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ABSTRACT

Alternative work arrangements present novel ways of organizing that
continuously change the nature of work and careers. This dissertation adds to the
growing literature on the changing nature of careers and workplace relationships,
specifically on the lived experiences of nurse managers and their supervision of
permanent and travel nurses as well as the lived experiences of travel nurses in the
United States. | collected data using one-on-one semi-structured interviews and |
analyzed the data using thematic analysis.

The first study investigated nurse managers’ perceptions of their nurses who
worked in alternative work arrangements (RQ1: How do nurse managers categorize and
perceive alternative work arrangements? RQ2: How do nurse managers communicate
with nurses in alternative work arrangements and nurses not in alternative work
arrangements?). The second study explored how travel nurses perceived their relational
experiences with other nurses (RQ: How do travel nurses manage nurse-to-nurse
relationships with permanent nurses?). The third study considered travel nurses’ career
construction narratives and how they made sense of their career choice and path (RQ:
How do travel nurses make sense of their careers?).

My dissertation investigated the relational effects of alternative work
arrangements in the management of nurses and the delivery of nursing tasks. I learned
that nurse managers and travel nurses view patient care as a team-based enterprise but

they differed in how they enact that vision. Nurse managers worked hard at building core



teams of permanent nurses supplemented by travel nurses (and other forms of temporary
nurses), while travel nurses viewed their contribution as part of their personal curiosity
in learning how other nurses perform tasks. Travel nurses and nurse managers also
perceived travel assignments quite differently in terms of professional development
where nurse managers viewed travel nurses as interim help while travel nurses viewed
travel assignments as learning opportunities to gain exposure and to improve their
competencies. These different expectations can create tensions as nurse managers may
consider travel nurses as products of the nursing socialization process while travel nurses
view themselves as “work-in-progress” protagonists in their constructed career

narratives who create their unigque socialization experience through travel assignments.
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CHAPTER |

INTRODUCTION

The complexity of today’s global economy requires flexible labor that can meet
organizations’ needs (Spreitzer, Cameron, & Garrett, 2017). To meet the demands of the
global economy, the labor market has seen the emergence of alternative work
arrangements (AWAs) to supplement standard work arrangements. AWAs “depart from
standard work arrangements in which it was generally expected that work was done full-
time, would continue indefinitely, and was performed at the employer’s place of
business under the employer’s direction” (Kalleberg, 2000, p. 341). By definition,
AWA: s refer to the varied types of nonstandard employment relations comprising
“temporary help agency workers, on-call workers, contract workers, and independent
contractors or freelancers” (Katz & Krueger, 2016, p. 2). AWAs embody a range of
flexible and temporary work arrangements that supplement the traditional 9-to-5, 40-
hour workweek.

The number of people recruited for and participating in AWAS has increased in
recent decades. Katz and Krueger (2016) noted a marked increase in AWASs from 10.7%
in early 2005 to 15.8% in late 2015. Furthermore, they observed that approximately half
of the overall rise in the last decade came from employees hired from temporary help
agencies or contract firms. The rise of AWAs does not come without potential costs. The
Pew Research Center (2016) highlighted that 63% of Americans reported that jobs have

become less secure than two to three decades ago. Indeed, many jobseekers still prefer
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the traditional workweek (Mas & Pallais, 2016), as 57% of Americans viewed contract
and temporary work as harmful to American jobs (Pew Research Center, 2016). These
two trends allude to AWAS’ potential in altering work and employment relations and
suggest that workers may become less secure about their employment due to changes in
the labor market and emerging work arrangements.

The emergence and rise of AWAs is due to several reasons. First, AWASs give
organizations staffing flexibility that can increase their efficiency and decrease labor
costs. For example, staffing flexibility in the healthcare sector has given struggling
healthcare organizations a boost in surviving financially (Hemann & Davidson, 2012).
Organizations can maximize business growth, especially in response to seasonal
demands, by capitalizing on the flexibility afforded by AWAs (Katz & Krueger, 2016).
Second, organizations may utilize AWAs as a strategy to boost employee recruitment
and retention by providing them increased work flexibility (Mas & Pallais, 2016). Third,
the changing landscape of today’s economy has made jobseekers with inadequate
education or skills turn to AWAs for employment (Pew Research Center, 2016). Fourth,
at an individual level, AWAs give employees flexibility in how they construct their
careers. AWA:s facilitate work-life balance for workers with marketable skills needed in
today’s knowledge-based economy (Faller, Gates, Georges, & Connelly, 2011). Hence,
both organizations and employees have their own reasons for choosing AWAS.

The nursing profession in the United States is not immune from the introduction
of AWA s as the country faces a persistent shortage of nurses (Long, Goldfarb, &

Goldfarb, 2008; Seo & Spetz, 2013). The rising healthcare needs of an aging population
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and high nurse attrition perpetuate the problem of nursing shortage (Carnevale, Smith, &
Gulish, 2015). The replacement of nurses has not kept pace with nurses who have left
the profession (Morrison, 2008) and the retirement of Baby Boomer nurses contributes
to the strain on the current nursing shortage (Auerbach, Buerhaus, & Staiger, 2017;
Carnevale et al., 2015). Interpersonal and workplace stressors aggravate burnout and
worsen the profession’s high turnover and attrition rates. Nurses experience stress from
sources such as challenging and sicker patients, the toil of working shift work and
transporting patients, and constant changes in medical technologies (Carnevale et al.,
2015). Nurses do not necessarily make it easier for one another, either; for instance, the
colloquial expression nurses eat their young epitomizes the high occurrence of systemic
nurse bullying (see Castronovo, Pullizzi, & Evans, 2016; Johnson, 2015; Purpora &
Blegen, 2015), which can lead to turnover and nurses exiting the profession.

The structure of nursing work can also lead to nurse burnout, turnover, and
attrition. Nurses work long hours and erratic schedules that involve any combination of
shifts ranging from four to 12 hours. Although nurses, especially full-time permanent
nurses, have some control over their schedules, they routinely make noticeable schedule
changes during holiday seasons. Furthermore, permanent full-time nurses may take one
for the team and pick up extra shifts whenever their units do not meet nurse-to-patient
ratios. Erratic schedules become most stressful when they affect nurses’ personal lives
(Havlovic, Lau, & Pinfield, 2002). In such instances, nurses must plan their leisure and
family activities around their days off, which may not align with their family members’

work and/or school schedules.



As a result, the nursing profession has seen an increase in AWAS in order to
address the challenges that healthcare organizations face due to shortages in the labor
market. The range of AWAS provides nurses with flexible options as they can now
choose work schedules that dovetail with their personal needs and professional
aspirations. For example, nurses may choose a compressed week of three 12-hour shifts
so that they can pursue an advanced degree and travel during their days off; similarly,
other nurses may prefer night shifts because they have caregiving duties during the day.
Moreover, healthcare organizations alleviate some of those stressors mentioned earlier
by employing temporary nurses who prefer AWAs to standard full-time work
arrangements (Faller et al., 2011). Faller and colleagues (2011) observed that
baccalaureate-prepared nurses will likely have higher expectations of their jobs and that
may either cause job dissatisfaction among such nurses in permanent positions or make
them consider AWAs such as travel nursing.

The rise in AWA s calls for a focused investigation into how temporary work, in
its various forms, affects workplace relations in general and nurse communication in
particular. A number of scholars have studied how communication functions within the
nursing profession and they have investigated salient interpersonal communication
behaviors such as conflict (e.g., Nicotera, Mahon, & Wright, 2014) and team
communication (e.g., Apker, Propp, & Zabava Ford, 2005). Other scholars have also
investigated nurse communication that transpires between nurses and physicians (e.g.,
Bezemer, Korkiakangas, Weldon, Kress, & Kneebone, 2015) and between nurses and

patients (e.g., Chan, Jones, Fung, & Wu, 2011). However, those studies tend to either
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use samples composed mostly of full-time nurses (e.g., Tourish & Mulholland, 1997;
Van Bogaert et al., 2014; Wright, Mohr, & Sinclair, 2014) or do not specify the
employment status of their samples (e.g., Mahon & Nicotera, 2011; Moreland & Apker,
2015; Streeter, Harrington, & Lane, 2015). The lack of systematic focus on
AWAs’effect on nurse communication is surprising given its emergence within the
healthcare industry. As a result, it is important for researchers to understand why nurses
choose AWASs (or not) and how AWAs affect nurse-nurse communication and
supervisor-nurse communication.

The sparse knowledge on how the shifting labor market shapes relations among
nurse managers (NMs) and nurses is problematic given the proliferation of AWAs in
healthcare organizations. Researchers have noted the relative paucity of scholarship on
the experience of temporary nurses (Burke, Dolan, & Fiksenbaum, 2014; Faller et al.,
2011; Jamieson, Williams, Lauder, & Dwyer, 2008) and an even smaller body of
scholarly work on the effects of managers’ communication with their nurses (Kunie,
Kawakami, Shimazu, Yonekura, & Miyamoto, 2017). Therefore, the focus of this
dissertation is to investigate how AWAs affect nurses’ communication, work relations,
and careers.

AWASs in the Nursing Profession

The United States experiences nursing shortage due to, in part, the increasing
demands from its aging population and high nurse attrition (Carnevale et al., 2015), as
well as the fact that the replacement rate of nurses has not kept pace with the retirement

of older nurses. Varying replacement rates in different geographical locations perpetuate
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the nursing shortage problem and have shaped regional patterns of chronic shortages
across the country (Buerhaus, Auerbach, Staiger, & Muench, 2013). Although several
studies predicted that increased enrolments in United States nursing programs may
eventually meet overall demands for registered nurses (RNs) as early as 2025 (Auerbach
etal., 2017; U.S. Department of Health and Human Services, Health Resources and
Services Administration, National Center for Health Workforce Analysis, 2014), those
projections also warn that nursing shortage may still persist in some states. One such
projection reports that Western and Northeastern United States will have a larger per
capita of older and retiring RNs (Buerhaus et al., 2013; Auerbach et al., 2017), which
means that they will have a harder time attracting and retaining younger nurses to those
regions than Southern and Midwestern United States. As a result, healthcare
organizations have turned to AWASs to address potential staffing shortfalls in nursing. In
this section, | review: (1) types of AWAS, (2) the drivers motivating increased use of
AWAs, and (3) the consequences of using AWASs for nurse staffing.
Types of AWAs

Many definitions of AWASs exist that reflect the complexity of studying nursing,
nursing labor, and nurses’ work arrangements. For purposes of this dissertation, I define
AWA: s as all work arrangements that supplement unit-specific and predominantly
weekday day-shift permanent staff positions. This definition encompasses all work
arrangements other than the traditional notion of full-time work — that is, a 9-to-5, 40-
hour workweek — as AWAs, to the extent that they satisfy one of the following

conditions: (1) any temporary position that does not extend indefinitely (such as travel

6



nursing); (2) any permanent position that clocks less than full-time hours at a specific
employer’s place/s of employment (such as part-time nursing); or (3) any permanent
position that does not stipulate work at specific units (such as float pool nursing).

This definition facilitates a more nuanced approach to AWAs because scholars
have tended to gloss over many substantive distinctions by typically defining AWAs in
reference to job title, conventionally classifying nurses who work in positions other than
unit-specific staff positions as supplemental or temporary nurses (see Aiken et al., 2007,
Xue, Chappel, Freund, Aiken, & Noyes, 2015). Instead of presuming that job titles mean
the same thing across the industry, focusing on substantive job distinctions casts a
broader net that captures the wide variety of AWAs.

The proposed definition allows us to recognize that there is temporary-permanent
tension that informs AWAs, as some elements of the job may be temporary while others
may be more permanent. For example, healthcare organizations have historically
employed temporary nurses, also known as supplemental nurses (Aiken, Xue, Clarke, &
Sloane, 2007), as a stopgap when they confront nursing shortages (Norrish & Rundall,
2001). Temporary nurses not only supplement nursing labor by working shifts unfilled
by permanent nurses, but they may also work permanent AWAs that overlap with
permanent nurses’ shifts. The broad category of temporary nurses refers to nurses who
hold only a finite tenure or number of work hours during any given week; organizations
may classify part-time nurses as permanent nurses (if employed indefinitely on a part-
time basis) or temporary nurses (if employed for a definitive duration). Part-time nurses

represent an important contingent of the nursing workforce (Grinspun, 2003). Thus, part-



time nursing can be both permanent — infinite until either party decides to part ways —

from the employer’s perspective and temporary from full-time permanent nurses’

perspective.

Table 1 Employment Status and AWAs Chart.
Employment Status

Work
Arrangement

(locum tenens/
supplemental/
contingent/casual)

Temporary Nurses

PRN/Per Diem

Travel/
Contract

Permanent Nurses

Part-time Staff
and Float pool/
Resource team

Full-time Staff
and Float pool/
Resource team

This arrow
indicates
increase in:

+Job
security
(quaranteed
shifts)

+Tenure

+Employee
benefits

This arrow
indicates
increase in:

+Hourly
salary rate

+Flexibility




Float pool nurses also reflect the temporary-permanent tension that permanent
part-time nurses may experience. For example, an understaffed unit may receive float
pool nurses temporarily for a particular shift but the hospital may employ the same float
pool nurses permanently for an indefinite tenure. The temporariness in temporary
nurses’ employment status holds true to the extent that they work a finite tenure at any
given organization or unit. That means that work arrangements such as part-time and
float pool nursing bear little indication of nurses’ tenure or permanence with their
respective organizations.

AWA: s in the nursing profession typically fall into two categories: (1) externally-
sourced nurses, and (2) internally-managed nurses. Externally-sourced nurses composed
of PRN (the Latin abbreviation for pro re nata or loosely translated as “as needed”)
nurses, per diem nurses, travel nurses, and contract nurses. Internally-managed nurses
may also include PRN/per diem nurses but they typically refer to float pool and resource
team nurses.

Externally-sourced nurses. The nursing profession broadly considers
externally-sourced nurses as temporary or supplemental nurses (Aiken et al., 2007) and
uses job titles such as agency nurses, casual nurses, contingent nurses, contract nurses,
locum tenens nurses, PRN/per diem nurses, registry nurses, and travel nurses. On the one
hand, these AWAs are similar as they function to provide temporary help that
supplements understaffed units. On the other hand, from a human resource perspective,

these AWAs do differ administratively in how and the duration hospitals hire them.



Externally-sourced nurses normally come from temporary help agencies (also
known as registries), fill short-term staffing needs, and work at healthcare organizations
that purchase their services (Strzalka & Havens, 1996). Hospitals purchase the services
of agency- or registry-based nurses by paying the agencies/registries that provide these
short-term temporary nurses, who often serve as last-minute replacements (Grinspun,
2003). Agency-based externally-sourced agency nurses work as outsourced employees
for a predetermined short-term duration (Strzalka & Havens, 1996; Cicellin, Pezzillo
lacono, Berni, & Esposito, 2015). In turn, agency-based externally-sourced nurses
ordinarily receive salaries and employee benefits from their agencies (Manias, Aitken,
Peerson, Parker, & Wong, 2003), although some of these nurses may not receive
employee benefits depending upon individual arrangements. Regardless of job titles,
agencies/registries continuously maintain an employer-employee relationship with their
nurses even during the periods when their nurses perform their services at the respective
hiring hospitals.

