those nurses that left to pursue advanced degrees 

commented on how their work schedule conflicted with home and school commitments. 

One nurse said, 

I did not feel like I was supported in my professional goals. I initially asked, I 

wanted to go to part-time sooner than I did for graduate school reasons and I 

wasn't allowed because they said I hadn't been in the ICU long enough to go part

time. That affected my graduate school goals. 

Other nurses left due to an increased need for family time, which in turn, affected their 

ability to commit to a prescribed work schedule. Some of the nurses commented on the 

desire to have a more flexible schedule, citing that eight-hour shift options, weekend 
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options, or reduced work commitment (e.g., per diem or part time) were never offered as 

alternatives. One of the more experienced nurses commented, 

You know, thinking back, an 8-hour shift would have been something that might 

have kept me here . . .. the 12-hour shifts .. . .  give too much irregularity to 

somebody's life. I mean, on 3, off 4, or on 4, off2 .... I think really with the 

family, once I had a family, the 12-hour shifts maybe became harder. Not on 

weekends, but ifl had to work during the weekday. Weekends it's good, you 

know, because you've got your husband there to watch the kids and everything, 

so that was a definite plus, on weekends, I mean, but during the weekday. I know 

we also talked about getting child care. I think [referenced another PICU nurse] 

and I, we kind of talked about that. We may have talked to Human Resources 

about that and they were like, no way, because I think that would have held some 

nurses here, a major thing, if we had had some kind of day care. 

Many of the nurses discussed their inability at the time of their departure from Children's 

to meet family and personal commitments due to their work schedules. When it came 

down to choices between work and family, family took precedence. 

Subtheme: Inadequate time for grieving. The PICU is a place where technology is 

used to save or enhance the lives of infants and children. Although PICUs are designed to 

maintain life, with a primary emphasis on recovery or cure, death is common. Caring for 

dying patients was not the reason the nurses chose to work in the PICU. They did not feel 

equipped to care for their dying patients nor their families. Although they understood that 
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patients die, they all recalled the pain and commented on not having enough time to 

recover after a patient died. When I asked one nurse her thoughts, she said, 

I think towards the end, knowing that I was already leaving, I think overall I 

would have wanted to stay at Children's, but I don't know ifl would have stayed 

in the PICU because we just had some really, really sad cases. I don't know what 

it was but we were just kind of hit with some kids that passed away. That was 

really hard for me. I think a lot ofus, it was wearing down on us towards the end 

there. 

For her, Inadequate Time for Grieving was a primary factor in her decision to leave the 

PICU. All of the nurses coped in different ways. One nurse said with emotion, 

ltjust spilled off my shoulder. It was just work. That's what you did. There's a 

handful of kids that you never forget, never forget the room, never forget the day 

and time and what happened and who was there. You thought on the way home 

and there were plenty of days when I cried on the way home, cried that night, 

thought about the kids, thought about the family. But, the next day was a new 

day. That was work. You started over again. 

For this nurse, Inadequate Time for Grieving became a "way of life" in the PICU. When I

asked this same nurse if she ever participated in debriefing sessions held with the hospital

chaplain, she remarked, 

I never went to one, probably because it was either during work or I wasn't going

to drive, I lived 35 miles away, and I wasn't going to drive back in on my day off

for an hour. Maybe I should have. Maybe it would have been more beneficial.
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Upon further probing about recommendations she had about debriefings in real-time, she 

said, 

Even if there was an availability of at least one chaplain to come by for a patient 

you know, that had been there for a long time. We knew them .... to have them 

come by and have everybody get together and talk. It was almost sometimes as if 

there wasn't time for it. Because there was another kid rolling in through the door 

or there was something else that needed to be done. Unfortunately I don't think 

time is made, but maybe we should. 

Her perceptions about "another kid rolling through the door" were verified by others. 

Another nurse said, 

I think the only thing bad, when the patient had impending death, they [referring 

to chaplains/pastoral care] would come by. They would talk to you afterward, but 

we would always have to go because we were getting another patient. The patient 

died, you had to get it back together because you were getting another patient. 

When asked how she felt about that, she quickly responded, 

I think that is terrible .... And I think they [referring to charge nurses] did it

because they didn't have enough people staffing .... it doesn't give you time to

breathe and time to think about it. They just tell you to go freshen up and then you

would get the next admit. And that sucks. 

Theme: Negative Perceptions of Managers/Team Leaders 

The PICU nurses shared many thoughts about their managers and team leaders. 

Many were favorable, while others were not. The nurses identified their relationship with 
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the manager as an important factor in their job satisfaction and intent to stay or leave. The 

PICU nurses described highly effective managers and team leaders as those who openly 

communicated goals and plans, provided feedback and recognition regularly, completed 

follow-up on issues quickly, were fair, and were available and visible on the unit. The 

nurses wanted managers who facilitated their staff development, took patients when 

necessary, and valued their contributions to the PICU. Negative Perceptions of 

Managers/Team Leaders formulated this final theme. Four subthemes emerged 

describing the nurses' perceptions of the PICU managers and/or team leaders. They 

included: Not Visible/Available, Inconsistent Communication, Favoritism, and Lack of 

Appreciation/Recognition. 

Subtheme: Not visible/available. Although the PICU nurses said that they thought 

the managers and team leaders "had too much to do," they still wanted to see them out in 

the units when necessary and available for requested meetings. This was just as important 

for the PICU nurses who worked day shift as those that worked off shifts such as 

weekends and nights. One of the night shift PICU nurses commented, 

I didn't really know [manager's name] very well and that's mostly probably 

because I was there at night and she was there during the day. She was always 

very helpful, I mean if I e-mailed her or called her, she always called me back and 

very prompt with my questions, easy to get along with, but I didn't really work 

closely with her since we were different shifts. 

Another nurse described her manager by saying, "We didn't see [manager's name] that

much. I always felt like I could take it to the charge nurse, and then they would take it."
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Another nurse, also discussing her manager, stated, "I never felt that she was there for us. 

She was always trying to better herself, do what she could to make herself look good. 

Part of it was that she was never available." 

The PICU nurses had more negative perceptions of the team leaders than of the 

managers. I believe this was because they viewed the team leaders (and sometimes the 

charge nurses) as their frontline supervisors and first in the chain of command. One nurse 

put it very succinctly, saying, "The thing I didn't like was the management structure was 

not very comfortable for me .... it kind of felt like the team leaders were very separated 

from the staff." Several of the nurses became very passionate in telling their stories about 

asking the team leaders for help or break relief and never receiving support. One stated, 

They were tied up in the team leader office and even if you were in the 

assignment right next door to the team leader office, they wouldn't come out and 

help you. I remember one time I was going to pass out because I was so hungry, I 

needed to go eat lunch. I talked to the team leader who was in the office next door 

and said, 'Can someone watch my kid so I can go to lunch? Because somebody 

actually needs to physically be in this room or be physically near to this 

assignment, because I haven't been able to get away.' She just kind oflooked at 

me blankly and then finally they called another team leader ... she ended up coming 

down 30 minutes later .... to help me. I was finally able to get to go. But, the 

team leaders who were actually circulating, the three that would circulate around, 

they didn't have any time to help with patient care. 
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Another nurse told a very similar story; she said, 

I didn't always feel like the team leaders were always available for support. I had 

many problems where it would be a really hectic day on the unit. Things would be 

going nuts around me and I would have sort of a stable assignment, but my 

neighbor would have a crazy assignment and my other neighbor would have a 

crazy assignment and I would be starving, so I would call my team leader for 

help. Invariably the first thing they would do is come over and before talking to 

me, it was go to a neighbor and ask them if they could watch my patient, instead 

of coming to ask me or talk to me about it so I could explain what was going on. 

I had that happen to me more than once, where I would call and say, 'Hey I need 

to get to lunch.' The team leader would come over and say, 'Oh, I just talked to 

your neighbor and they said they could watch.' And, that would be neighbor who 

was about to put the kid on the epi drip because they were turning blacker. I just 

remember being very frustrated by that, because one, she really can't watch my 

patient, she is really busy in there, and two, why didn't she come talk to me so I 

could explain that instead of telling me, 'Well, you really need to check with your 

neighbor first.' I can't swear that there weren't other things going on in the unit 

that the team leaders were attending to, but I don't think that was handled very 

well, it certainly didn't make me feel very much like I was valued as a 

professional, like I was capable of doing these things on my own without being 

parented through it. 
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When their managers/team leaders failed to be attentive to the needs of the PICU nurses 

or were not prompt in responding to requests, the nurses saw them as Not

Visible/Available. They wanted face-to-face contact with their managers and team 

leaders. 

Subtheme: Inconsistent communication. Problems with inconsistent 

communication contributed to the PICU nurses' job stress. From their perspective, they 

expected their leaders to be able not only to communicate, listen, and facilitate conflict 

but also to "be a visible presence for staff." They wanted to know that they could talk 

with their managers and feel that they were really being heard and known as individuals. 

Communication went beyond talking and listening; it also entailed understanding the 

PICU nurses' point of view and looking out for the nurses' best interest. This subtheme 

involved trust and respect between the manager/team leader and the PICU nurses. One 

nurse described how poor communication damaged her relationship with her manager, 

saying, 

So, I was just pointing up the fact that she [referring to the manager] basically just 

lied to me. You know, that was one thing that disappointed me about the manager 

at that point. I always felt like if you did something good for the unit or if you did 

something good, good job for you, but if you did something she didn't like, 

you're on her bad list. I felt she was more for the doctors instead of watching over 

her nurses, which I think the manager should work with the doctors, but be for the 

nurses instead of the other. So, it was a mixture of my feelings for the manager 

and it was a mixture of I never really ever felt that I was appreciated. 
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One of the PICU nurses was very distressed about how her managers did not 

understand and validate her feelings. She remarked, 

I think they [ referring to the managers] need to realize how stressful it really is. 

Most of the nurse managers that are there haven't been to other institutions so I 

don't think they realize just how high the stress level really is. When we cry when 

a patient dies, that we're more frustrated about coding a patient, to be more 

understanding about it. 

Subtheme: Favoritism. The PICU nurses wanted nurse managers and team leaders 

who were honest, fair, consistent, and reasonable. Lying was one of the quickest ways to 

break a nurse's trust. Deceit of any kind was devastating to the relationship between 

manager/team leader and staff. The PICU nurses talked about both the managers and 

team leaders as "not being fair" in a variety of venues, validating Favoritism as a 

subtheme. The nurses observed managers and team leaders showing particular staff 

members Favoritism in the scheduling process. "Requesting" a schedule was a common 

practice. Some of the nurses expressed that managers/team leaders "gave better 

schedules" to those nurses they liked. Another nurse felt that there was Favoritism in 

daily staffing assignments. After describing a conversation she had with her manager 

about being stressed over assignments, she concluded, "You get screwed with 

assignments time after time. It's like the charge nurses see your name and they just go 

'let's screw [nurse's name].' Which I knew they weren't doing that, but that's how I 

felt." This perception of Favoritism with assignments was validated by another nurse, 

who stated, 

146 



If I wasn't getting those assignments, I felt like a lot of things were done based on 

friendship. It's hard for everyone to know everybody, and the ones that they 

[referring to the team leaders/charge nurses] know got the assignments. So, I did 

start to wonder, is this going to be happening to me, am I going to be one of these 

nurses on the unit who really never got any assignments? They've been here 2½ 

years and are still getting sort of rinky <link assignments and aren't getting 

challenged and aren't doing the things they want to be doing. I felt like the 

managers were supportive of me getting there, but it was more team leader driven 

and my team leader wasn't suppressing me, but I didn't feel like she was working 

to help me either. 

Favoritism was also equated to not being able to advance in your own 

professional development. One nurse explained her perception by saying, 

You didn't get a good assignment based on how hard you worked or what you 

did, it was kind of just random. The people who always got to do things, always 

got to do things and the people who didn't never got a chance to excel any further. 

Subtheme: Lack of appreciation/recognition. PICU nurses wanted their 

managers/team leaders to appreciate and recognize their work. Even though some of the 

PICU nurses experienced "kudos" from their managers/team leaders, most did not receive 

this recognition regularly. One nurse summarized this subtheme the best, stating, 

I think there were times when I didn't feel like I was appreciated. To make sure 

that each nurse .... feels like they're appreciated for doing a good job. I know 

that you had a hard day and you did a great job. Things like that .... You know, 
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I'm a sucker for like a Starbucks coupon, movie tickets, something really easy, 

especially Starbucks coupons. Something really easy like that. Just to 

acknowledge, from the team leader or especially from a manager. Like, 'I see that 

you had a difficult assignment today, I see that you had a busy day or difficult 

family.' Maybe to know that that manager was going to come by and check on 

you, you know they're there to help you deal with your day. Appreciation, 

acknowledgement. 

