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Abstract
The purpose of this evidence-based project was to compare one-year outcomes for
newly licensed Registered Nurses (NLRNs) in three organizations within the same
healthcare system. All three have lower than nationally reported turnover and strategies
for NLRN retention. Only one is using a Nurse Residency Program (NRP).
NRPs are recognized as an effective strategy to retain newly licensed registered
nurses (NLRNs) in their first year of employment (Institute of Medicine [IOM], 2010;
The Advisory Board, 2007; Spector, 2007). The Commission on Collegiate Nursing
Education (CCNE) (2008) defines an NRP as a series of learning sessions and work
experiences that occur continuously over a 12-month period designed to assist NLRNs as
they transition into their first professional nursing role.
This cross-sectional, descriptive study utilized the Casey-Fink Graduate Nurse
Experience Survey and intent to stay questions to collect data on NLRNs at one year post
hire. Results indicated no statistically significant differences between the three sites and
the subscales of the survey. There was a trend of a more positive score for professional
satisfaction with Site A. Turnover was also similar between sites and lower than the
reported 10% average, with Site A at 2%, Site B at 5%, and Site C at 4%. There was a
statistically significant difference between Site A and C in the intent to stay in their
current position, with Site A longer than Site C.
The study supports the literature and evidence that a NRP is an effective strategy
to decrease first year turnover. Further study is needed related to the effectiveness of the
components of the NRP, length of time for mentorship, and the impact of accumulation
of cohorts.

Chapter One: Introduction
Nurse Residency Programs (NRPs) are recognized as an effective strategy to
retain newly licensed registered nurses (NLRNs) in their first year of employment (IOM,
2010; The Advisory Board, 2007; Spector, 2007). The Commission on Collegiate
Nursing Education (CCNE) defines a NRP as a series of learning sessions and work
experiences that occur continuously over a 12-month period designed to assist NLRNs as
they transition into their first professional nursing role (CCNE, 2008). The purpose of
the program is to transition the entry-level NLRN into a competent professional
registered nurse (RN) who provides safe, quality care (Benner, 1984). This would
include effective decision-making skills, ability to incorporate evidence and researchbased interventions into practice, developing clinical leadership skills at the point of care,
and ensuring a commitment to life-long learning (CCNE, 2008). For CCNE accreditation
of NRPs, there must be a partnership between an accredited acute care hospital and one
or more accredited academic nursing program(s). There are several factors that have
driven the development of NRPs:
1.

The pending nurse shortage based on an aging workforce, societal need,
and diverse career opportunities (Buerhaus, Staiger, & Auerbach, 2009;
Rosseter, 2011).

2.

High percentage of first year turnover in NLRNs (Godinez, Schweiger,
Gruver, & Ryan, 1999; Almada, Carafoli, Flattery, French, & McNamara,
2004).
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3.

Recognition of NLRN reality shock and skill deficits (Kramer, 1974;
Benner, 1984; del Bueno, 2005; The Advisory Board, 2007; Roth &
Johnson, 2011).

4.

The complexity and specialization of nursing in acute care (Beecroft,
Dorey, & Wenten, 2007; Agency for Healthcare Research and Quality
[AHRQ], 2002).

5.

Nursing impact on patient safety and outcomes (Aiken, Clarke, Sloane,
Sochalski, & Silber, 2002; AHRQ, 2004; Myers et al., 2010; Rosseter,
2011).
Nursing Shortage