NMs whose units need externally-sourced nurses will normally recruit such
short-term nurses by coordinating with agency representatives. The coordination
conveys the required nursing expertise and other nurse-related characteristics that NMs’
units need. Agency representatives then provide NMs with a shortlist of qualified nurses
for their consideration. Before NMs make employment offers, they ascertain candidates’
“fit” with required skills and abilities of those nursing positions through one-on-one or

even group interviews.
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Externally-sourced nurses may also work for themselves. These enterprising
nurses seek out self-employment opportunities independently as contract nurses or
independent contractors (Wall, 2015); such individual or private practice further
diversifies the types of AWAs available to RNs (Wall, 2014).

Internally-managed nurses. Internally-managed nurses on AWAS receive
payments for their services directly from their hospitals, not through agencies or
registries. The same human resource management system or a separate but internal
human resource office within the same system manages unit-specific nurses and
internally-managed AWASs nurses. Hospitals may employ these nurses permanently (in
the case of float pool or resource team nurses) or hire them temporarily (in the case of
PRN/per diem nurses). Thus, float pool nurses appear as temporary nurses from a unit
perspective but they usually work as permanent nurses from their organizations’
perspective.

PRN/per diem nurses. Healthcare organizations may either develop and
maintain their own internal systems of on-call PRN/per diem nurses or rely on agency-
based PRN/per diem nurses whom they can utilize as a rapid response to fluctuating
patient census. These part-time nurses generally reside in the neighboring communities
and can usually respond promptly to increased temporary need for nurses. The
unpredictable nature of PRN/per diem work means that nurses may register themselves
with several local agencies/registries and/or hospitals. Alternatively, nurses of all work
arrangements may also avail themselves to PRN/per diem assignments shifts at their

hospitals and/or other hospitals so that they can earn extra money and gain access to
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another healthcare network (Grinspun, 2003). Former permanent nurses who prefer
fewer hours may also opt for the PRN/per diem route (May, Bazzoli, & Gerland, 2006).
Thus, PRN/per diem nursing offers the highest degree of flexibility — as such, sits at the
top of the chart (see Table 1) — and nurses in both permanent full-time positions as well
as in AWAs may take advantage of it as an additional source of work and income.

PRN and per diem nurses share some similarities. They usually work a few shifts
each month so that they stay on their (multiple) organizations’ on-call lists; their
organizations may also solicit interest from these nurses first in times of unexpected
short-term need for additional nurses. Although healthcare organizations may manage
PRN/per diem nurses internally, these nurses may receive different compensation
packages than nurses of other AWAs hired by the same organizations. These types of
temporary nurses normally do not receive employee benefits such as insurance and paid
time off (Adams, Kaplow, Dominy, & Stroud, 2015), but they may instead receive
higher hourly salaries than permanent full-time nurses (see Table 1). Their flexible work
arrangement with their employers creates a lax employment relationship whereby the
shifts these temporary nurses work depend upon a mutual overlap between their and
their employers’ interests.

Travel and contract nurses. When healthcare organizations’ locales and
surrounding areas cannot provide adequate immediate temporary nursing support, those
in desperate need of nurses and that have the necessary financial resources may resort to
recruiting nurses farther away (Burke et al., 2014). These nurses commonly come from

agencies (known as agency or registry nurses). They may commit anywhere from a few
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shifts to multiple 13-week stints. These nurses normally do not have many local
connections and they come from other locations (travel nurses) and may negotiate work
independently (contract nurses).

PRN/per diem, travel, and contract nurses share a similarity in that they typically
fill urgent gaps in nursing staff. The urgency and cost of hiring these short-term (usually)
externally-sourced nurses mean that hospitals expect that these nurses can and will
contribute as soon as they arrive. As a result, temporary nurses such as per diem and
agency nurses do not always receive thorough orientations (Adams et al., 2015; Manias
et al., 2003). In fact, they usually receive an abbreviated version of the orientation that
healthcare organizations provide to new permanent nurses.

Float pool and resource team nurses. Float pool nurses emerged in scholarly
literature in the 1960s (Dziuba-Ellis, 2006). Healthcare organizations today manage
internal float pool nursing programs so that they can ensure the quality of their nurses
(Dziuba-Ellis, 2006; Institute of Medicine, 2004; Linzer, Tilley, & Williamson, 2011,
May et al., 2006; Strzalka & Havens, 1996). However, float pool nurses by design
typically possess broad generalist nursing skills so that they can fill unanticipated but
urgent needs in a broad range of specialty units (Hemann & Davidson, 2012). That
means that nurses employed specifically as float pool nurses serve a wider patient
population than unit-based nurses who specialize in serving niche patient populations
(Linzer et al., 2011). Float pool nurses may appear as temporary to the units to which
they float, but their permanent nurse status means that they typically receive a similar or

the same orientation to organizational policies and procedures as other permanent unit-
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specific nurses (Adams et al., 2015; Strzalka & Havens, 1996). Float pool nurses have an
interesting work arrangement that makes them both permanent nurses to their
organizations and temporary nurses to which the units they will float.

The more thorough orientation that float pool nurses receive makes them more
cost efficient than agency nurses (Linzer et al., 2011), whom facilities start paying from
the day they report for work and not when they start providing direct patient care. Float
pool nurses, also known as resource team nurses (Dziuba-Ellis, 2006), often receive little
to no notice on which understaffed units they will report for work (Linzer et al., 2011;
Rudy & Sions, 2003). For example, a float pool nurse may work in the intensive care
unit today and the recovery room tomorrow. Some float pool nurses may even move
between different specialty units within a given shift (Hemann & Davidson, 2012).
Drastic changes in work environments and team compositions may burden nurses with
unanticipated stress and conflict but drastic changes can also create the adrenaline rush
and broad professional exposures welcomed by other nurses.

Healthcare management and scholarship have historically used float pool nursing
and resource team nursing as interchangeable labels. Even contemporary structuring and
organization of nurses labelled as either of these two terms vary widely across the
industry. The labelling of these two terms matters less than whether healthcare
organizations make nurses float against the latter’s will (Dziuba-Ellis, 2006). Nurses
who performed involuntary reassignments felt less productive because they spent time
learning their new units’ routines and that caused job dissatisfaction and occupational

stress (Rudy & Sions, 2003). The distinction between these two labels therefore should
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preoccupy with how management deploys either type of nurses, the quality of support
that they receive, and whether their existing nursing competencies can ensure quality
patient care.

The Drivers for AWAs

The utilization of AWAs diversifies the range of short- and long-term strategies
that hospitals can implement in response to the nursing shortage (May et al., 2006).
Research regarding the phenomenon of flexible nursing workforce has mainly
concentrated on cost-related factors (Grinspun, 2003), focusing attention on the
importance of healthcare economics. While the literature tends to focus on AWASs in
regard to the organizational restructuring of nursing staff and the associated cost savings,
AWA: s also offer new opportunities for nurses regarding their evaluation of the
profession and its viability as a career option. The drivers for AWAS can be viewed as
both organizational (e.g. efficiency and cost saving) and individual (e.g., increased
professional opportunities and flexibility).

Organizational drivers. North American hospitals have undergone elaborate
and drastic organizational change over the past few decades. Organizational
restructuring has redefined many processes including adjustments to hospitals’ nursing
staff in light of hospitals’ evolving operational objectives and the wider workforce
composition (Norrish & Rundall, 2001; Grinspun, 2003). Such restructuring affects the
roles and workload of RNSs, as hospitals consider how they can maximize cost efficiency
with the competencies of their RNs as hospitals deemphasize nurse-patient relations in

favor of team nursing (Norrish & Rundall, 2001). For example, in Canada,
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organizational restructuring forced thousands of nurses into AWAs (Grinspun, 2003).
AWA:s allow hospitals to create cost-driven staffing structures so that they can meet
anticipated patient census and maintain a lean yet reliable pool of permanent nurses.
Increases in patient census baseline will require additional nurses, typically nurses who
are in AWAs.

Units that supplement their unit-based permanent nurses by utilizing AWAs may
find this approach less expensive than paying overtime allowances to permanent full-
time nurses (Strzalka & Havens, 1996). However, it is also the case that after factoring
in permanent nurses’ employee benefits, temporary nurses generally receive a higher —
albeit statistically insignificant — hourly pay than permanent nurses (Xue et al., 2015; see
also Norrish & Rundall, 2001). Hospitals that frequently need temporary nurses may
find that the overtime allowances for staff nurses cost less than the salaries they pay to
internally-managed temporary nurses and that the salaries paid to internally-managed
temporary nurses cost less than the salaries paid to externally-sourced temporary nurses
(May et al., 2006). Facilities will reap the cost-efficiency benefit only if they modulate
the appropriate employment tenure and type/s of temporary nurses so that they prevent
overstaffing (Strzalka & Havens, 1996; Xue et al., 2015). Cost efficiency tapers off
when units spend more than 50% of their budgets on part-time nurses (Maenhout &
Vanhoucke, 2013). Accordingly, healthcare organizations reduce cost by utilizing
temporary nurses to the extent that facilities maintain a minimum number of permanent
nurses proportionate to anticipated patient census and that they only use temporary

nurses in response to increases in patient census.
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Both unanticipated and anticipated staff absences confound the nursing shortage
problem. Permanent nurses receive employee benefits that include time off for a variety
of personal reasons. Such staff absences happen when permanent nurses take vacation
time, maternity leave, or sick leave (Hemann & Davidson, 2012). These requests for
time off notify healthcare organizations about when and for how long imminent
reductions in nursing labor will take place. Healthcare organizations can then respond by
looking at internal options such as temporarily reassigning or “floating” nurses from
low-census units to high-census units as well as mandating overtime shifts from existing
part-time and/or full-time staff (Norrish & Rundall, 2001). Alternatively, they may find
replacements in the form of external temporary nurses (see May et al., 2006). However,
the timing of staff absences among permanent nurses complicates staffing plans.
Therefore, AWAs provide healthcare organizations with flexible options as they respond
to the imminence and duration of staff absences created by their permanent nurses.

In sum, hospitals restructure patient care delivery in tandem with forecasts of
their financial survivability and staffing capacities as affected by anticipated and
unanticipated staff absences. The use of AWAs allows hospitals to retain long-term
nursing staff and supplement it with short-term help. This approach of tapping into
AWAs works best if hospitals can predict accurately their anticipated patient census,
which helps them maximize their nursing labor and minimize cost.

However, the fluctuating nursing labor needed based on forecasted patient census
does not always match up with actual nursing care demand and that mismatch affects

permanent nurses to a lesser degree than do to temporary nurses. Other than mandating
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overtime work from permanent nurses when patient volume rises and/or when staff
absences decrease nursing staff capacities (Grinspun, 2003), hospitals may also demand
that permanent nurses take time off when patient census falls below budgeted levels
(Norrish & Rundall, 2001). Either of these two requests serves organizational needs
more than nurses’ needs because the former request disrupts nurses’ non-work life while
the latter request means that permanent nurses must involuntarily use their earned time
off while temporary nurses must endure the prospect of loss of pay. These uncertainties
contribute to turnover and attrition among nurses who prefer predictable work conditions
(Norrish & Rundall, 2001). Consequently, the notion of hospitals as business entities
drive hospitals toward organizational restructuring policies that favor lean and cost-
effective staffing.

Organizational restructuring can create constraints that inevitably cause
unpredictable work conditions and even inflexible schedules; nurses who dislike
unpredictable schedules may turn to AWAS so that they regain control over their income
and work. On the one hand, organizational restructuring can cause nursing shortages and
force nurses into nonstandard arrangements (Grinspun, 2003). On the other hand,
organizational restructuring can also change nurses’ perception of nonstandard
arrangements and make them view AWAs as attractive options (Jamieson et al., 2008;
Manias et al., 2003). Both paths lead to AWAS, regardless of how nurses perceive
organizational restructuring or how organizational restructuring affects them.
Organizations that desire flexibility and that keep a close watch on their expenses must

therefore manage the use and effects of AWAs. Indeed, organizations have and must
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come to the realization that they will lose good employees if they do not offer their
employees the option of flexible arrangements (Mas & Pallais, 2016; see May et al.,
2006). Organizational drivers such as restructuring inevitably perpetuate nursing
shortages and attrition in some instances; yet, they can also facilitate retention by
offering nurses employment flexibility.

Individual drivers. AWAs afford nurses with the option of not only striking
their desired work-life balance in the sense of meaningful work and the social
engagements that they partake outside of work, but also in the sense that they choose
work shifts that accommodate their physical and emotional needs. Many nurses choose
AWA: s for the better monetary compensation and greater control over their schedules
(Faller et al., 2011; Hurst & Smith, 2011; Jamieson et al., 2007), while others may
choose AWASs for better work environments (May et al., 2006).

Temporary nurses value their personal lives as highly, if not higher, than their
professional lives. They purposefully pursue meaningful commitments such as volunteer
work and social relationships (Manias et al., 2003). Such commitments frame their lives’
purpose and they intentionally construct work as peripheral but necessary pursuit. The
career flexibility afforded by AWAs makes it possible for nurses to simultaneously
honor their personal commitments and manage their professional obligations, thus
allowing them to achieve work-life balance.

AWA:s also help reduce burnout and the physical toils of nursing work. The
labor-intensive nature of nursing makes nurses value personal health preservation

(Jamieson et al., 2007). For example, New Zealand nurses aged over 50 found flexible
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arrangements more sustainable than full-time positions because they could meet their
individual needs without leaving the workforce (Clendon & Walker, 2016). Hospitals
may also retain their overall nursing staff by employing older nurses for administrative
tasks (see May et al., 2006), which gives mature nurses an alternative to leaving the
professional altogether. Nurses who view nursing as a long-term career are likely to
consider AWA s seriously at various stages of their lives so that they can remain in the
profession without compromising their emotional, mental, and physical health.

Nurses may also desire AWAS in order to avoid the politics associated with
nursing units. An atmosphere that promotes communication and support among
coworkers makes work environments more pleasant and improves nurses’ work
experience. Positive work environments can help retain nurses, as opposed to negative
work environments that are characterized by bullying (or horizontal violence). However,
nurses have cited bullying as a persistent problem (Castronovo et al., 2016; Johnson,
2015; Purpora & Blegen, 2015). Some may identify bullying as a manifestation of office
politics, especially among permanent nurses. AWAs’ short-term and temporal nature let
nurses focus on the clinical side of nursing. As such, AWAs appeal to nurses who want
to dedicate as much energy as they can to direct patient care. Such nurses will likely
view AWAs, such as working only the quieter night- or weekend- shift, as desirable

options that distance them as far away as possible from day-to-day office politics.
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Consequences of AWAs

AWAs alter nurses’ work environments, reshape workplace relations, and raise
legitimate concerns about the quality of patient care. The use of AWASs carries both
advantages as well as disadvantages.