Unrelieved Job Stress emerged as the constitutive or overall pattern in nurses' 

descriptions of the PICU work/practice environment. Nature of the Job, Insufficient 

Resources, and Negative Perceptions of Managers/Team Leaders when not addressed, 

resulted in Unrelieved Job Stress. Ultimately, Unrelieved Job Stress led to the PICU 

nurses leaving their jobs, thus turnover. Unrelieved Job Stress will be discussed in the 

following section as an integration of themes. 

Integration of the Themes: Unrelieved Job Stress 

The three themes of Nature of the Job, Insufficient Resources, and Negative 

Perceptions of Managers/Team Leaders can be integrated into the constitutive pattern of 

Unrelieved Job Stress, which all the PICU nurses experienced. Unrelieved Job Stress was 

illustrated by the many stories the PICU nurses revealed in their interviews, representing

a wide spectrum of responses to the issues described by the themes and subthemes. Their

comments also illustrated the connections among the pattern and themes. 
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Several nurses connected Insufficient Resources to their Unrelieved Job Stress. 

One nurse said, 

I think it made me more stressed worrying about what is staffing going to be like 

today, what is my assignment going to be today, or what's going to be changed 

today, that type of thing is more stressful than taking care of patients. 

Another nurse stated, 

I think working in a unit where nurses have so many years of experience can 

show you the things that you don't have to be stressed about compared to working 

in a unit with nurses who have been nurses 5 years or less that are still very 

stressed about everything. 

Another nurse commented on how emotional she would get after work, 

demonstrating the emotional effects of stress and its connection to Insufficient Resources 

and Nature of the Job. When asked to describe her stress, she remarked, 

The patients dying, parents being so upset, coding a kid every day, the acuity, 

how sick your child is, how many medications and drips they're on. I would go 

home from work crying lots of days. Not because I didn't get any help, because 

the patients were so sick. 

This same nurse talked about how leaving the PICU at Children's decreased her stress,

validating the difference for her between the two job environments. She said,

I have learned since I've had a different job that the stress level is extremely high

and the job r have now the stress level is not that high. I didn't realize it at the

time .... That was the only job I had ever had. When I started working in a
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hospital that didn't have as much technology and the acuity wasn't as high, and 

the patients I took care of weren't as sick, the stress level went way down. 

One nurse's story illustrated how the challenges of the PICU deteriorated into 

Unrelieved Job Stress that culminated in her leaving her job in the PICU. This nurse 

joined the rest of the participants in describing the "challenge" of the PICU as a positive 

event, which also related to Nature of the Job. This nurse said, 

I learned a lot, it really strengthened me as a nurse. I learned to take care of really 

sick kids. I mean, that really improved my nursing care. At first I was very happy 

to work here. I mean, it was definitely stressful. It was definitely a very stressful 

place to work, but I felt good about it. 

This same nurse, who felt challenged and enamored with "learning" in the PICU, 

provided a detailed description of the physiological and emotional effects of Unrelieved 

Job Stress and "burnout." She stated, with a painful expression, 

The main thing, when I drove to the hospital today, I got a sick feeling in my 

stomach, because I thought of every time that I went to work here, especially my 

last stay here at Children's. I would get a sick feeling in my stomach just coming 

to work, knowing that it was probably going to be another very difficult day. I 

mean, not every day, but most days .... I think working nights had a lot to do 

with that, too, getting [referred to the chronic illness she developed]. I think that 

was big part of working at night. But, whenever I worked here at Children's .... 

those symptoms were worse .... I always lost weight when I came to work here 

at Children's .... Because, I could never eat on shift. 
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And finally, this nurse described the difference in leaving the PICU at Children's and its 

effects on her Unrelieved Job Stress: 

I will never work in this ICU again, I will never. Actually, one time, I floated one 

day to the recovery room and I worked there that day and it was heaven. So, when 

I went to [new employment, post Children's], at first I interviewed in the PICU 

and in the recovery room. I ended up taking the recovery room job and I worked 

in the recovery room for 1 ½ years and I was pregnant and it was a wonderful 

place to work, wonderful. I really decompressed. I didn't have hardly any stress 

at work. The only stress I had at work was dealing with my coworkers, but it was 

a total breeze in the patient care area. 

Another nurse's story illustrated the pattern of Unrelieved Job Stress and the 

devastating effects of burnout. Her descriptions integrate all the themes. Her touching 

remarks were as follows: 

Some of my decision to leave, I think was that I was burned out and it just took 

me that long to accept it and acknowledge it .... I think after a while, I stopped 

looking forward to going in to work. It was just something that I just did, got 

through my 12 hours. I think when that passion for it left me, that was one big 

sign .... I think it was I didn't get as much satisfaction from it [referring to 

patient care]. I didn't want the sick kids anymore. I just wanted to get through 

my 12 hours. Let somebody else take care of the postop kid, I want the one that is 

stable Mable and I'm not running my tail off all day long after that. I had had 

enough of the excitement and the adrenaline and being there until 8:30 or 9:00 at 
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night or 9:00 in the morning. It's not that I didn't enjoy interacting with the 

families, but after a while it just became more of a burden. I guess I just didn't 

feel satisfied. I didn't feel that I was making as much of a difference. So, that 

was some of what I felt about burn out. 

Her reactions to being emotionally exhausted and dissatisfied were extreme. She went on 

to say, 

The other thing was that it was almost as if I was tired of the monotony of the 

daily routine. It seemed kind of odd but I was tired of going in, getting report, 

doing vital signs, doing an assessment, changing a diaper, giving a med, flipping a 

kid, and going next door and doing the exact same thing. Then a few hours later 

you go back in and you do it again. You do vital signs, you do an assessment, 

change a diaper, flip a kid, give medications, then go to your next patient. It was 

like that routine. Then draw up labs, do your orders, then give report and go 

home. It was almost like that routine was tiring to me, but at the same time I 

hated not knowing when I went in, I was going to get my tail whipped that day. If 

I was going to be running my tail off with an assignment that was super busy or a 

kid that was super sick, was I going to be coming in and just running my tail all 

day long or was I going to have a good day? Was I going to have a crazy family, 

was I going to have to make a trip to CT, MRI and the cath lab? Was I going to 

admit a kid from the OR at 0800 and be there until 8:30? I guess I hated the 

monotony of the day but at the same time I also was so tired of wondering am I 

going to have a good day today or am I going to go in and just get my tail kicked? 
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I think that was another thing, when I would get off work and have 3 days off. 

From the day that I got off I would be in a countdown of when I had to go back 

again. I think that was another key as to me being burned out. 

Her realization of these severe effects of Job Stress forced a decision. She summarized 

the final factors that influenced her to leave the PICU setting twice, saying, 

That's when I realized, 'This is me, this is me not being happy here in the ICU 

anymore.' [Referring to leaving Children's, going to another ICU, and feeling the 

same] I think in my mind thought maybe it was just Children's, maybe it was the 

acuity. I put myself back in the ICU and found that I was the constant. It was the 

same thing, dreading going into work. I had 3 or 4 days off and I couldn't even 

enjoy my days off because I was beginning this countdown as to when I had to go 

back to work, what was my day going to be like, I just wanted to get through my 

12 hours and just do what I needed to do and not be bothered by anybody. 

Summary of Pattern, Themes, and Subthemes 

This chapter presented the findings of the study that examined the factors which 

influenced PICU nurses to leave their jobs. An aggregate description of the participants 

was provided, as well as an individual description of each nurse, which included specific 

excerpts from each description to communicate the uniqueness of that individual. This 

was followed by an exhaustive description of the themes and subthemes that portrayed 

the factors which influenced the PICU nurses to leave their jobs. Figure lK visually 

presents these themes and subthemes (see Appendix K). In general, the first four 

interviews focused on the inflexible scheduling. At the time of these earlier interviews, 
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the PICU was smaller, had strong managers, and had more experienced nurses. The later 

interviews (the next six) yielded more negative comments in a larger PICU environment 

with inadequate staffing, more inexperienced and new graduate nurses, and less effective 

managers. Throughout all 10 interviews, positive comments centered on the initial 

orientation program. As the unit got larger and more staff were brought on board, issues 

escalated, including more difficulties working as a team, less common goals, inconsistent 

communication, less resources at the bedside, more and sicker patients, and a less 

responsive leadership team. Interestingly enough, 9 of the 10 PICU nurses said they 

would come back to the PICU if the opportunity presented. 
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CHAPTER VI 

CONCLUSIONS AND RECOMMENDATIONS 

Overview 

The purpose of this qualitative action research study was to discover why nurses 

voluntarily left the PICU in one large pediatric hospital, Children's Medical Center 

(Children's), in Dallas, Texas. Ten PICU nurses who voluntarily left Children's PICU 

were asked to describe the factors which influenced them to leave their jobs. The 

audiotaped words of these nurses collected during face-to-face semi-structured interviews 

created the data for this study. Critical theory provided the philosophical framework, 

while the methodological frameworks chosen for this study were action research and 

Heideggerian hermeneutic phenomenology. Data analysis was conducted using the 

circular hermeneutic process described by Heidegger (1959) and explicated by 

Diekelmann et al. (1989). Diekelmann and colleagues' method of data analysis consisted 

of seven stages previously described. Methodological rigor was demonstrated using the 

criteria of trustworthiness and authenticity as described by Erlandson et al. (1993). 

Figure 1 K demonstrates the constitutive pattern with related themes and 

subthemes that represented my description of the PICU nurses experiences (see Appendix 

K). Table 1 summarizes the pattern, themes, and subthemes. In this chapter, conclusions 

to the findings are presented. The relevance of critical theory as a 
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philosophical framework for this study is assessed as well as the study assumptions. This 

is followed by my recommendations for interventions as the findings relate to nursing 

practice, research, and education. These recommendations will be presented to the current 

Children's PICU leadership team and selected members of Children's senior leadership 

team. 

Conclusions 

Pattern and Themes 

From the findings of this study, I concluded that there is an inescapable and 

inevitable tension between the human factors and the PICU work environment currently 

at Children's. What began as a positive experience with passion and challenge for all of 

these nurses, culminated in negative experiences, emotional exhaustion, unrelieved job 

stress, and in some cases, burnout. Each nurse identified the constitutive pattern of 

Unrelieved Job Stress as the major reason they left the PICU. The multidimensional and 

interactive environmental characteristics of Nature of the Job, Insufficient Resources, and 

Negative Perceptions of Managers/Team Leaders contributed to the development of job 

stress. These three themes and their related subthemes illuminated the physical and 

emotional work of PICU nursing for these nurses that resulted in their dissatisfaction, 

negative stress, and leaving of their jobs. The contribution of each theme to the pattern of 

Unrelieved Job Stress will be discussed and then followed by a comparison of these 

findings to the literature. 

Nature of the job. The primary mission of the PICU nurse is acute and often life-

saving care. There is significant emotional intensity in the PICU with its high degree of 
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patient acuity, uncertainty of prognosis, range of outcomes, medical-ethical dilemmas, 

and societal expectations for children's health- all of which make the PICU particularly 

stressful (Meyer, DeMaso, & Koocher, 1996). In addition to the High Acuity of the 

Patients, these nurses identified Caring for Families and Intense Competency/Skill Set 

Requirements as contributing to their decisions to leave the PICU. These three subthemes 

described environmental characteristics that were intrinsic to the PICU environment and 

difficult for the nurses to manage or control. Dealing with diverse and complex family 

dynamics and the constant demands of changing technologies and treatment modalities 

became a burden. When they began their work in the PICU, the nurses described the 

Nature of the Job as a challenge; however, their ability to manage the high acuity of 

patients and the needs of families diminished over time resulting in loss of control, 

increased stress, and decreased satisfaction with their jobs. The only viable option to 

these PICU nurses was to leave their jobs. The literature supports the importance of 

Nature of Job and its subthemes as they related to job stress and to nurse job satisfaction. 

The literature supporting the subthemes included Caring/or Families (Archibald, 2004; 

Betz, 2006; Bratt et al., 2000; Choi et al., 2004; Isaak & Paterson, 1996; Norbeck, 1985; 

Zalumas, 1995), Intense Competency/Skill Set Requirements (Rashotte et al., 1997), and 

High Acuity of Patients (Bowles & Candela, 2005). 

Insufficient resources. Perceptions of having Insufficient Resources to manage the 

High Acuity of Patients exacerbated these nurses' experiences of stress and a loss of 

control. The four subthemes that characterized the theme of Insufficient Resources 

included Inexperienced Nurses, Unrealistic Staffing/Scheduling Expectations, Perceived 
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Preceptor Burnout, and Inadequate Time for Grieving. The high acuity of patients 

interacted with nurses' perceptions of being unable to do the job they had been hired to 

do because they were provided with insufficient resources. This caused a great deal of 

stress. Inexperienced nurses and inadequate staffing resulted in higher patient workloads 

and increased preceptor responsibilities for experienced nurses. These increased 

responsibilities resulted in physical and emotional exhaustion, which were signs of 

burnout for two nurses (Sherman, 2004 ). These findings are similar to those found by 

Hautala, Saylor, and O-Leary-Kelley (2007) who concluded that nurses who were 

repeatedly asked to be preceptors in addition to their regular workload were often at risk 

for burnout. 