Starting in the late 1990s, the literature supports a future shortage of nurses as we
recognize an aging workforce with declining enrollment in nursing schools (Buerhaus et
al., 2009). Baby boomer retirements, more job options for young women, aging nursing
faculty, and an increasing acuity of patients are all reasons to believe that the nursing
shortage will continue (Dracup & Morris, 2007). This projection fueled a 60% increase
in new graduate nurses by the mid-2000s (The Advisory Board, 2007). It was one of the
few increases in decades.
The 2008 economic recession slowed hiring and increased retention of the
existing RN workforce, but the current national RN vacancy rate remains at 8.1%, or over
135,000 vacancies (Rosseter, 2011). Fifty-five percent of nurses in a national survey
reported their intention to retire between 2011 and 2020 (Rosseter, 2011). As these baby
boomers retire, the supply of RNs will grow only 0.2% per year between 2015 and 2025.
However, the demand for RNs will grow by 2-3% each year (Buerhaus et al., 2009).
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Projected need for RNs will be more than one million nurses by the year 2020 (Rosseter,
2011). The need for a continuing supply of new graduate nurses, and their retention in
the workforce, is evident.
New Graduate Turnover
High turnover in the first year of employment for NLRNs further complicates the
nursing shortage. In 2007, a survey by Price Waterhouse Coopers’ Health Research
Institute found that the national average turnover of all RNs in hospitals was 8.4%,
whereas it was 27.1% for NLRNs (Rosseter, 2009). Case studies have reported first-year
turnover as high as 40-60% (Godinez et al., 1999; Altier & Krsek, 2006; Goode, Lynn,
Krsek, & Bednash, 2009; Bratt, 2009; Ulrich et al., 2010; Hillman & Foster, 2011). All
studies reporting outcomes for NRPs include a reduction in first-year turnover.
Decreasing turnover from 50% to 13% will result in a return on investment as
high as 884% (Pine & Tart, 2007). Cost of turnover is an organizational concern.
Calculations range from $62,140 to $82,000 for new graduate replacements and $88,000
for experienced RN replacements (Bratt, 2009; Jones, 2008). NRP costs per resident
range from approximately $2,000 to $6,000, depending on what costs are included (Pine
& Tart, 2007; Bratt, 2009). Retention of one or more NLRNs can result in the NRP being
cost neutral.
Intent to Stay
Studies and discussions about the retention of NLRNs have recently included
measures for intention to stay with an organization (Brewer, Kovner, Greene, TukovShuser, & Djukic, 2011; Setter, Walker, Connelly, & Peterman, 2011). Intent to stay is a
work attitude that can influence turnover. A low score on intent to stay is a predictor of
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new graduate turnover (Kovner, Brewer, Green, & Fairchild, 2009). Kovner et al. (2009)
surveyed NLRNs and found that those with more autonomy, promotional opportunities,
and fewer local and non-local job opportunities reported greater intent to stay in their
current job. Retention of NLRNs is also dependent on increasing their professional selfconfidence and job satisfaction (Owens et al., 2001). Terminology for intent to stay can
also include intent to leave or turnover intention. Beecroft et al. (2007) studied NLRN
turnover based on three primary factors important to nurse retention: (a) individual
characteristics; (b) work environment; and (c) organizational factors. In the analysis, the
authors used a total score for all instruments and subscales and transformed the score to a
percent from 0% - 100%. A higher score indicated better levels of the defined
characteristic. In their study, they used the term “turnover intent” (TI) as a global
measure of an individual’s intention to leave the hospital. TI was compared to individual
characteristics of age, previous work experience, unit choice, and coping skills. For
instance, respondents greater than 30 years old were four to five times more likely to
have TI if they did not get their unit choice (Beecroft et al., 2007). Work environment
variables included job satisfaction and control over practice through empowerment,
autonomy, and decision-making. Leadership and staff relationships, leader
empowerment, and organizational commitment reflect examples of organizational
factors. Higher scores on work environment and organizational characteristics
contributed to lower TI 79% of the time (Beecroft et al., 2007). When NLRNs are
satisfied with their jobs and pay and feel committed to the organization, the odds of TI
decrease.
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Impact of Stress
Increased seeking of social support is also related to higher TI and may reflect
failure to obtain the needed support to deal with stressors (Beecroft et al., 2007;
Messmer, Bragg, & Williams, 2011). Studies conducted have shown that 89% of NLRNs
experience stress and anxiety in their new role, especially when placed in work areas with
high patient acuity (Duclos-Miller, 2011). Higher stress is also associated with decreased
work productivity (Letvak & Buck, 2008). A study conducted by Aiken et al. (2002)
found that 43% of nurses who report high burnout or stress indicate intent to leave in the
next 12 months versus 11% of nurses who are not experiencing burnout. Stress, burnout,
and reality shock are important factors to consider in the employment of NLRNs.
New Graduate Reality Shock
Kramer’s (1974) Reality Shock is the seminal work that triggered close
examination of how nurse leaders support new graduates in their first employment as a
nurse. Kramer described a reality shock that is experienced when an NLRN assumes
his/her first job and realizes the differences between school values and work values.
Reconciling these differences will often create conflict. How they resolve that conflict
can mean the difference between staying in the role or leaving the position, institution, or
even nursing (Kramer, 1974). To help decrease the impact of reality shock, Kramer
(1974) developed the Anticipatory Socialization program offered in the last three years of
nursing school.
Patricia Benner (1984) further examined the conflict of school values versus work
values and how the first year of employment impacts the resolution (Kramer, 1974).
Benner’s (1984) framework of Novice to Expert, another seminal work, provides a model
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to structure this transition in a realistic timeframe and reduce the impact of reality shock.
The advanced beginner phase as described by Benner (1984) is appropriate for the first
year of employment as an NLRN. Characteristics of this phase include demonstration of
marginally acceptable performance and the beginning of relating recurring situations to
meaningful interpretation. They often have to concentrate on learned rules, so it is
difficult to take in the bigger picture. They require support in the clinical setting to set
priorities and think critically. The next phase, that of being a competent nurse, often
occurs after two to three years in the same clinical setting (Benner, 1984).
Program Length
Many orientation and staff development programs in acute care facilities have
used Benner’s novice to expert theory to guide curriculum development and length of
time for staff support. In the late 1980s, one began to see reports of preceptor education,
mentoring programs, extended orientation, and specialty-based internship programs in
critical care, pediatric, and geriatric nursing, as strategies to improve the transition to
practice (Godinez et al., 1999). NLRNs described the first three months of employment
as the most stressful, so consequently three months became the common length of new
graduate orientation (Godinez et al., 1999). While these programs were certainly
beneficial, turnover, measured in percent of those leaving their job, continued to be
higher in the first year than the national average for all RNs.
In 2001, Beecroft, Kunzman, and Krozek, described the need for a longer
orientation of NLRNs because of the pediatric specialty in their hospital and developed
an internship program six months in length. They collected data from two internship
groups and one control group of nurses who started 24 months prior to the start of the
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internship. Turnover in the interns was 14% compared to the control group of 36%
(Beecroft et al., 2001). Critical care was another specialty that often increased orientation
to six months.
Goode and Williams (2004) recognized that the RN vacancy rate was contributing
to the need to put NLRNs in areas of the hospital with high acuity patients and complex
needs. They partnered with the University Health System Consortium (UHC) to create a
one-year post baccalaureate NRP. For the program, Casey, Fink, Krugman, and Probst
(2004) developed a new graduate experience survey that identified a pattern of increased
stress and disillusionment at six months with an increase of confidence and satisfaction at
one year. This V-shaped pattern was an important finding and provided rationale to
extend support to NLRNs for the full year after hire. They also demonstrated a
substantial decrease in turnover of NLRNs compared to previously reported data. One
year has become the recommended transition period for NLRNs with some evidence that
highly specialized units may require a longer period of residency (The Advisory Board,
2007; Duclos-Miller, 2011).
New Graduate Skill Deficits
Surveys completed by hospital staff and nursing executives have asked if NLRNs
are prepared to provide safe and effective care in the hospital. Less than half agreed, and
in one study only 10.4% felt that they were prepared to practice (Spector, 2007; The
Advisory Board, 2007). They were particularly concerned about synthesizing data from
multiple sources, a skill gained over time with experience (The Advisory Board, 2007).
Del Bueno (2005) points out the lack of critical thinking or clinical judgment
ability of NLRNs. The focus in basic nursing education is on knowledge accumulation.
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Experience requires application, analysis, and synthesis. This comes through more
exposure to real patients and experience with clinical coaches (del Bueno, 2005).
Clinical coaches ask questions rather than just showing and telling them what to do.
When the NLRN is unable to accurately recognize and synthesize patient data, safe
patient care is compromised (del Bueno, 2005). This synthesis or clinical judgment
defines critical thinking. Lack of critical thinking is a concern because NLRNs are
expected to care for higher acuity patients, including those in intensive care units (Dracup
& Morris, 2007; Myers et al., 2010). Roth and Johnson (2011) found that 19% of NLRNs
reported being frequently overwhelmed by patient care responsibilities. They were
specifically less competent in the areas of clinical reasoning and judgment.
Increasing Patient Complexity
Acuity is a term used to differentiate the amount of care needed by an individual
patient. The higher the acuity, the more patient care required. One study found patient
acuity increased 21% from 1991-1996 (AHRQ, 2004). A shortage of critical care nurses
in the late 1990s was one of the contributing factors to identifying nurse labor trends.
Nurses have become more and more specialized in order to manage the complexity of
patient care (Beecroft et al., 2007). Patients throughout the hospital have increased
patient acuity. Aiken et al. (2002) described high technology hospitals as those with open
heart surgery and/or major transplants. While they account for only 28% of the 210
hospitals studied, more than half of the patients discharged and half of the nurses
surveyed were from high technology hospitals. The specialty practices in high
technology hospitals are resource intense and require the use of NLRNs to maintain
adequate staffing levels.
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Impact on Patient Safety
In the past decade, studies have described the impact of inadequate staffing on job
satisfaction and stress resulting in higher 30-day patient mortality and failure to rescue by
personnel (Aiken et al., 2002; Stone et al., 2007). Deaths that occur within 30 days of
admission of patients with complications such as aspiration pneumonia, hypotension, and
shock are a measurement of failure to rescue (Aiken et al., 2002). Adequate staffing is
also significantly associated with a lower incidence of decubiti, ventilator associated
pneumonia, and central line blood stream infections (Stone et al., 2007; Rosseter, 2011).
Nursing-sensitive outcomes refer to patient conditions responsive to nursing intervention
and are indicators of quality of care (AHRQ, 2004). Staffing that allows nurses to use
skills of surveillance, early detection, and timely interventions will decrease failure to
rescue and mortality (Aiken et al., 2002). Improving nurse staffing levels also positively
impacts turnover intention and job satisfaction.
The Institute of Medicine report in 2000, To Err is Human: Building a Safer
Health System, brought about social mandates regarding patient safety (IOM, 1999). The
Nursing Quality Forum (NQF) established consensus standards around nurse-sensitive
care that relate to a patients’ probability of acquiring a pressure ulcer, central line blood
stream infection, ventilator acquired pneumonia, urinary tract infections, and other
complications (Stone et al., 2007). Prevention of these complications is not only
beneficial to patients, but also allows maximum reimbursement to hospitals.
In 2001, the Agency for Healthcare Research and Quality received $10 million to
fund research studies related to quality improvements in healthcare. There were five
studies funded related to nurses’ workload and working conditions, and six studies
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related to the impact of stress and fatigue. This resulted in a comprehensive summary of
hospital nurse staffing and quality of care (AHRQ, 2004). NLRNs also report a concern
for safety related to inexperience with medication administration (Myers et al., 2010).
Medication errors are a frequent cause of patient harm. The evidence shows a link
between nurse staffing, safety, and quality care. Continued study is recognized and
needed. Preparing new nurses for this environment is critical to the provision of safe
patient care.
Nurse Residency Programs
Goode and Williams (2004) described a survey conducted by the chief nursing
officer council of UHC. They surveyed academic medical centers to determine if they
had internships or residencies as a transition to practice and found a wide variety of
programs. UHC and the American Association of Colleges of Nursing (AACN) formed a
task force to develop a one-year NRP. Components included the general orientation
offered to all new employees, a preceptor-guided clinical experience, a core curriculum
for NLRNs offered across the entire year, and access to a facilitator to discuss issues and
give general guidance.
NRPs have continued to evolve, including a commercially available program
called “Versant,” and many home grown programs in various hospitals and groups of
hospitals across the nation (Ulrich et al., 2010). While the core curriculum and
orientation methods may vary, all agree on the importance of trained preceptors that
focus on the needs of NLRNs and some type of support through a one year period (Salt,
Cummings, & Profetto-McGrath, 2008). In naming the program, an internship can imply
a more basic competency expectation, whereas a residency considers the complex
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environment of specialty practices. A common term will assist in the standardization
process. Pellico, Brewer, and Kovner (2009) conducted a survey of NLRNs. Comments
indicated that a residency program was one of the strategies increasing job satisfaction.
National Recognition of Nurse Residency Programs
The need for NRPs is now gaining national consensus. Professional nursing
organizations, such as the American Organization of Nursing Executives (AONE),
American Nurses Association (ANA), AACN, and the National Council of State Boards
of Nursing (NCSBN), all support the need to standardize transition to practice via an
NRP (Spector, 2007; The Advisory Board, 2007). The Institute of Medicine report
(2010) on the future of nursing refers to a NRP program in the recommendations for
action. The standards developed by the Commission on Collegiate Nursing Education
(CCNE) in 2008 for the accreditation of post-baccalaureate NRPs were a step forward for
NRPs. Currently, there are ten programs holding CCNE accreditation in Colorado,
Florida, Kansas, Kentucky, New Mexico, New York, Texas, and Wisconsin.
Kramer et al. (2012) published a qualitative study of 907 nurses interviewed
during 20 site visits to Magnet hospitals. They measured answers to questions directed at
challenges identified by NLRNs to be critical to managing their professional role
responsibilities. In those hospitals that had NRPs, including a transition component
lasting 12-15 months, they found improved NLRN job satisfaction, retention, and
performance improvement. The authors concluded that if the NRP led to
transformational changes and if those changes are tied to improved patient outcomes,
“…NRPs may well be the single, most cost-effective, hospital organizational
transformation instituted by nurse leaders in recent years.” (Kramer et al., 2012, p. 167).
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Project Description
After examining the evidence, the purpose of the project was to measure one year
post hire outcomes for NLRNs in three sites within an academic healthcare system
located in three states. Different strategies at each site were used for decreasing turnover
of NLRNs. All hospitals in the system had one year turnover rates of NLRNs that ranged
from 5-17%. In contrast, the literature reported NLRN first year turnover as high as 50%
(Bratt, 2009).
Site A was a part of a regional pilot program for a NRP that was effective in
improving new graduate satisfaction and increasing retention. After the pilot concluded,
Site A decided to continue a one year NRP. The pilot curriculum, developed through the
collaboration of academic faculty and community partnership, was reviewed, participant
feedback and literature review was included, and the content evolved. The final program
reflects three major themes: leadership, patient safety, and professional role.
The leadership classes start at about two months post hire over four consecutive
weeks. Topics include nurse empowerment, physician communication, and delegation.
At approximately six months into the program, a four-hour session covers patient safety
related to pain management, skin assessment, managing the deteriorating patient, and the
dying process. The final session is at one year post hire and addresses the topics on
professionalism, such as conflict management, critical thinking, and clinical decision
making. There is also an assigned mentor for the year to address socialization issues on
the unit and at home. Evaluation includes use of the Casey-Fink Graduate Nurse
Experience Survey (CFGNES) at baseline, six months, and one year.
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Clinical orientation is primarily for the first three months, extended up to six
months if going to an intensive care unit. The first two weeks of clinical orientation
includes 22 hours of didactic, eight hours of simulation training, and 28 hours of
computer training before coming to the nursing units. In the medical/surgical setting, all
RNs receive approximately 420 hours of clinical orientation on the unit with a preceptor.
Site B uses a separate graduate nurse (GN) job description for the first year of
hire with specific competencies to achieve before moving into the RN job description.
The original experience was six months, but feedback from participants and managers
indicated the need to increase the program to one year, which was done in 2007. They
also hire new graduates prior to taking their National Council Licensure Examination
(NCLEX) exam and provide a one week review. The participants are in a nurse
technician II position on the day shift until taking and passing the NCLEX exam. Nurse
technician II’s are expected to take the NCLEX exam within six weeks of hire. If the
candidate is unsuccessful, they are expected to continue to study and retake the exam
within the next 9 weeks.
All RNs participate in an orientation that combines didactic classes and preceptorguided clinical experience. Clinical orientation is typically 16 weeks. In addition, new
graduates attend a series of six classes, about one day a month with the last class at nine
months. Topics include MD communication, sepsis, diabetes management, pain
management, the dying process, and other clinical topics. The simulation center is used
for MD communication and pain management.
Site C has held Magnet Recognition since 1997. Magnet status is a national
program that recognizes healthcare organizations for quality patient care, nursing
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excellence, and innovations in professional nursing practice. Site C has a three-month
orientation program for NLRNs employed in a general medical/surgical unit; for critical
care, it has a six-month critical care internship program. Initial orientation is a two-week
didactic course that covers philosophy of the department of nursing, shared decision
making, documentation expectations, and policies and procedures. Specialty-specific
didactic classes and a preceptor-guided clinical experience follow the initial orientation.
Use of simulation, group discussions, return demonstrations, and self-learning are all
methodologies used by Site C. While mentors are not used, there is a Work-Life
Connectedness Program run by staff nurses. Discussion groups for new nurses are held
every other month. The program nurses also coordinate social activities for those new to
the city.
Table 1 summarizes the components of all RN orientation times and hours
dedicated to NLRN didactic classes.