Advantages. The primary benefit for healthcare organizations that utilize AWAs
is their ability to more efficiently and economically manage changes in patient census
(Seo & Spetz, 2013). Instead of investing substantial resources into training and
maintaining a high payroll, hospitals find that minimal use of temporary nurses yields
cost-efficient outcomes (Xue et al., 2015). Cost-efficient outcomes refer to healthcare
organizations’ financial survivability and patients’ quality of care expectations (Hemann
& Davidson, 2012). Healthcare organizations recognize that float pool nursing lets them
maintain their quality of patient care while at the same time control salaries as an
accounting expense item because float pool nurses cost less than externally-sourced
nurses such as agency nurses (Dziuba-Ellis, 2006). While some hospitals have the option
of determining the employment mix of their nurses, other hospitals that have difficulty
recruiting and/or retaining nurses must meet their nursing needs through AWASs (Seo &
Spetz, 2013). Therefore, hospitals with or without staffing difficulties have an immediate
and viable labor option in AWAs.

AWAs may also enhance nurses’ job satisfaction. Maenhout & Vanhoucke
(2013) observed that units that utilize part-time nurses reported increased job
satisfaction. Three possible explanations exist regarding why AWAs may be associated

with increased job satisfaction. First, nurses may choose AWASs based on their
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personalities. Float nurses reported higher levels of independence and openness to
change than unit-based nurses did, whereas unit-based nurses conformed better to
conventional standards (Linzer et al., 2011). These reported personality traits fit well
with the respective natures of float nursing and unit-based nursing. Second, permanent
nurses may appreciate the additional help whereas temporary nurses may find the new
environment refreshing. Some agency nurses switched from permanent to temporary
work arrangements because they felt that their former employers disrespected them by
paying them inadequately and for providing inappropriate work conditions (Manias et
al., 2003; see also Grinspun, 2003). Other agency nurses may also have switched work
arrangements so that they can seek work environments that value them more, such as
units plagued with chronic nursing shortage. Third, nurses with an entrepreneurial flair
have pursued independent or private practice in the form of self-employment contracts
(Wall, 2014). Self-employed nurses have reported increased job satisfaction as they
gained independence and greater flexibility in how they provide their nursing services
(Wall, 2015), whether in clinical settings or at patients’ homes. Their newfound
autonomy liberated them from the complicated bureaucracy of healthcare organizations.
Another benefit to nurses who work AWA:S is lessened health and safety risks.
Part-time workloads may help nurses better manage sleep deprivation caused by working
different shifts (Jamieson et al., 2007). Permanent part-time work differs from other
AWASs whereby nurses in temporary arrangements such as PRN/per diem cannot
reasonably anticipate future shifts at those same units. While part-timers have more time

off between shifts, full-timers who have back-to-back night and day shifts must stay
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awake for long hours. Time off lets nurses reconnect with meaningful activities and
relationships outside of work. Whereas a regular schedule of consecutive night shifts can
hamper some nurses’ emotional health and personal relationships (Jamieson et al.,
2007), other nurses may prefer permanent night shifts as this arrangement works best
with their individual circumstances (Clendon & Walker, 2016). Consequently, AWAS
avail options for work-life balance.

Finally, AWASs open up a variety of professional development opportunities to
nurses. Industrious temporary nurses may attend nursing conferences on some of their
days off for professional development purposes (Manias et al., 2003). Agency nurses
found that working at different clinical sites exposed them to why hospital
administrations operate differently (Manias et al., 2003). Every new clinical site also
makes them learn about themselves as individuals and nurses. Similarly, the generalist
role that float nurses perform gives them a wide breadth of opportunities in different
specialty units (Linzer et al., 2011). Float nurses not only thrive in the diverse range of
settings where they can hone and acquire skills but they also enjoy the variation
(Hemann & Davidson, 2012). Both agency nursing and float pool nursing represent two
AWAs that expand nurses’ professional network and skill sets where agency nurses
choose assignments within geographic boundaries of their choosing while float pool
nurses receive assignments within the facilities of their healthcare organizations. Nurses
experience variety in clinical settings, nursing specialties, and geographical locations

through AWA:s.
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Disadvantages. First, contingent scheduling practices can create financial
insecurity and stress for some AWA nurses as their work schedules may depend upon
healthcare organizations’ late cancellations and requests. Fluctuations in patient census
translate into late notifications on whether on-call nurses such as per diem and registry
nurses will get any shift on any given day. On the one hand, hospitals that experience
erratic spikes in patient census must rapidly seek additional nurses so that they can meet
the unexpected nursing care demands (Norrish & Rundall, 2001). On the other hand,
healthcare organizations may also make late cancellations on agency nurses’ shifts when
patient census plummets (Manias et al., 2003). Hospitals constantly calculate the amount
of nursing care they need in light of patient acuity or the severity of patients’ conditions.
Not only do hospitals need additional nurses when patient census increases, they also
need additional nurses that can care for sicker patients. Per diem and registry nurses have
the flexibility of accepting impromptu shifts when their daily routines permit but it also
means that they may not receive shifts when healthcare organizations do not need them.

Second, the irregular utilization of temporary nurses such as float pool and per
diem nurses means that temporary nurses have a harder time developing enduring
workplace relationships with their unit-based coworkers. The lack of guaranteed work
for certain types of temporary nurses resembles the situation of permanent part-time
nurses who can anticipate regular part-time shifts but do not participate routinely in unit-
level decision-making and interactions. The lower participation in such discourse by
temporary nurses as compared to their permanent full-time colleagues makes

miscommunication more likely and that may lead to negative experiences and negative
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job satisfaction (Burke et al., 2014). These expectations placed on temporary nurses can
cause anxiety and organizational identification issues especially among agency nurses
because they labor under the supervision of their hiring units while receiving their
salaries and high-level instructions from their agencies (Cicellin et al., 2015; Manias et
al., 2003). Furthermore, internally-managed temporary nurses have reported that their
part-time presence creates glass ceilings that limit access to professional development
and career advancement that may ultimately limit the fulfilment of their full productive
potential (Jamieson et al., 2008). In turn, unfulfilled productive potential reduces overall
organizational productivity.

Healthcare organizations recognize that flexible staffing practices may also
prevent the formation of stable full-time nursing teams (Baumann, Hunsberger, & Crea-
Arsenio, 2013). Whereas temporary nurses fill the nursing shortage gap, the perpetual
utilization of temporary nurses as substitutes for permanent full-time nurses affects nurse
communication. The contingent nature of temporary employment means that high staff
rotation or turnover hinders nurses from building relationships with other nurses
(Jamieson et al., 2008). Inefficiencies increase as staff nurses who work in units of high
staff rotation or turnover must constantly adjust to new or temporary nurses’
competencies (Norrish & Rundall, 2001).

Third, the use of AWAs may lessen organizational commitment and
identification. Apart from disrupting the formation of stable nursing teams, long-term
reliance on temporary nurses may cause other problems. Some may argue that

organizational restructuring strategies that develop cost-saving staff levels demotivate
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both temporary and permanent nurses, weaken nurses’ commitment, and induce job
insecurity (Grinspun, 2003). Weakened commitment becomes problematic when nurses
do not feel emotionally connected with their organizations and novice nurses who desire
full-time permanent positions cannot secure them (Grinspun, 2003). Organizational
policies that favor lean nursing staff can have huge personnel implications such as lower
levels of commitment and organizational identification. Disjointed teams perpetuate the
segregation of permanent nurses and nurses of AWAS, as nurses may seek social support
from those in the same work arrangements as them and group themselves by AWAs
(Cicellin et al., 2015). Selective social support presents a significant managerial concern
because the lack of mutual support compromises the quality of nursing teams (Bae et al.,
2017). The overreliance on temporary nurses disrupts the formation of core nursing
teams and negatively affects quality of care (Institute of Medicine, 2004; Maenhout &
Vanhoucke, 2013), resulting in invisible costs bore by nurses and patients.

Frustrations and conflicts among nurses arise when agency nurses’ expertise does
not meet healthcare organizations’ needs. Agency nurses may arrive at their temporary
sites and realize that their original unit allocations have changed (Manias et al., 2003).
Healthcare organizations sometimes do not clearly state the types of nursing expertise
they need; they may also misrepresent job scope so that they fill gaps in their nursing
teams. These practices can cause anxiety to both permanent and temporary nurses.

Fourth, the use of AWAs may decrease the quality of care. The quality of care
provided by temporary nurses has been debated (Burke et al., 2014; May et al., 2006; see

Xue et al., 2015). AWAs may provide convenience to healthcare organizations and
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nurses but such convenience should not detract from the main nursing purpose: patient
care (Dziuba-Ellis, 2006). Quality of care may decrease if the utilization of temporary
nurses means that patients have poorer access to experienced nurses (May et al., 2006).
The operative word experienced implies that temporary nurses may possess the requisite
qualifications and certifications but they may not have as much experience in their
specialty areas and/or the clinical sites at which they will work. Higher patient acuity
settings will more likely require nurses that have a greater amount of relevant
experience.

Quality of care may decrease if the utilization of AWASs disrupts continuity of
caregiver (Grinspun, 2003). Continuity of caregiver refers to the approach of assigning
specific patients to specific nurses as often as possible. This approach helps cultivate
nurse-patient relationships, thereby enhancing continuity of care. The use of AWAs will
more likely affect chronic patient care than acute patient care whereas some AWAS
(such as fixed-term, nonrenewable travel nursing) have greater effects on continuity of
care than other AWAs (such as permanent part-time nursing).

Experience alone does not dominate the discussion on patient care. Researchers
found that the utilization of supplemental nurses — referring to both agency and float
pool nurses — did not lower quality of care (Aiken et al., 2007). One study that examined
nurses’ documentation practices as a measure of quality of care concluded that float pool
nurses consistently documented more thoroughly than unit-based nurses and agency
nurses (Strzalka & Havens, 1996). The difference may result from the more thorough

orientation that the former group receives as compared to agency nurses, more frequent
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reminders from their supervisors, and possibly even longer anticipated tenure than
agency nurses will have. While the findings suggest that float pool nurses probably took
the if'it isn’t documented, it didn’t happen adage to heart, neither these findings nor more
contemporary studies have offered definitive proof regarding whether AWAS necessarily
result in better or poorer quality of care.
Communication and Nursing

Nurses communicate with a variety of people at work, over a variety of topics,
and through numerous channels. The ways that nurses communicate have important
implications for patient care and workplace relations. Interactions involving nurses and
other stakeholders have received extensive attention from scholars across the
communication, healthcare management, and nursing disciplines (e.g., Bezemer et al.,
2015; Brinkert, 2010; Chan et al., 2011). As the healthcare systems in many countries
move toward team-based care (Doherty & Crowley, 2013; Norful, Martsolf, de Jacg, &
Poghosyan, 2017), communication becomes even more important for effective
coordination and collaboration among healthcare team members. The relational aspect of
communication complements the therapeutic effects of nursing science.

Nurses communicate with two broad categories of stakeholders: (1) patients and
(2) colleagues. The first category includes patients’ families because patients often make
medical decisions after consulting with their family members, who in turn may consult
nurses. In situations where patients do not or no longer possess medical decision-making
capacity, those decisions may fall upon family members (Watson & October, 2016; see

also Pecanac, 2017). The second category of stakeholders involves communication with
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many healthcare providers including other nurses, physicians, and allied health
professionals. Professional communication among nurses plays a crucial role because
nurses perform many tasks in teams and in collaboration with other health professionals
to ensure continuity of care (Andreatta, 2010). Miscommunication and inadequate
communication in nurses’ communication with patients or colleagues can diminish the
quality of healthcare delivery. Therefore, interpersonal communication with patients and
families as well as (inter)professional communication among nurses and between nurses
and other health professionals are vital to effective care delivery (Apker, Propp, Zabava
Ford, & Hofmeister, 2006).
Communication with Patients

All clinical contexts can benefit from supportive nurse communication, but nurse
communication has the greatest effect at alleviating stress experienced in acute care
settings such as neonatal intensive care units (NICUs) and pediatric intensive care units
(PICUs). Critical care nurses have the most amount of contact with families (Watson &
October, 2016), in part because critical care units have some of the lowest nurse-to-
patient ratios. Families may also find themselves most involved in the medical care
process due to the developmental and dependent nature of young patients and critically-
ill patients.

Critical care involves many difficult and delicate conversations on issues such as
end-of-life care, where clinicians elicit patients’ desires through their surrogates or
families (Pecanac, 2017). These conversations are also difficult in NICUs and PICUs as

families may not have had talked with their young patients about life-sustaining
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treatments. Such conversations may be impossible either because patients do not fathom
the situation or patients have no means of expressing their desires. The therapeutic
function of nurse communication becomes most salient during times when patients and
their families feel anxious and uncertain about prognoses.

The business side of healthcare sometimes interferes with the social side of
healthcare. Nursing labor is an expensive commodity (Crawford & Brown, 2011).
Moreover, healthcare systems have adopted a managerial framework that views the
delivery of evidence-based care as tasks on nurses’ to-do lists measured against
productivity benchmarks (Feo & Kitson, 2016). Such managerial frameworks make it
harder for nurses to build relationships with patients and vice versa. Patient-centered
care and communication require a paradigm shift from a time-based shiftwork mentality
to one whereby nurses’ availability allays patient anxiety (Chan, Jones, Fung, & Wu,
2011). For example, nurses who adopt a time-based shiftwork mentality may perceive
small talk as a mindless and not very useful activity (Chan et al., 2011). However, small
talk serves an important caregiving function that can cultivate relationships with
patients; the length of the conversation does not matter as much as nurses’ intention to
reach out to their patients (Chan et al., 2011; Crawford & Brown, 2011). By availing
themselves to patients through small talk, nurses foster nurse-patient relationships
through information exchange that may manage patient uncertainty.

Nurse-patient communication cultivates therapeutic clinician-patient bonds that
achieve and improve patient outcomes (Juvé-Udina et al., 2013). The patient-centered

communication function of information exchange presents a notably important direct
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pathway to improved health outcomes (Street, 2016), particularly in the management of
medical conditions in time-critical and severe acute care settings. Patients generally have
accompanying family members, who give them social support and to help them
understand the purpose and potential implications of the medical treatments and nursing
tasks that they will receive. The presence of clinical nurses at family conferences
involving intensive care patients lends emotional support to families and gives families
added perspective on patient care (Watson & October, 2016). Similarly, emergency care
patients and their visitors ranked information exchange with nurses as their top
communication need (Pytel, Fielden, Meyer, & Albert, 2009); the nurses surveyed by the
same study also perceived information exchange as patients’ and visitors’ top
communication need. Other than information exchange, emergency care patients and
visitors reported that emergency nurses met their second most important communication
need by answering their questions (Pytel et al., 2009). By doing so, nurses also reduce
miscommunication and patient grievances (Crawford & Brown, 2011). Furthermore,
effective nurse-patient communication reduces misunderstanding, which in turn reduces
complaints (Chan et al., 2011). As patient misunderstanding decreases, patient
satisfaction may increase (Crawford & Brown, 2011; Pytel et al., 2009). This proximal
outcome extends as an indirect pathway that by itself can lead toward improved health
outcome (see Street, Makoul, Arora, & Epstein, 2009). Thus, the physical presence of
familiar and trusted nurses who can answer patients’ questions communicate assurance

to concerned patients and families.
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Communication with Colleagues

Nurses communicate with their colleagues, including nurses and other healthcare
professionals, to complete tasks and maintain role relationships. When nurses
collaborate and coordinate with others on their teams, they exercise communication skill
sets essential to professional nursing (Apker et al., 2006). The negotiation of role
relationships poses a challenge as responsibilities may overlap and personalities may
clash as a result of territorial behaviors (Ellingson, 2003). This section sets out several
key functions of nurse (inter)professional communication.

