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Abstract

In early career learning, what is being learned changes and develops in different ways as individuals adapt to the various circumstances and perceived challenges of their workplace.  However, our research shows that there are some common patterns of learning development across different professions as new recruits in their first post become more experienced. At the start, their expectations, the difficulties they perceive and the apparent value and importance of their tasks, affect their confidence in tackling their work. Their ability to ‘progress’ is influenced by the attitudes and support of others and their own views of how much they can and should be calling on such support. As time goes on, their need for feedback about how they are doing reflects uncertainty about whether they are doing what is expected of them. If this need is not met, then their confidence in learning can fall back.  The ability of managers and colleagues to recognise and support the needs of learners at different points along their learning trajectory is important in bringing these staff rapidly up to speed and retaining them in the workforce. 

The learning trajectory can take several different forms, with an individual learner’s current position as a point on a lifelong learning trajectory. The value of being able to depict points along the learning curve is to show what particular support is needed at what stage of learning; to highlight why some of the low points occur and to illustrate how contextual and organisational factors can change both the quality and the range of skills acquired.
Introduction

This paper discusses the changes in learning that occur over time as newly qualified nurses, engineers and accountants begin work in their first posts. It draws upon the preceding two papers in the symposium, which give accounts of the results of a four-year project to identify what is being learned in the workplace, how it is being learned and the factors affecting the level and direction of learning in these professions. 

Up to four visits for interviews and observation periods of one or two days were made to a sample from each of the three professional sectors over a three-year period. The initial sample was 40 newly qualified nurses, 34 graduate engineers and 14 accountants. Their managers and mentors were also interviewed.

Findings

From these data, we drew up a typology of eight categories of learning (Table 1). A fuller description of how this typology was derived is given in Eraut et al (2005). It has already proved useful to other researchers in community nursing and teaching with only minor alterations, but is not intended to be definitive; no doubt other more radical alternatives will emerge in due course. 

Figure 1: What is learned?

Task Performance
Speed and fluency
Complexity of tasks and problems 
Range of skills required
Communication with a wide range of people
Collaborative work


Role Performance
Prioritisation
Range of responsibility
Supporting other people’s learning 
Leadership
Accountability
Supervisory role
Delegation
Handling ethical issues
Coping with unexpected problems
Crisis management
Keeping up-to-date


Awareness and Understanding
Other people: colleagues, customers, managers, etc.
Contexts and situations 
One’s own organization
Problems and risks
Priorities and strategic issues 
Value issues


Academic Knowledge and Skills
Use of evidence and argument
Accessing formal knowledge
Research-based practice
Theoretical thinking
Knowing what you might need to know
Using knowledge resources (human, paper-based, electronic)
Learning  how to use relevant theory (in a range of

 practical situations)


Personal Development
Self evaluation
Self management
Handling emotions
Building and sustaining relationships
Disposition to attend to other perspectives
Disposition to consult and work with others
Disposition to learn and improve one’s practice
Accessing relevant knowledge and expertise
Ability to learn from experience


Decision Making and Problem Solving

When to seek expert help
Dealing with complexity
Group decision making
Problem analysis
Generating, formulating and evaluating options
Managing the process within an appropriate timescale
Decision making under pressurised conditions

Teamwork
Collaborative work
Facilitating social relations
Joint planning and problem solving
Ability to engage in and promote mutual learning
Judgement
Quality of performance, output and outcomes
Priorities
Value issues

 Levels of risk



We viewed each category as a ‘learning trajectory’ because the concept of trajectories of lifelong learning fitted our data much more closely than that of a set of competencies. Over a period of time, these areas of learning developed at different rates, extents and depths. Learning trajectories for life long learning cover a range of skills, knowledge and understandings more complicated than a single learning curve. Thus a ‘learning curve’ for any one individual could be conceptualised as an array of paths that, over time, might lengthen and widen, branch out, criss-cross or peter out. Therefore, in contrast to a single measure approach to competencies, learning trajectories take into account the multi-track and discontinuities of learning that result from changes across contexts and over time. This reflects the realities of changes in the workplace, in the type of work carried out and in the opportunities and challenges that are found in the course of a person’s career. We expect that at any one time: 