Inadequate Time for Grieving was the fourth insufficient resource identified by 

the PICU nurses. Most of the PICU nurses viewed their experiences with unsuccessful 

patient resuscitations and with death and dying as negative experiences. They validated 

that being present with a dying patient is a stressor and specifically commented on not 

having enough time to recover after their patient died. Not only was this a source of 

personal sadness for the PICU nurses, but over time and when repeated, the feelings 

sometimes became unbearable. The literature supports the importance of nurse presence 

with patients while dying, although death is not generally seen in a positive light, and for 

some might even be viewed as a failure (Treece, 2007). Dunne (2004) described grief as 

an individualized phenomenon that can be a burden or stressor, which was true for many 

of the nurses in this study. 
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In summary, these findings related to Insufficient Resources add to the literature 

by identifying the critical and modifiable factors that affect the nurses' work environment 

and workload and need to be addressed in order to improve nurses' job satisfaction 

(Kotzer, Koepping, & LeDuc, 2006). The literature supports the theme Insufficient 

Resources and its subthemes Perceived Preceptor Burnout (Casey et al., 2004), 

Inexperienced Nurses (Bowles & Candela, 2005), Unrealistic Staffing/Scheduling 

Expectations (Bratt et al., 2000), and Inadequate Time for Grieving (AACN, 2006; Bratt 

et al.; Cole et al. 2001; Isaak & Paterson, 1996; Mastey & Cole, 1992; Rashotte et al., 

1997; Yam et al., 2001) as contributors to Unrelieved Job Stress. The PICU nurses saw 

Insufficient Resources as unresolved issues in the PICU that were not addressed by PICU 

nursing leadership. 

Negative perceptions of managers/team leaders. The theme Negative Perceptions 

of Managers/ Team Leaders and the consequent subthemes of Not Visible/Available, 

Inconsistent Communication, Favoritism, and Lack of Appreciation/Recognition all 

contributed to Unrelieved Job Stress as they interacted with the theme of Insufficient 

Resources. The nurses believed that leadership needed to address the issue of resources 

and failure to do so contribute to their Negative Perceptions of Managers/Team Leaders. 

All of the perceptions that formed the subthemes related to this theme were in part 

responsible for the PICU nurses leaving their jobs. The literature related to leadership 

supports these findings. Shirey (2004) concluded that social support from supervisors and 

coworkers was critical in positively influencing coping and well-being. Bratt et al. (2000) 

found that job satisfaction in the PICU was related to job stress and nursing leadership. 
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Spector (1997) identified several determinants of job satisfaction that support this theme 

and its subthemes. These included appreciation, communication, personal growth and 

promotional opportunities, recognition, security, and supervision. All these factors are 

within the purview of the manager's power base and responsibility and are related to the 

subthemes of Inconsistent Communication and Lack of Appreciation/Recognition. This 

study adds to the literature with the subthemes of Not Visible/Available and Favoritism, 

which were not discussed in the literature. 

The literature discusses the importance of nurse managers to nurse retention 

(Force, 2005). Nurse managers, who create a work environment that fosters trust, 

provides support, and enables nurses to accomplish their work, will increase RN job 

satisfaction and organizational commitment, thus leading to greater retention 

(Laschinger, Finegan, & Shamian, 2001). Nurse managers and team leaders were the 

linchpin holding the PICU together, as they formed that frontline of patient care delivery 

(Parsons, Cornett, & Golightly-Jenkins, 2006). The challenges were tremendous as they 

were charged with the responsibilities to lead their staffs to provide quality care, as well 

as to ensure the satisfaction of their patients/families, staff, and physicians. They were the 

key to a satisfied PICU nursing staff in this study. AACN's (2005) six essential standards 

support the need for nurse leaders to provide skilled communication, true collaboration, 

effective decision making, appropriate staffing, meaningful recognition, and authentic 

leadership. These elements when present have demonstrated positive results in affecting 

nurse satisfaction. It is in the manager's best interest to implement these standards to 

ensure a culture of retention. 
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This study also adds to the literature by identifying the cluster of leadership 

qualities necessary for the PICU. Leaders who were not visible or available contributed to 

nurses' stress and to their leaving the unit. Shabbrook and Fenton (2002) studied nurse 

managers and found that highly visible leaders positively impacted nurse retention. 

Managers' inconsistencies with communication were damaging to relationships with the 

nursing staff. PICU nurses felt that their concerns were not being addressed and that they 

were being ignored. This is consistent with the work of Porter-O'Grady (2003a) who 

focused attention on the significance of emotional intelligence in nursing leadership roles. 

Porter-O' Grady emphasized the need for nursing leaders to maintain a caring connection 

and to communicate effectively with staff. Interpersonal and communication skills were 

critical competencies for all nurse leaders. Many of the PICU nurses never discussed their 

dissatisfaction with their managers. And oftentimes when they did discuss their concerns, 

they were not satisfied with the results of their conversations because they felt their 

concerns were being ignored. They felt that the only answer to this situation was to leave. 

Favoritism was another aspect of communication with nurse leaders that the 

nurses associated with disrespect and mistrust. In an environment characterized by 

Unrelieved Job Stress and Insufficient Resources, the PICU nurses told stories of charge 

nurses, team leaders, and managers making unfair selections in patient assignments, nurse 

schedules, and promotional decisions. These practices resulted in damaged relationships. 

Although the literature does not address favoritism specifically, it does emphasize that a 

manager who desires to have an effective and cohesive team must be up front, realistic, 

and fair when it comes to interactions and expectations (Thompson, 2004). 
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The literature supports the importance of Lack of Appreciation/Recognition by 

nursing leadership to nurse job dissatisfaction and subsequent turnover. All of the nurses 

in this study commented on the negative effects of stress and lack of recognition. Two of 

the three experienced nurses reported levels of extreme stress coupled with Lack of 

Appreciation/Recognition. Studies by Manion (2004) and Archibald (2004) suggested 

that appreciation and recognition by nursing leadership were key components for nurse 

retention. PICU nurses who felt they were rewarded had a positive impact on their work, 

their team, and the unit. A study identifying factors that described nurse satisfaction in a 

pediatric setting did not support this subtheme (Ernst, Messmer, Franco, & Gonzalez, 

2004). A survey of 534 pediatric nurses working in a pediatric hospital in the 

Southeastern U.S. found that recognition was not a factor for experienced nurses' job 

satisfaction. 

Unrelieved job stress. Job stress is a universal experience. The work of Lazarus 

( 1981) informs the nurses' descriptions of their emotional and physical responses to 

working in the PICU. Lazarus defined stress as the physiological and/or psychological 

responses to individual experiences in reaction to an external event. The person evaluates 

the event as irrelevant, benign, or stressful. If the event is appraised as being stressful, it 

is further classified as harm/loss, threatening, or challenging. Occupational stress or job 

stress was defined as the harmful physical and/or emotional responses that occur when 

requirements of the job do not match the capabilities, resources, or needs of the worker 

(U.S. Department of Health and Human Services, 1999). Although job stress may be 

influenced by stable personality traits affecting appraisal of events as stressful (Spector, 
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1999), evidence intimates that certain working conditions are stressful to most people 

(Department of Health and Human Services, 1999). People who work in health care 

settings share unique job characteristics that make them vulnerable to job stress. These 

include the physical responsibility for patients, potential for catastrophic effects on the 

patient and themselves, frequent exposure to pain and suffering, and exposure to 

infectious diseases and other potentially harmful substances (Hall, 2004). 

Unrelieved Job Stress was the major reason the nurses left the PICU. This 

complex, multidimensional phenomenon was characterized by both intrinsic and 

modifiable characteristics that included Nature of the Job, Insufficient Resources, and 

Negative Perceptions of Mangers/Team Leaders. These findings are supported by several 

studies reported in the literature. Bratt et al. (2000) in their study of the influences of 

nurses' attributes, unit characteristics, and elements of the work environment on the job 

satisfaction of PICU nurses, found that job stress, ineffective leadership, inadequate 

staffing, and difficulty dealing with families and with death and dying all led to PICU 

nurses' job dissatisfaction. These findings correlate to each of this study's themes. 

Mc Vicar (2003) in her study of the significant sources of workplace distress for 

nurses identified similar sources of stress. These included an inability to cope with 

emotional needs of patients and families, poor patient diagnosis, and death and dying 

(Nature of the Job); heavy workloads, inadequate staff coverage, shift working, and time 

pressures (Insufficient Resources); and strained or absent relationships with other staff, 

ineffective leadership, poor locus of control, poor group cohesion, lack of reward, and 

lack of supervisory support (Negative Perceptions of Managers/Team Leaders). 
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The themes of this study were confirmed by a qualitative study that explored the 

work-related stressors and coping mechanisms of RNs within a hospital setting (Hall, 

2004). Ten nurses, who represented diverse clinical areas in a university hospital trauma 

center, were interviewed about work-related stressors and were observed while working. 

Seven stressor categories were identified by all of the nurses, with the subsequent 

emergence of four themes. The stressor categories included system barriers to meet 

patient needs, patients' changing conditions, self-expectations, shortage of skilled labor, 

polychronicity, pressure for immediate results, and colleagues' inexperience. Three of the 

four major themes in Hall's study were consistent with the findings of my study. Self

expectations translated to the need to do a good job by meeting the needs of the patient. 

This theme also reflected the perception of the nurses that they did not provide the quality 

of care the patient deserved. Many of the PICU nurses in my study shared this same 

sentiment. Many of the nurses were disappointed in the job they did during their shift 

because of Insufficient Resources. Shortage of skilled nurses to care for patients with 

higher acuity resulted in perceptions of unsafe staffing. This too was reflected by many of 

the PICU nurses in this study when they discussed staffing and scheduling issues. 

Inexperienced colleagues were the last shared theme between Hall's study and my study. 

The nurses in Hall's study, like the PICU nurses, stated that inexperienced nurses were 

not able to meet the standards for patient care and were not able to assist others. Although 

this study included nurses outside of critical care, the findings are very similar to those of 

my study. In both studies, the nurses experienced Unrelieved Job Stress when they failed 

164 

. ; 
I 1· _ 



to meet the needs of patients/families, when workload exceeded resources, and when they 

worked with too many inexperienced nurses. 

Chang, Hancock, Johnson, Daly, and Jackson (2005) identified common work 

environmental factors found to be associated with job stress, which mirrored those 

identified by the PICU nurses. These included having little control in one's job, high job 

demands, low supportive relationships, dealing with death and dying, working on 

different units within the organization (floating), insufficient resources, understaffing, 

and excessive workload demands. Additional environmental factors included 

uncooperative family members, concern for poor quality of care, inability to deliver 

quality nursing care, shift rotations, time demands, poor relationships with coworkers and 

supervisors, and low organizational commitment (Chang et al.). 

The top 10 factors of "what matters most" to critical care nurse retention 

described by Alspach (2007a, 2007b) support this study's finding of the importance of 

leadership in mitigating the stressors caused by the Nature of the Job and Insufficient 

Resources. Nurses want an organization that values and respects the contributions and 

experience of nurses; managers who are compassionate, passionate, honest, ethical; 

managers who respect nurses and are open to inclusive decision making; managers who 

provide nurse recognition when due; workplace redesign that minimizes the physical 

burdens of the nurse's work environment; and provision of expanded roles that recognize 

experienced nurses. Although Alspach's study focused on the experienced critical care 

nurse, all of the PI CU nurses, regardless of their experience or age, described similar 

factors that were required in a culture that supported nurse retention. The PICU nurses 
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felt that these factors were not consistently present at the time of their employment. This 

void in "what mattered" to them most as nurses in the PICU ultimately led to leaving 

their PICU jobs. 

These findings are supported by a recent study investigating the incidence of ICU 

nurses' intention to leave due to working conditions and identifying factors predicting 

this phenomenon (Stone et al., 2006). Data about the organizational climate, intention to 

leave, and reasons for intending to leave were collected using a self-report survey. Of the 

2,323 participants who responded to the survey, 17% reported their intention to leave 

their jobs within the year. Of this 17%, 52% of the nurses reported working conditions as 

the reason they were going to leave. The researchers found that nurses with less tenure 

were more likely to indicate intent to leave due to poor working conditions. They 

concluded that support of nurses newly hired was critical to decreasing turnover. This is 

consistent with the findings of my study where all the nurses cited issues related to 

working conditions within the PICU coupled with a lack of support for less experienced 

nurses, who were mostly new graduate nurses, in learning their roles. Improving nurse 

working conditions and monitoring the organizational climate of the PICU will improve 

the nurses' perceptions of their environment, as well as support nurses new to the PICU. 

This, in tum, may reduce turnover, ensure a more stable and qualified workforce, 

decrease costs, and potentially improve patient care and outcomes. 