Interpersonal relationships and communication. Quality communication helps
to foster relationships (see Lee & Doran, 2017). Nurses today mostly work in teams and
have at their disposal a wide range of asynchronous and synchronous communication
tools such as emails and text messaging. They use electronic communication tools with
one another not only for work-related communication but also for personal purposes
(Koivunen, Niemi, & Hupli, 2015). The latter type of nurse communication bonds nurses
together as they share, for instance, jokes to which they can relate.

The types of communication that nurses use to coordinate their relationships can
be categorized as either professional or personal communication. Professional
communication refers to both human and mediated communication mandated by policies
or regulations. These forms of communication encompass official interactions pertaining
to patient care. Examples of professional communication include documenting patients’
charts and verbalizing checklists before a procedure. Nurses may execute these

professional, communicative activities individually or in the presence of others. The
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absence of important communicative exchanges may snowball into greater stress and
bury the root causes of conflicts deeper (see Johansen & Cadmus, 2016).
Miscommunication also hinders the formation of meaningful relationships beyond
nurses’ common identity and the social support that they extend to one another at the
workplace.

Interpersonal relationships help nurses in their daily interactions (Morrison,
2008), but the nature of nursing complicates workplace relationships. Just as nursing
scholars have concerns about how nurses’ perception of communication as part of
caregiving shapes nurses’ communication behavior with their patients (see Chan et al.,
2011), organizational scholars should also have a similar concern about how the
formation of nursing teams and the profession’s technology usage alter nurses’
communication as a function of workplace relationship. Day-shift nurses have different
workloads and have more colleagues working on the same shift than their evening- or
night-shift colleagues (Bae et al., 2017). Shifts that have greater nursing staff availability
open possibilities for more collaborative work and help among nurses. Weekday-shift
nurses may also receive more administrative support from clerical staff than weekend-
shift nurses. Thus, the limitations of work shifts configure the communication and social
support available to nurses.

Social support. Nurses also communicate for social support. This
communication skill set centers on the care and concern that team members have for one
another (Apker et al., 2006). Health professionals may engage in casual conversations

about non-task-related topics such as families and vacations (Ellingson, 2003). Casual
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conversations can also include task-related topics, such as offering impressions of their
patients with one another (Ellingson, 2003). This communicative behavior lets them
express frustration. Upset health professionals may vent as a stress-coping mechanism as
they seek social support from their listening colleagues. Similarly, nurses may share with
their colleagues their joy of working with appreciative patients and such interactions can
boost team and unit morale. Despite the formative potential of social support for
relationship building, team members’ relationships typically remain professional and
collegial with few — if any — developing into close friendships (Ellingson, 2003).
Professional communication among nurses contributes more toward patient care
than nurses’ work experience while personal communication among nurses contributes
more toward their work experience than patient care. Personal communication refers to
the communication that nurses engage in while they are away from patients. Examples
of personal communication include small talk (what they did yesterday, for instance) and
substantive topics (interests and hobbies, for instance). Regardless, personal
communication brings nurses closer together and helps them foster relationships. Nurses
may also use personal communication to support one another, especially when they talk
about work. For instance, nurses may relieve stress by confiding in one another about
transgressive patients (Vandecasteele et al., 2017). Nurses may help their aggrieved
colleagues by taking over their tasks so that they do not need to care for those offending,
transgressive patients (Vandecasteele et al., 2017). Although nurses may establish
mutual support only with those who work the same work arrangements as them (Cicellin

et al., 2015), they nevertheless will support one another even in the absence of strong
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work relationships (Vandecasteele et al., 2017). If the quality of workplace relationships
does not hinder nurses from seeking and receiving social support from their peers, it
implies that nurses usually form a common group identity that bonds them as us and
their patients as them. Inductively, nurses will unite when resistance from non-nurses
challenges their collective authority or identity. That means that nurses will support one
another whenever they perceive that patients have mistreated one of them and they will
view that as a sharper distinction that they should care about than the differences among
AWASs. Nurses who align with the “us-them” perspective value the support that they can
give to and receive from one another.

The “us-them” perspective creates social capital so valuable that nurses may
avoid offending one another as much as possible so that they preserve and accumulate
goodwill. Two strategies to not rock the boat include conforming to informal rules that
govern nurses’ behaviors and to adopt the avoidance conflict management style
(Johansen, 2014; Vandecasteele et al., 2017). Nurses, especially emergency room nurses,
frequently use the avoidance style so that they minimize workflow interruptions
(Cavanagh, 1991; Johansen, 2014). The fast-changing nature of emergency rooms means
that nurses must adapt quickly to rapid changes in patient acuity and census. Social
support therefore helps nurses through their shifts.

Nurses who perform challenging work may need greater social support as a
stress-relieving outlet. However, researchers conceded that the lack of knowledge on the
direct relationship between educational levels and teamwork involvement has shed

limited light on nurses’ “job dissatisfaction and poor commitment to their current job”
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(Bae et al., 2017, p. 362). While nurses may mitigate job dissatisfaction by pursuing
challenging work through AWAs, temporary/nonpermanent nurses find themselves
spending time learning routine details not directly related to clinical care and that
learning curve itself also causes job dissatisfaction and occupational stress (Rudy &
Sions, 2003). Temporary/nonpermanent nurses working in a busy department or on a
quieter night- or weekend- shift may have little support that they can turn to for help. It
appears plausible that educational strata do inevitably erect communication challenges
that have direct influence on nurses’ job dissatisfaction and stress levels. Moreover,
nurses reported communication dissatisfaction when they received poor personal
feedback from their NMs (Wagner, Bezuidenhout, & Roos, 2015). Thus, communication
challenges arise from the dichotomy between the types of responsibilities that come with
better-educated nurses’ autonomy (over choice of work and work arrangements) and
their innate desire for greater communication and connection with their colleagues.
Collaboration. The nursing shortage phenomenon results in a demand that
makes nursing labor a finite commodity (Chan et al., 2011), which alters nursing
practice. Nurses working in understaffed units shoulder additional tasks, on top of the
expanding burdens imposed by heavy bureaucratic oversight and the utilization of
evolving clinical technologies such as EHRs. Nursing has increasingly become a task-
oriented profession driven by technology whereby nurses not only engage in human
interactions with patients and colleagues but they also interface with nonhuman entities
such as EHRs and other electronic medical devices. Technology may mitigate nursing

shortage to some degree because electronic medical devices — such as electronic vital
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signs monitors — can execute nursing tasks previously operated by humans. Similarly,
communication technologies have helped nurses coordinate better and use time more
effectively (Koivunen et al., 2015). Such shifts in work processes imply that while
nurses can now channel their limited energy and time to tasks that require their expertise,
electronic medical devices and communication technologies have also changed how and
the extent that nurses interact with others. This salient distinction becomes most
pertinent in the nursing hierarchy where RNs possess higher levels of clinical skills and
exercise greater involvement in patients’ care plans than licensed practical nurses.

Educational levels may make collaboration more challenging. Scholars recognize
that the higher job expectations of baccalaureate-prepared nurses can lead to higher job
dissatisfaction (Faller et al., 2011). The crux of that insight suggests that baccalaureate-
prepared nurses may expect greater on-the-job interactions and/or that they desire
challenging work. Challenging work will require greater collaboration with colleagues
since challenging work will most likely require broader expertise and participation than
what a single nurse can offer. AWAs complicate challenging work further when nurses
are unfamiliar with one another’s communication styles and preferences, although
standardized communication tools and protocols should minimize those differences.

Nurses communicate to make joint evaluations (Martin & Ciurzynski, 2015).
This decision-making challenge increases not only when nurses work with other health
professionals but also when they work with other nurses in different specialty areas or
who have different levels of training. Even nurses who share a common nursing

qualification will have different perspectives on what patient care should look like after
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they have undergone additional training. Take the nurse practitioner (NP) role in the
United States as an example. Baccalaureate-trained NPs and RNs undergo similar
nursing training to attain the same RN licensure, but NPs undertake additional graduate-
level training and certifications so that they may diagnose illnesses and prescribe
medications.

Nurses communicate formally and informally to collaborate nursing care.
Collaboration is an information processing function whereby nurses — and others on the
team — serve as resources with insights into patients and knowledge (Apker et al., 2006;
see also Ellingson, 2003). They communicate with other nurses in their teams about their
patients and those data will in turn inform how they communicate with their patients.
Such communication typically transpires where nurses congregate, planned or
unplanned, at places such as nurses’ workstations or along hospital ward corridors
(Ellingson, 2003; Gonzalez-Martinez, Bangerter, L€ Van, & Navarro, 2015). While
scholars have observed the communicative behaviors surrounding collaboration among
nurses, scholars have done little research that explores collaboration among NMs
(Lamont, Brunero, Lyons, Foster, & Perry, 2015). The literature also has a research gap
on how acting NMs assume and execute their responsibilities; this gap further limits
insights into how temporary supervisory assignments reshape existing and future
relationships, especially after acting NMs return to their previous roles.

Collaborations that yield satisfying outcomes will require not only high levels of
communication-based social skills but also high levels of analytical skills exhibited in

problem-solving personality traits. A recent study found that nurses who scored high on
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personality traits such as conscientiousness and openness would typically use the
integration strategy of the Rahim Organizational Conflict Inventory-1l (Erdenk &
Altuntasg, 2017), which characteristically resembles the collaboration conflict
management style of Thomas and Kilmann’s Dual-Concerns Model. That study
described conscientiousness as being performance-oriented and decisive while openness
referred to descriptors such as creative and flexible.

A nationwide survey conducted in April 2017 on U.S.-based nurses concluded
that 83% of its respondents would help tired nurses out by letting them take a break. At
the same time, 75% of those respondents conceded that they would not have “survived”
but for the help they received from their teammates (Kronos, 2017). This survey notes
that nurses help one another out in scenarios that transpire during shifts and whenever
they switch shifts among themselves, but these interactions can only happen if nurses
communicate their needs to their coworkers. These responses signify that nurses not only
take pride in their work but they also have concerns about whether their fatigued mind
and body can provide a high level of patient care, an inference answered in the
affirmative by 44% of the sample. Fatigue, work-life balance, and helping one another
out underscore the importance of nurse communication and workplace relationships. Of
note, the communication relationships and challenges undergird the resulting outcomes.

Communication directly influences patient care. Nurse communication
accomplishes a number of objectives, including the conveyance of completed nursing
tasks (Manias et al., 2003). While the types of nurse-nurse interactions in the Kronos

survey constitute nurse communication, those interactions will likely take place only if
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nurses share a positive work relationship and that they feel comfortable confiding in one
another. Such interactions transpire at a deeper interpersonal stratum beneath superficial
— albeit important — nurse communication that pertains more directly to patient care. A
nurse calling in sick, as a surface-level communication example, embodies a simple
message that can have a profound performance impact on that nurse’s team (see Lee &
Doran, 2017). Nurse communication functions as an impetus of patient care that can
change dramatically during staff absences and among transient teams.

Conflict management. The ubiquitous nature of conflict as an outcome of
miscommunication, communication, or the lack thereof, implies that the management of
inherent differences among nurses can improve tangibles such as high patient care and
high nurse welfare. Conflict scholarship traditionally views productivity as a byproduct
in relation to the amount of conflict: too much conflict causes chaos, too little conflict
encourages complacency, while a moderate amount of conflict stimulates “self-criticism,
learning, and innovation” (Almost, 2006, p. 447). Thus, a moderate amount of conflict
creates the most beneficial environment for desirable outcomes.

Fast-changing and emotionally-charged healthcare contexts make conflict an
unpreventable feature and a common stressor among nurses (Johansen, 2014; Johansen
& Cadmus, 2016; Morrison, 2008). Conflict’s impact on healthcare delivery and its
prevalence in work life have resulted in voluminous research conducted on this
phenomenon in the nursing work environment (Almost, 2006; Brinkert, 2010).
Researchers generally agree that conflict involves interdependent actors entangled in

incompatible goals (Hocker & Wilmot, 2013).
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Nurses perform many tasks individually but they almost never work alone
exclusively. They collectively deliver the bulk of direct patient care and they must
coordinate as a team to ensure continuation of care. From a theory standpoint,
anticipated dependency makes communication necessary and conflict an unavoidable
component (Hocker & Wilmot, 2013); if nurses interact or coordinate how they will
perform nursing tasks and how they can support one another as teammates, their
negotiations then take place within the context of past, present, or future relationships
(Lewicki, Saunders, & Barry, 2015). Their existing relationship or the prospect of future
interactions as part of a care team forms the foundation for a functional nursing team.
The nature and quality of relationships and how they may evolve during nurses’
interactions as teammates shape the level of dependency that they will have with one
another.

Personalities create communication challenges. Healthcare contexts replete with
fluctuating degrees of patient acuity, census, and staffing availability generate high
amounts of uncertainty, stress, and conflict. These competing tensions become profound
problems when personalities manifest in different individual conflict communication
preferences. These preferences bring out different conflict management styles, with the
avoidance style most commonly used by nurses (Cavanagh, 1991; Johansen, 2014;
Mahon & Nicotera, 2011; Vandecasteele et al., 2017). However, conflict is not always
inherently negative because conflict also presents opportunities for growth and positive

outcomes (Almost, 2006; Mahon & Nicotera, 2011).
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Although the avoidance style proves effective in some clinical situations
(Cavanagh, 1991), nurses will benefit from expanding their conflict management
repertoire as the avoidance style may not always work in every emotionally-charged
situation. Johansen and Cadmus (2016) recommended that nurses hone their conflict
management skills by way of understanding and considering how their social skills
might enhance emotional intelligence, as increased emotional intelligence correlated
with increased collaboration among nurses as well as better conflict and stress
management (Morrison, 2008). Strong social skills in the healthcare context can help
nurses better relate to and communicate with others at their workplace. Increasing
emotional intelligence may ultimately yield satisfying outcomes that help manage
nurses’ stress levels and uphold patient care quality.