· Explicit progress is being made on several of the trajectories that constitute
lifelong learning

· Implicit progress can be inferred and later acknowledged on some other trajectories 
· Progress on yet other trajectories is stalling or even regressing through lack of use. 
Newly qualified professionals have remarkably varied profiles across most relevant learning trajectories, as a result of their individual agency and the different opportunities offered by the learning contexts through which they pass. Thus, using a set of learning trajectories acknowledges the different elements of learning and refutes the impression that a professional qualification represents competence in some all-encompassing generic form. 
There were very steep learning curves for all new entrants into the three sectors. However, the eight areas of learning in Table 1 developed with different emphasis and complexity over the three years in any one profession; and differed for the three professions. Thus, in the first few months in their new posts the areas uppermost in their learning were:

For nurses, task performance and role performance 

For accountants, task performance and teamwork

For engineers, awareness and understanding of the problem and academic knowledge and skills in the use of relevant theory

Most if not all of the other areas were developing too, but not with the same impetus. Thus as the visits progressed, certain types of skills, knowledge and personal development were more talked about by our informants and observed in their practice than at other times. Furthermore, there were links being made across the eight areas. Learning in one of them might be in a network of understandings that joined with one of the other eight, in accordance with our notion of the learning trajectories. 

The environmental challenges within the workplace environment served to mould the direction and extent of the growth in these learning areas. Most learning took place in response to these challenges; indeed they can be described as the ‘drivers’ for learning for they can engender feelings of inadequacy and loss of control, which are uncomfortable and lead to change. The challenges are different at different times and within and across the eight areas. The ‘two triangles model’ discussed in the previous paper in the symposium, depicts the three-way inter relationship of challenge with feedback and support, and with confidence and commitment (triangle 1, Learning Factors). The support mechanisms (some self-instigated, some offered by others) and feedback determine how to move on from those challenges and gain confidence. The way we understood how this works over time gives a plot of trajectories.

Plotting the trajectories

In our visits and observations at intervals over the three years, we asked our sample of learners where they were now, what had happened since our last visit and what they had learned. Thus we built up a picture of change with time, based on their retrospective views, our observations and opinions of mentors and managers. Each visit gave a snapshot or section through their learning trajectories. We found that the data could be grouped into a pattern for each snapshot: the starting point; the challenges experienced; reactions to these challenges; how they learned to meet the challenges; the outcomes. We have found in feeding back results of the research that these headings are helpful for managers and mentors in thinking systematically about how to give the right help, support and challenge at the right time. 

To illustrate the way that learning develops, examples from the nursing sector are given. These illustrate the learning areas in the foreground at 0 to 7 months into post, 12 - 18 months and 24 - 36months. The examples show the perceived challenges for newly qualified nurses (NQNs)) that affected the direction and type of learning and the means used to cope with or meet the challenges; these cover self-initiated, contextual, supportive others, seeking, asking, observing, practising; but may also include exit. 
The initial total sample of NQNs was 40. The mean time in post at their first visit was 6.5 months. At the second visit, 30 nurses from the original sample were still available for interview and observation, with a mean time in post of 17.6 months.  For the third visit, 21 took part, with an average time in post of 30 months. 

Three snapshots over time are presented here, with each showing: the starting point, the main areas where learning is developing in response to the key perceived challenges and the means of learning. As each nurse was sampled at a different time since starting work within the first second or third visit, inevitably some will be earlier in our snapshot than others (e.g. they might have been one month or six months into work at the first visit). The findings for each ‘snapshot’ represent the collated findings for the total sample of nurses in each group. 

SNAPSHOT 1: 0-7 months in post 

Foreground of learning: swamped with the novelty, responsibility and workload. The NQNs’ main problem was learning to prioritise, delegate and manage their time, and these interacting skills were essential for survival on the ward. There was also a strong need to know ‘how am I doing? N=40
Their starting point
How prepared and confident the NQNs felt for starting work, were influenced by: their previous varied experiences of their nurse training course and  practice placements; feelings about their learning during the course; and their views of the adequacy and relevance of what they had been taught. They were unsure of their skills, knowledge and ability to do the job and of what others e.g. mentor/manager/team expected of them. However, after three years training they wanted to get on with the 
job, albeit with varying amounts of trepidation.