Stress has been described as a continuum between distress, which is harmful or 

damaging, and eustress, which is positive and beneficial (Billeter-Koponen & Freden, 
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2005). Distress has been typically reported as anxiety, depression, anger, guilt, fear, and a 

wide array of physical symptoms. Unrelieved distress can result in burnout, which 

is an occupationally-based syndrome of emotional exhaustion (absence of energy 

required for the requirements of providing care), depersonalization ( cognitive distance 

from work), and personal accomplishment (subjective evaluation of the impact of one's 

work) (Leiter & Laschinger, 2006). Burnout syndrome includes physical and 

psychological symptoms (Sherman, 2004). Physical symptoms include changes in 

appetite, gastrointestinal disturbances, and somatic complaints (headache, fatigue, 

exhaustion). Psychological symptoms include memory disturbances, anger, low self

esteem, hopelessness, self-doubt, increased isolation, and impaired judgment and 

reasoning. This burnout syndrome has been extensively described in the literature as a 

pervasive source of distress for nurses. Forty percent of nurses in the U.S. have burnout 

levels that exceed the standard for all other health care workers and 20% plan to pursue 

new employment within a year (Aiken, Clarke, Sloane, Sochalski et al., 2002). Two of 

the PICU nurses in my study exhibited signs of burnout. Although burnout was not 

investigated in my study, there is merit in considering this topic for future research. It 

could be concluded that Unrelieved Job Stress, when combined with specific nurse 

characteristics, resulted in burnout that led to nurses leaving their jobs. 

Job stress is not the same as challenge. Feelings of being challenged in the PICU 

energized the nurses psychologically and physically, thus motivating them to learn new 

skills and master their jobs. Challenge became unrelieved stress when job demands could 

no longer be met. Albeit, responses to Unrelieved Job Stress and elicited coping 
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mechanisms were different for each nurse, all yielded the same outcome - the decision to 

leave their jobs and turnover for the PICU. 

In conclusion, stress was a subjective phenomenon based on individual 

perceptions, producing positive ( eustress) and negative (distress) results. The PICU 

nurses left their jobs because of distress and Unrelieved Job Stress. They poignantly 

described their physical and emotional responses to their stress. The literature supports 

this study's findings. The PICU nurses' anecdotes also confirm the important role of 

nurse leaders in exacerbating or mitigating the effects of job stress. They repeatedly 

remarked that initiatives to reduce levels of distress in PICU nursing must address 

staffing, workload, and leadership and management issues. Unrelieved Job Stress was on 

a continuum for these nurses as described in their stories and supported by the literature. 

The workplace for PICU nurses provides a multiplicity of sources of stress; the nature of 

nursing is stressful. This study adds to the literature by providing thick descriptions of 

Unrelieved Job Stress and associated themes and subthemes, which impacted the nurses' 

painful decisions to leave their PICU jobs. 

Limitations of the Study 

Although this study was conducted in a single, acute care setting, findings are 

relevant to other PICUs with similar demographics. It is my belief that this study can be 

replicated in other PICUs since the literature supports the findings. A possible limitation 

of this study was the homogeneity of the nurses in this sample; all 10 nurses in this study 

were White females. This demographic, however, represented the majority of the nurses 

who work in the PICU. The sample also was representative of the PICU nurses at 
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Children's in that the average age of the nurses in the study was 32.9 years and the 

average age currently of the PICU nurses is 33.6 years. The job tenure of the sample was 

also very close to the average tenure of the current PICU nurses at Children's. The 

nurses' average tenure in this study was 5.28 years; the current PICU nurses' tenure is 4.5 

years. Finally, the sample size of 10 was small; however, saturation was achieved by the 

10th interview. There were several other nurses willing to participate in the study, but I 

felt that due to the quick evolution of the pattern and themes, this was not necessary for 

this study. The descriptions by the PICU nurses created a clear and compelling picture of 

the factors influencing PICU nurses to leave their jobs. This understanding can be used 

by this PICU and others to develop future studies of PICU nurse job satisfaction, nurse 

retention, and work environment. 

Philosophical Framework 

Critical theory guided this study through the seven foundational processes of 

critical research suggested by Fontana (2004). These included critique, context, politics, 

emancipatory intent, democratic structure, dialectic analysis, and reflexivity. Each will be 

discussed to demonstrate how critical theory fit the intent of this study. 

Critique 

In this critical science research, critique was integral to the process and was at the 

heart of the investigation. Critical theory suggested that individuals possess the capacity 

to reflect upon and critique their situation in order to effect change. In this study, nurses 

who left the PICU were invited to critique this practice environment. Some exposed the 

forces of injustice and oppression by describing power relationships with their peers, the 
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physicians, managers, and the patient and family. They identified imbalances or issues 

within the social structure of the PICU work environment (Fontana, 2004). I asked 

challenging and sometimes uncomfortable questions during the interviews that examined 

the phenomenon of interest so that the nurses and I could develop a new and critical 

awareness of the PICU environment. The research team also used critique during data 

analysis as we moved through Diekelmann and colleagues' (1989) seven stages of 

analysis. 

Context 

Critical studies situate their phenomena in contexts because it is thought that 

contexts influence and sometimes even cause phenomena (Fontana, 2004). Critical theory 

acknowledged that the investigation of PICU nurses' decisions to leave their jobs (the 

phenomena) occurred within a personal, historical, and organizational context. The 

personal context included events within participants' individual work and personal lives 

which influenced their decisions to leave. This was richly articulated by the nurses in 

their interviews and included a wide array of physiological, psychological, and 

sociological descriptors. The historical context included the nursing shortage and the 

development of pediatric critical care nursing. The PICU nurses told devastating stories 

of their experiences in a PICU with high vacancy and high turnover rates, which was 

consistent with other critical care units across the U.S. The uniqueness of the PICU 

environment was discussed by the nurses in the context of caring for acutely ill or injured 

infants and children and their families. The PICU nurses experienced stress, which was 

sometimes unbearable as a result of the context. The organizational context included 
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organizational characteristics that influenced nurses' job dissatisfaction in the PICU at 

Children's. These included intense competency and clinical ladder requirements, hiring 

of large numbers of new graduate nurses, inflexible scheduling rituals, unrealistic staffing 

expectations, and inconsistent communication. All of these forces or contexts worked 

together to sustain the phenomena of PICU nurses leaving their jobs. 

Politics 

This study uncovered the social forces within the PICU and within the larger 

culture of Children's, thus meeting the political agenda of critical science. The questions 

used during the nurses' interviews intentionally were designed to dig beneath the surface. 

Fundamentally political in nature, the inquiry was used to help the PICU nurses 

acknowledge and understand the political forces that had shaped the PICU as an 

oppressive situation. Neutrality was not possible in this study due to the highly sensitive 

and sometimes controversial nature of the events. Discussions occurred about unsafe 

staffing and care, managers that lied and had favorites, and coworkers who were critical 

and condescending. During the interviews, it was sometimes necessary for me to 

acknowledge these injustices, thus making my own agenda known. In order to properly 

conduct a critical study, there must be an awareness of the political temperament of 

health care and nursing, and it is permissible for the researchers to voice their own 

opinions. The research team and I exercised this right throughout the study. 

Emancipatory Intent 

Achieved by consciousness raising and praxis, emancipation is defined as a state 

of being in which individuals come to know who they are and have the collective power 

171 



to determine the direction of their existence (Fontana, 2004). Reflection, action, and 

dialogue were components used in this study. The PICU nurses reflected upon how their 

experiences in the PICU contributed to their decisions to leave. The critical dialogue 

during the interviews uncovered the issues. This, in turn, empowered the participants to 

collaborate with me to bring about recommendations for change in the PICU 

environment, which was the goal of this research. Further evidence of this process in 

critical science was that some of the nurses provided supplementary information about 

their experiences. Some nurses wrote letters and emails to me, while others requested 

additional phone conversations, all with the purpose to reflect upon their stories and 

feelings. This also supported the credibility, dependability, and confirmability of the 

findings. 

The process of emancipatory intent relates to the form of action research 

employed in this study - emancipatory/critical action research. The aims of this form of 

action research include improving outcomes, improving the self-understanding of the 

participants, and assisting the participants to arrive at a critique of their work settings 

(Kemmis, 2006). As in emancipatory action research and this study, the aim was to 

intervene in the personal, historical, and organizational processes of everyday life to 

reconstruct the nurse, her practice, and the PICU. 

Democratic Structure 

This study epitomized the collaborative, nonhierarchical relationship between 

researcher and participants which characterizes critical science. Participants were actively 

involved in the process of negotiating meaning and were equally consulted in the 
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construction and validation of knowledge. I used a democratic, mutually educative and 

collegial approach in this study. For example, the participants chose where they wanted 

to meet for the interview, when to stop the interview, and were given the opportunity to 

critique their own words. Also representative of a democratic structure was the data 

analysis method chosen. This study was not just my plan. I included a team of 

researchers, plus two additional expert researchers, to validate the pattern, themes, and 

subthemes. The method of team debate resulting in consensus added to the credibility, 

dependability, and transferability of this study. As Fontana (2004) asserts, the critical lens 

was turned inward and ensured that the participants and I were in a partnership as co

researchers. The study was truly an instrument of emancipation and not a means of 

conformity. 

The collaborative quality of action research as the methodological framework 

supported the democratic structure of this study. Because collaboration required equity 

between the participants and me, power and authority were shared. I shared my expertise 

in research and the PICU, as the participants shared their experiences in the PICU. This 

sharing of ideas, expertise, and knowledge ensured that the research was rigorous but 

remained grounded within the participants own reality (Wallis, 1998). The collaborative 

nature of action research was a real alternative to a more traditional, hierarchical 

approach to research, and fit nicely with critical science. 

Dialectic Analysis 

The definition of dialectic analysis is understanding society as a sum of 

ambiguous elements (Fontana, 2004). As I dialogued with the participants and the 
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research team, there was a constant shuttling back and forth between contradictions of the 

societal totalities of Children's PICU environment and the individual phenomena of the 

PICU nurses' experiences, between form and essence, abstract and concrete, current and 

historical, objective and subjective. We talked about the way things were (perceived 

stressful PICU environment) versus the way things should be (healthy work 

environment). 

Reflexivity 

Reflexivity involves honesty and relates to the validity of the study, as well as 

ethical and political questions encountered in the research process (Fontana, 2004). This 

study was conducted under human subjects' criteria for research and at no time was this 

breached. The focus on contradiction was a way of making sense between the differences 

in subjective and objective realities. I used reflexive methods to expose these constraints 

by prompting the nurses to discuss personal feelings, historical information, and 

organizational policies. I made an attempt to identify the limitations of this study, which 

could have impaired the emancipatory intent. A limitation of this study was the negative 

tone in the research question. One of the nurses actually asked me why I chose to study 

the nurses who left, rather than the nurses who stayed in their PICU jobs. Her 

recommendations for future research on this topic will be included in the final report to 

the PICU leadership team. To compensate for this possible limitation, I always asked the 

nurses at the end of the interview to describe a healthy work environment, such as one 

that supported retention. 
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In summary, the philosophical framework of critical theory ( critical science) 

provided an excellent foundation for this study. A critical science approach placed the 

consciousness of PICU nursing directly in relationship with the life world (social, 

cultural, and personal dimensions) and the administrative system ( economic and political 

spheres). This synergy integrally linked theory with practice, and practice with theory; 

thus, theory and practice were inseparable (Ray, 1992). Uniting nursing practice and 

critical inquiry illuminated the path for the PICU nurse participants in this study and the 

PICU nursing leadership team in shared understanding to restructure the work 

environment and enhance existing nursing practice. The emancipatory goal of a more 

responsible PICU community will be met once the recommended interventions are 

implemented by the nursing leadership team and staff. 

Assumptions 

In this section, I re-examine the assumptions I had at the beginning of the study. 

The assumptions of this study were all supported. The assumptions included 

1. The unique aspects of caring for children and their families make the PICU 

environment different from other critical care units. Interestingly enough, this 

assumption was supported by the reasons the nurses gave for "going into PICU 

nursing" and the reasons they gave for "leaving PICU nursing." These ambivalent 

feelings were described by the nurses in their descriptions of caring for the patient 

and family, the "joy" and the "pain" they experienced. In the end, the uniqueness 

of the PICU initially presenting as a "challenge" for all of the PICU nurses, 

resulted in Unrelieved Job Stress that led to turnover. For some of the nurses, they 
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left the PICU environment completely due to the negative effects of Unrelieved 

Job Stress. 

2. Being a PICU nurse is a stressful job. Increased stress levels in PICU nurses can 

lead to dissatisfaction. This assumption was supported by nurses' perceived work

related stressors in this study including Nature of the Job, Insufficient Resources, 

and Negative Perceptions of Managers/Team Leaders. These relational themes 

and associated subthemes all contributed to Unrelieved Job Stress, the factor 

which influenced the PICU nurses to eventually leave their jobs. 

3. Job dissatisfaction prompts nurses to seek employment elsewhere, resulting in 

decreased retention. This assumption was supported as all of the PICU nurses 

expressed feelings of dissatisfaction that prompted them to leave and seek jobs 

elsewhere. This resulted in increased turnover in the PICU and decreased 

retention. 