Table 1
Comparison of Sites for All RN Orientation
New
Employee
Orientation
hours

Nursing
Orientation
Didactic
hours

Med/Surg
Clinical
Orientation

Use of
Simulation
Center

NLRN
class
hours

Mentor or
support
groups for
NLRN

Site A

16

58

10.5 weeks

Yes

16

yes

Site B

8

56

16 weeks

Yes

44

yes

Site C

16

56

10 weeks

Yes

N/A

yes
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Project Purpose
The purpose of this project was to use the Casey-Fink Graduate Nurse Experience
Survey to compare NLRNs outcomes at one year post hire between three sites, all a part
of an academic healthcare system. There were two questions asked to measure intent to
stay. As described above, Site A used a NRP, Site B had a one-year graduate nurse
program with a separate job description, and Site C is a long term Magnet organization.
The post project goal was to standardize the approach for transition to practice across all
sites via a NRP.
Research Questions
This project addressed the following research questions:
1. What is the first year turnover of NLRNs for all three sites?
2. Using the Casey-Fink Graduate Nurse Experience Survey, what is the
comparison of scores for NLRNs after one year post hire at all three sites?
3. What is the length of time NLRNs at one year post hire intend to stay in their
current unit positions and in the hiring institution at all three sites?
Definition of Terms
Advanced Beginner
Second phase in Benner’s (1984) novice to expert theory, characterized by
demonstration of marginally acceptable performance and the beginning of relating
recurring situations to meaningful interpretation.
First-Year NLRN Turnover
Turnover measured only for a selected group of newly licensed registered nurses
at one year.
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Intent to Stay
Decision of nurses to stay in their present jobs for a defined period of time
(Mrayyan, 2008).
Newly Licensed Registered Nurse (NLRNs)
Registered nurses who passed the National Council Licensure Examination
(NCLEX) for the first time between 6-18 months prior to completing the survey (Kovner
et al., 2009; Pellico et al., 2009).
Nursing-Sensitive Outcomes
Variable patient or family condition or state responsive to nursing intervention
(AHRQ, 2004).
Reality Shock
“The shock-like reaction that occurs when an individual who has been reared and
educated in that subculture of nursing that is promulgated by schools of nursing suddenly
discovers that nursing as practiced in the world of work is not the same – it does not
operate on the same principles” (Kramer, 1974, p. 291).
Nurse Residency Program (NRP)
A series of learning sessions and work experiences that occur continuously over a
12-month period designed to assist new employees as they transition into their first
professional nursing role (CCNE, 2008).
Retention Rate
Based on the individual’s year of hire and unaffected by the number of nurses
hired. Can never exceed 100% and is not confined to a 1-year period. Typically
calculated as the inverse of turnover (Jones, 2008).
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Turnover
Measured annually, number of RNs leaving an organization divided by the total
number of RNs, including voluntary and involuntary.
Summary
In summary, Chapter One introduced NRPs as a strategy for increased retention
of NLRNs. It summarized factors driving the development of NRPs including the
pending nurse shortage, first year NLRN turnover, NLRN reality shock and skill deficits,
and the complexity of nursing in acute care impacting patient safety. A brief description
of the proposed project, research questions used to search the literature, and definitions
were also provided. In the next chapter, the evidence related to the studies done on this
important effort is presented.
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Chapter Two: Review of Literature
“Evidence is a collection of facts that grounds one’s belief that something is true”
(Melnyk & Fineout-Overholt, 2011, p.77). This chapter includes synthesis of the
literature related to NRPs: the definition of a NRP, description of the studies done fitting
the definition, and outcomes measured. The strength of the evidence is presented
followed by a discussion of the implications for transition to practice programs. It begins
with the use of a PICO question, which addresses each of the following four components:
“P” for population or patient; “I” for intervention; “C” for comparison; and “O” for
outcome.
Search Strategy
The literature review regarding effectiveness of NRPs was guided by a PICO
question: In new graduate RNs (P), does an RN residency (I) versus no RN residency (C)
increase first year retention and intent to stay (O)? Search terms included new graduate
RNs, RN residency, intent to stay, RN residency and outcomes, and retention of new
graduates. Databases used were Medline (ISI Web of Knowledge), PubMed, CINAHL,
Ovid Journals, Science Direct, and Cochrane Library. The search was limited to the
English language, full text, and in some cases, the year range. When the year range was
not limited, there were few articles specific to residencies prior to the mid-1990s. The
majority of studies were from 1999 to present.
Google Scholar was used and yielded additional articles of interest related to
medical residencies and unpublished dissertations. Some of the more recent articles
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(2011) were also found via Google Scholar. Finally, a few more articles and books were
found in the reference list of the articles reviewed. The reference lists were particularly
helpful in finding the more seminal works and determining theoretical framework. Some
articles and PowerPoints were used from attendance at webinars or conferences.
The Cochrane Library did not have any systematic reviews of NRPs. In Medline,
however, one article was found that contained a systematic review of the literature related
to retention strategies for new graduates, including residencies (Salt et al., 2008). Their
inclusion criteria for the review were those articles related to new graduate nurses,
retention strategies identified and implemented, retention measured and reported, and
articles reporting primary research. Of the 16 studies found, 14 were published after
2001 and six related to NRPs or internships (Salt et al., 2008).
Exclusion criteria were useful in narrowing the search to pertinent articles
considered within the scope of the PICO question. Articles excluded from the review
focused only on graduate nurse work satisfaction, work perceptions, nurse empowerment,
preceptor/mentor focus, or on particular components of the NRP. While these articles
would be helpful to review when determining curriculum for a NRP, they were not
helpful in addressing the PICO question.
The outcomes identified in the PICO question were first-year retention for new
graduates and intent to stay. While first year retention or turnover is one of the most
reported outcome measures, intent to stay was of interest to the Chief Nursing Officers at
all three sites to be used in this project. It was important to determine a consistent, valid
and reliable tool or set of questions related to intent to stay. Similarly, return on
investment and cost of turnover provided helpful information in the consideration of
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outcomes. Results of the search for an “intent to stay” question will be discussed in
Chapter Three.
Defining an NRP
Background
The phrase “nurse residency” began to appear more frequently in the literature
after year 2001. Prior to that, the same term would bring up titles describing internships
and fellowships. Some of the first uses of the term “residency” seem to have come from
the Veterans’ Administration (VA) hospitals. Olson et al. (2001) developed a nursing
student residency that was modeled after the Veterans’ Affairs Learning Opportunity
Residency (VALOR) program. There were three hospitals and three nursing programs in
South Dakota that collaborated in developing the residency. They selected students
enrolled in their senior year of nursing school and matched them with a preceptor in one
of the partner hospitals. The program expected each student to maintain classes as a fulltime student and complete 900 hours of clinical time with the preceptor as part of the
residency. They were paid an hourly salary for the 900 hours. Faculty met with the
student residents twice each semester during the summer, fall, and spring. The findings
included mean scores of the residents for the medication administration test, the
intravenous therapy test, and the critical thinking test compared over three time periods.
The time periods were at the beginning of the program, at graduation, and at one year
post employment. The amount of orientation decreased compared to new graduates not
in the program (Olson et al., 2001).
The same year, Owens et al. (2001) published results of a system-wide new
graduate internship program in Virginia. The outcome focus was to improve retention of
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new graduate nurses and to standardize the approach for all system hospitals. An eightweek internship included hospital orientation, precepted clinical orientation, and five
didactic classes on transitional issues, hospital policies, specific skill acquisition, and
stress management. Their outcome measure was to report turnover of the internship
group compared to turnover statistics in the literature. Of interest was the report of
overall turnover in the first year that included leaving the position but not the health
system. They found a 12% turnover of those leaving the hospital or system, but another
14% - 15% that transferred within the system. Typically, first-year turnover is defined as
the percent of new graduates leaving the organization and does not include internal
movement or transfers. These internal transfers can also be a burden to managers and is
not without cost to the organization.
In December of 2001, Beecroft et al. (2001) published their outcomes of a oneyear RN internship for Children’s Hospital in Los Angeles. They cited the limited
pediatric exposure in nursing school, high intensity of the work environment, and high
level of patient acuity as reasons to consider a longer internship than previously reported.
Their program included an average of 716 hours of precepted clinical experience, a
mentor for each new graduate, debriefing and self-care sessions, and an average of 224.5
hours of classroom time. The outcomes of 50 new graduates were compared to a control
group of 45 new grads hired within the previous 24 months. While there were
demographic differences between the two groups, it is one of the few studies using any
type of control group. Turnover was reported as 14% for the internship group and 36%
for the control group. Intent to stay was also measured via an anticipated turnover scale.
There was a significant difference between the two groups at six months into the
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internship with interns indicating a preference to stay, but it was not significant at 12
months. The authors concluded that since the 12-month interns were compared to a
control group with two years of experience, this was still a positive finding.
Colleen Goode was the Chief Nursing Officer (CNO) in 1998 at the University of
Colorado and had a vision of creating an effective transition to practice program. In
doing the research, it became evident that more work was needed to be done in relation to
the development and implementation of a standardized approach. This led to a
partnership and a task force of the University HealthSystem Consortium (UHC) CNOs
and the deans from the American Association of College of Nursing (AACN). In 2002, a
standardized curriculum for a NRP was developed and implemented at six academic
hospitals (Goode & Williams, 2004). The key elements of the program included a core
curriculum extending across the one-year program, general orientation to the hospital,
preceptor-guided clinical experience, access to a facilitator to discuss issues, and role
development guidance. The publications noted during 2001 and the UHC/AACN
partnership launched further studies and refinement of transition to practice NRPs after
graduating from nursing school.
The term “residency” seemed to fit because it was focused on a time period after
graduation from a basic preparation program, and a salary was paid to the residents. Paid
time is an important clarification, as there can be an expectation of some productive work
for a percentage of the time in addition to the education and support focus. This is also
consistent with the use of the term in other professions such as medicine, pharmacy, and
chaplaincy. There remain a number of names for NRPs, but a review of titles in the
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literature indicated a preference toward “Nurse Residency Program.” It is also the term
used for ANCC program accreditation.
Body of Evidence
The review and critique of literature for this project consisted of 14 articles about
NRPs and internships that described a study with a purpose and design in which the
outcomes were measured. The total sample size of all 14 was over 9,255 new graduates.
All 14 studies reported using a core curriculum focused specifically on the needs of the
NLRN. Some described excluding experienced RNs and those returning to work after a
period of not working. Table 2 summarizes the components reviewed.