Poor workplace communication festers not only conflict and stress among nurses,
it also perpetuates into an organizational issue that results in patients receiving poor care
and NMs providing inadequate support to their nurses (Johansen, 2014). A recent study
concluded that nurses who worked in supportive environments experienced lower levels
of stress; the same study also found that nurses who avoided conflict also experienced
lower levels of stress than nurses who adopted other conflict management styles
(Johansen & Cadmus, 2016). However, nurses do not always find themselves in
supportive work environments. NMs will only know how they can improve teamwork
and interpersonal relationships if they understand the extent of their nurses’ social skills

(Morrison, 2008).
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Busy nurses have high workloads and they must place patients as their top
priority. They must work around interpersonal conflicts so that they can focus on patient
care. This may explain why time-strapped nurses may use the avoidance style for
practical reasons. However, scholars do not know exactly why nurses have certain
conflict management preferences other than the possible link between conflict
Mmanagement strategies and nurses’ personality traits (see Erdenk & Altuntag, 2017).
Nurses may also opt for the avoidance style because they feel helpless, due to horizontal
violence for instance. The lack of insight into this preference therefore invites
investigations into how the avoidance style may have eliminated important
communicative exchanges pertinent to constructive conflict management and
relationship building.

Information sharing. Nurses communicate to clarify roles and duties (Apker et
al., 2006). Not having the same understanding of the specifics of their individual and
collective responsibilities can complicate the completion of interdependent tasks.
Healthcare teams, in particular, have more complicated features than non-healthcare
teams (Andreatta, 2010). Moreover, health professionals’ training and experience
oftentimes overlap, especially those in primary care (Doherty & Crowley, 2013); a
conceivable scenario may entail an intensivist overseeing a unit in collaboration with
acute care nurse practitioners and critical care physician assistants; in configurations like
this, role negotiation may help clarify individual responsibilities. Health professionals
from different disciplines may also intentionally blur role boundaries (Ellingson, 2003).

For example, a situation may involve a pediatric patient’s pediatric nurses, primary care
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nurse practitioner, and pharmacist. Finally, interruptions can abruptly disrupt the
dynamics of roles and duties (Ellingson, 2003), which require immediate interactions so
that nurses and their teams can strategically redistribute the workload. As teams
compensate for staffing shortage or inadequacies, they must adapt quickly by
ascertaining their present needs and available resources. Thus, scholars and practitioners
have raised concerns about effective approaches in which they can promote authentic
and efficient teamwork (West & Lyubovnikova, 2012, 2013).

Nurses must communicate salient patient information, such as which nursing
tasks they have completed and what incoming nurses must do and/or observe. Two
major nurse communication activities, namely documenting/charting and handoffs,
require a high degree of accuracy and completion. These communicative activities
demand intense concentration on top of the cognitive and physical burdens that busy
clinical settings already place on nurses. Documenting/charting and handoffs today take
place mostly electronically because of the advent of EHRs (Streeter et al., 2015). While
nurses previously trained in paper documenting/charting have largely now become
competent in electronic documenting/charting, scheduled and unscheduled technology
downtimes mean that nurses must do these communicative activities on paper or
alternative non-electronic platforms (and transfer information onto the electronic format
when their local EHRs resume normalcy). A lapse of concentration during these two
critically important activities can cause miscommunication and conflict. Therefore, the
introduction of medical technology increases productivity but it also complicates nursing

communication as it can elicit communication challenges pertaining to conflicting
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communication styles from individuals of different educational training and
personalities.

The advent of information technology has profoundly changed communication.
E-mails open up another communication channel while at the same time remove several
important aspects of face-to-face human communication that have potentially
fragmented how health professionals work and interact (O’Sullivan et al., 2015). The
impact most pertinently affects teams.

Team communication and relationships. Organizational restructuring that
increases mobility and flexibility of nursing positions creates transient teams. Although
transient teams meet specific patient needs through some combination of available
healthcare professionals, constantly reconfigured teams affect communication and
relationship building because nurses must adapt to new coworkers. Constant changes
create unsettling effects that disrupt team stability and the accumulation of shared
knowledge (Bezemer et al., 2015). Transient teams happen most often in acute care
settings where healthcare professionals may work with teammates whom they may not
have worked with before and whom they will likely not work with again as a team
(Weaver, Dy, & Rosen, 2014; see also Lee & Doran, 2017). Despite the interdependent
nature of teams, transient teams’ temporal formation oftentimes results in low group
identification (Deneckere et al., 2012), which further hampers communication
relationships.

Scholars have noted from various international settings that poor communication

and care provided in acute care settings compromise patient safety (Feo & Kitson, 2016).
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Acute care settings in university-affiliated or teaching hospitals experience
communication issues more severely because of the high percentage of staff that rotate
through departments, creating situations whereby a substantial number of acute care
team members having never worked together before (Rabgl, McPhail, @stergaard,
Andersen, & Mogensen, 2012; see Andreatta, 2010). Similarly, interdisciplinary teams
assembled for a highly novel surgical procedure will probably never work together again
(West & Lyubovnikova, 2013). The instructional nature of teaching hospitals makes
salient the hierarchical and power distance among experienced preceptors, permanent
health professionals, and new colleagues who may only work in those departments for
predetermined number of shifts so that they accumulate the clinical experience to meet
their individual training requirements. Combinations like these proliferate the formation
of pseudo teams—groups of individuals that communicate with one another to perform
their respective work but neither toward shared goals nor interdependent tasks (see West
& Lyubovnikova, 2012, 2013). Furthermore, health professionals who rotate through
departments may not identify with those departments as their home units and they may
feel less motivated to participate in performance improvement projects such as those
targeted at improving teamwork and communication (Martin & Ciurzynski, 2015). The
large number of rotations may explain part of the communication problem that results in
poor patient care; however, communication involves not only message senders but also
message receivers. To achieve the goal of delivering quality patient care, nurses must
coordinate with other nurses and health professionals through communication events

such as huddles and handoffs as well as through communication tools such as checklists
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and electronic health records (EHRs). These communication activities serve an
imperative and central function in patient care (Ellingson, 2003). Hence, nurses must
interact effectively in both synchronous and asynchronous communication channels to
safeguard patient safety.

Communication supports team processes and collaboration. The prevalence of
complex medical conditions in today’s aging population underscores a greater emphasis
on effective teamwork and team communication among collaborating clinicians from
different medical specialties and healthcare disciplines (Chamberlain-Salaun, Mills, &
Usher, 2013; Doherty & Crowley, 2013; Leonard, Graham, & Bonacum, 2004). In fact,
professional nursing organizations such as the American Nurses Association and the
International Council of Nurses identified collaboration as an essential professional
competency (see Lamont et al., 2015).

Teamwork undergirds the healthcare system (Ellingson, 2003). Teamwork refers
to:

A dynamic process involving two or more health professionals with

complementary backgrounds and skills, sharing common health goals and

exercising concerted physical and mental effort in assessing, planning, or
evaluating patient care. This is accomplished through interdependent
collaboration, open communication and shared decision-making. This in turn
generates value-added patient, organizational and staff outcomes. (Xyrichis &

Ream, 2008, p. 238)
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Highly collaborative teams will more likely yield quality decisions and solve problems
effectively (see Lamont et al., 2015). Teams that do not collaborate well will likely
exhibit poor coordination, which implies poor teamwork and communication that result
in adverse events such as patient morbidity and mortality (O’Sullivan, Moneypenny, &
Mckimm, 2015; Rabgl et al., 2012). Teams that collaborate and coordinate well increase
the odds of their delivering the intended effects of medical and nursing interventions (see
Apker et al., 2006); they will also more likely manage unanticipated turn of events better
than dysfunctional or pseudo teams that do not pool their collective expertise and
knowledge.

Effective teamwork refers to a process that optimizes patient care, improves
patient outcomes, and promotes healthcare safety (Leonard & Frankel, 2011; Xyrichis &
Ream, 2008). These patient-centered definitions for “teamwork” and “effective
teamwork” place an emphasis on clinician communication and processes, proficiently
executed by purposefully-formed teams of health professionals that share common goals
for their patients (West & Lyubovnikova, 2012, 2013). In turn, effective teams improve
patient safety and quality of care (Leonard & Frankel, 2011; Weaver et al., 2014).
However, the different professional languages that different health professionals speak
become important in interdisciplinary teams (see Rabgl et al., 2012). Team members of
interdisciplinary teams may define and perceive care differently, an outcome due to
different ways in which the different health disciplines socialize their members. Those
expectations result in different communication patterns and protocols (Andreatta, 2010).

Hence, nurses who can demonstrate their proficiency amidst interdisciplinary work
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relationships discursively display their expertise and adaptive communication skills by
avoiding jargons or vague terminologies foreign to those trained in other professional
languages and by mediating conflicts directly and objectively (Apker et al., 2006).

The high number of clinical communication failures and breakdowns has
dramatically increased interest in teamwork training and development (T&D) because
scholars not only know that teamwork affects clinical performance and patient outcomes
but more importantly they also know that teamwork T&D works (O’Sullivan et al.,
2015; Salas & Rosen, 2013). Teamwork T&D entails the breaking of old (and oftentimes
poor) communication habits that pervade in time-pressured contexts. Miscommunication
abounds in clinical documentation: Some nurses may choose to handwrite notes
throughout their shifts so that they only need to document completed tasks at the end of
their shifts; while this approach may save time, it also increases the possibility of nurses
entering wrong or inaccurate information in patients’ records. In some instances, fatigue
and the lack of time may result in no documentation altogether. T&D that emphasizes on
teamwork as communication and the interdependent nature of teams may help nurses
become more meticulous about documenting patients’ records in a timely fashion.
Similarly, a performance improvement project found that the use of structured
communication tools improved interactions among interdisciplinary team members
(Martin & Ciurzynski, 2015). To achieve efficient communication, however, will require
buy-in from both nurses and their managers. As such, teamwork T&D presents a form of

cultural intervention that depends upon leadership support for effective implementation
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(O’Sullivan et al., 2015; Salas & Rosen, 2013). The ways in which NMs communicate
with their nurses can influence nurses’ task-related and workplace communication.
Purpose of Dissertation

Scholars and clinicians concerned about care delivery must understand how
AWAs “affect how work is done, how people feel about their work, what their
orientation toward work is, and the role of work in their lives” (Spreitzer et al., 2017, p.
486). The nursing profession will continue to experience changes in the utilization and
types of AWASs, as work and employment patterns change with updated technologies
and novel ways of organizing are introduced into health care settings (Barley, Bechky, &
Milliken, 2017). For example, the varied ways in which different healthcare
organizations organize their float pool nurses — nurses who work a particular type of
AWA — highlight the ongoing role that AWAs play in addressing staffing needs
(Dziuba-Ellis, 2006). A focused investigation into the practical implications of AWAs
will help us understand and explain how this phenomenon affects different patient
populations and organizational settings. Because care delivery and workplace relations
depend heavily upon effective collaboration, an exploration into the way that how
AWAs impact NMs, permanent nurses on the regular day shift, and nurses in AWAS is
warranted.

It is an empirical question as to whether AWASs influence the communication
with patients and other members of healthcare teams as well as health outcomes.
However, a reasonable argument may be made that the transitory nature of AWAs may

influence the communication among nurses in AWAs, patients, and NMs.
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First, the transitory nature of contemporary healthcare teams may affect nurses’
communication with their patients. Frequent staff changes in transitory teams entail
involuntary and voluntary nursing turnover, which may affect the quality of
communication between nurses and patients as well as the quality of care (North et al.,
2013). For example, nurses who float or get rotated to ICUs have limited opportunities
to cultivate relationships with their patients. Although it is an open question regarding
whether and how AWAs may affect nurse-patient communication, patients and families
will most likely feel less comfortable seeking clarifications from unfamiliar nurses than
from familiar nurses. Just as scholars have only recently begun to study the role of
clinical nurses in family conferences regarding life-support treatment options (Watson &
October, 2016) and how clinicians broach the subject (Pecanac, 2017), a dearth of
research on how the transitory nature of teams that include short-term nurses who deliver
care raises concerns regarding how patients and their families understand treatment plans
as articulated by their nurses. Uncertainty surrounding treatment plans can implicate
consent and medical decision-making—two communicative events that will affect care
delivery. Given that AWAs are associated with temporary work and transitions in and
out of units, the temporariness of the AWA position may influence interactions with
patients.

Second, the limited and short amounts of time that NMs have with nurses in
AWASs may also affect how NMs support and communicate with their nurses. Staff
support serves an instrumental role in achieving good patient outcomes and in ensuring

staff well-being (Chisengantambu, Robinson, & Evans, 2017; Gittell, 2016). For
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instance, NMs who typically work the traditional 9-to-5 shift have a finite physical
presence in 24-hour units and their workday limits the provision of support that they can
extend to nurses who do not work the 9-to-5 shift. As a way around this limitation, NMs
may come to work early and/or leave late so that they can interact face-to-face with
nurses who work outside their regular work hours. Nurses who work the occasional
night shift may not see their NMs often, but they nevertheless must still perform at a
consistently high standard with little to no supervision. In comparison, nurses
permanently scheduled for the night shift may receive more frequent supervision
because of the integral role that they perform not only in ensuring continuity of care but
also as a way of relaying their NMs’ messages to others on shifts that their NMs
normally do not work.

AWA s also make mentoring more challenging for NMs. NMs serve a special role
of providing feedback to their nurses (Sveinsdéttir, Ragnarsdottir, & Blondal, 2016).
Positive feedback reinforces best practices and can also constructively correct
deficiencies, which new nurses may appreciate as mentorship. Younger nurses who have
two or three years of full-time bedside experience may choose AWAs for their next job
as a way of expanding their career options; such nurses will probably need continued
mentoring so that they hone and diversify their skill sets (Hemann & Davidson, 2012).
Older nurses may not necessarily need as much guidance; they may choose AWAS so
that they can continue working at a more manageable pace (Clendon & Walker, 2016).
One form of positive reinforcement that works with a particular nurse may not make

another nurse feel as rewarded. NMs who understand how their nurses perceive — and
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why their nurses choose — AWAs will have an additional insight into how they may
mentor and supervise their nurses.

Nursing turnover perpetuated by AWAs makes relationship building harder
among teams and that can affect work performance and feedback. Recent research found
that nurses well-supported and praised by their NMs had stronger organizational
commitment and perceived their work climate favorably (Chisengantambu et al., 2017;
Sveinsddttir et al., 2016). Although communication cultivates good peer relationships
that increase job satisfaction and decrease the severity of nurse bullying (Purpora &
Blegen, 2015), the healthcare team literature has not addressed how interpersonal
communication is related to team performance (see Lee & Doran, 2017). The transient
nature of the contemporary healthcare labor further complicates the study of
communication relationships in healthcare teams. Future research should investigate
whether work arrangements affect clinician communication and whether NMs should
motivate nurses in AWAs differently than permanent nurses.

Organizations fill staffing gaps and respond to the increasing demand for
healthcare with AWAs (North et al., 2013). AWASs represent a distinct form of labor and
it is likely that this unique form of labor may be associated with different patterns of
communication among nurses in AWAS, patients, and healthcare colleagues. However,
most nursing studies tend to sample full-time nurses as opposed to nurses in AWASs (e.g.,
Van Bogaert et al., 2014). Therefore, it is not clear to what degree, if any, that AWAs
influence communication among nurses in AWAs, patients, and healthcare colleagues.