4. Decreased retention is as important to patient care as it is in controlling 

operational costs. This assumption was supported as many of the PICU nurses 

spoke of their concern for "unsafe care" and "diminished quality of care." Who 

better to describe the issues associated with patient care than the nurses who are 

the one and only continuous entity at the bedside, mindfully watching 24 hours 

per day, seven days per week. The aggregated cost of nurse turnover is extreme. 

A conservative estimate that includes hiring, training, and productivity costs 

averages approximately 25% of the employee's salary. It has been recently 

reported that replacement costs for nurses in acute care facilities were equal to or 
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greater than twice that nurse's regular salary (Alspach, 2007a). Using this 

calculation, replacing one specialty area nurse, which includes PICU nurses, 

escalates turnover cost to $145,000. Using the current PICU nurse turnover rate of 

20.62%, the total cost of turnover would be $5,365,000. The high cost of turnover 

is not only critical to the health of its nurses and patients, but is equally important 

to the health of the organization. 

5. The nurses in this study are comfortable with the researcher and disclose their 

thoughts and feelings about their departure from the PICU. They choose to speak 

to the researcher because they want someone to hear their stories so that changes 

can be made in the PICU and are more willing to talk about reasons since the 

researcher is not known to them. This assumption was supported by the fact that 

20% of the nurses invited to participate in the study agreed to participate. This is 

an exceptional recruitment rate. All of the nurses who did participate in the 

interviews were open in conversation and willing to share their stories of their 

work in the PICU. I knew three of the 10 nurses personally, as I was the director 

in the PICU during their tenure. This was not seen as a bias during the interview 

and in subsequent communications with them. One of the nurses brought a letter 

to me she had written when I was the director in the PICU that outlined her 

concerns then related to the issues revealed in this study. Another nurse sent me 

two letters after her interview, reflecting upon her comments and bringing 

forward some interesting recommendations that will be shared in the final report 

to the PICU leadership team. Two other nurses called me after their interviews to 
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discuss revisions to their transcripts and clarify their stories. Two other nurses 

returned the written transcript with revisions and personal notes of thanks that 

they were included in the study. I do believe that it was important that at the time 

of the interviews I was not a member of the PICU nursing leadership team. All 10 

of the participants have requested to review the final report. 

Recommendations 

Nurse turnover is an important problem in the PICU at Children's. With the 

backdrop of a global nursing shortage and the high costs associated with turnover, nurse 

leaders in the PI CU must find ways to become employers of choice if they are going to 

recruit and retain nurses. The results of this study did indeed reveal the evidence needed 

to begin to focus on the interventions required to reduce the likelihood of losing more 

PICU nurses. The findings from this study have implications for nursing practice, 

education, and research - the nursing triad. This triad will be discussed in the context of 

recommendations for interventions in the PICU at Children's based on the study's 

findings. Fralic (2004) refers to this vital triad as the "three-legged stool," such that 

excellence in any one of the legs of the stool can only be achieved if there is true 

excellence in the other two. The end result is a unified profession, with focus on 

enhancing clinical care, thereby influencing the direction of education and research. If 

done well, this hardwires the triad. If the recommendations from this study are carried out 

with this vision, job stress and turnover will decrease, thus improving retention of PICU 

nurses. 
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Nursing Practice 

Recommendations relating to nursing practice include those resulting in a healthy 

work environment. A stable infrastructure is required in order to achieve this. The 

American Association of Critical Care Nurses (AACN, 2005) has developed two 

programs that can transform the environment in the PICU at Children's to one that 

supports a culture of retention. These initiatives are AACN' s Healthy Work Environment 

and AACN' s Beacon Award. These are discussed in the following section, followed by 

more specific recommendations for changes in the PICU in the areas of shared 

governance, staffing/scheduling, managers/team leaders, preceptors, support services, and 

end-of-life care. And finally, the first leg of the nursing triad concludes with a brief 

summary of additional nurse retention tactics discovered in the literature. 

The link between healthy work environments, patient safety, and nurse retention 

is indisputable. The AACN (2005) recognizes the inextricable associations among the 

quality of the work environment, excellent nursing practice, and patient care outcomes. If 

PICU nurses are going to make optimal contributions in caring for patients and their 

families, establishing and then sustaining a healthy work environment is a priority. The 

AA CN Standards for Establishing and Sustaining Healthy Work Environments provide a 

solid infrastructure for this recommendation. The six standards for establishing and 

sustaining healthy work environments represent evidence-based and relationship-centered 

principles of professional performance. The standards align with the core competencies 

for health care professionals outlined by the Institute of Medicine, contribute to the 

implementation of elements in a healthy work environment articulated by the Nursing 
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Organizations Alliance, and support the core competencies for nurse leaders identified by 

the Robert Wood Johnson Executive Nurse Fellows Program (AACN). The current PICU 

leadership team and nurses should use these standards as a foundation for thoughtful 

reflection and engaged dialogue about the current realities of the PICU work 

environment. The standards are presented below in Table 2 (AACN). 

Table 2 

AACN Standards for Establishing and Sustaining Healthy Work Environments 

1. Skilled Communication

2. True Collaboration

3. Effective Decision Making

4. Appropriate Staffing

5. Meaningful Recognition

6. Authentic Leadership

Nurses must be proficient in communication skills 
as they are in clinical skills. 

Nurses must be relentless in pursuing and fostering 
true collaboration. 

Nurses must be valued and committed partners in 
making policy, directing, and evaluating clinical 
care and leading organizational operations. 

Staffing must ensure the effective match between 
patient needs and nurse competencies. 

Nurses must be recognized and must recognize 
others for the value each brings to the work of the 
organization. 

Nurse leaders must fully embrace the imperative of 
a healthy work environment, authentically live it, 
engage others in its achievement. 
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The Beacon Award for Critical Care Excellence was established in 2003 by 

AACN (Ulrich, Woods, Hart, Lavandero, Leggett, & Taylor, 2007). This award 

recognizes critical care units that meet high quality standards, demonstrate exceptional 

care of patients and their families, and foster and sustain healthy work environments. In a 

recent survey, nurses in units that received the Beacon Award reported healthier work 

environments and higher job satisfaction, which contributed to better patient outcomes as 

opposed to those nurses that worked in units who had not received the Beacon Award 

(Ulrich et al.). To receive the coveted Beacon Award, the critical care or progressive care 

unit must meet 42 criteria in six categories. Based on the findings from this study, it is 

recommended that the PICU at Children's complete the readiness checklist specific to 

pediatric critical care unit in 2008 with the goal of achieving this award by the end of 

2009. If coupled with AACN's Healthy Work Environment standards, the Beacon Award 

validates a culture of retention. Both of these initiatives per AACN must become core 

strategies for the PICU. Beacon Award criteria are exhibited below in Table 3 (Ulrich et 

al.). 
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Table 3 

Criteria for the AACN Beacon Award 

1. Recruitment/Retention 

2. Education/Training/Mentoring 

Staff Satisfaction, Retention Incentives, 
Staff Participation in Recruitment, Nursing 
Support from Nurse Managers 

Orientation, Unit-Based Continuing 
Education, Certification Incentives, 
Competency Validation, Novice Nurse 
Mentoring, Professional Practice Evaluation 

3. Evidence-Based Practice/Research Use of Evidence for Unit 
Policies/Procedures, Ongoing Evaluation of 
the Literature, Participation in Nursing 
Research 

4. Patient Outcomes 

5. Healing Environment 

Epidemiologic/Trend Data to Evaluate 
Patient Outcomes, Adequacy of Staffing to 
Support Scope of Service/Patient Acuity 

Psychosocial/Ethical Aspects of Patient 
Care, Focus on Nurses/Patients/Unit 
Processes 

6. Leadership/Organizational Ethics Participatory Environment, Accountability 
of Nurses, Quality 
Measurement/Improvement, Collaborative 
Functioning of Leadership 

Based on the AACN Healthy Work Environment and Beacon Award criteria, I 

recommend the following. Shared governance, that is characterized by nurse 

empowerment and collaborative multidisciplinary decision making, is an essential 

attribute of the work environment (American Organization ofNurse Executives, 2003). 
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The PICU at Children's already has a functional and committed shared governance 

structure that includes individual unit councils and one department council. It is 

recommended that a subgroup of the department's council focus on recruitment and 

retention. The charter for this council should include focused recruitment efforts with 

Human Resources for experienced critical care nurses, a review of all satisfaction data 

specific to the PICU such as the findings from this study, the organization's Employee 

Opinion Survey, and the RN satisfaction survey, and development of a retention plan 

encompassing all data points. As groups are formed, committee work must be assigned 

and delegated to meet the intrinsic personalities and needs of each nurse. This will 

engage each nurse fully in what is best suited for her or him. 

Work cannot be done without equal amounts of play! Fun activities for the staff 

must increase. The PICU already has a Sunshine Committee or staff social group. This 

group's activities should include monthly social events, sponsored by the PICU, held 

inside and outside of work, creation of a PICU scrapbook to document historical 

information about the PICU and staff, photo boards in each unit displaying staff pictures 

that are regularly updated, monthly published staff newsletter, reinstitution of annual 

awards/recognition, like Mr./Ms. PICU, and quarterly competitions, similar to what the 

Inpatient Services (IPS) department does with the IPS Challenge Cup (staff-selected and 

driven competitions between units in the inpatient areas). All of these activities boost 

staff morale and instill esprit de corps and camaraderie. 

Second, I recommend that work assignments and scheduling be modified to meet

the intrinsic personalities and needs of each nurse. Nurses experience a greater sense of
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commitment to their work with people who share their values and work styles (Hurst & 

Koplin-Baucum, 2005). More flexible staffing and scheduling requires a strong and 

positive relationship between nurses and their leaders. More schedule options/packages 

should be offered to match the needs of staff including accommodation of school 

schedules, "mommy hours" for nurses with school age children, weekend and/or 

weekday only schedules, 8/10/12 hour shifts, and job sharing. Daily staffing assignments 

should honor patient requests when possible, ensuring a patient care team approach to 

continuity of care. While on duty, nurses must have as many breaks and time away from 

the bedside and/or unit as possible. This could be done by scheduling all breaks per 

person per shift by the charge nurse and/or team leader. Leaders should consider doing 

breaks by "pods" or sections of each unit, with one person in charge of each pod to 

ensure break periods are taken. Restructuring the meal/break relief schedule will ensure 

times of respite from a hectic PICU environment and will allow every nurse to have a 

"breather." In order for the nurses to have time to maximize their time with the patient 

and family in direct patient care, communication, and education, they must have 

appropriate levels of ancillary staff support. This includes adequate numbers of Clinical 

Technicians, Health Unit Coordinators, Equipment Technicians, and Respiratory Care 

Practitioners. 

Managers and team leaders must improve communication and relationships in the 

PICU with the nurses. They must create a work system where they will address staff

communicated issues quickly and provide feedback within a reasonable time period. This 

includes email correspondence, voicemails, and notes from staff. This also includes being 
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available for the staff. This can be accomplished by defined office hours dedicated for 

scheduled meetings with direct reports, open office hours for drop-in employee visits, and 

a posted manager/team leader schedule. Quarterly evaluations for all employees will 

provide staff development and professional development/career planning opportunities. 

Quarterly open forum sessions with the managers/team leaders will encourage open 

dialogue with leadership and each other. This can be accomplished by structured sessions 

where staff is specifically invited to meet with PICU leadership. By the end of the year, 

all staff would have been invited to these sessions. 

All of these interventions will build trust over time and ultimately improve 

perceptions of the leadership team. According to Quint Studer (2003), "rounding for 

positive outcomes" is a ''must have" strategy for all leaders as well (p.142). According to 

Studer, employees want a relationship with their boss or leader. They are specifically 

looking for approachability, willingness to work side by side, efficient systems, training 

and development, tools and equipment to do their jobs, and appreciation. Rounding for 

outcomes helps the leader meet these needs. Managers and team leaders should make 

rounding a part of their daily routine. It's important for the managers and team leaders to 

start the conversation with employees on a personal note by asking about their family, 

their health, or something that is important to them as a person. The five remaining 

questions Studer recommends are (a) How is your day? (b) Are there any individuals 

whom I should recognize? ( c) Are there any physicians whom I should recognize? ( d) Is 

there anything we can do better? and ( d) Do you have the tools and equipment to do your 

job? 
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The health of the preceptor program ensures retention of new staff, both graduate 

and experienced nurses. All preceptors should receive formal training for the role and 

should be assigned to this role no more than six months out of the year. This will provide 

preceptors a break from continuous precepting and allow a "rejuvenation" period. This 

will also allow them to work on their own clinical practice and professional development, 

while not having to worry about an orientee. The current Mentor Madness program for 

new graduate nurses should continue as it has shown positive results for this unique nurse 

population. 