Table 2
Selected Program Components of 14 Residency Studies
Studies

Beecroft et al. (2001)

One year

Mentor

x

x

Academia/
practice
partnership

First year
turnover
14%

Owens et al. (2001)

(8 wks)

Woods (2003)

(2 yrs)

X

4.4%

Goode & Williams (2004)

x

X

No data

Altier & Krsek (2006)

x

Herdrich & Lindsay (2006)

x

X

10%

Williams et al. (2007)

x

X

12%

Goode et al. (2009)

x

X

9%

X

10%

x

No data

Bratt (2009)
Dyess & Sherman (2009)

(15 mos)
x

12%

13%

x
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Table 2 (continued)

Studies

One year

Mentor

Academia/
practice
partnership

First year
turnover

x

x

X

13%a

Ulrich et al. (2010)

(16+ wks)

x

X

7.1%

Hillman & Foster (2011)

(16 wks)

9.2 %

Woodward et al. (2011)

(12 wks)

12%.

Kowalski & Cross (2010)

Note. All programs had core curriculum specific to NLRNs.
Average turnover for two cohorts

a

Program Length
The majority of the studies described the length of the program as one year. Two
studies were longer (Woods, 2003; Bratt, 2009) and four were shorter ranging from 8-16
weeks (Owens et al., 2001; Ulrich et al., 2010; Hillman & Foster, 2011; Woodward,
Kelly, & Gifford, 2011). Ulrich et al. (2010) described the Versant program, a for-profit
company developed following implementation and research started by the Children’s
Hospital Los Angeles (CHLA) in 1999. One of the studies included was written about
the start of that program, and while the Versant program is shorter, the original research
was for a one-year time period (Beecroft et al., 2001).
Williams, Goode, Krsek, Bednash, and Lynn (2007) described a V-shaped pattern
to job satisfaction when measured at the beginning of the program, at six months, and at
one year. The drop in job satisfaction occurred at six months, a typical time to complete
new graduate orientation. Satisfaction increased to almost baseline at the end of one
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year. The authors concluded that one year was an appropriate time period to provide
support to an NLRN. In contrast, analysis of the studies in the systematic review
revealed that for those with the strongest research designs, the highest retention rates
were associated with a program length of three to six months (Salt et al., 2008).
Academic and Practice Partnership
Nine of the studies examined referred to an academic and practice partnership. It
is important to note that a requirement for certification of a NRP now requires that a
partnership exists. CCNE (2008) standards include expectations and credentials of
program faculty and program quality of commitment and resources, both a joint
responsibility between the acute care hospital and the academic nursing program. There
is an assumption that it is a mutual responsibility to create a quality workforce of the
future. The roles of each partner are not specified in the standards.
Typically, the role of academia is to assist in curriculum development, theoretical
framework, and support of the research component, including outcome measurement
(Herdrich & Lindsay, 2006; Kowalski & Cross, 2010). In some programs, faculty from
the academic organization may be coordinators of the program or facilitate the mentoring
support needed. Bratt (2009) described the funding and scholarship infrastructure by
their academic partners. The use of a university skills lab was described in one program
(Kowalski & Cross, 2010). The role of the practice organization is to provide the arena
for implementation (Bratt, 2009). Organizations need to financially support the program,
identify transition to practice priority issues, and communicate the business case.
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Mentors and Social Support
Formal mentor components were only identified in four studies (Beecroft el al.,
2001; Bratt, 2009; Kowalski & Cross, 2010; Ulrich et al., 2010). Most studies discussed
providing access to facilitators or coordinators who would support the resident in their
role development and socialization process (Williams et al., 2007; Krugman et al., 2006).
Some described peer focus groups that would meet periodically with a facilitator either
from the faculty or a clinical educator from practice (Owens et al., 2001). In the original
six sites of the UHC/AACN NRP, data showed one organization with lower program
satisfaction. The analysis revealed that it was the only program that did not hold monthly
cohort sessions. They had chosen to go to each specific nursing unit to deliver the
content. After review of the data, that site chose to go to the monthly cohort sessions,
which the authors concluded was an important part of the social support component
(Krugman et al., 2006).
The mentor component is often the piece that creates the year-long program,
rather than the precepted clinical experience. For instance, while the Versant program is
16-22 weeks long, Ulrich et al. (2010) discussed adding a mentor for up to a year
following the program. In a supporting article, Messmer et al. (2011) looked at the
correlation of job satisfaction and burnout related to turnover. They observed that many
NLRNs believed they were coping effectively related to the patient care stresses but may
be suffering from serious interpersonal conflicts in their own relationships. Teaching
effective methods of coping for both personal and work-related stress was incorporated
into the mentor and social support components.
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Outcomes Measured
All 14 of the studies reviewed included the importance of decreasing first year
turnover of NLRNs. Turnover statistics were reported as first-year turnover or first-year
retention. Four of the studies used retention rates when reporting outcomes (Herdrich &
Lindsay, 2006; Bratt, 2009; Kowlaski & Cross, 2010; Hillman & Foster, 2011). Since all
were reporting turnover or retention for the sample studied over a defined period of time,
retention was assumed to be the inverse of turnover. Turnover statistics in Table 3
(Appendix A) converted retention percent to turnover percent for comparison purposes.
A weakness in many of the studies was a lack of definition of turnover. In some cases it
was defined as voluntary terminations, while in others it was defined as all terminations.
Turnover ranged from 4.4% - 22%.
Kowalski and Cross (2010) acknowledged a change from 22% turnover with the
first cohort to a preliminary 4% turnover with the second cohort (averaged to 13% for
summary in Table 2). They were able to define specific interventions to improve the
turnover such as mandatory attendance at the residency classes, mentor orientation, and
core content revisions. Ulrich et al. (2010) noted decreased turnover with the number of
cohorts completed. While reporting a 7.1% average over 10 years, they reported that by
the fifth cohort, turnover was 4.3%. This is a significant finding to be further researched
as more programs have long-term experience. Comparison of previous turnover rates
was variable between all studies. Almost half used comparisons from the literature
reports that ranged from 35% - 60% and therefore all had significant decreases in
turnover. Many of those authors acknowledged that NLRN turnover had not previously
been collected. Turnover statistics are typically calculated for an organization as overall
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turnover (those leaving the organization divided by total number of employees) which
would include new graduates and experienced staff.
Three of the studies did not include the data as part of the publication. Goode and
Williams (2004) stated that the results would be published in a subsequent article. That
summary of outcomes did not include sample size but did reveal overall outcomes and
used graphs to compare the sites and a reported turnover rate of 8% (Krugman et al.
2006). The UHC/AACN program had several publications at various points of the
partnership. Appendix B summarizes the timeline of those publications reviewed for this
project.
Three of the studies used control groups (Beecroft et al., 2001; Woods, 2003;
Ulrich et al., 2010) as a means of comparison. Woods (2003) reported a statistical
significant difference, p = .001, in turnover rate between residents (4.4%) and nonresidents (38%). One study reported the correlations with intent to stay and turnover.
Intent to stay was measured using one question: “Do you plan to leave this facility in the
next year?” (Ulrich et al., 2010, p. 372). They found that intent to stay was a predictor of
actual turnover at one year and two years of employment (p = .0001). Table 4 lists the
turnover metrics and comparisons used for the 15 studies.
Strength of the Evidence
Types of Research
The purpose of the literature review was to evaluate the evidence related to NRPs
and the impact on first year retention of NLRNs. In the 14 studies examined, most were
descriptive studies with an experimental design using convenience samples. None of the
studies used random sampling methodology or randomized control trials. Two of the
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studies compared outcome data with a control group (Beecroft et al., 2001; Woods,
2003).
The highest level of evidence came from two studies that described the outcomes
for several cohorts and several different hospitals over time. Williams et al. (2007)
compared data from the first cohort of six sites to the second cohort of six sites. They
measured resident perceptions of stress, skill development, control over practice, and job
satisfaction. They used analyses of variance (ANOVAs) over time periods consisting of
entry into the program, at six months, and at one year. The instrument used for skill
development was the CFGNES, which has an overall Cronbach’s score of 0.89. Gerber’s
Control Over Nursing Practice (CONPS) and the Mueller and McCloskey Satisfaction
Scale (MMSS) were additional tools used and were commonly cited in other studies. The
CONPS and MMSS scores reflected the V-shaped pattern mentioned earlier with the drop
of scores being at the six month interval (Williams et al., 2007).
At 10 years, the Versant program had enrolled 6,000 new graduates. Ulrich et al.
(2010) described the revisions, metrics, and outcomes over the 10 years. They collected
RN demographics, used reliable and validated measurement instruments, and recorded
turnover monthly from months 12 to 60. They noted a trend in 12-month turnover
decreasing as more cohorts were completed within an organization. They also
implemented standardized reporting of turnover to obtain a more accurate baseline and
subsequent measures. Using the Nursing Competencies Rating Scale, observers rated
nurses from a comparison group and a sample of each residency cohort. The average
experience for the comparison group was 17 months. Average length of the residency
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program was 18 weeks. They found that the average observed rating was equal or higher
for the residency group versus the comparison group (Ulrich et al., 2010).
A summary of the study designs in order of significance is included below in
Table 4 (Bibbins-Domingo, 2006; Melnyk & Fineout-Overholt, 2011). Bibbins-Domingo
(2006) described the significance of the evidence for analytic studies that were
observational in design. Those that were cross-sectional, case-control, and cohort studies
are a higher level of evidence than descriptive case studies.

Table 4
Studies Sorted by Level of Evidence, From High to Low
Level of evidence
(highest to lowest)

# of
studies

Study

III - Cross-sectionala
and longitudinalb

2

Williams et al. (2007); Ulrich et al. (2010)

IV - Cross-sectionala

6

Owens et al. (2001); Goode & Williams (2004); Altier
& Krsek (2006); Goode et al. (2009); Bratt (2009);
Dyess & Sherman (2009)

IV - Case-control

2

Beecroft et al. (2001); Woods (2003)

VI - Longitudinalb

2

Kowalski & Cross (2010); Hillman & Foster (2011)

VI - Case series

2

Herdrich & Lindsay (2006); Woodward et al. (2011)

Note. aUsing more than one hospital. bUsing more than one cohort.