This dissertation aims to address this gap in the literature by conducting three studies
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that focus on: (1) how NMs manage nurses in AWAS, (2) how nurses in AWAS perceive
the communication challenges associated with their positions, and (3) how nurses in
AWASs construct their career narratives.

Focus and Rationale for Study #1

Rationale for study. Nurses who work AWAs collectively serve the practical
function of supplementing units that need additional nurses. Units employ nurses of
different AWASs based on the urgency, duration, and expertise needed. Different types of
AWASs have different administrative characteristics, such as tenure to which these nurses
will work in the unit or with the organization, the process of hiring them, and the
different compensation packages and ways that hospitals will pay them. For example,
NMs may prefer to use familiar nurses such as internally-managed nurses because they
have already proven their competencies and may already have cultivated relationships
with existing nursing staff.

Chapter Il focuses on time as a central staffing consideration as hospitals
ascertain how and when they recruit nurses. Organizational perceptions of nursing as a
time-based labor change along with the changing nursing labor landscape. Two research
questions guide this inquiry:

RQ1: How do NMs categorize and perceive AWAS?

RQ2: How do NMs communicate with Nurses in AWAs and Nurses not in

AWAs?

Methodology. Twenty-six NMs participated in one-on-one semi-structured

interviews for Study #1. | recruited interviewees using theoretical sampling (Hesse-Biber
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& Leavy, 2011), interviewing participants who met two inclusion criteria: (1) RNs who
had managed clinical settings, and (2) RNs who had directly supervised other nurses.

Participants shared their perspectives with me on the extent to which AWAs
shaped the communication channels and relationships among them and their RNs.
Appendix A contains the interview protocol for this sample. The interview protocol
provided a structure for me to explore my interviewees’ experiences with both
permanent and temporary nurses, perceptions of different AWAS, and observations of
communication differences and challenges with nurses of different work arrangements.
Texas A&M University’s Institutional Review Board approved this study.

Most of the interviews were professionally transcribed verbatim. For interviews
that were not transcribed by me, I checked the transcripts with the audio to ensure
accuracy. | analyzed this set of data using the iterative approach and thematic analysis.
Data analysis transpired throughout the data collection process, in which | managed the
data, transcripts, and contact records to ensure data trustworthiness. The constant-
comparative method of microanalysis (Strauss & Corbin, 1990) provided a rigorous
basis for data collection and analysis. | inductively analyzed the data as | conducted
interviews until theoretical saturation. | identified emergent themes using open coding
(Lindlof & Taylor, 2011; Strauss & Corbin, 1990), which came from initial concepts
grouped into categories. | completed iterative readings of the transcript during this
process so that codes and themes emerged instead of my imposing preconceived
categories on the data. In addition, I also: (1) discussed the data’s emerging patterns with

other field researchers (Creswell & Miller, 2000); (2) verified emerging themes with
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latter interviewees through member checks (Miles & Huberman, 1984; cf. Thomas,
2016); (3) used thick, rich descriptions in the findings section (Creswell & Miller, 2000);
and (4) reflected upon my role as the researcher.

Findings. I will provide an overview of the findings here and expand on them in
Chapter Il. RQ1 focuses on NMs’ conception of a permanent-temporary distinction of
nurses: my participants categorized temporary nurses in four distinct AWAs: (1) staff-
floaters, (2) per diem nurses, (3) agency nurses, and (4) float nurses. The data analysis
suggests five major work arrangements, which | present in Table 3 (Typology of Work
Arrangements as Perceived by NMs) in Chapter I1.

RQ2 reveals instances when my participants would communicate with all nurses
in the same way regardless of work arrangements and instances when different work
arrangements required different communication approaches. Three themes emerged for
RQ2: (1) You cannot overcommunicate, (2) Mentoring, and (3) When things go wrong.
For the first theme, NMs use multiple communication media to disseminate multiple
copies of the same message to all of their nurses. They do not view this approach as
overcommunication because their nurses need that information to perform their tasks.
Consequently, the importance of the information equalized the permanent-temporary
distinction. Regarding the second and third themes, although NMs intervene differently
when their nurses perform poorly, the different feedback channels do not minimize the

significance of giving feedback.
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Focus and Rationale for Study #2

Rationale for study. Due to human resource and labor changes, the demand for
nurses has outpaced the nursing workforce. This phenomenon has ushered in the rise in
temporary, nonpermanent, and part-time nurse work arrangements—such arrangements
serve temporal needs but affect teamwork and team communication because they disrupt
stability and relationships within nursing teams.

Whereas the literature notes perceived communication challenges that permanent
nurses have with temporary nurses, temporary nurses may also experience
communication challenges with permanent coworkers. Most people experience
uncertainty and communication challenges when working with a new colleague for the
first time. For example, when hospitals can anticipate when they need additional nurses
and the qualifications that replacement nurses must possess, they can acquire necessary
replacements based on the most cost-efficient option while keeping quality of care as
high as possible (see May et al., 2006). But in unpredictable or unexpected situations,
PRN/per diem nurses generally receive the least amount of notice on the availability of
shifts because hospitals use these temporary nurses when they cannot muster nurses
from their existing nurses (permanent nurses, including float pool nurses) and local
agencies. Regardless of the source of temporary nurses, the nurses who work at that
given unit and shift can experience communication challenges because of the new team
setup. Such a scenario means that both permanent and temporary nurses must adapt the

ways in which they coordinate and interact with one another. These concerns —
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contextualized in a high-stress, fast-paced, and conflict-prone environment — foreground
Study #2 (Chapter I11). Study #2 poses the following research question:

RQ: How do travel nurses manage nurse-to-nurse relationships with permanent

nurses?

Methodology. Chapter Il considered the perceived communication challenges
experienced by nurses who worked as travel nurses. | recruited 25 participants through
contacts whom | had already established prior to or during Study #1. | used a similar
interview protocol as the one that | had used for Chapter Il (see Appendix B). Study #2
drew its data chiefly from questions 1 through 9 of the interview protocol. This set of
questions guided me as | inquired into how travel nurses understood communication
challenges between them and their permanent-nurse colleagues. Participants satisfied the
inclusion criterion as RNs who had worked in a clinical setting.

The constant-comparative method was used to inductively analyze the data
throughout the data collection phase (Strauss & Corbin, 1990). Initial categories were
developed as | perused the transcript line-by-line. Subsequent readings of the transcript
further developed themes through the open coding of initial categories (Strauss &
Corbin, 1990). The coding scheme was further developed using axial coding where 1
consolidated the categories by abductively grouping similar categories together.

Findings. My participants experienced two forms of relational challenges: (1)
demonstrating professional competence, and (2) fitting in with pre-existing unit culture
and relationships. In response, they used the strategies of the Competent Coworker and

the Gracious Guest respectively for these two relational challenges.
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Focus and Rationale for Study #3

Rationale for study. Organizational restructuring of nursing policies deviates
from the traditional notion of permanent full-time nursing work prevalent in the 1990s
and has resulted in the rise in AWASs among younger nurses who could not secure the
permanent positions that they wanted (Grinspun, 2003). Concurrently, the retirement of
Baby-Boomer nurses will increase exponentially between now and into the near future
(Auerbach et al., 2017; Carnevale et al., 2015). While some nurses may not find work
that they want or that circumstances require that they leave the profession involuntarily,
others may take advantage of AWAs in pursuit of work-life balance. AWASs as a new
norm also means that turnover from one work arrangement to another will increase as
nurses switch to work arrangements that suit their professional and personal aspirations.
The underlying reasons that shape nurse turnover bear serious financial implications for
healthcare organizations as healthcare organizations register turnover rates of between
30% and 60% among new nurses in their first couple of post-graduation years and the
loss of each nurse costs healthcare organizations on average $25,000 (Price & Reichert,
2017). Consequently, an updated understanding of contemporary nursing and its
workforce necessitate another inquiry into AWAS.

Chapter IV contemplated how nurses not only face new challenges but also new
opportunities in today’s global economy of varied career choices and options. The focus
of this study turned to the career narratives that travel nurses articulated as they made
sense of the transitions that they experienced through travel nursing. This study centered

on two ideas: first, that people have gained sophistication with managing time that
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interfaces work life and personal life (Kuhn, 2006); and second, that people constantly
reconstruct their identities as they experience work role transitions and use narratives “to
instate a sense of continuity between who they have been and who they are becoming, as
well as to obtain validation from relevant parties” (Ibarra & Barbulescu, 2010, p. 136).
This chapter focused on how personal experiences shaped nurses’ career directions in a
way that made sense to them as well as how they shared with others their career choices
as career narratives.

| grounded Study #3 in career construction theory (CCT). CCT describes how
individuals interpretively make meaning and sense of their careers through memorable
interpersonal processes (Savickas, 2005); this theory posits a comprehensive framework
about individuals’ vocational behavior in relation to vocational personality, career
adaptability, and life themes that shape their career narratives (Del Corso & Rehfuss,
2011). Study #3 focused on the following research question:

RQ: How do travel nurses make sense of their careers?

Methodology. The sample of Study #3 was the same as for Study #2. Questions
10 through 18 of the interview protocol were specifically prepared for Study #3 (See
Appendix B). | created all but the final question, which | adapted from Yost, Yoder,
Chung, and Voetmann (2015).

| utilized a constant-comparative method to analyze the data inductively (Strauss
& Corbin, 1990), reading the transcript line-by-line and creating tentative categories.
Iterative readings of the interview transcript yielded themes that emerged through open

coding, which came from grouped categories of initial concepts, and not through
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preconceived categories (Strauss & Corbin, 1990). I then developed my coding scheme
using axial coding.

Findings. | structured my analysis according to themes, which answered these
three questions that mirror career construction theory: (1) Why nursing? (vocational
personality), (2) Why travel nursing? (career adaptability), and (3) What keeps them in
nursing? (life themes). The six themes were: (1) Family conversations and scientific
minds, (2) Become tourists, (3) Make more money, (4) Learn how others do things, (5)
Unlimited opportunities, and (6) Make a difference. My participants’ personal curiosity
drove their career narratives. Finally, | developed the career adaptability sensemaking
theory (CAST) as an updated theory that emphasizes the proactivity of contemporary
professionals as a manifestation of their values and identities.

Methodology
Researcher Positionality

Researcher’s positionality plays a crucial role in qualitative study designs. That
means that | as a researcher should practice self-reflexivity by examining my personal
assumptions in light of the research process (Hesse-Biber & Leavy, 2011). My research
epistemological position is that everyone has different lived experiences and these
differences create meanings that are socially constructed (Hesse-Biber & Leavy, 2011).
Put differently, the events that we experience can yield different subjective meanings as
we make sense of them in light of our preconceived notions. This sensemaking process
also means that my participants and | co-construct subjective realities through our

interactions. Consequently, my ontological position is that there are multiple versions of
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truths just as there are multiple versions of socially-constructed meaning to lived
experiences. Because my epistemological and ontological assumptions favor the
qualitative methodological viewpoint (Hesse-Biber & Leavy, 2011; Hugh-Jones, 2010),
| adopt the interpretive research paradigm for the present work.

Researchers of qualitative studies serve as research tools because they collect and
analyze the data. Consequently, my personal experiences are important to this
dissertation to the extent that they inform the way | design the studies and interpret the
data (Frey, Botan & Kreps, 2000). Specifically, my background as a former combat
medic helps me appreciate the contributions made by healthcare professionals and gives
me a useful insider’s perspective (emic) from the outside (etic) into the concerns of
healthcare professionals (Lindlof & Taylor, 2011). Having this background also gives
me an advantage of engaging in meaningful interactions with participants.

Limitations of Study

First, the data collection method — one-on-one semi-structured interviews — that |
employed limits the inferences that | can draw from the data. The absence of data from
individuals whom my interviewees talked about restricts me from accepting wholesale
the claims, especially those pertaining to relationships (Fairhurst, 2014), that my
interviewees made because the quality and quantity of interactions between parties shape
the nature of their relationships. Without interviewing all parties involved in a specific
relationship or communication network, interview data only go as far as the accounts as
experienced from my interviewees’ perspectives. The research design would have

captured a better understanding of my interviewees’ lived experiences if I also

62



interviewed those whom they referenced in the interviews. A study conducted at the
same site will increase the likelihood of capturing the nuances of its social relations and
networks; however, the lack of organizational access makes this research design
unfeasible for the given scope and time frame. The total number of interviews (51 for all
three studies combined) provided rich and theoretically saturated data, although solely
depending upon interview data hindered me from learning about the interactional issues
as perceived from the perspectives of my interviewees’ counterparts.

Second, my samples comprised cross-sectional participants who experienced the
same broad phenomena in disperse geographical locations and organizational settings.
This approach increased the difficulty of relating one participant’s experience to another.
It also made corroboration of data more challenging because participants experienced the
same phenomena in different ways. However, this limitation presents a smaller issue that
the first limitation because any consistent theme that emerged from a theoretical sample
drawn from across the country will likely ring true or have high transferability for
readers who experience similar phenomena.

Third, interview-intensive qualitative studies consumed more time than |
anticipated or could allocate. A diligently-conducted qualitative study required that |
transcribe the interviews verbatim, verify the contents of the interviews, and interpret
and present the data in participants’ voice instead of mine. On the flipside of conducting
interviews, | also experienced difficulty in recruiting participants. Theoretical sampling

took up time and energy in finding information-rich participants.
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Organization of Dissertation

Chapters Il through IV present the three empirical studies as outlined in the study
rationales above. Study #1 (Chapter I1) investigated how NMs communicated with
permanent and temporary RNs. Study #2 (Chapter I11) considered the relational
challenges of travel nurses. Study #3 (Chapter 1V) analyzed the career construction
narratives of travel nurses. The fifth and final chapter discussed practical and theoretical
implications of these studies and offered future research areas on how the changing
nursing labor landscape alters nurse managerial communication as well as nurses’

workplace communication and relations.
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CHAPTER I
CHANGING TIMES: NURSE MANAGERS ON WORKING WITH NURSES IN

ALTERNATIVE WORK ARRANGEMENTS

Overview

The concept of time has significant organizational implications, especially as it
pertains to staffing needs. The nursing profession has seen changes in work
arrangements as nurses retire, leave the profession, and change employment status.
These changes affect how nurse managers recruit and retain qualified and suitable
nurses. However, organizational scholars have not adequately studied how work
arrangements, particularly the distinction between temporary and permanent work
arrangements, affect coordination and feedback among nurse managers and nurses. |
conducted one-on-one semi-structured interviews with 26 nurse managers to investigate
how nurse managers communicate with temporary and permanent nurses. | offer two
analyses that outline nurse managers’ descriptions of their nurses’ work arrangements
and outline the feedback channels between nurse managers and their nurses, both
temporary and permanent. These findings reveal that nurse managers communicate with
their temporary and permanent nurses in similar ways using comparable media.
Professional communication does not vary based on work arrangements, but work
arrangements are associated with nurse managers’ communication when it pertains to

mentoring and performance.
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Introduction

There’s no such thing as permanent staff. People don’t stay in a job for twenty years
anymore, so | consider all people pretty much temporary. —Charlotte, Nurse Manager of

22 years

Organizational scholars have an enduring interest in the concept of time (Agypt
& Rubin, 2012), partly because organizations and their employees commodify units of
clock-based labor in exchange for other resources (Bluedorn & Denhardt, 1988; Butler,
1995). The social construction of time has traditionally framed non-work life around
regular blocks of work hours (Ancona, Okhuysen, & Perlow, 2001), idealizing full-time
permanent work as 9-to-5 workdays dedicated to a single employer at designated
worksites (see Rubery, Earnshaw, Marchington, Cooke, & Vincent, 2002). That practice
has evolved as changes to economic activities and structures have continually reshaped
our understanding of employee-employer relationships (Foster & Mills, 2013).
Perpetuated partly by employers’ desire to contain costs and make profits (Ballard &
Gossett, 2007; see also Conrad & Poole, 1997), employers have increasingly relied on
temporary labor. The shift to temporary labor has necessitated that employees rethink
and redefine the work-family boundary (Lambert, 2008; Piszczek & Berg, 2014),
because contemporary “workers are now expected to control their uses of time in the

simultaneous pursuit of careers and work-life ‘balance’” (Kuhn, 2006, p. 1340).
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Consequently, the traditional notion of a permanent 9-to-5 workday at fixed
worksites is either no longer available to a growing contingent of workers who cannot
secure such jobs given changing organizational structures or is not appealing to those
workers who have different priorities outside of work. Flexible work policies and
arrangements offer workers an employment path: individuals who cannot — or would
rather not — commit to full-time work and who prefer alternatives to the traditional work
arrangement (see Van Breugel, Van Olffen, & Olie, 2005). Alternative work
arrangements (AWAS) constitute a new set of challenges and opportunities for both
employers and employees as they negotiate how to best adapt to changing individual and
organizational needs (Agypt & Rubin, 2012; Myers, Gailliard, & Putnam, 2013; Peel &
Boxall, 2005).