The transition from student to staff nurse was consistently described as being ‘massive’. This is well supported in the literature in which the transition has been described as stressful and demanding. Kramer (1974) identified the ‘reality shock’ for nurses when they start work and this has been confirmed in subsequent studies in a number of countries (Moorehouse 1992; Charnley 1999; Godinez et al 1999; Greenwood 2000).  Our findings showed that the major concerns contributing to this were:

· Being accountable and responsible for a patient caseload for the first time

· NQNs’ interpretation that this meant they should be ‘doing everything’ for their patients. 

· Wanting to do practical tasks well, make a good impression and be seen to be coping with the workload 

· Settling in and getting to know the ward, staff teams and location of equipment.
 

Challenges

These expectations, in the context of the high pressure environments they worked in, led to the first difficulties they had to over come and what they needed to learn as soon as possible.  In the interviews and observations, common feelings were being ‘out of control’, ‘frazzled at the end of the day’ ‘taking too long over things’ and ‘being distracted by so many demands’. The main challenge they perceived was to manage their time better through prioritising and delegating to survive and feel that they were doing a worthwhile job.  Thus, in terms of our eight categories, role performance and task performance were key learning areas.

Learning to meet the challenges

Role performance: This was focussed on what to prioritise and having prioritised, how work could be delegated to other staff. The questions they asked themselves were: what is appropriate to delegate and what can you only do yourself? Who to delegate work to? How do I ask? How will others react? They had to learn to:

‘trust others to do that job for you, check that they have done it and completed it successfully, let go of work and not see everything as your job, not want to look lazy or bossy, give a good explanation as to why you need that job done and why you can’t do it yourself’.


Task performance: NQNs were conscious of the long time it took them to do the drug round, checking the drug name and dose against the patient and the interruptions they experienced. Technical procedures, such as inserting catheters, which they may have only carried out once before, also caused concerns. 

Means of learning: Practice, familiarity with the names and likely doses of drugs, plus delegating to health care assistants (HCAs) other tasks which came up during the drug round and gaining confidence in the HCAs. 


Example: Philippa catheterised a patient for the first time. She learnt this by:
· Reading up on the procedure in the Clinical Procedures Book

· Trying out preparing the equipment to do the procedure and checking with a senior colleague 

· Being supervised and guided doing the procedure by 2 senior colleagues at different times

· Practising in a safe environment 

· Asking questions about what she was doing as she was going along

· Observing her senior colleague also carrying out the procedure 

· Troubleshooting when the procedure was unsuccessful 
Other areas of learning:

While the above areas were of most urgent concern for NQNs, learning in other areas was progressing, eg: 

Awareness and understanding: The NQNs were very focussed on patients in their own bay, developed a growing awareness of their needs, but were not aware of what was going on in a different bay. 

Personal development/self management: Self-criticism and reflection on their actions were clearly apparent as they evaluated their limitations. 

Teamwork: They were beginning to learn to hand over to others in the team, both verbally and in written notes, with understanding of what information different professions wanted (e.g. in calling a doctor to a deteriorating patient).  At first, the NQN was trying to absorb information at a patient hand-over, writing everything down and experiencing difficulty in distinguishing what was important. Later on, their notes became more selective.

Academic knowledge and skills: This was very much in the background at this stage. Courses were attended by 27 nurses but these were mainly study days of mandatory training  (fire safety, basic life support, back care). 

Decision making: This was in an early stage and was posed as questions: how to recognise an abnormal sign and know what to do with that information – what are these signs? How will I know? Whom do I tell? What do I say? How will they react? 

Judgement: This was not much seen or talked about.

How confident did they feel at this stage?