Stress was an inherent part of the PICU nurses' job in this study. What was not 

apparent or present at this time in the PICU was a mechanism to assist the PICU nurses to 

manage the stressors. An intervention that involves collaboration between nursing staff 

and support services is perhaps the most important of all those mentioned for nursing 

practice since Unrelieved Job Stress was the constitutive pattern across all the interviews. 

The PICU must formalize a support or stress reduction program for staff to deal with 

stress. Successes associated with stress reduction programs for PICU nurses go back as 

far as the 1980s (Gramling & Broome, 1987). It would be prudent to use work proven to 

be effective by notable PICU nurse leaders in the past to improve our PICU environments 

today. 

Although personal, interpersonal, and professional stressors that could result in 

burnout among the PICU nurses may not be eliminated immediately, they can be reduced 

when PICU nurses make caring for themselves a priority. Self~care is essentially a form 

of insulation against stress in which individuals listen to their bodies and care for the self 
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(Sherman, 2004 ). This can be a structured program created and implemented with support 

services departments within Children's, including pastoral care, social work, human 

resources, and behavioral health. It may be beneficial to utilize the expertise and 

experience of the Advanced Practice Nurses in the PICU. They bring years of PICU 

clinical experience to the program as well as past experiences of being bedside PICU 

nurses. This program can also be augmented by external professional services, such as 

the Employee Assistance Program (EAP) via UTSWMC. The program must include 

elements to assist nurses in dealing with difficult families, stress management, self 

evaluation of burnout, self-care techniques, and death and dying. The stress management 

program will teach PI CU nurses about the nature and sources of stress, the effects of 

stress on health, and personal skills to reduce stress, such as time management and 

relaxation exercises (U. S. Department of Health and Human Services, 1999). EAPs can 

provide individual counseling for nurses with work and/or personal problems. 

The PICU is arguably one of the most emotionally demanding and high-stress 

areas where mental health clinicians may be asked to consult. A relationship with the 

Medical Psychiatry Consult Team, which is already established at Children's in the 

Behavioral Health department, should be accessed by bedside staff who can consult with 

experts in dealing with identified stressors including difficult patients and families. 

Providing support to PICU nurses around specific patient and family cases and convening 

ongoing support groups is a natural adjunct to a comprehensive stress management 

program. Staff support groups provide opportunities for PICU nurses to share work

related concerns and feelings engendered by caring for critically ill children, encourage 
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the PICU nurses to mobilize mutual peer support, and facilitate multidisciplinary 

problem-solving (Meyer et al., 1996). Common topics that require support groups and 

mental health clinicians' expertise include caring for children that have uncertain or grim 

prognoses, confronting medical-ethical dilemmas and bereavement issues, working with 

challenging families, handling staff communication problems, and coping with the 

stressors inherent in the PICU environment. These support mechanisms will also provide 

an outlet for PICU nurses to discuss the stress that results when there is neither time nor 

resources to deliver what they believe is optimal care or feelings of inadequacy, sorrow, 

and guilt when a child is dying. A support group will serve as a forum to listening to and 

learning from others who understand and share the same stressors and organizational 

culture, for expressing pride in their work, and for sharing insights into professional and 

personal growth. 

Death in the PICU can be complicated and is often unnatural due to technological 

advancements in aggressive medical management. Many of the PICU nurses spoke of 

discontent with the end-of-life care program. These comments centered around lack of 

time to care for dying patients appropriately and communication challenges. The PICU 

must consider revisions to the current program, working with pastoral care on these 

delicate processes. The PICU nurses recommended offering immediate debriefings after a 

patient dies to the nurses with options for the nurse to stay at work or go home. 

Information about this program begins in orientation and should continue in periodic 

education offerings that review death and dying concepts, grieving, and so forth. It was 
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also recommended by several of the nurses to implement a grief counseling program for 

nurses to access. 

And finally, the PICU must have a defined and trained Critical Incident Stress 

Debriefing (CISD) team to assist staff after traumatic events. When this is not possible or 

if the nurses do not want to participate, an alternative may be a personal reflective critical 

incident review, such professional diaries and journals. PICU nurses could use this 

mechanism to subjectively relate common experiences relating to crisis and then devise 

personal strategies to help alleviate it. This may help the PICU nurses cope with stress 

more effectively. The PICU nurses should be encouraged to write about their own 

perceptions of stressful events as a way to counter Unrelieved Job Stress. The PICU 

nurses should be given the opportunity to spend private, uninterrupted time at work to 

review the critical incident. Additionally, the nurse should be encouraged to reread what 

she/he wrote to see if the initial perceptions were accurate. With the passing of time, 

many of nurses may find that the initial account they wrote was charged with emotion 

and important details were omitted. Logs and diaries integrate the subjective and personal 

nature of nursing and can help the PICU nurses discern new ways of providing care 

(Ihlenfeld, 2004 ). 

Nursing Education 

Most of these recommendations relate to staff education in the hospital setting. 

Here, recommendations are discussed for general staff education, competencies, graduate 

nurses, preceptors, experienced nurses, PICU nurse certification, and managers/team 

leaders. Recommendations for nurse educators in Schools of Nursing are also addressed 
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in this section. In order to augment the overall PICU education program already in place, 

a monthly educational offering is recommended. Years ago the PICU presented a 

monthly lecture series. It was very well attended by PICU nurses of all levels of 

experience. Bringing back this lecture series would be easy and cost effective. Sessions 

could be conducted during lunch or dinner breaks in the PICU and could be video taped 

for those who were unable to attend. Experienced or senior PICU nurses could be the 

speakers or outside guests could be invited. Topics addressing caring for families, death 

and dying, job stress, caring for each other, and passion in PICU nursing could be 

initially discussed. 

The method used to evaluate competency attainment was also a source of 

dissatisfaction for the PICU nurses. It was recommended that "skills day" become a 

quarterly, scheduled, and assigned event for each nurse. This was discussed by many of 

the nurses; they wanted to "know in advance" when this was going to occur in order to 

prepare and make it "fit" into their work and personal schedules. It was also desirable to 

have enough sessions offered that covered all shifts, including off shifts and weekends. 

The PICU nurses discussed the challenges associated with the large numbers of 

Inexperienced Nurses in the PICU. In order to keep up with the demand of hiring nurses 

in an expanding environment, the PICU must be able to continue to hire new graduates. 

In order for the PICU to stabilize, the number of graduate nurses must be based on the 

current ratio of experienced nurses and preceptors with inexperienced nurses and 

turnover and vacancy numbers. Once the PICU environment stabilizes with less staff 
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turnover and more nurses with at least three years of PICU experience, the PICU can 

begin hiring graduates every six months. 

As new graduates are hired, it is recommended that some type of screening tool 

be used consistently to identify the best candidates for the PICU environment. Using the 

Health Education Systems, Inc. Exit Exam (HES! E2
) scores is one innovative method of 

predicting workplace competency for new graduates assigned to acute care and critical 

care units in a large, tertiary care hospital (Reiter, Young, & Adamson, 2007). These 

researchers contended that using the HES! E2 scores may give nurse leaders common 

ground for evaluating new graduates' abilities before employment, such as more 

accurately assessing the candidate's critical thinking skills. Reiter et al. also concluded 

that the test provided a new and reliable quantitative tool to assess new graduate 

competency beyond grade-point averages and job interviews. For those graduate nurses 

who are hired into the PICU, implementation of a three year work agreement should be 

considered to reinforce expectations. 

A formal mentoring program is needed. This program would assist new graduates 

to be successful in their careers and ultimately continue as expert nurses as they care for 

critically ill children in the PICU. Retention of new graduates is the goal as is retention of 

the mentor nurses. Giving the new graduate a way to learn how to care for critically ill 

children under the sponsorship of an experienced PICU nurse will facilitate socialization 

into the nursing profession (Ihlenfeld, 2005). The duration of the new graduate and 

mentor relationship would vary. The time needed for each nurse's mentorship must be 
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individualized to make sure they receive the appropriate amount of help to get them 

through all stages of their PICU careers. 

Role models help the graduate nurse grow into the critical care role. Another 

option for new graduates would be to start these nurses at Children's in the general 

medical/surgical units for at least one year of training in general pediatric care. They then 

could learn how to be a pediatric nurse before becoming a critical care nurse, become 

familiar with the hospital system, and become skilled at time and task management. After 

this one year internship and accomplishment of clear goals and competencies, these 

nurses could transfer to the PICU. This would better prepare them for the more intense 

competencies and skills required in the PICU. 

Preceptors are vital not only to the orientation of new nurses, but to the continuing 

education and staff development of experienced nurses. Serving as a preceptor should be 

limited to rotations of 6 months on and 6 months off to avoid preceptor burnout. During 

the time when they are not responsible for orientees, preceptors could be enrolled in a 

formal education program to update skills and introduce new information to enhance their 

own staff development. During the 6 months when they do have orientees, monthly 

meetings with other active preceptors would allow the preceptors to help each other with 

orientee challenges and orientation documentation. 

Retention of experienced and expert nurses must be maximized, recognizing the 

complexity of nursing expertise that they bring to the PICU. Nurturing of the experienced 

nurse is as important as orientation of new graduate nurses. According to the PICU 

nurses, there is more focus on new graduate education, with less education offered for the 
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experienced nurse. It would be important for the PICU to establish a more structured 

continuing education curriculum including advanced education, training, and skill 

development for experienced nurses. A more cutting edge recommendation would be to 

establish an advanced nursing apprenticeship for experienced nurses, a role that mimics 

the Clinical Nurse Specialist in the PICU. This would allow experienced nurses to 

advance and practice in a more senior role in the PICU without a formal advanced 

practice degree. The PICU could start this program with enrollment of one nurse from 

each of the three PICU areas for a 6 week period. Participants would be expected to 

define individual goals and to identify and initiate a change project based in clinical 

practice. These activities would challenge experienced nurses by augmenting their 

knowledge base, improving communications, and redefining independent decision

making (Coleman, 1990). These new skills would translate back to the bedside as nurses 

rotated through the program. This advanced apprenticeship program would also provide a 

sabbatical for experienced PICU nurses, thus reducing the probability of burnout and 

turnover. "An experienced nurse retained is a nurse recruited" (p. 242). 

In the critical care environment, improving professional practice and clinical 

competence of the nurses may reduce turnover and help ensure a stable and qualified 

workforce (Stone et al., 2006). Critical care nurse certification is another avenue. Today's 

critically ill patients require heightened vigilance and extraordinary intricate care from a 

team of highly skill nurses. Critical care nurses shoulder round-the-clock responsibility 

for planning, coordinating, providing, and evaluating patient care needs that can change 

from minute to minute (AACN, 2002). Like critical care physicians, nurses must draw 
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from an expanding body of increasingly complex knowledge. Simply stated, critical care 

nurses must know more today in order to deliver safe and effective care to meet each 

patient's unique needs. Critical care nurse certification, sponsored by AACN, offers 

employers and patients validation that the critical care nurse possesses the specialty 

knowledge, skills, and experience to effectively and safely deliver care. 

Nurse certification is not only a key component of patient safety, but is an 

essential component of nurse retention programs. To verify the relevance of certification 

as it correlates to nurse job satisfaction and retention, AACN (2002) conducted a study in 

2001. Critical care nurses who had been certified between 4 and 15 years were 

interviewed to find out their reasons for becoming certified and its impact on their 

careers. All respondents confirmed that critical care certification had a favorable impact 

on the quality of care they gave to patients. All of the nurses in this study said that 

becoming certified positively influenced them in their careers and resulted in job 

satisfaction from knowing more and being more confident in their practice (AACN). It is 

recommended that the PICU institute an annual certification preparation course in order 

to train eligible PICU nurses for the AACN Critical Care RN (CCRN) PICU 

examination. 

Because managers and team leaders must assume a wide range of new skills in a 

challenging and changing PICU environment, creating a continuing education curriculum 

specific to contemporary leadership practices is integral within a retention plan. 

Contemporary leader practices include helping others to discern changes, enumerating 

options, challenging past practices, translating contextual realities, creating the pressure 
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to change, extinguishing nonrelevant expectations, shifting volume to value, transforming 

work content, creating a vision for adaptation, and doing the correct work (Porter-

0' Grady, 2003b). These practices must be the basis of a good leader's behavior and 

should be the foundational principles for a strong curriculum. 

Another topic that must be interwoven within this curriculum is managing the 

multigenerational nursing staff. Today's workforce comprises four generations - the 

Veterans (born between 1920 and 1945), the Baby Boomers (born between 1946 and 

1964), the Generation X (born between 1965 and 1980), and the Generation Next (born 

between 1 981 and 2000) (Siela, 2006). These diverse generations differ in work ethic, 

views on the nature of the job, distinct work styles, preferred ways of being managed and 

managing, and unique views on issues such as quality and service (Stuenkel, Cohen, & 

De La Cuesta, 2005). To keep the PICU functioning smoothly, nurse managers and team 

leaders must consider the traits, needs, and preferences of nurses from all generations. 

Understanding the characteristics of each generation will help the nurse leaders manage, 

mentor, and motivate each nurse individually. 