AWAs have become one solution to the perennial problem of the global nursing
shortage. For instance, hospitals utilize the versatility and flexibility of temporary labor
in the form of float nurses — typically cross-trained with multiple skill sets — by assigning
them to understaffed units (Hemann & Davidson, 2012; Larson, Sendelbach, Missal,
Fliss, & Gaillard, 2012). Float nurses do not always know ahead of time on which units
they will work and they may float to multiple units even within a single shift.
Nevertheless, float nurses typically perform competently because they have received
similar socialization, orientation, and training that unit-specific permanent nurses receive
(Larson et al., 2012). While float pools are a strategic intervention to help hospitals meet
staffing needs in a cost-effective manner, scholars have warned that the employment of

contingent workers may negatively affect the workload of permanent workers (see
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Connelly & Gallagher, 2004). Temporary nurses may also feel disconnected from and
unappreciated by their colleagues, despite having the expertise that their temporarily-
assigned units need (Jamieson, Williams, Lauder, & Dwyer, 2008).

The short-term temporary nature of AWASs presents a significant challenge that
can affect health care delivery and communication. Nursing and management scholars
have clearly identified communication as a crucial factor in individual productivity,
coordination of work, and the promotion of trust among nurses (Feather, Ebright, &
Bakas, 2014; Gittell, 2016; Holland, Cooper, & Sheehan, 2017). However, such
research typically samples full-time permanent employees or does not report the
employment status of their samples (e.g., Atefi, Abdullah, Wong, & Mazlom, 2014; cf.
Lavoie-Tremblay, Fernet, Lavigne, & Austin, 2015). As a result, while we have some
understanding of how nurse managers (NMs) may manage full-time healthcare workers
and nurses, we have relatively little understanding regarding how NMs manage
temporary healthcare workers and nurses in AWAS.

The present study addresses this gap in the literature by focusing on how NMs
are similar and different in the way they manage full-time and temporary nurses. | begin
by surveying how AWAs may affect the dynamics among nurses and NMs. Building on
that scholarship, I then present the study’s research design and provide an analysis of 26
NM interviews regarding the way they manage full-time and temporary nurses. |
conclude by presenting the study’s implications for understanding how nurses’ work

arrangements may influence how, what, and to whom NMs communicate.
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AWASs, Nursing, and Management

Scholars typically categorize temporary or part-time work as “nonstandard”
employment relations (Ballard & Gossett, 2007; Davis-Blake, Broschak, & George,
2003; Katz & Krueger, 2016; Van Breugel et al., 2005; see Connelly & Gallagher,
2004), which I collectively refer to as AWAs because such work arrangements
supplement the “standard” work arrangement of full-time permanent jobs (see Spreitzer,
Cameron, & Garrett, 2017). The use of AWAs has grown over the last two decades,
given the emergence of the “gig” economy where full-time employees may work
remotely from time-to-time or perform short-term projects on the side. AWAS
complement and challenge the conventional, or “standard,” boundaries of work and
personal time (Ballard & Gossett, 2007). AWAs may influence the way nurses and nurse
managers experience work time on relationships as well as organizational outcomes and
processes such as patients’ overall satisfaction and their satisfaction with how nurses
communicate with them.

Work Time and Relationships

Variations in work arrangements shape workers’ experience of work time and
temporal structures such as schedules and deadlines (Agypt & Rubin, 2012). This is
important because worker’s experience of work time, in turn, may shape the way
temporary workers relate to their colleagues (Ballard & Gossett, 2007). In other words,
temporary arrangements make temporary employees have more of a transactional and
not relational contract with their employers (see Van Breugel et al., 2005). The

employment of temporary/contingent workers can also alter organizational
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communication, affect workers’ work-life balance, and make permanent workers
question traditional work arrangements (Gossett, 2001). Moroever, scholars have widely
held that the blended workforce weakens manager-employee relationships. Nationwide
data revealed that permanent staff dissatisfied with having colleagues who work AWAs
exhibited increased intentions of leaving their organizations, increased intentions of
joining labor unions, and decreased organizational loyalty (Davis-Blake et al., 2003).

It seems fairly reasonable then that the ways in which workers talk about
workplace commitments in terms of time commitments and allocation may shed light on
issues such as identification and identities (Kuhn, 2006; VVan Breugel et al., 2005). On
one hand, permanent workers may ponder whether their organizations may one day
deem them disposable (Conrad & Poole, 1997). Such doubts can affect permanent
workers’ relationships with colleagues and member identification. Empirical research
has shown that the employment of contingent workers increases labor costs associated
with absenteeism and turnover among permanent workers (Way, Lepak, Fay, & Thacker,
2010). On the other hand, temporary employees may find themselves caught in a bind
when they receive conflicting instructions from their staffing agencies and their
temporary organizations (Gossett, 2006; Rubery et al., 2002). In such situations, the
member identification of temporary workers may become a contentious issue that has
practical implications for all parties involved as managerial practices involving
temporary workers may limit them from fostering and maintaining meaningful
relationships (Gossett, 2002). Both permanent and temporary workers may have varying

types and levels of member identification with the organization which may result with
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them cultivating different types of relationships with colleagues, managers,
organizations, and their profession.
Work Time and Organizational Outcomes

At the organizational level, job dissatisfaction among nurses influences turnover
intention and attrition (Atefi et al., 2014). As hospitals meet the needs of its patient
population through flexible labor such as temporary nurses (Larson et al., 2012), who
satisfy some of the present staffing demands especially from hospitals that view them as
economically-viable (and expendable) alternatives to permanent nurses, staffing issues
become a concern because the temporary labor dynamic can profoundly shape
institutional stability and development (Lawrence, Winn, & Jennings, 2001). Although
nonpermanent nurses help hospitals satisfy regulatory and institutional requirements
such as nurse-to-patient ratios, nonpermanent nurses’ unfamiliarity with their new
environments can cause communication delays and may decrease their and permanent
nurses’ job satisfaction.

One’s tenure at a given organization impacts his/her job satisfaction. A recent
analysis of nationally-representative samples collected over four decades noted that
workers’ job satisfaction decreased as their tenure at any specific organization increased
(Dobrow Riza, Ganzach, & Liu, 2016). Workplace interactions offer a possible
explanation for this finding. Workers in flexible arrangements may experience delays as
work patterns become less linear, resulting in high communication overload and low
satisfaction with interdepartmental interactions (Ballard & Seibold, 2006). One may

reasonably infer, especially in fast-paced clinical settings where nurses must multitask,
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that nurses’ conception of time at and in relation to work will affect their job

satisfaction (cf. Agypt & Rubin, 2012). For instance, Australian nurses who prefer the
night shift reported benefits such as greater nursing autonomy and the avoidance of some
conflicts more commonly experienced during the day (Zannini, Ghitti, Martin, Palese, &
Saiani, 2015). The duration and events that take place at work therefore affect how
nurses describe their work experiences and how they interact with their coworkers,
which further shape nurses’ perception of time and reinforce preferences for certain
work arrangements so that they avoid specific frustrating or negative work experiences.

While stable nursing teams improve patient outcomes (Hudgins, 2016), a high
reliance on temporary nurses such as contract nurses can negatively affect not only
patients’ overall satisfaction but also patients’ satisfaction with how nurses communicate
with them (Hockenberry & Becker, 2016). Furthermore, since contract nurses only work
on temporary or part-time basis, frequent turnovers within nursing teams exacerbate
poor communication among nurses (Batch, Barnard, & Windsor, 2009; Batch &
Windsor, 2015).

Furthermore, temporary workers who receive instructions from two sets of
supervisors pose a unique managerial challenge. This scenario happens most frequently
with agency-based temporary workers, who oftentimes find themselves in conflicting
employment relationships where both their agencies and client organizations
simultaneously exert influence on them (Gossett, 2006). Multi-employer environments
blur employment boundaries and can easily create thorny employment relationships

muddied by ambiguous communication channels over conflicting issues such as
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supervision, discipline, and grievance (Rubery et al., 2002). Hence, the introduction of
temporary workers and an external third party complicate managerial practices.
The Present Study

Sparse scholarly knowledge on the effects that AWASs have on workplace
communication and relations becomes problematic because it lags developments in the
nursing profession. While professional standards guide formal communication such as
how nurses must chart patients’ records, day-to-day communication among NMs and
their nurses do not have similarly regulated guidelines. Much of manager-nurse
communication, nevertheless, constitutes professional communication that serves the
same patient-centered purpose as formal communication. This dearth of research on how
AWAs affect NMs’ downward and upward communication as a function of
unit/department management limits scholarly and practical insights into whether the
employment of nurses in AWASs alters the ways that NMs work and communicate with
their nurses.

The purpose of this study is to investigate how NMs work with nurses in AWAS.
This essay addresses this concern and advances knowledge by considering nurses’
AWA: s as a form of labor distinct from employees who work the traditional 9-to-5 work
arrangement (see Peel & Boxall, 2005). Research must keep pace with how changes in
work arrangements “affect how work is done, how people feel about their work, what
their orientation toward work is, and the role of work in their lives” (Spreitzer et al.,

2017, p. 486; see also Gossett, 2002). NMs must understand their nurses’ needs and
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concerns, such as job satisfaction and stress, to effectively interact with their nurses so
that work gets done (see Marx, 2014; see also Wei, Chiang, & Wu, 2012).

Scholarship has generated limited insights into how nurse manager-nurse
communication facilitates supervisor support and employee engagement in a world of
AWA:s. Despite the burgeoning interest in how managers should engage and support
their nurses (e.g., Holland et al., 2017; Marx, 2014), the literature has broadly bundled
AWA: s in nursing as a concern with issues like cost and quality of care (Institute of
Medicine, 2004; Maenhout & Vanhoucke, 2013; May, Bazzoli, & Gerland, 2006; Xue,
Chappel, Freund, Aiken, & Noyes, 2015). In other words, scholarship has not only
largely neglected the effects of NMs’ communication behaviors on nurses (Kunie,
Kawakami, Shimazu, Yonekura, & Miyamoto, 2017) but has also neglected nurses’
AWA s as a managerial communication concern. Indeed, studies conducted on the
quality of manager-nurse interactions have broadly focused on organizational hierarchies
and structural dynamics, but not communication dynamics (see Marx, 2014; see also
Agypt & Rubin, 2012). The surprisingly light scholarly discourse on how AWAs may
influence NMs’ communication with their nurses in different work arrangements (i.e.,
the channels they use, whether topics vary between nurses in different work
arrangements, as well as the depth and quality of those interactions) does not promote a
deep understanding of AWAs’ impact on how NMs engage with their nurses.

Transient work relations can affect not only coordination among nurses (see
Gittell, 2016) but also the way NMs work, especially since giving feedback is an

important managerial responsibility (Sveinsdoéttir, Ragnarsdéttir, & Blondal, 2016). NMs
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who provide insightful feedback must pay careful attention to the extent of their nurses’
past and present clinical experience because those experiences can have an impact on
patient outcomes. Variations in duration and clinical exposure afforded by different
AWAs complicate NMs’ evaluation of the qualifications that new nurses bring to their
units. A nurse who works on a low census unit will have a different experience than a
nurse working on the same shift but with high acuity patients; one can also conceive
possible differences in workload and responsibilities among shifts based on whether
nurses receive adequate support such as onsite nurse educators and nursing assistants
(West, Rudge, & Mapedzahama, 2016). Thus, AWAs complicate the calculus of
whether, how, and whom NMs mentor.

Given the lack of research exploring the relationships among NMs, nurses, and
AWAs, two research questions guided this line of inquiry.

RQ1: How do NMs categorize and perceive AWAS?

RQ2: How do NMs communicate with Nurses in AWAs and Nurses not in AWAs?

Method

Because scholars know relatively little of NMs’ communication effects and
practices on nurses (Kunie et al., 2017; Marx, 2014), | conducted this investigation using
an interpretive approach. This approach allowed me to inductively explore the lived
experiences of a target population. The open-ended nature of the semi-structured
interview protocol | employed also gave me flexibility to refine and include additional
guestions, in line with theoretical sampling. In-depth, semi-structured interviews were an

appropriate method for this study because “individuals have unique and important
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knowledge about the social world that is ascertainable and that can be shared through
verbal communication” (Hesse-Biber & Leavy, 2011, p. 94; see also Hugh-Jones, 2010).
Ethical Considerations
Researchers’ moral integrity ensures the trustworthiness and validity of the
research findings (Hesse-Biber & Leavy, 2011). I first sought approval from my
institution’s Institutional Review Board (IRB). Upon receiving IRB approval and in
accordance with the approved IRB procedure, my colleagues at several professional
nurses’ organizations disseminated the recruitment statement to their members.
Interested members contacted me directly to schedule interviews. As part of the
informed consent process, | explained to them how | would use the data and protect their
identities (Hesse-Biber & Leavy, 2011): quotations used in this essay do not have
identifiable details and | refer to my participants using pseudonyms. Before the
interviews, | reminded participants about the voluntary nature of research and that they
may freely decline or end the interview at any time. Finally, I asked them if | may audio
record the interviews for transcription and data verification purposes.
Sampling
Initial participants who informed me on my research question concerning NMs’
communication patterns came through purposeful sampling (Lincoln & Guba, 1985). |
recruited subsequent participants via theoretical sampling, which yielded informants
whose insights added relevant data to the emerging themes and grounded theory
(Gordon-Finlayson, 2010). The iterative process of on-going analysis involving

theoretical sampling ended when | reached theoretical saturation, which signified the
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point where my participants began to repeat information that did not add to my
conceptual categories (Glaser & Strauss, 1967). At this point, | concluded the
participant-recruitment phase.