While the validity of the research designs was weak in establishing statistically
significant correlations, outcomes of improved retention were consistent and appeared to
be significant. Most all reported a decrease of turnover by 10% - 40%. With the cost of
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one RN leaving the organization estimated at $82,000, the return on investment to save
even one RN from leaving is substantial (Jones, 2008).
Measurement tools were primarily valid and reliable and trends emerged on those
used. Most all identified the need for continued research and new methodology for the
research. The lack of consistency and variable results also demonstrated the need for a
standardized approach.
Discussion of Implications
The Institute of Medicine has embraced a methodology of implementing best
practices to include a bundled approach. They describe a bundle as “a structured way of
improving the processes of care and patient outcomes: a straightforward set of evidencebased practices – generally three to five – that, when performed collectively and reliably,
have been proven to improve patient outcomes” (Institute of Healthcare Improvement,
2011). They started with the concept of a bundle of interventions for decreasing
ventilator acquired pneumonia. While each intervention was based on evidence, ensuring
that all the interventions were followed for all patients is what made the biggest impact
on positive outcomes.
Summary
Chapter Two included the review of the literature, the definition of an NRP,
component descriptions, strength of evidence, and a discussion of the implications. The
evidence for individual components of a NRP clearly demonstrates positive outcomes for
job satisfaction and overall decreased turnover. Based on the studies reviewed and other
articles describing components of a residency, a bundle for a NRP would include a
clinical orientation guided by trained preceptors (Roth & Johnson, 2011); core curriculum
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specific to new graduates offered over time; and mentoring or social support via peer
cohorts, objective facilitators, and/or individual mentors that is sustained for up to a year.
This standardized approach applied to all NLRNs should have a positive impact on
decreasing first year turnover.
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Chapter Three: Methodology
This chapter includes a description of the design, sample, and survey tool for the
project. There is also a discussion of the methods and procedures for the project,
including the protection of human subjects. The design is a cross-sectional, descriptive
study. The purpose of this project was to use the CFGNES to compare NLRN one-year
post hire outcomes between three sites, all a part of an academic healthcare system.
There were also two questions to measure intent to stay.
Sample
A convenience sample of NLRNs hired at the three sites between November 1,
2010, and September 30, 2011, was used for this study. Newly licensed was defined as
the first employment after passing NCLEX and being licensed in the state of employment
by a board of nursing. Permission to survey the staff was obtained from the Chief
Nursing Officers. The survey was given at one year post hire by month. For instance,
those hired in November 2010 were sent a survey in November 2011. Table 5
summarizes the number of NLRN hires by site each month. Exclusion criteria to receive
a survey included NLRNs who left the organization prior to one year, and those who
declared they were not an NLRN upon hire. Those individuals who left the organization
were counted in the numbers for one year turnover rates. During that time period, Site A
had a total of 46 NLRNs, Site B had 57, and Site C reported 358, for a total sample
population of 461. Licensed beds for the three facilities were 214, 230 and 1200
respectively.
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Table 5
Number of NLRN Hires for Each Site
Month & year of hire
November 2010

Site A

Site B

Site C

18

December 2011

19

January 2011

27

43

February 2011

32

March 2011

4

April 2011

6

30

May 2011

22

June 2011

30

35

July 2011

70

August 2011

62

September 2011

22
Total

46

41
57

358

Institutional Review Board (IRB) approval was obtained from the sites to conduct
the survey and begin the database collection (Appendix C). All three sites used the same
IRB. The project was approved for an expedited review by the institution. Names of
NLRNs from all three sites were obtained from the site Human Resource and/or Clinical
Education departments and entered on an Excel spreadsheet. E-mail addresses and work
unit location were added based on an internal directory. The names and work unit
locations were used to send a paper memo and sample survey. E-mail addresses were
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sent to a research assistant, who entered them in a secure server, coded each name with a
study number, and e-mailed the link for survey completion. Participants were instructed
via a consent letter attached to the e-mail which included assurance that the information
would only be used in the aggregate. The principal investigator did not have access to
the list of names and survey numbers.
A second IRB approval was obtained from the University of North Florida to use
the data collected by the institution in a secondary analysis of the data for the project
(Appendix D). The project sample became those NLRNs who completed the survey
between November 2011 and September 2012 at one year post hire. Only the aggregate
data was reported.
Survey Tool
The survey tool used was the Casey-Fink Graduate Nurse Experience Survey
(Appendix E). The tool was developed in 1999 by Kathy Casey and Regina Fink to
measure NLRN comfort with skills over time. Casey et al. (2004) have used the survey
as part of the UHC/AACN NRP. It has a Cronbach coefficient alpha (α) of 0.89.
Validity testing was originally done using an expert panel of educators and nursing
directors (Casey et al., 2004). Appendix F is a copy of an e-mail received from one of
the authors describing the item categorization. Individual reliability measured by
Cronbach’s α for each category includes:
1. Support (α 0.90) (items 19, 9, 6, 7, 18, 10, 4, 13, 23)
2. Organizing/Prioritizing (α 0.79) (items 16, 5, 8, 12, 17)
3. Stress (α 0.71) (items 24, 25)
4. Communication/Leadership (α 0.75) (items 1, 3, 15, 14, 11, 2)
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5. Professional Satisfaction (α 0.83) (items 20, 21, 22)
Demographics include age, gender, ethnicity, area of specialization, nursing degree
obtained, date of graduation, and length of orientation. The survey asks additional
demographic type questions, but those answers were not useful to this particular project
and were not reported (such as previous healthcare experience and working as a charge
nurse).
Permission was obtained to use the survey for the study and ongoing at time
intervals for Site A and at one year post hire timeframe for Site B and C. The paper
survey was translated into a Research Electronic Data Capture (REDCap) survey for
electronic distribution. REDCap also allows transfer of the data into a Statistical Package
for the Social Sciences (SPSS) database. In addition to the CFGNES, two additional
questions related to intent to stay were added as part of the e-mail survey. They were:
1. How long do you intend to stay in your current position (years, months)?
2. How long do you intend to stay at your institution (years, months)?
Timeframe
The timeframe for this project was from November 2011 to September 2012. The
project began with the organizational IRB approval to start the database. Surveys were
sent to participants on a monthly basis, depending on their hire date. Status of current
employment was verified each month prior to sending the survey to determine one year
turnover statistics.
Data Collection
Initially, the only communication with the participants was an e-mail with the
survey link and consent process. Because of a low response rate in the second cohort, an
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addendum to the protocol was filed with the IRBs to include a paper memo and sample
copy of the survey based on recommendations to improve response rates by Dillman
(2007). Subsequently, the following process was followed for collecting the data:
1. Principal investigator verified the employee names by month compared to the
internal directory to determine if still employed.
2. Paper memos and a sample copy of the survey were sent to the participant’s
work location (Appendix G). This served as an introduction to the project and
notification of an upcoming e-mail. It also allowed the potential participants
to view a paper copy of the survey to see what was asked.
3. The research assistant was notified three to five days after the paper copy was
mailed. An e-mail was sent with IRB approved consent information
(Appendix H). Participants were assured of confidentiality. Informed consent
was assumed by the participant’s completion of the survey.
4. Eligible staff were encouraged to complete the 20 minute survey at work.
5. Two additional reminders were sent via e-mail by the research assistant, the
first to the entire group and the second only to those who had not responded.
6. The data was submitted via an electronic survey (REDCap) and downloaded
into an SPSS database. Individuals responding were assigned a study number
to assure no survey was completed twice by one individual. It also allowed a
reminder to be sent to those who had not completed the survey. The link from
the partipant e-mail address to the study number was destroyed after the data
was collected. The principal investigator did not have access to the list of
participant names associated with a study number.
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Feasibility
The project was designed to compare one year outcomes for NLRNs hired within
an academic health care system of three sites. All three sites had a different approach to
this transition to practice with Site A utilizing a NRP. Site B and Site C had both been
interested in developing a NRP and had also been searching the evidence. Their current
design for orientation has been effective in decreasing turnover; however, they are in a
continuous improvement mindset and willing to change or update their programs.
While the results are limited to fully analyze the components of the NRP against
other best practices in NLRN orientation, trends supporting the evidence emerged. The
outcomes will provide valuable information to all three sites in standardizing their
approach.
Income and Expenses
Expenses incurred were primarily for office supplies, a research assistant, and
secretarial time to distribute the paper memo and e-mail surveys. A grant from the
Brooks College of Health was obtained to cover those expenses. No participants were
paid for their time. See Appendix I for a detailed expense report.
Benefits and Risks
The benefit-risk ratio was assessed via the IRB review process and was qualified
for an expedited review. Participants were assured that their answers would be
confidential and only aggregated responses would be reported. Participation was
voluntary and participants informed that they may choose to withdraw at any time. There
were no foreseeable risks or personal benefits to their participation. The results, once
tabulated, would be used for reports, publications, and/or presentations.
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The intent to stay questions had the possibility of increasing the participants’ fear
that their answers could be linked to them as individuals and reported back to their nurse
managers. To minimize this fear, the principal investigator was not the individual
sending the e-mail link to the survey or the reminder e-mails. Report of the demographic
descriptions excluded any information that could link individuals to their specialty or
unit.
Confidentiality
Data was stored in a secure electronic server within the research department at
Site A. The data was de-identified and not linked to the name of the participant, and used
only in aggregate data. A study identification (ID) number was assigned to each
individual in order to direct reminder e-mails and control for duplicate survey
completion. The link to the individual e-mail address and study number was destroyed
when the survey was completed. The principal investigator did not have access to the
names of participants and study numbers assigned. Only the research assistant had access
to the numbers assigned to individual participants to assure confidentiality.
Data Analysis Plan
Data analysis was done using descriptive statistics to summarize the collected
data. It was comprised of four components: demographic descriptions, turnover statistics,
survey response comparisons, and intent to stay statistics. All data was reported in the
aggregate. No individual data was included. SPSS version 19 (and SAS 9.3) was used to
analyze and summarize the data. Categorical variables were summarized using
percentages and counts; interval variables were summarized using means, medians,
ranges, and standard deviations. A 5% level of significance was used for tests. Ninety-
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five percent confidence intervals were used. For multiple comparisons, methods
controlling Type I error rates were used.
Summary
Chapter Three described the methodology used for the project, permissions
obtained, and data analysis used. The project was executed in two parts. Part 1 as the
Chief Nursing Officer in the organization and establishing an ongoing database for the
NRP, and part 2 as the Doctorate of Nursing Practice (DNP) project using the data for
analysis to compare three sites. Data analysis will provide valuable information to
standardize approaches, support the evidence for a NRP, and identify issues or concerns
of NLRNs.
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Chapter Four: Results
This chapter describes the results of the project. It includes four components of
the data analysis (demographics, turnover, survey analysis, and intent to stay) and
answers the three research questions outlined in Chapter One. Surveys were sent to 444
NLRNs across all three sites. Response totals for each site were 65% (N=30) from Site
A; 44% (N=25) from Site B; and 43% (N=147) from Site C. The average response rate
for the CFGNES of 45% was consistent with the response rate of 46% reported in some
of the sites using the same survey (Goode et al., 2009).
To compare the turnover rates with a medium effect size, a total of 108 (36 per
site) was needed for 80% power. A sample size of 159 (53 per site) responses were
needed for 80% power for a medium effect size (f = 0.25) of the survey comparisons.
Because it was a convenience sample, total surveys sent to Site A were 46 and to Site B
were 57, so response rates were unlikely to reach the number needed for 80% power.
Survey comparisons did, however, describe observations and trends.
Demographics
The demographic data are presented in Table 6. The mean age of the NLRNs was
26.5 years old. The majority were female with 12% male. Of the total, 94% were
Caucasian, 3% were Asian, 1% were Black, and 1% were Hispanic. Only one individual
chose not to respond to the ethnicity question. NLRNs with a Bachelor of Science in
Nursing (BSN) degree comprised 75% of the total, leaving 25% NLRNs with an
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Associate Degree (AD). There was only one diploma graduate. Sites were very
homogeneous in sample demographics with no major differences.