Due to the hectic nature of the manager and team leader schedules, an informal 

structure is recommended for this curriculum, such as "brown bag lunch" discussions 

monthly. These can be led by the director and/or senior director of the PICU or guest 

speakers. Over time, this group could transform into a monthly journal club where 

current nursing leadership and management literature could be explored. Other important 

topics for this program include recognition/reward, communication skills, and respect and 

trust. In addition to this PICU specific education for the managers and team leaders, it is 
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recommended that Children's continue with the current leadership curriculum which 

focuses on the clinical manager as the "chief retention officer." Creating a culture of 

retention includes simplistic yet powerful interventions such as putting the staff first, 

forging authentic connections, partnering with staff, focusing on results, and coaching for 

and expecting competence (Manion, 2005). In order for the clinical managers to carry out 

these interventions to create a positive work environment, they need continuing education 

to inform them of current and cutting edge leadership skills. 

Lastly, clinical managers and team leaders should have scheduled days "in 

staffing." The managers should be charge nurse at least one 12 hour shift per month and 

the team leaders should have a direct patient care assignment at least one 12 hour shift 

per month. This allows the staff to work side-by-side with their leaders, thus increasing 

credibility and trust. This also facilitates the nurse leader to better understand the daily 

tribulations of the PICU staff nurse. 

Nursing faculty in schools of nursing play a pivotal role in influencing how 

student nurses and RNs care for their patients and families. The information that nurses 

receive in school directly impacts their transition to acute care health care environment 

employment and their effectiveness in a RN role. I recommend that parent-child nursing 

faculty promote and support the concepts of family-centered care as they pertain to 

meeting the needs of critically ill infants and children. The challenge of maintaining the 

integrity of the family during this crisis requires expertise in many areas including stress 

management, communication, and negotiation. Allowing the family control of specific 

aspects of their child's care and constantly informing families of their child's status are 
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skills that nurses must possess in this environment, despite the criticality of the situations. 

Preparation in school for these difficult moments and conversations will allow the PICU 

nurse to be more effective. I recommend that faculty in undergraduate and graduate 

nursing education continue to offer electives to students who intend to practice in the 

pediatric critical care setting. The results of this study should be shared with the faculty 

of the local schools of nursing that work closely with Children's placing their students. 

The findings should be integrated into enhancing the critical care courses and clinicals. 

The PICU at Children's could more flexible in bringing in more senior nursing students 

targeted by the PICU for future employment to experience "hands on" clinical student 

rotations. The benefits of Children's excellent extemship program for student nurses 

should be maximized. 

End-of-life care must be included in basic nursing education programs. The 

American Association of Colleges ofNursing's End-of Life Competency Statements/or a 

Peaceful Death should be used to guide curricular changes (Beckstrand, Callister, & 

Kirchhoff, 2006). This will provide beginning competencies for nursing students as they 

enter practice, where inevitably they will face end-of-life care situations. Additionally, 

death/dying courses should be required in nursing curricula. Preparing the student nurses 

for this stressful certainty during their nursing career is critical. If they are able to cope 

with their own feelings related to death and dying, they will be better equipped to care for 

the patient's and family's needs. And, they will be more resilient in their own grieving 

processes. 
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I recommend that in undergraduate and graduate leadership classes, the nurse 

manager as "chief retention officer" be included. The Advisory Board Company (2001) 

has created a concise implementation handbook that could be used as a reference. 

Becoming a Chief Retention Officer is a detailed guide outlining eight best practices in 

unit management. Tools, case studies, and research findings enhance the step-by-step 

practice descriptions. 

In presenting concepts and theories pertaining to job stress, I recommend that 

nurse educators assist students in achieving clearer understanding of stress management, 

self-care techniques, and coping strategies. If they possess these skills before they work 

in the PICU, they will be better prepared to deal with the Nature of the Job and job stress, 

thus making them less vulnerable to distress and burnout. I recommend inclusion of a 

stress management program in pediatric curricula that teaches student nurses about the 

nature and sources of stress, the effects of stress on health, and personal skills to reduce 

stress, such as time management and relaxation exercises (U.S. Department of Health 

and Human Services, 1999). The use of personal reflective critical incident review should 

be discussed with students. These written assignments give students the opportunity to 

review the experiences that they have in clinical situations, then personally critique and 

develop further skills from them. The personal reflective critical incident review can be 

an effective strategy once they become nurses to use as a critical thinking tool to help 

reinforce nursing interventions in crisis situations and to debrief. This will be particularly 

beneficial as a strategy to manage associated job stress for those who become PICU 

nurses. 
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Nursing Research 

Although this study provided rich information for the PICU to utilize in 

developing and implementing necessary changes in the work environment to improve 

retention, there are still unanswered questions for future inquiry. I recommend that 

another study be done to determine why nurses are staying in their PICU jobs. One of the 

PICU nurses in this study expressed strong feelings about the need for this study. 

Interviews or focus groups would be beneficial for collecting the data. The findings of 

this study with its subthemes, themes, and pattern could be used to develop instruments to 

measure job stress. These tools could then be used to measure PICU nurses' job stress 

levels at intervals, thus preventing burnout and turnover. Research related to patient 

acuity, nursing skills, and staffing is recommended for future study. Knowledge of 

current decision-making practices involving staff, skill-mix assessments, and allocation 

of nurse skill to patient acuity is integral to informing PICU managers and team leaders 

(Rischbieth, 2006). Development of a PICU-specific nursing workload tool is indicated. 

Hardiness was a concept that was discovered in the literature, but was not 

included in this study. This phenomenon has been discussed in the literature for over 25 

years ago within the context of its relationship to stress (Kobasa, Maddi, & Kahn, 1982). 

The literature supports the idea that hardiness influences an individual's response to 

stress and the ability to adapt. Lazarus and Folkman (1983) confirmed that an 

individual's ability to adapt to stress depends on the characteristics of the stressor and the 

unique characteristics of the individuals. Nurse researchers have consistently found a 

correlation between stress and burnout with hardiness contributing as a mediator (Daines, 
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2000). It would be beneficial to research this concept within the context of PICU nursing, 

satisfaction, and retention. An instrument could be developed to measure this 

phenomenon that could be used for hiring and supporting existing staff. 

This study did not address burnout, an important concept revealed in the stories of 

two participants and found in the literature. For these nurses Unrelieved Job Stress 

resulted in nurse burnout. There is little recent research in the literature related to burnout 

in critical care nursing. There are no studies related to PICU nursing. Instruments could 

be developed to measure this phenomenon. A self evaluation and diagnostic tool 

assessing burnout could be used in conjunction with a stress management program. 

Identifying predictors could be instrumental in preventing burnout among PICU nurses. 

Future research could replicate previous studies of adult ICU nurses. For example, 

Stone et al. (2007) surveyed adult ICU nurses about working conditions, organizational 

climate, and intent to leave. They investigated the causes of nurse intention to leave, 

while simultaneously considering organizational climate in the ICU and identifying 

policy implications. Organizational climate was an important determinant of intent to 

leave among the ICU nurses. Replication of this study in the PICU environment would 

fill the literature gap that currently exists related to PICU nurses. 

And finally, studying nurse job satisfaction and retention in medical-surgical 

areas is just as important as this PICU study. In a recent study on this very topic, findings 

revealed that there was no difference in levels of job satisfaction between experienced 

medical-surgical nurses and critical care nurses (Davis, Ward, Woodall, Shultz, & Davis, 

2007). If this finding is supported by future research, nurse leaders can develop retention 
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strategies to increase nurse job satisfaction across specialties. Creating and sustaining an 

environment that supports and retains all nurses represents a challenge for nurse leaders 

regardless of the specialty area. Research associated with the strategies that positively 

impact nursing, improve job satisfaction, and lessen turnover rates needs to be ongoing. 

Chapter Summary 

This chapter presented the conclusions of this study. The PICU nurses in this 

study encountered many occupational stressors related to the Nature of the Job, 

Insufficient Resources, and Negative Perceptions of Nurse Managers/Team Leaders that 

were linked to negative physical and emotional outcomes caused by Unrelieved Job 

Stress. These resulted in decreased job satisfaction and, ultimately,job turnover. Nurse 

turnover in the PICU was a persistent problem magnified by the nursing shortage and a 

stressful environment. High PICU nurses' turnover and job stress can interfere with the 

delivery of quality patient care. The suitability of critical theory as a framework for 

understanding the human experience was examined. After review and validation of the 

study assumptions, recommendations for changes in Children's PICU environment 

completed the chapter. This study identified specific PICU stressors and recommended 

interventions in the environment. It is too late for the nurses who have already left the 

PICU; however, in order to "save" the current PICU nurses, it is critically important for 

the leadership to implement the interventions and transition to a healthy work 

environment that benefits the nurses, and, ultimately, the patients and families. 

The essence of PI CU nursing was experienced by the nurses in this study• All 

were passionate about their work. Yet all left their jobs. The following passage is fitting 
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as the final words of this dissertation. I know that all of the PICU nurses in this study 

would agree that the moving words of Curley (1996) are reflective of their own cherished 

experiences in the PICU. To that end, I thank Dr. Curley for her permission to use this 

passage in my work. These words have guided me in my PICU practice in the past, 

helping me get through yet another stressful day. It is my hope that they will guide the 

current and future PICU nurses through difficult times. 

To my nursing colleagues: 

It's Not Invisible 

Today, I saw you ... 

Make room for more than 20 family members at the bedside all at once, so that 

everyone could be together with Billy one last time. 

Ask Billy's grandfather to plug the extension cord in; you knew he needed to do 

something-anything. 

Give options to Billy's parents about "being there" during resuscitation attempts 

and help them choose words to talk with him, considering he was only 8-years-

old. 

Speak very softly to Stephen while removing the tape from his eyelids only to 

find his pupils blown and unequal...you didn't even change your facial 

expression-you didn't want to upset mom ... not any more ... notjust then. 

Ask Stephen's mom what she was thinking as she stood near his bed looking out 

the window just before support was withdrawn ... "He was always very quiet, but I 
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knew something was wrong; I should have taken him to the hospital-but, he 

didn't want to go" .... wipe your tears as you listened and convincingly say that she 

did the best that she could. 

Take a deep breath before you spoke up at team conference ... "We ought to be 

more vigilant about the conversations we hold at the bedside-we don't know 

what Stephen's level of consciousness is under the sedation and chemical 

paralyzing agents" ... whisper in Stephen's ear that the new ventilator might be 

scary because of the noise it made, then dry his tears. 

Take the time to sit with Rachel's mom while others resuscitated her daughter, 

your patient, because you knew she was alone .... her husband was on his way in. 

Resuscitate Rachel because you knew that Rachel's mom needed your colleague 

right then. 

Care enough to take the time to "orchestrate" death ... to make the worst-thing-in-

the-world anyone could ever experience ... a little more tolerable. 

It may be very hard for others to hear what we do .. .it can just be so sad. We 

eventually stop telling them. Eventually, we might think that our caring becomes 

invisible. But, it is not invisible-not to Billy, not to Stephen, not to Rachel, or 

their parents, or to one another. 
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Dear Nurse Name: 

My name is Dorothy Foglia and I am a doctoral student at Texas Woman's University, College of Nursing in 
Denton. During your tenure at Children's Medical Center Dallas you may also remember me as the Director of Critical 
Care Services. As both a student and a nurse, I am interested in studying the factors that influence Pediatric Intensive 
Care Unit (PICU) nurses to leave their jobs. The purpose ofmy study is to generate an account of the reasons that 
PICU nurses at Children's give for leaving their jobs, to describe any links among these reasons that may apply 
specifically to the PICU setting, and to determine any environmental factors that operate in nurses' decisions to leave 
their jobs. After this study is conducted and the data has been analyzed, I plan to recommend changes in the practice, 
education, and work environment in order to more effectively address PICU nurse retention. 

I am writing you to invite you to participate in this study. Your participation is entirely voluntary. Should you 
choose not to participate, there will be no adverse consequences and you will not be contacted again. I obtained your 
name and address from the Children's Human Resources database. As part of this study, your name will be kept 
entirely confidential and all reports related to this study will never contain specific nurses' names or identifying 
personal information of any kind. 

In order to participate, you will be required to participate in a face-to-face interview with me (the researcher) 
at the location of your choice, including your home, worksite, or alternate convenient site. Interviews will be audio 
taped with your verbal consent. I will also be taking notes during the interview, again with your verbal consent Only 
you and I will be present during the interview. Questions during the interview will provide opportunities and prompts 
for you to tell your story of being a PICU nurse at Children's. Your identity in this study will only be known by the 
researcher. The interview will take approximately one hour. 

This is a wonderful opportunity for you to share your thoughts about your employment as a PICU nurse at 
Children's. I look forward to hearing from you, even if you choose not to participate. My contact information is 
included below. I would like to begin the interviews in May, so if you want to be part of this study, please contact me 
as soon as possible. 

Thank you. 