Data Collection

The intentional selection of participants through purposeful sampling and
theoretical sampling allowed me to learn from multiple purposive perspectives on the
central phenomenon and to immerse myself into my participants’ culture (Hesse-Biber &
Leavy, 2011). | conducted the interviews at times that worked best for my participants.
Several interviews did not take place in one session due to emergencies or interruptions;
at my participants’ choosing, we rescheduled and continued those interviews at another
time. Most of the interviews took place over the telephone, with the exception of one
Skype interview and one face-to-face interview. My participants chose their preferred
interview media based on practical considerations.

The interview guide centered around questions that would help me gain insights
into how they worked with their nurses. My participants spoke on topics such as: their
communication patterns with nurses in different work arrangements; situations where
work arrangements may yield different communication patterns; topics and issues that
nurses in different work arrangements would raise to them; communication patterns that
they observed among nurses in different work arrangements; and the concerns that

nurses in different work arrangements have.
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Table 2 Participants’ Demographic Information.

Pseudonym | Location (USA) Age | Highest Gender | Ethnicity
Education
Obtained

Emma South Atlantic 58 Masters Female | White
Olivia South Atlantic 51 Doctorate Female | White
Ava South Atlantic 65 Masters Female | White
Sophia Middle Atlantic 56 Doctorate Female | White
Isabella Middle Atlantic 56 Masters Female | --
Mia Middle Atlantic 61 Masters Female | White
Charlotte East North Central 62 Masters Female | White
Harper Middle Atlantic 39 Bachelors Female | White
Amelia West South Central 54 Bachelors Female | White
Abigail South Atlantic 67 | Masters Female | White
Emily South Atlantic 55 Masters Female | White
Lily South Atlantic 58 | Bachelors Female | White
Ella Middle Atlantic 29 Masters Female | White
Avery Middle Atlantic 66 | Doctorate Female | White
Evelyn South Atlantic 55 Bachelors Female | --
Jessica Middle Atlantic 49 Masters Female | White
Amanda West North Central | 45 Bachelors Female | White
Ashley Middle Atlantic 36 Masters Female | White
Sarah West South Central | 40 Bachelors Female | Asian
Stephanie South Atlantic 51 Bachelors Female | White
Heather South Atlantic 46 Bachelors Female | Asian
Elizabeth Pacific 52 Bachelors Female | White
Michelle East North Central 31 Bachelors Female | White
Tiffany West South Central | 33 | Bachelors Female | White
Kimberly West South Central | 44 Bachelors Female | White
Erin South Atlantic 46 Masters -- --

The best and most appropriate participants must be willing to readily share their
stories and satisfy the inclusion criteria (Hesse-Biber & Leavy, 2011), namely: (1)
participants must be registered nurses (RNs) who were managing or had managed
clinical settings and (2) were directly supervising or had supervised other nurses.
Twenty-six NMs participated in this study. Each participant had between 4 and 46 years

of RN experience (M = 25.17, SD = 11.26); each participant had between 2 and 36 years
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of experience as a NM (M = 10.73, SD = 9.08). All participants had at least a Bachelor
of Science in Nursing. Table 2 provides the demographics of my participants.

Excluding time used for administrative tasks such as acquiring informed consent
and conducting post-interview debrief, the interviews lasted between 26 and 69 minutes
(average time 46.99 minutes). The interviews generated 1,221.86 minutes of data.
Verbatim transcription yielded 206 single-spaced pages. All but one participant gave
audio-recording permission; | documented the unrecorded interview by taking detailed
notes throughout and after the interview.

Data Analysis and Trustworthiness of the Data

Data analysis transpired throughout the data collection process, in which |
managed the data, transcripts, and contact records to ensure data trustworthiness. The
constant-comparative method of microanalysis (Strauss & Corbin, 1990) provided a
rigorous basis for data collection and analysis. | inductively analyzed the data as |
conducted interviews until theoretical saturation. | identified emergent themes using
open coding (Lindlof & Taylor, 2011; Strauss & Corbin, 1990), which came from initial
concepts grouped into categories. | completed iterative readings of the transcript during
this process so that codes and themes emerged instead of my imposing preconceived
categories on the data. In addition, I also: (1) discussed the data’s emerging patterns with
other field researchers (Creswell & Miller, 2000); (2) verified emerging themes with
latter interviewees through member checks (Miles & Huberman, 1984; cf. Thomas,
2016); (3) used thick, rich descriptions in the findings section (Creswell & Miller, 2000);

and (4) reflected upon my role as the researcher, as expanded upon in the next section.

96



Researcher’s Role

Researchers’ positionalities play a crucial role in qualitative research because
qualitative researchers design their studies and interpret their data through the lens of
their lived experiences (Frey, Botan & Kreps, 2000). That means that I, the researcher,
must practice self-reflexivity as | examine my personal assumptions in light of the
research process (Hesse-Biber & Leavy, 2011). My background as a former combat
medic helps me appreciate the contributions made by healthcare professionals and gives
me a useful insider’s perspective (emic) from the outside (etic) into the concerns of
healthcare professionals (Lindlof & Taylor, 2011). | take the epistemological position
that everyone has different lived experiences and that these differences create socially-
constructed meanings (Hesse-Biber & Leavy, 2011). The events that different people
experience can yield different subjective meanings as they make sense of those
experiences in light of their preconceived notions. This sensemaking process also means
that my participants and | co-construct subjective realities through our interactions.
Consequently, I hold an ontological view that there are multiple versions of “truths” just
as there are multiple socially-constructed versions of lived experiences. My
epistemological and ontological assumptions align with the interpretive, qualitative
methodology.

Findings
RQ1: How Do NMs Categorize and Perceive AWAS?
To understand whether AWAs would impact how NMs work and communicate

with their nurses, | first investigated how NMs described work arrangements. One of the
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first questions on my interview guide was to learn what “temporary nurses” meant to my
participants. Their collective definition of temporary nurses is best expressed as nurses
who are “not part of our core team” (Elizabeth, 141) “but they come in to fill holes”
(Emma, 1). Lily, a pediatric oncology nurse with 36 years of RN experience, put it
succinctly, “having travelers go in while you’re trying to look for permanent employees,
it helps your permanent staff.” (91). From a practice perspective, their definition mirrors
the increasing prevalence of team-based care observed in international healthcare
systems (Doherty & Crowley, 2013; Norful et al., 2017). The similar ways that my
participants categorized their nurses in terms of teams created a permanent-temporary
distinction by way of using their units’ staff nurses as the reference point as well as
nurses’ tenure and anticipated tenure on their units. Intuitively, participants viewed
temporary nurses as non-staff nurses.

An appreciation of how NMs explicate their conception of temporary nurses
gives an insight into a key presupposition: NMs think of their nurses in terms of teams.
My participants and their staff nurses expect that temporary nurses will adapt
expeditiously and contribute as part of the team. They typically provide temporary
nurses with an abbreviated orientation to get them off “on the right foot” (Emily, 83) and
“up to speed” (Abigail, 68; Emily, 80; Michelle, 173; Olivia, 18). Their emphasis on
getting temporary nurses “up and running” very quickly (Abigail, 79; Sophia, 26) “right
out of the gate” (Harper, 56) underscores that time is of the essence, therefore

acknowledging AWA:s as a clinical approach toward meeting patient care standards as
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well as a strategic organizational feature of cost containment and human resources
management.

My participants’ definition offers two fundamental insights into how they view
their nurses. First, NMs view permanent nurses as those who work exclusively/mostly
for their units; put differently, they express a degree of belongingness of permanent
nurses as invested members that provide dependable and long-term stability to their
respective units. By implication, individuals share common work identities, appreciate
one another’s personalities, and foster workplace relationships developed over time and
into the future as they can reasonably anticipate continued interactions as colleagues on
the same units. Note that only two participants referred to their nurses as family: While
nurses do get comfortable with one another over time, the high-stakes work that they
perform may require that they keep a professional distance between one another.
Second, NMs shoulder the responsibility of finding replacement nurses — whether
temporary or permanent — for their understaffed teams. The second insight reinforces the
previous insight regarding the seriousness of nursing work. It also alludes to key
managerial responsibilities of maintaining nurse-to-patient ratios and performing human
resource functions such as recruitment and retention.

Participants are concerned about whether temporary nurses’ personalities will fit
in with their teams. Just as they intuit the permanent-temporary distinction from their
units’ perspective, NMs are concerned about how their staff nurses will receive
temporary nurses because staff nurses “usually raise issues about teaming... Supplies,

equipment, teaming, and staffing—I would say are the four big ones.” (Ashley, 139).
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Ashley summarized that the temporary nurses whom her staff nurses enjoyed working
with were “so good at being a nurse they then can just jump in and be a regular part of
the team” (134). Harper (nonprofit hospital, level-2 trauma) also stated similarly,
If within their [i.e., temporary nurses] personality they buy-in to the type of care
that we wish to have for out-patient, we do not have an issue with them. If they
are doing their best, if they are competent and they buy-in to the team concept of
being helpful to other nurses in reciprocal as being helpful, we do not have a
problem. If we have a nurse that does not have the personality, they’re just
coming in there for maybe the money and doing the job and they’re not
wholeheartedly buy-in into the best patient care, it’s just a job to them, then we
have an issue. (23-24)
Thus, whenever possible, NMs interview temporary nurses carefully to ascertain their
personalities and they assign incoming nurses (if within their control and when
circumstances permit) to work with nurses whom they believe will work well together.
The permanent-temporary distinction becomes most salient when participants
talked about their expectations of temporary nurses. Charlotte, who has 22 years of NM
experience and works at a 500+-bed teaching hospital, had this expectation, “They need
to view their role as being part of a team member, whether it’s for a day or for a year”
(43). Michelle, a Millennial in her second year as a NM, narrated her recollection of a
temporary nurse when she was a nurse assistant:
[W]e had an agency nurse who worked in our unit for a long time. Her contract

was up and they renewed it so she was there. Everyone respected her. She really
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became part of the team because she was there for several months and that’s how
| knew she was an agency nurse. (172)
Productive temporary nurses must not only want to “be a part of the team” (Emma, 2;
Erin, 201), but must also onboard quickly to become “part of the team” (Heather, 160).
Thus, my participants instinctively classified temporary nurses as those who do not
originally belong to their units and whose purpose is to serve immediate needs.
Participants acknowledged that “to bring everyone together as a team to work is a
challenge” (Erin, 205). One way that NMs onboard temporary nurses is to treat and
communicate with them like their staff nurses:
We have huddles every shift so we bring them in where we can introduce them to
all the people on their team that are coming on right then. And then give them
assignments and so that they can all work out there as a team. And we include
them, you know, wearing an emergency department jacket is a feather in their
caps. They get things like that to be part of the team. (Emma, 3)
The exemplar-quotations considered so far reveal NMs’ conception of patient care
delivery as a collective team effort. NMs and their nurses work toward that goal when
staff nurses welcome the help that temporary nurses bring to their units while temporary
nurses adapt quickly and perform tasks diligently. Since current team members (i.e.,
permanent, staff nurses) and new team members (i.e., temporary, non-staff nurses)
support one another in different ways, this insight suggests that nurses of different work
arrangements serve different functions. The next section illustrates the representative

features of different work arrangements that make them uniquely attractive to nurses.
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Distinguishing among types of temporary and permanent work
arrangements. The second part of my RQ1 analysis builds on the permanent-temporary
distinction and presents Table 3 as a visual summary of the distinction between different
types of permanent and temporary nurses as well as their similarities and differences.
This model highlights two considerations that NMs used to differentiate among different
types of work arrangements. The vertical axis represents a continuum of shorter-term
nurses (who may work a complete shift or a part of it) to longer-term nurses (who are
scheduled to work for a number of shifts, if not for perpetuity). The horizontal axis
represents a permanent-temporary continuum. Although per diem and agency nurses are
generally more temporary than float and staff nurses, staff nurses may occasionally float
to understaffed units, thereby making staff nurses “temporary” in those instances. Float
nurses occupy the center of this framework because one may view float nurses as
permanent (from the perspective of float pool units) yet temporary (from the perspective
of the units that utilize float nurses). A diagonal line cuts across from the lower-left
corner through the upper-right corner to emphasize the notion that units customarily
employ temporary nurses on a shorter-term basis and permanent nurses on a longer-term
basis.

Nurses whom my participants labeled as temporary nurses fall under four distinct
AWA:s: (1) staff-floaters, (2) per diem nurses, (3) agency nurses, and (4) float nurses.
The data analysis suggests five major work arrangements. My participants’ descriptions
of these five types of work arrangements aligned with broad categories of temporary

nurses reported in the literature (e.g., Hemann & Davidson, 2012).
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Table 3 Typology of Work Arrangements as Perceived by NMs.

Per diem nurses
Rooted

Money
Flexibility
Consistent work environment

Float nurses
Task-oriented

Staff-floate

Agency nurses
Task-oriented

Staff nurses

Rooted

Relationships

Vested

Consistent work environment

Participants consistently described agency, float, and per diem nurses using the
descriptors of Money and Flexibility. Other practitioners and researchers have also
identified these two descriptors in their work on these AWAs (e.g., Adam, Kaplow,
Dominy, & Stroud, 2015; Shinners, Alejandro, Frigillana, Desmond, & LaVigne, 2016).
Money refers to the differential pay that nurses on AWAS receive in comparison to what
permanent or staff nurses receive. Flexibility refers to both employment flexibility (there
are many configurations of work schedules in which nurses are employed) and nurses’
flexibility (to adapt themselves to the challenges they find at work). I will provide

illustrative support for these five work arrangements below.
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Staff nurses. Rooted. Similar to per diem nurses, staff nurses opt for a work
arrangement that keeps them in their communities. Although nurses know that they can
earn differential allowances by picking up additional shifts as per diem nurses or by
performing 13-week travel-contracts as agency nurses, Ella (a NM in a 42-bed post-
operative joint-replacement unit) said that some nurses preferred permanent positions
chiefly because obligations “like family responsibility” keep them rooted in their local
areas (106). Sophia, who works at a 900+-bed nonprofit acute care hospital, shared her
analysis with me, “travelers are the ones that don’t have family obligations at home
because it is very difficult when you have children ...Usually, travelling is seen as an
early job entry or work after kids are grown” (27). Emma, employed by a large level-1
trauma tertiary care center, recognized the same reasons and in the same breath disclosed
the curiosity that almost every nurse has about the adventures of travel nursing:

[Permanent nurses] don’t have the ability to go anywhere. You’ve got kids in

school. You don’t want to be out there traveling. You have home obligations.

Quite frankly, we have lost a fa