Table 6
Demographic Characteristics
Site A

Age

Site B

Site C

Total

N

Statistica

N

Statistic

N

Statistic

N

Statistic

30

27.76

25

27.92

147

26.07

202

26.55

Gender
Female

25

83%

22

88%

130

88%

177

88%

Male

5

17%

3

12%

17

12%

25

12%

139

95%

190

94%

Race
Caucasian

26

87%

25

100%

Black

1

3%

1

.5%

2

1%

Hispanic

1

3%

1

.5%

2

1%

Asian

2

7%

4

3%

6

3%

Other

1

.5%

1

.5%

Not disclosed

1

.5%

1

.5%

33

22%

50

25%

1

.5%

151

74.5%

Nursing Degree
AD

10

33%

Diploma
BSN
a

20

67%

7

28%

1

4%

17

68%

114

78%

Statistic used for age is mean, for remaining demographic characteristics, percent.

43
The survey was sent to the participants at one year post hire. Table 7 describes
the length of orientation and work schedules. Number of preceptors ranged from one to
fourteen. The mean number of preceptors for Sites A, B and C were 2.7, 1.9 and 2.8,
respectively. The majority (59%) described length of orientation as 9-12 weeks with an
additional 24% stating 13-16 weeks. Sites A and B have primarily straight days and
straight nights, while straight day shift is not an option at Site C. Most work schedules at
Site C are rotating shifts. The majority (64%) of NLRNs were hired into general medical
and surgical units. Critical care was identified in 18% of participants. Other specialties
included psychiatric, pediatric, intermediate care, rehabilitation, and surgery.

Table 7
Orientation Length and Work Schedules
Site A

Site B

Site C

1 (4%)

5 (3%)

Length of orientation
< or = 8 weeks
9-12 weeks

18 (60%)

13 (52%)

86 (59%)

13-16 weeks

9 (30%)

5 (20%)

36 (24%)

3 (12%)

10 (7%)

3 (10%)

3 (12%)

10 (7%)

Straight D’s

19 (63%)

12 (48%)

1 (1%)

Straight N’s

11 (37%)

12 (48%)

5 (3%)

1 (4%)

36 (25%)

17-23 weeks
≥ 24 weeks
Work shift

Rotating D/E
Rotating D/N

92 (63%)

Other

13 (8%)
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Turnover rates
The first research question was: What is the first year turnover of NLRNs for all
three sites? Aggregate turnover rates were all under the average of 10% found in the
literature review analysis of studies. Site A, the only site with a structured NRP, was 2%
as an average of three cohorts. Two of the three had no turnover in the first year. Site B
with a one year job description and content specific to NLRNs was 5% for the average of
two cohorts. One cohort had no turnover in year one, the other had 10%. Of the 341
NLRNs hired from December 2010 through September 2011 in Site C, the Magnet
organization, only 14 left the organization for an average turnover of 4%. The range by
month was 0 - 15.8%.
Each month’s observed turnover rate was calculated by site and plotted as a
descriptive time series for each site. Because the data points were limited for Site A and
B, no conclusions could be drawn from a trend line. In Figure 1 below, there is a
downward trend noted for Site C. To compare the aggregate turnover rates, a chi-squared
test was used. There were no statistical differences between all three sites (Chi-square =
0.635, p = 0.7281). Since the expected cell counts were small, three pairwise
comparisons were made using Fisher’s exact test. None were significant with B:C (p =
0.7209); A:C (p =1.000); A:B (p = 0.6264).
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Linear (Site C)
Nov-10

% turnover

Turnover

Figure 1. Turnover percent by month and by site.

Survey Analysis
The second research question was: Using the Casey-Fink Graduate Nurse
Experience Survey, what is the comparison of scores for NLRNs after one year post hire
at all three sites? The five subscales of the CFGNES were compared using a one way
ANOVA (or ANOM) with the three sites as levels of the factor.
A pairwise comparison of the sites was done using Tukey-Kramer simultaneous
confidence intervals; pre-planned contrasts were used to compare Site A (with the NRP)
to Site B and C. A four-point likert scale was used with two of the subscales showing a
negative response with higher scores (stress and organizing/ prioritizing) and the other
three showing a positive response with higher scores. There were no significant
differences between the subscale scores with F ratios ranging 0.0806 - 1.3923. There was
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a trend toward a more positive response for professional satisfaction for Site A. Table 8
presents the statistical comparison.

Table 8
Comparison of CFGNES (Casey-Fink Graduate Nurse Experience Survey) Subscales by
Site
Scale

Site A

Site B

Site C

F Ratio

p

Mean
(SE)

Mean
(SE)

Mean
(SE)

C-F Stress

2.27 (.14)

2.36 (.16)

2.29 (.06)

0.1058

.8997

C-F Support

3.49 (.06)

3.55 (.07)

3.45 (.03)

1.1476

.3195

C-F Organize and Prioritize

1.77 (.07)

1.68 (.08)

1.70 (.03)

0.4402

.6445

C-F Communication/Leadership

3.29 (.06)

3.32 (.07)

3.33 (.03)

0.0806

.9226

C-F Professional Satisfaction

3.6 (.09)

3.48 (.10)

3.42 (.04)

1.3923

.2509

Note: SE = Standard Error. C-F = Casey-Fink. Answers used a 4 point Likert scale: 1Strongly disagree, 2-Disagree, 3-Agree, 4-Strongly Agree. Questions were stated with
strongly agree being a positive response with the exception of the subscales of stress and
organize/prioritize. A positive response for those scores would be strongly disagree or 1.

A comparison was done of the CFGNES subscale scores by nursing degree using
t-test and nonparametric Wilcoxon. There was no statistically significant difference in
scores on any of the subscales between those NLRNs with an AD or those with a BSN
(Table 9). The scores for the BSN were slightly more positive than the AD group with
the exception of professional satisfaction.
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Table 9
Subscale Scores by Nursing Degree
Scale

AD
Mean (SD)

BSN
Mean (SD)

F Ratio

P

C-F Stress

2.42 (.11)

2.26 (.06)

1.6143

.2054

C-F Support

3.46 (.33)

3.47 (.32)

0.0580

.8099

C-F Organize and Prioritize

1.78 (.45)

1.68 (.38)

2.4799

.1169

C-F Communication and Leadership

3.28 (.31)

3.34 (.37)

1.1254

.2900

C-F Professional Satisfaction

3.52 (.48)

3.44 (.56)

0.8840

.3483

Note. AD = Associate Degree. BSN = Bachelor of Science. C-F = Casey-Fink. SD =
Standard Deviation

Intent to Stay
The third research question related to intent to stay: What is the length of time
NLRNs at one year post hire intend to stay in their current unit positions and in the hiring
institution at all three sites? The questions asked of participants were: How long do you
intend to stay in your current position (years, months)? How long do you intend to stay at
this institution (years, months)?
The range of time respondents intend to stay in both their current position and the
institution is displayed in Table 10. For both position and institution, several tests were
used to compare the three groups. For intention to stay in position, a chi-squared (chisq =
12.77, p = 0.0467), ANOVA-F (F = 3.559, p = 0.0309), and Kruskal-Wallace test (p =
.0196) indicated significant differences among the three groups. The chi-squared test was
suspect since 20% of cells had expected counts less than 5. A score was assigned to the
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time intervals for the ANOVA-F and Kruskal-Wallace tests. Pairwise comparisons were
made using the Wilcoxon (a nonparametric test). The pairwise Wilcoxon shows that Site
A and C are significantly different (p = .0044), with Site A reporting an intent to stay in
the position longer than Site C. There was no statistical difference between the sites for
length of stay in the institution, although Site C had the higher score with 71% stating
that they would stay longer than 5 years.

Table 10
NLRNs Intent to Stay at One Year Post Hire
In current position

< 1 year

1-3 years

4-5 years

5+ years

Average
scorea

Site A (N=19)

0

26%

48%

26%

3.00*

Site B (N=19)

16%

31.5%

31.5%

21%

2.58

Site C (N=114)

8%

55%

22%

15%

2.44

< 1 year

1-3 years

4-5 years

5+ years

Average
scorea

Site A (N=23)

4%

4%

26%

65%

3.52

Site B (N=18)

5.5%

22%

17%

55.5%

3.22

Site C (N=107)

2%

14%

13%

71%

3.53

In current institution

a

The average score is based on time intervals assigned a numerical value: 1 = less than
one year, 2 = 1-3 years, 3 = 4-5 years, 4 = 5+years.
*p = .0044 - a statistically significant difference between Site A and Site C.