NQNs said that they did not know what was expected of them by their seniors. In the absence of feedback from managers and mentors, half of the nursing sample went through a crisis of confidence between four and six months into practice. This led some to move post or to exit from nursing. This has important implications for retention of staff and emphasises the importance of regular communication and encouragement for NQNs, even when they appear to be coping.
SNAPSHOT 2: 12-18 months in post 

Foreground of learning: NQNs want to consolidate what they know but need deeper and more extensive knowledge. Uppermost out of the eight areas are academic knowledge and skills and the beginnings of decision making and problem solving.  N=30


Starting point

Those NQNs who had survived the crisis of confidence were over the transition and felt more settled and enjoyed work more. They were comfortable looking after routine patients with minimal supervision from seniors, knew when something was wrong and could pass that information on, but did not fully understand why. They realised they could only do so much within their shift and were not feeling so tired because they could delegate and knew more about how to prioritise. But they were still worrying about dealing with the unexpected and areas of care they did not understand. They had gained more credibility with their colleagues and other professionals.

Challenges 

NQNs had learned much, recognised their limitations and were very aware they needed to move on. They wanted to understand more about the rationale behind what they were doing, to expand their experience in caring for sicker patients with more complex conditions and treatments and to educate patients about their conditions. Their emphasis had moved now from coping in the environment to feeling their lack of deeper knowledge and theory. While academic knowledge and skills was the dominant area of learning, they also expressed their need to consolidate role performance and task performance, and showed concern to learn more in all the other six of the eight areas. 

Learning

Academic knowledge and skills
At this stage, all 30 nurses had been on courses and most were keen to continue to do so, although access could be problematic with staff shortages. Some were thinking about going on longer, specialist courses relevant to the area they were working in and to promotion. There were examples of ‘going to read up’ about a patient’s condition and asking more questions about underlying theory from senior staff. Towards the end of this period, several were thinking about degree pathways with a few enrolling.


Consolidating role performance and task performance
NQNs still needed to improve their ability to prioritise their workload and to multi-task effectively, for example, giving a drug while talking to a patient about their social needs. They identified their need to recognise earlier the signs of a patient deteriorating and respond more efficiently; to know what they were looking for, who to report to, what to say, what information to gather before reporting it; thinking about why the patient was deteriorating and the course of action to follow e.g. if it’s chest pain the patient will need ECG/BP/Pulse/Temp/Sats doing before the doctor reviews them. This links into the area of Teamworking; nurses wanted to build up confidence in liaising with doctors and other professionals, to become a better team player and so help others with their workload. 

A widening of their role and tasks was becoming apparent. They were learning to work with, teach and mentor students and junior staff; take on extra responsibilities e.g. venepuncture and cannulation roles; deal with difficult situations e.g. breaking bad news, confidentiality and ethical dilemmas. They wanted to question practice, advocate for patients, challenge others more and to learn about team leading and co-ordinating the ward. Their learning now covered all eight areas and links between them were evident in the summaries of the means of learning below.
Means of learning

· Continuing interest in them as a learner from their manager/mentor/helpful others

· Constructive regular feedback

· Exposure to varied situations, sharing experiences with colleagues

· Being asked questions by students and junior colleagues 

· Access to courses:  ‘I’m looking forward to the whole challenge …one of the reasons why I’m going to ITU is I think that you have to know so much and …they’re going to train you well and send me on loads of courses’.

‘Reading up on current research, which I'm not particularly good at and I think that will help my practice by just getting more theory behind me... help me understand why I'm doing things as well because sometimes it's easy to just do things without thinking about it especially if it's so busy, if you're actually reading up on the theory behind it, it helps things stick.’
How confident do they feel? 

While certain elements of practice have become automatic and the practical tasks of the role have ceased to be so overwhelming, they still question their knowledge base for decisions and judgements.

SNAPSHOT 3: 24-36 months in post 

Foreground: take a wider lead in ward practices not just individual patients; lead nursing teams. 