Best regards, 

Dorothy C. Foglia, RN, MS 
Doctoral Student. Texas Woman's University 
Interim Chief Nursing Officer, Children's Medical Center Dallas 

Children's Medical Center Dallas 
1935 Motor Street 
Dallas, TX 75235 

Office: 214.456.7488 
Fax: 214.456.8959 
Email: Dorothy . fogliara1chilurcns.com 
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NOTE: 
Participation in this interview/study is 'strictly voluntary'. You (the participant) can stop 
this interview at anytime without adverse consequences. 

Age: __ Gender: __ Ethnicity: ____ Religion: ___ _ 

Marital status: ____ Children: ____ Age(s): ___ _ 

Highest educational degree obtained in nursing: ____ Other degrees: ___ _ 

Number of years in nursing: __ 

Number of years in PICU nursing: __ 

Number of years in non-PICU nursing: __ 

Number of years at Children's: __ 

Current position: ____ Number of years in current position: ___ _ 

Current employment status (full-time, part-time, etc.): ___ _ 

Last annual gross salary range: 
Less than $10,000 

_ $10,000 - 20,000 
_ $20,000 - 30,000 
_ $30,000 - 40,000 
_ $40,000 - 50,000 
_ $50,000 - 60,000 
_ $60,000 - 70,000 
__ Over $70,000 

Any other pertinent demographic or personal information you would like to share: 
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1. Talk to me about being a PICU nurse at Children's. 

a. Why did you become a PICU nurse? 

b. What did you like best about your job? 

c. What did you like the least about your job? 

d. What coping strategies did you use as a PICU nurse? 

e. To what extent were you able to deliver quality patient care? 

f. Tell me about your relationship with your co-workers, physicians, 
managers, etc. 

g. How did you perceive the supervision you received? 

h. Describe the adequacy of the resources available to you. Specifically 
tell be about: staffing, equipment, reference material, orientation, 
continuing education, salary, benefits, etc. 

2. Was there an opportunity for you to meet your career goals? 

3. What factors influenced your decision to leave? 

a. Were there additional personal reasons why you left or changed your 
position? 

b. Were there any factors that would have kept you working in the PICU? 
What changes would have had to occur for you to stay? In other 
words, what would have kept you at Children's in the PICU? 

4. Describe an environment that you believe fosters nursing retention and 
satisfaction. 

5. Do you have anything else you would like to tell me? 
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Date 
Nurse Name 
Nurse Address 
Address cont. 

Dear Nurse Name: 

c~ldrens 
MEDICAL CENTER 

My name is Dorothy Foglia and I am a doctoral candidate at Texas Woman's University, College of Nursing in 
Denton. I began at Children's in 1987 as a staff nurse in the Pediatric Intensive Care Unit (PICU). From 1996-2004, I was 
the Director of Critical Care Services at Children's. As both a student and a nurse, I am interested in studying the factors 
that influence PICU nurses to leave their jobs. The purpose of my study is to generate an account of the reasons that 
PICU nurses at Children's give for leaving their jobs, to describe any links among these reasons that may apply 
specifically to the PICU setting, and to determine any environmental factors that operate in nurses' decisions to leave their 
jobs. After this study is conducted and the data has been analyzed, I plan to recommend changes in the practice, 
education, and work environment in order to more effectively address PICU nurse retention. 

I am writing you to invite you to participate in this study. Your participation is entirely voluntary. Should you 
choose not to participate, there will be no adverse consequences and you will not be contacted again. I obtained your 
name and address from the Children's Human Resources database. As part of this study, your name will be kept entirely 
confidential and all reports related to this study will never contain specific nurses' names or identifying personal 
information of any kind. 

In order to participate, you will be required to participate in a face-to-face interview with me (the researcher) at 
the location of your choice, including your home, worksite, or alternate convenient site. For those of you that are not 
located locally (Dallas-Fort Worth area), the interview can be conducted over the telephone. All interviews will be audio 
taped with your verbal consent. I will also be taking notes during the interview, again with your verbal consent. Only you 
and I will be present during the interview. Questions during the interview will provide opportunities and prompts for you to 
tell your story of being a PICU nurse at Children's. Your identity in this study will only be known by the researcher. The 
interview will take approximately one hour. 

This is a wonderful opportunity for you to share your thoughts about your employme~ as a ~IC~ ~urse at 
Children's. I look forward to hearing from you, even if you choose not to participate. My contact informatiOn IS included 
below. I would like to begin the interviews in April, so if you want to be part of this study, please contact me as soon as 
possible. 

Thank you. 

Best regards, 

Dorothy C. Foglia, MS, PhD(c), RN, CNAA, BC 

Doctoral Candidate, Texas Woman's University 
Senior Director of Inpatient Medical Services, Children's Medical Center Dallas 

Work 
1935 Motor Street 
Dallas, TX 75235 

Office: 214.456.7488 
Fax: 214.456.8959 
Email: I )orothy fog I iar'ci•childrcns.com 

Home 
:XXXX North Colony 
The Colony, TX XXXXX 

Home: XXX.XXX.XXXX 
Cell : XXX.XXX.XXXX 
Email: XXX@XXX.com 
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Addendum to Continuing Review 

The following script will be used for every interview (face to face and telephone) 
conducted by the researcher for the PICU nurse retention study. Every interview will be 
audio taped, including the contents of this script at the beginning of the interview. 

Researcher: 

This is interview being conducted on (date), with (name of participant), who has given 
her/his voluntary consent to be a participant in the PICU nurse retention study. By 
answering my recruitment letter, scheduling an interview appointment with me, and 
being here for the interview (if face to face) or talking with me on the phone (phone 
interview), you are consenting to participate voluntarily in this study. Is this correct 
(name of participant)? 

Participant: 

If yes, then will proceed. If no, then will terminate interview. Audio tape will be 
destroyed by researcher and participant will not be interviewed. 

Researcher: 

You (name of participant) are also consenting to be audio taped by the researcher. Is this 
correct (name of participant)? 

Participant: 

If yes, then will proceed. If no, then will terminate interview. Audio tape will be 
destroyed by researcher and participant will not be interviewed. 

Researcher: 

You (name of participant) are also consenting that the researcher may take notes during 
the interview. Is this correct (name of participant)? 

Participant: 

If yes, then will proceed. If no, then will terminate interview. Audio tape will be 
destroyed by researcher and participant will not be interviewed. 

Researcher: 
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Participation in this interview/study is 'strictly voluntary'. You (the participant) can stop 
the interview at anytime without adverse consequences. You (the participant) may also 
request that the tape be turned off at anytime and be resumed. Once your interview 
transcript has been transcribed, you will be sent (via email or U.S. mail) a copy of the 
transcript. You may change any or all of the transcript and return it to me. If after you 
review the transcript and decide that you do not want to be included in the study, nor do 
you want the interview proceedings to be included in the study analysis, you may do so 
voluntarily. This withdrawal is without adverse consequences. Do you understand (name 
of participant)? 

Participant: 

If yes, then will proceed. If no, then will discuss with participant until understanding is 
achieved or will honor any/all requests by the participant at this time. If the participant 
decides to withdraw at this time, the audio tape will be destroyed by the researcher and 
the participant will be excused from the interview/study. 

Researcher: 

If you approve, I would like for you to complete this demographic form. Completion of 
this form is optional/voluntary on your part. The information collected from this form 
will provide additional information to be included in the study analysis and findings. If 
you do not want to complete this form, your reasons for not consenting will not be 
requested nor will you be penalized for decision. Will you complete this form? 

Participant: 

If yes, the participant will be given time to complete this form (if face to face interview). 
If this is a phone interview, then researcher will agree to send the form to the participant 
for completion (via email or U.S. mail). If no, then the interview will resume without 
penalty to the participant. 

Researcher: 

I will be using an interview guide during this interview to prompt questions/conversation. 
(Researcher provides copy of guide to participant for face to face interviews). ~or phone 
interviews, the researcher would have previously sent interview guide via email or U.S. 
mail, so that participant has the guide during phone interview. Researcher gives t~e 
participant time to review the guide. Do you (name of participant) have any questions 
about the guide? 
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Participant: 

If no, then proceed with interview. If yes, then researcher will discuss with participant 
until understanding is achieved. 

Researcher: 

Participation in this study is completely voluntary. You (name of the participant) will be 
allowed adequate time to ask questions and seek clarification during the interview. You 
will be offered study results via email or U.S. mail if you so desire to receive them. To 
minimize the risk of loss of confidentiality, pseudonyms and numbering systems will be 
used instead of your name in the data collection process. Tape recordings of the 
interviews will be kept in a locked file cabinet, and all tapes will be destroyed after the 
final transcription and analyses. Only the researcher will have access to the collected 
data. All completed demographic instruments, as well as the researcher's field notes, will 
be kept in a locked cabinet, inside an office at Children's. Only those involved in the 
completion of this study will have access to review any of the data. Do you understand 
these procedures? 

Participant: 

If no, then proceed with interview. If yes, then researcher will discuss with participant 
until understanding is achieved. 

Researcher: 

Finally, do you (name of participant) have any questions, concerns, or comments before 
we begin? 

Participant: 

If no, then proceed with interview. If yes, then researcher will discuss with participant 
until understanding is achieved. 
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Participation in this study is 'strictly voluntary'. You can stop this interview at anytime without 
adverse consequences. 

Birth Date: Gender: Female Male -----
Marital status: Number of Children: __ Age(s): 

Race-Ethnic Origin: _White (Non-Hispanic) _ Hispanic Native American 
Asian _ Pacific Islander_ Other_ Religion: ___ _ 

Nursing History: 

Total Years Experience: __ Years Experience in Pediatrics: __ Years Experience in 
PICU: __ Years Experience in Non-PICU: __ 

Children's Work History: 

Years at Children's: Area I Unit: -- ----Position: _____ Shift: __ Hours Worked / Week: __ 

Current Employment: 

Time in Position: __ Area / Unit: ___ _ 
Position: _____ Shift:__ Hours Worked/ Week: __ 

Numbers of Beds in Institution: __ 

Credentials: 

Highest Academic Degree: ____ _ 
School: ---------
Highest Nursing Degree: _____ _ 
School: 

Licenses: -----------

Clinical Specialty: _______ _ 

Year Graduated: __ 

Year Graduated: __ 

Honorary Credentials: __________ _ 

Other Degree(s): ___ _ 
School(s): _______ _ Year(s) Graduated:_ 

Professional Certifications: __________ _ 
Professional Association Memberships: __________ _ 

Other Pertinent Demographic or Personal Information: 
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Revised Interview Guide 
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1. Tell me a story - one that you will never forget about being a PICU nurse at

Children's. 

a. Why did you become a nurse? Why did you become a PICU nurse?

b. What makes pediatric nursing unique? What makes PICU nursing unique?

c. What did you like best about your job? What were the major factors that
made you happy in your job?

d. What did you like the least about your job? What were the major factors
that made you unhappy in your job?

e. Did you experience stress in your job? If so, what were these stressors?
What coping strategies did you use?

f. Tell me about your relationships with your co-workers, physicians,
managers, etc.

g. Describe the opportunities available to you for professional development.
Were these enough? Were they appropriate? What promotional
opportunities were available?

h. How did you perceive the supervision you received? Was it enough? Was
it too much?

1. Tell me about your initial PICU nurse orientation. Did it adequately
prepare you for your role as a PICU nurse?

J. Tell be about continuing education as a PICU nurse. Were there enough
educational venues to keep you current in your role?

k. Were there opportunities for you to meet your career goals?

l. Describe the following when a nurse in the PICU. Were you satisfied with
the resources available to you and if not why?

a. Staffing
b. Schedules
C. Responsibilities
d. Workload
e. Communication
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f. Teamwork 
g. Support 

m. To what extent were you able to deliver quality patient care? 

n. Do you feel you received enough and/or appropriate recognition/rewards? 
If so, what were these? If not, what did you expect? 

o. Were you satisfied with your salary, compensation, benefits, etc. at 
Children's? If not, why? 

2. What influenced your decision to leave? 

a. Were there additional personal reasons why you left or changed your 
position? 

b. Were there any factors that would have kept you working in the PICU? 
What changes would have had to occur for you to stay? In other words, 
what would have kept you at Children's in the PICU? 

3. Describe a healthy work environment that you believe fosters nurse satisfaction, 
nurse retention, and patient safety. 

4. Do you have anything else you would like to tell me? 
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Nurse Age Overall Nursing Overall Children's 
Experience PICU PICU 

Experience Tenure 
1 24 2 years 15 months 15 months 
2 24 2 years 6 months 6 months 
3 34 11 years 9 years 4 years 
4 45 22 years 22 years 22 years 
5 27 4 years 2 years 2 years 
6 29 7 years 6 years 2 years 
7 27 5 years 2 years 6 months 
8 60 4 years 2 years 2 years 
9 29 4 years 1 year 1 year 
10 30 8 years 7 years 7 years 
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Research Findings 

Figure I K: Factors which influenced PICU nurses to leave their jobs. 
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Figure 1 K. Factors which influenced PICU nurses to leave their jobs. 
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