The intent to stay in institution was greater than intent to stay in position (p =
0.0001, signed rank test on the difference between the scores for institution and position)
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across all three groups. Within groups, A was not statistically significant but B and C
were statistically significant. When comparing the groups pairwise with respect to the
difference between intent to stay in position and institution, only C-A was significant (p =
0.0465, Tukey-Kramer HSD); that is, the discrepancy between intent to stay at institution
and position was greater for C than for A.
Summary
In summary, Chapter Four described the statistical findings of turnover, the
CFGNES, and intent to stay questions for the three sites within an academic medical
system. The statistics related to turnover and the CFGNES showed no significant
difference between sites. Site A, the site with the NRP, showed a significant difference
from Site C in having a longer intent to stay in their current position. Raw scores showed
a trend toward higher professional satisfaction and lower first year turnover for Site A.
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Chapter Five: Discussion
This chapter includes a discussion of the impact of a NRP on first year turnover
and job experience and satisfaction. It includes the implications for nursing practice and
research and the limitations.
Discussion
First year turnover for all three sites was lower than the evidence-based average
of 10% reported in Chapter Two. Although Site A, the only site with a NRP, had the
lowest first year turnover, the difference between the three sites was not statistically
significant. Site B was the only site to have consistent measurement of first year turnover
since 2005. They had changed to the one year transition program after they noted a high
of 17% first year turnover. It ranged from 11% - 17% until 2010 when it dropped to 5%.
Acknowledgement of the impact of the economy and recession cannot be ignored
in the lower than previously reported percentages. In a study comparing NLRNs
graduating in 2004-2005 to those graduating in 2007-2008, turnover was less in the later
year; however, job satisfaction and working conditions had not significantly changed.
Those in the later cohort reported fewer job opportunities, suggesting a commitment to
their current job (Brewer, Kovner, Yingrengreung, & Djukic, 2012).
Site C, as a Magnet organization, has consistently reported lower than national
average turnover, but has not tracked first year turnover separately. They have a
comprehensive orientation process lasting three to six months, depending on the
specialty. Critical care has had a special curriculum for several years. Lacey et al.
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(2007) studied the differences between Magnet, Magnet-aspiring, and non-Magnet
hospitals, and Magnet hospitals scored higher in all areas of satisfaction, followed by
Magnet-aspiring hospitals. In all measurements of satisfaction and intent to stay, Magnet
hospitals scored higher, followed by Magnet-aspiring hospitals.
Measurement of intent to stay was added to the survey based on comments from
the Chief Nursing Officers of the three organizations. While it is important to focus
attention on retaining new nurses in their first year of employment, turnover at any time
is costly. All three sites had similar results, with the exception of Site A having a longer
intent to stay in their current position. For intent to stay at the institution, 55% to 71%
stated that they plan to stay at their institution longer than 5 years. Written comments
included phrases like “My whole career” and “I honestly can say that I do not intend to
leave.” Others were more uncertain, stating that moving out of the area or career
opportunities may be a reason to leave. Owen et al. (2001) was the only study reporting
turnover including transfer within the system. In that particular report, over half of the
26% turnover was due to transfers within the system. Intent to stay is a complicated and
multi-faceted measurement. It may not be impacted by a NRP as much as other factors.
All three sites are in very different health care markets, which can also influence
intent to stay. NLRNs with fewer local job opportunities report a longer intent to stay
(Kovner et al., 2009). Both Sites A and B are in job markets with 6-8 additional hospitals
in a local area. This means that a nurse can change jobs without moving his or her home
and family. Site C is the only major health system in a 100 mile radius. Intent to stay
with the institution was highest in Site C, which could be related to this geographical
consideration in addition to being a Magnet organization.
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There were no statistically significant differences in the survey scores between the
three sites, which is positive from a system perspective. The score with the most
difference (F ratio 1.3923) was for professional satisfaction. Site A had the highest mean
score of 3.6, while sites B and C were 3.48 and 3.42. This trend toward increased
satisfaction and decreased turnover (2%) are positive outcomes of a NRP, supporting the
evidence as reported in Chapter Two.
Two articles reviewed reported mean scores on the same subscales of support,
organizing/prioritizing, stress, communication/leadership, and professional satisfaction
(Williams et al., 2007; Goode et al., 2009). They showed similar results for the subscale
of professional satisfaction and slightly lower scores for communication/leadership and
support. The stress and organization/prioritization mean scores were much lower in those
reported studies than the average of the three sites. Overall, these were very positive
results for this academic medical system.
Accreditation for NRPs is currently only offered for programs that include BSN
graduates. Results show that AD nurses have some of the same concerns and issues
facing the BSN NLRN. The UHC/AACN program is now considering an AD
curriculum, altered slightly from the BSN curriculum (Poynton, Madden, Bowers, &
Keefe, 2007). Poynton et al. (2007) pointed out that over time, there are performance
differences between graduates of those programs but initially, the two groups are more
similar in characteristics. This project was consistent in the finding that no significant
difference was seen on survey responses between AD and BSN graduates. It is important
to consider the needs of all new graduates while encouraging advancement of education.
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Implications for Nursing Practice
The study supports the need for standardization of terminology, program
components, and metrics of success. The sites agreed to participate in the project in order
to supply more data to support standardization of approaches. Site B recently changed
their program title to Nurse Residency Program based on the recommendation of this
investigator. The literature review and background was shared with Site C and they are
in the process of developing a NRP. All sites agreed that this is a strategic approach for
transition into practice.
The mentor component of the NRP in Site A is one of the differences between the
three sites. Messmer et al. (2011) found that NLRNs believed they were coping
effectively but had difficulties in their personal relationships. A psychologist facilitator
helped to point out the correlation between stress and these difficulties. An outside
mentor could serve to identify personality changes found in stress responses. A mentor
component also reinforces the need to ensure that values, not just skills, are passed on to
each generation of nurses. They also help to navigate organizational politics and improve
communication skills in stressful situations (Bleich, 2012). The mentor component
separates orientation from a NRP.
It is also important that nursing develops a common metric for measuring first
year turnover, overall turnover, and retention of RNs. Definitions have not been
consistent, making benchmarking difficult. Tracking turnover of the first year is needed
to justify the financial investment of a NRP. Overall turnover is needed for a sense of the
entire nursing workforce and retention by year can help identify strategies to target at
various career points. All are needed but definitions and common metrics are critical.
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Job satisfaction should not be ignored, even during the first year of practice.
Studies have shown a link between job satisfaction and intent to stay (Tourangeau &
Cranley, 2006; Beecroft et al., 2007; Ulrich et al., 2010). Having a NRP also shows
organizational commitment to new staff and can lead to intent to stay (Setter et al., 2011).
All three sites would also benefit from an academic partnership. No theoretical
framework was identified in any of the sites. An academic partner could assist with this
as well as drive the need for future research through the evaluation process (Herdrich &
Lindsay, 2006). A link with education and practice is a model also supported with the
accreditation process for NRPs. It will also assist in formalizing the need and
consistency of a NRP. It should become the norm that following formal education,
clinical learning continues in the practical work environment and specialization evolves,
both benefited by the structured NRP.
Implications for Nursing Research
Further study is needed related to effectiveness of the components of the NRP,
length of time for mentorship, and the impact of accumulation of cohorts. There are
some very compelling statistics that show improved retention as programs continue
(Ulrich et al., 2010). Continued research on the retention of NLRNs beyond their first
year is needed to determine further interventions to minimize turnover.
There is also evidence that these RN residents carry a greater engagement for
professional practice and improving patient outcomes (Bratt & Feltzer, 2011). It has
been an observation at Site A that RN residents show a greater percentage of participation
in nursing committees and projects than more experienced staff. With each cohort, there
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are more applications, better screening, and excellent candidates. Further research is
needed to determine the resulting impact on patient outcomes.
Continued research is also needed on return on investment analysis. Since there is
an upfront cost of the program, CNOs will need to justify the cost to administrators.
Turnover alone is one way to show a cost/benefit ratio, but there may also be outcomes
that show the investment is worthwhile. Raising the professionalism of staff, increased
use of evidence-based practice, and improved job satisfaction are factors to assign dollars
that return with continued cohorts of residents. Funding opportunities should also be
considered, including government dollars for residency support. A regional program
could be possible to assure that even smaller organizations with limited financial means
could benefit from a NRP (Bleich, 2012). The original pilot, prompting this study, was
an example of a regional program that could provide a community resource if properly
funded.
Limitations
Because a convenience sample was used, response rates were limited in the
smaller sites just by virtue of the number of new graduates. Sample size for Sites A and
B were much lower than Site C, making statistical comparison difficult. The academic
setting used was also a limitation and generalization to community hospitals may not
apply.
The CFGNES is only one measure currently used by NRPs to evaluate the
effectiveness of the program. It was designed to measure changes over time in graduate
nurse experience and confidence. In past studies, it showed that a V-shaped pattern was
apparent in the subcomponents of satisfaction and control over practice, meaning they
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dropped in the six month post hire period but returned to baseline by the one year
measurement (Williams et al., 2007). This study only measured a point in time, one year,
in order to compare sites. While the tool was not designed for this, it did confirm that
outcomes were similar.
Summary
NRPs have begun to separate themselves from traditional orientation programs.
Competencies for NRPs also include increased ability to use evidence-based decision
making, management of conflict, improved communication with physicians and other
health care team members, network building, and patient-centered care. Teaching
strategies of case review, role-playing, simulation, and debriefing can be utilized more
effectively and the length of time is needed for the development of NLRNs (Bleich,
2012).
As a quality improvement study, this data supports the evidence of reducing first
year turnover with a NRP. With the future of a nursing shortage looming, investing in
the new workforce is worth the time and money to assure quality nurses that want to stay
in their jobs. NRPs will also help others to recognize that nursing is a complex and
challenging profession that deserves the time to develop professional competencies. This
could be an exciting trend for clinical education and nursing leaders in practice to
embrace the opportunity to partner with academic colleagues in order to prepare nurses
for the future.
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Appendix A: Table 3
Turnover Statistics and Comparison Groups
Studies

Design

Sample

Turnover/retention
measured (one year
unless specified)

Comparison
group

Beecroft et al.
(2001)

Case-control

50
28 control

Turnover (14%)

Control group
(36%)

Owens et al.
(2001)

Crosssectional

75

Turnover (12%);
internal transfer
(14%)

Compared to
35-60% as
reported in
literature
(Godinez et al.
1999)

Woods (2003)

Case-control

45
Turnover (4.4%)
29 control
150 regular
RN

Turnover for
control group
(23%) and
regular RN
(38%)

Goode &
Williams (2004)

Crosssectional

259

Results not reported
in this article

Plan to
compare
turnover rates
as reported in
the literature

Altier & Krsek
(2006)

Longitudinal,
crosssectional

111

Retention (87%)
Turnover (9.8%)

Advisory
Board average
of 20% (2001);
cited 36-55% in
other studies

Herdrich &
Lindsay (2006)

Case report

10

Retention (90%)

Only referred
to general
statements in
literature

Williams et al.
(2007)

Crosssectional,
longitudinal

679

Turnover (12%)

Compared to
35-55% in
literature
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Table 3 (cont.)
Turnover Statistics and Comparison Groups
Studies

Design

Sample

Turnover/retention
measured (one year
unless specified)

Comparison
group

Goode et al.
(2009)

Crosssectional

655 (26
hospitals)

Turnover (9%)

Compared to
35-50% in the
literature and
previous report
in 2007 of 12%

Bratt (2009)

Crosssectional

1100 (51
sites)

Retention (90%) at
15-18 mos.; (83%)
at 2 years)

Previous
reports from
participating
hospitals were
as high as 50%

Dyess &
Sherman (2009)

Qualitative

81

Not reported

Not discussed

Kowalski &
Cross (2010)

Longitudinal

55

Retention in cohort
#1 was 78%; cohort
2 was 96% at time
of publication.