Uppermost out of the eight areas is a very clear change in awareness and understanding (seeing the organisation more as a whole); this influences decision making; role performance (new aspects of: leadership, crisis management); judgement  (of levels of risk and overall priorities); teamwork (joint planning and problem solving). N= 21

Starting point

The majority of nurses had now been promoted to the next grade. They co-ordinated shifts on a daily basis and were more involved in the day to day management of the ward, being seen as senior members of staff by juniors. They had a greater understanding of why things were wrong with a patient and were gathering information before passing that on to a senior, or dealing with it themselves as their clinical decision making skills improved. They were questioning practice/treatment decisions and challenging others. They had generally gained credibility with seniors/doctors/other professionals through their knowledge, skills and track record. The most marked difference was their wider understanding of the ward, the hospital and the impact of the organisation/National Health Service on their role.
Challenges

The main challenges at this stage centred around management skills development.  Interestingly, signs reappeared of the ‘doing everything’ reaction seen in the early transition stage as nurses were concerned and daunted by believing that, in managing the work of other nurses, they would have to ‘know everything’ about those nurses’ work as well as their own. Their performance as a manager involved all eight categories of learning and, decision making, problem solving and judgement were key. Increasingly situations arose which called for them to integrate across areas of learning: relationships they have built link with teamwork for making clinical decisions that drew on theoretical and practice knowledge and knowledge of the organisation.


Learning

Much of the nurses’ learning was focussed on how to achieve a wider management role so that they could comfortably manage the whole ward or a side of the ward and be responsible for patients and staff on shift. They were now allocating staff to patients, taking account of the skill mix of staff on shift and the dependency of patients. They were involved in troubleshooting managerial situations. They knew the condition of all the patients on the ward to handover information to the team/doctors/other professionals/members of the public. They were supporting juniors and students with their work and learning. They were learning to be a change agent and to motivate others. 

Means of learning
· Deal with and troubleshoot clinical situations: observing seniors at work, asking questions of more senior professionals, getting to know ‘routine’ courses of treatment

· Use clinical judgement to adapt protocols: practice, experience, knowledge based on similar situations 

· Manage the ward and staff: practice, experience, watching how others do it, picking up tips, trial and error

· Voice patient care issues: trial and error; ‘you learn that if an issue is not voiced during the ward round, then it won’t be resolved until later in the day because the doctors are in theatre or in clinic, so you plan ahead and write lists of what needs attending to so everything is covered. Grab the doctors while you can philosophy’. 
· Leading an emergency situation: exposure, experience, attending courses, study days, troubleshooting.
Confidence

Although there were exceptions, the nurses who reached this stage were skilled and knowledgeable within their chosen field of nursing. They were supporting others rather than receiving much support themselves because of their ‘senior’ position. However, many had got to grips with co-ordinating the ward and were growing tired of it so it was no longer a challenge. They were thinking ‘What’s next?’ Encouragement and career planning from senior management could tip the balance to encourage them to work up to a higher grade position or move into a more challenging area of nursing.


Conclusion

The nature of the work in the three professions we studied emphasised different areas of learning developing at different times, depending on context. The learning trajectories of all three had in common: a starting baseline, novices’ perceptions of challenges that changed with time and experience; and a range of learning and support mechanisms that influenced their rate of learning and their positive engagement with the work. Novices themselves and senior management could address the significance of learning needs in terms of learning trajectories, as perceived at different times in the novice’s career. The range of ways through which people can learn in the workplace also needs to be appreciated. Factors that enhance learning also enhance retention, quality improvement and organisational performance. 

References

Charnley, E. (1999). Occupational stress in the newly qualified staff nurse. Nursing Standard 13:29, 33-36.

Eraut, M. Maillardet, F., Miller, C., Steadman, S., Ali, A., Blackman, C., Caballero, C. and Furner. What is Learned in the Workplace and How? Typologies and results from a cross-professional longitudinal study. Early Career Learning in the Professional Workplace. EARLI Conference, Cyprus, 24th August 2005.
Godinez, G., Gruver, J., Ryan, P. and Schweiger, J. (1999). Role transition from graduate to staff nurse: a qualitative analysis Journal for Nurses in Staff Development 15:5, 97-110.

Greenwood, J. (2000). ‘Critique of the graduate nurse: an international perspective’ Nurse Education Today 20:1, 17-29.

Kramer, M. (1974). Reality Shock: Why nurses leave nursing: C.V. Mosby, St. Louis USA.

Moorehouse, C. (1992). Registered Nurse: the first years of a professional nurse. LaTrobe University Press: Bundoora, Melbourne, Australia.