Not discussed

Ulrich et al.
(2010)

Crosssectional,
longitudinal

6000+

Turnover
(7.1%) at 12 mos.;
(19.6%) at 24 mos.;
(28.6%) at 36 mos.;
(34.2%) at 48 mos.;
(39.8%) at 60 mos.

Prior to
residency:
(36%) within a
year; (56%)
within 2 years

Hillman & Foster Longitudinal
(2011)

251

Retention: (75100%) over 9
cohorts; last three
have been 100%

50% turnover
prior to
program

Woodward et al.
(2011)

Not
identified

Turnover (12%)

Turnover
(47%) prior to
program
revisions

Case study
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Appendix B: Publications Related to the UHC/AACN Program
Original 6 sites for UHC/AACN RN Residency (2002/2003):
Goode, C. J., & Williams, C. A. (2004). Post-baccalaureate nurse residency program.
Journal of Nursing Administration, 34(2), 71-77.
History of the development of the RN residency and outcomes measured. Results
to be shared in subsequent publication.
Casey, K., Fink, R., Krugman, M., & Probst, J. (2004). The graduate nurse experience.
Journal of Nursing Administration, 34(6), 303-311.
Developed the evaluation tool: Casey-Fink Graduate Nurse Experience survey.
Altier, M. E., & Krsek, C. A. (2006). Effects of a 1-year residency program on job s
atisfaction and retention of new graduate nurses. Journal of Nurses Staff
Development, 22(2), 70-77.
Reported results related to job satisfaction and retention.
Krugman, M., Bretschneider, J., Horn, P. B., Krsek, C. A., Moutafis, R.A., & Smith,
M. O. (2006). The national post-baccalaureate graduate nurse residency program:
A model for excellence in transition to practice. Journal of Nurses Staff
Development, 22(4), 196-205.
Described components of the program and reported outcomes of the six sites.
Used graphs to show how each of the sites compared to the other and the trend
notes.
Pine, R., & Tart, K. (2007). Return on investment: Benefits and challenges of a
baccalaureate nurse residency program. Nursing Economics, 25(1), 13-18, 39, 3.
Included ROI estimates for one of the six hospitals.
Added six additional sites (2003/2004):
Williams, C. A., Goode, C. J., Krsek, C., Bednash, G. D., & Lynn, M. R. (2007). Post
baccalaureate nurse residency 1-year outcomes. Journal of Nursing
Administration, 37(7-8), 357-365.
Data for both cohorts.
Fink, R., Krugman, M., Casey, K., & Goode, C. (2008). The graduate nurse experience:
Qualitative residency program outcomes. Journal of Nursing Administration,
38(7-8), 341-348.
Used data from all 12 sites to revise Casey-Fink evaluation tool.
Goode, C. J., Lynn, M. R., Krsek, C., & Bednash, G. D. (2009) Nurse residency
programs: An essential requirement for nursing. Nursing Economics, 27(3), 142147, 159.
2004/2005 cohort data from 26 sites.
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(1) Submission to the IRB of any modifications and supporting documents for review
and approval prior to initiation of the changes.
(2) Submission to the IRB of all unanticipated problems involving risks to subjects or
others (UPIRTSO).
(3) Compliance with Mayo Clinic Institutional Policies.
Mayo Clinic Institutional Reviewer

62
Appendix D: University of North Florida IRB Approval Memo

63

64
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Appendix F: Author Permission and Tool Validation
From: Fink, Regina [mailto:Regina.Fink@uch.edu]
Sent: Wednesday, September 24, 2008 3:23 PM
To: Hernke, Debra A.
Cc: Kinney, Lisa; caseykt@aol.com
Subject: Graduate Nurse Experience Scale
Dear Debra:
Per your request, I am sending you some information about the Casey-Fink Graduate Nurse
Experience Survey. It was developed in 1999 by Kathy Casey and me and tested in a variety of
institutions in Denver. I am attaching the original version with information about its reliability and
validity.
The University Health System Consortium (UHC) has used this instrument extensively with their
new graduates and have collected data at baseline, 6 months, and 12 months after hire in
thousands of nurses. Mary Lynn from UNC did the quantitative analysis. Their reliability and
validity information was similar to ours. Five factors accounted for 46% of the variance in total
scores using PAF, varimax rotation—
1. Support (.90) (items 19, 9, 6, 7, 18, 10, 4, 13, 23)
2. Organizing/Prioritizing (.79) (items 16, 5, 8, 12, 17)
3. Stress (.71) (items 24, 25)
4. Communication/Leadership (.75) (items 1, 3, 15, 14, 11, 2)
5. Professional Satisfaction (.83) (items 20, 21, 22)
Reliability estimated for the factors ranged from .71-.90 – total .89. This is based on UHC data
examining 911 residents. Reliability analysis is ongoing with each new cohort.
I did the qualitative data analysis on the five questions at the end of the tool and a manuscript
was recently published in July/August 2008 JONA 38(7/8): 341-348 with our revision of the tool
so that there is now only one qualitative question to ease in analysis. You are welcome to use
that version (2006) in your work. However, psychometrics have not been done on that section.
Hope this helps. Let me know if you need anything further. Please note my work email address please use this one instead of my personal email address which was placed in the article. You
are welcome to use either tool without cost; just let us know how it performs. Thanks,
Regina Fink
Regina Fink, RN, PhD, FAAN, AOCN
Research Nurse Scientist
University of Colorado Hospital, Department of Professional
Campus Box 901
Leprino Office Building
12401 East 17th Avenue, 6-028
PO Box 6510
Aurora, CO 80045

Resources
720-848-6647 Phone
720-848-7377 FAX
303-886-8655 Cell
regina.fink@uch.edu
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Appendix G: Participant Introduction Letter

(Name of participant)
(Work location)
Mayo Clinic, (Arizona/Rochester/Florida)

Date

Dear (First name),
Congratulations for completing your first year of employment at Mayo Clinic! As
a Chief Nursing Officer at one of the Mayo sites and a current Doctorate of Nursing
Practice (DNP) student, I am very interested in your evaluation of this first year of
learning. If this is your first employment since passing your NCLEX exam, I will be
inviting you to participate in a research project utilizing the Casey-Fink Graduate Nurse
Experience Survey. Some of you may have completed this survey during your residency
or orientation process. There will also be a question asking your intent to stay. This and
the survey results will be for study purposes only and all responses reported as an
aggregate, not tracked to individual responses.
You will be receiving an e-mail with a link to the survey. It will take
approximately 15 minutes to complete. This study has been approved by nursing
leadership across all sites. I am confident your Nurse Manager would support completion
at work. I have enclosed a sample paper copy of the survey to allow you to read the
questions ahead of time if preferred. If you were not newly licensed upon hire a year ago,
please let me know and I will remove you from the e-mail invitation.
My hope is that this study will provide us with valuable information about how to
improve and support new graduate transition into practice across all Mayo sites. Data will
be collected through September, 2012, and analyzed in October and November, 2012.
Results will be available by the end of the year. Thank you for considering participation!

Sincerely,

Debra A. Harrison MS, RN, NEA-BC
Chief Nursing Officer, Mayo Clinic
DNP student, University of North Florida
e-mail: harrison.debra@mayo.edu
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Appendix H: E-mail Consent
You are being asked to participate in a survey to study the differences between newly
licensed RNs at all three Mayo sites conducted by Debra Harrison as part of a Doctorate
of Nursing Practice project. The purpose of the project is to study RN residency
outcomes and impact on first year retention and intent to stay.
If you were newly licensed approximately one year ago, please consider completion of
the survey. If you are not a newly licensed RN, please notify the sender of this message
and your name will be taken off the list. The information will help Mayo Clinic develop
an even stronger program to support newly licensed RNs.
The survey contains six sections:
1. Your comfort with specific skills
2. Your confidence, comfort and stress level
3. Job satisfaction
4. Transition issues
5. Demographic information.
6. Two questions regarding intent to stay
The estimated time it will take to complete the survey is less than 20 minutes. Your
answers will be confidential and only aggregated responses will be reported. Participation
is voluntary and you may choose to withdraw at any time. There are no foreseeable risks
or personal benefits to your participation. The results, once tabulated, will be used for
reports, publications, and/or presentations. Your participation serves as consent.
To participate in the survey please click the link below:
Hyperlink for survey
Please address any questions regarding the survey to me at any time. The IRB is
responsible for protecting the rights and welfare of research participants. If you have any
concerns or questions about your rights as a research participant, you may contact the
Mayo Clinic IRB at 507-266-4000. Internal: (77) 6-4000.

Deb Harrison MS, RN, NEA-BC
Chief Nursing Officer, Mayo Clinic, Jacksonville, FL
harrison.debra@mayo.edu
Phone: 904-953-1485 or internal: (78)3-1485
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Appendix I: Expense Report
DNP Project Budget:
Secretarial support

(9 hours) ($15/hr)

$135

Research assistant time

(9 hours) ($30/hr)

$270

Statistician support

$250

Copy costs (project review, memos to participants, etc.)

$ 95

Editor for final review

$100

Binding costs for final project

$150

Total

$1000

Note: A grant covering expenses was awarded from the Patricia H. Foster Fellowship at
the Brooks College of Health, University of North Florida. Thank you!
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