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of applicants for recruitment, 4) decrease length and the 
associated costs of orientation, and 5) maintain the quality 
of safe patient care.

The structure and methodology of the Nurse Residency Program 
is well described in the article “A Nurse Residency Program for 
Competency Development Using Human Patient Simulation” 
(Beyea, von Reyn, & Slattery, 2007). Themes of communication, 
teamwork, critical thinking, resource management and patient 
safety goals are woven into content and simulated experiences 
throughout the program. The program framework guides the 
inclusion of content and integrated simulation experiences based 
on the concepts of health systems, information management, 
safety and clinical/functional dimensions. 

Integrating human patient simulation into the nurse residency 
curriculum provided near to real-life experiences in a safe 
environment without placing a patient at risk. Human patient 
simulation as a learning tool is well grounded in learning theory 
where learning is self-directed and the transformation of 
experience creates knowledge (Dewey, 1938 & Kolb, 1984). 
“Educational strategies that synthesize the attributes of 
re�ection, context, dialogue and time are focused on achieving a 
dynamic thinking process and hold much promise in preparing 
novice nurses for successful practice” (Forneris, 2004).

In the simulation center, nurse residents applied and integrated 
knowledge and skills learned in the classroom and practiced active 
critical thinking to solve problems in a realistic scenario. Re�ec-

tion following the 
simulated experiences 
was essential to learning 
and sharing knowledge 
(Benner, 2000). 

At DHMC, the 12-week 
medical-surgical Nurse 
Residency Program 

consists of systematic didactic instruction and 
structured simulated clinical experiences (SCEs™), self-directed 
learning exercises and clinical time with a quali�ed preceptor 
who has expertise in the clinical specialty. There 
are 82 hours of didactic skills instruction and self-directed 
learning exercises, 40 hours of integrated simulated 
experiences and 382 hours of clinical experience with a preceptor 
delivered over the duration of the 12-week program.  Mentoring 
is an important element to support the transition 
of new graduate nurses into professional nurses.

Speci�cally designed SCEs provide events or situations that 
resemble clinical practice as closely as possible. These 
simulated experiences allow recent graduates to enhance the 
basic skills obtained in nursing school prior to performing 
interventions on the clinical unit. SCEs incorporate JCAHO’s 
National Patient Safety Goals, resource management, teamwork, 
communication and human factors. The SCEs are ordered in a 
sequence that builds on skills and critical thinking utilized in 
earlier simulated experiences. Complexity is integrated into the 

SCEs by introducing distractions to simulate the contextual 
environment in which the nurse will be working. Distractions and 
interruptions are achieved by having a family member present or 
having the physician perform a procedure on the wrong leg while 
the nurse is attempting to assess the patient and provide nursing 
interventions for an acute event. Nurse residents learn about the 
complexity of care and the importance of vigilant behavior 
(Ebright, 2003) and are encouraged to demonstrate this in the 
simulation center.  Thus, habits of safe practice such as 
medication administration or recognizing that “something in this 
picture doesn’t look right” are connected to interventions.

Groups for SCEs consist of four nurse residents. Each simula-
tion session begins with the nurse residents recounting their 
experiences during the prior week. Following each simulated 
experience, a period of re�ection occurs that utilizes inquiry based 
questioning for learning (Thirteen Ed, 2007). Faculty in the 
simulation center and specialty-based preceptors provide 
individual evaluation each week. Learning experiences are 
modi�ed to ensure that essential skills and competencies are 
achieved. Competency assessment is performed in the simulation 
center in the �nal week. Nurse residents must achieve a minimal 
level of competency in order to continue working at DHMC 
without an extended probationary period.

OUTCOMES
Overall, this structured residency standardizes length of orienta-
tion and increases clinical productivity. Preceptors and unit 
leaders report an increased readiness for practice and a more 
consistent process for the skill acquisition. Human patient 
simulation helps support realistic assessment of clinical 
con�dence and competence and readiness for practice in a 
speci�c clinical setting. It also provides opportunities to assess 
not only performance and competence, but more importantly 
attitudes and behavior.  

To date, DHMC has recruited and trained 231 recent graduate 
nurses to the residency program. As knowledge of the program 
grew, the number of recent nurse graduates who applied to 
DHMC and the residency program more than tripled. When 
asked why they chose to work at DHMC, newly hired nurses 
consistently state that the Nurse Residency Program was the 
primary reason for their decision. 

 

Evaluation of the Nurse Residency Program over a three-year 
period included both qualitative and quantitative measures.  
Qualitative measures administered throughout the Nurse 
Residency Program are: 1) self-ef�cacy for practice and 2) self- 
reported weekly and global level of con�dence, competence, 
and readiness for independent practice self-evaluation analog 
scales. The Casey-Fink Graduate Nurse Experience Survey 
measures the nurse resident’s self-reported perception of 
their experiences (1999, 2002 by University of Colorado 
Hospital, all rights reserved). Quantitative data is collected on: 
1) the length of orientation for each nurse resident, 
2) nurse resident retention and turnover, and 
3) the cost avoidance associated with reduced nurse turnover. 

Each week, nurse residents rated their level of con�dence, 
competence and readiness to provide, independently, nursing care 
to patients with symptoms of the disease processes or clinical 
situations they studied/practiced that week. Each item was 
measured on a 10-millimeter visual analog scale (extremely 
low to extremely high). The mean scores for con�dence, 
competence and readiness-for-independent practice demonstrated 
improvement by 37% to 42% from the beginning of the program 
to the end. Based on a Paired t-test, this was statistically 
signi�cant (p<.001). Initial comparison of this self-ef�cacy data 
supports a potential correlation between the self-assessment of 
the resident and evaluation of performance by the simulation 
center facilitators using the Simulated Structured Clinical 
Simulation (SSCS) tool.

Outcomes measured over a period of three years with the “Nurse 
Resident’s Readiness for Entry-into-Practice Competence 
Questionnaire,” which is a 53-item scale – adopted from Self-
Ef�cacy for Professional Nursing Competencies Instrument 
(Babenko-Mould, et. al, 2004) supported a signi�cant (sig.<.001) 
improvement in nurse residents’ self-reported readiness for 
independent practice from the beginning to the end of the 
12 week transition program. Components of the questionnaire 
included: 1) nurse/client relationship (5 items), 2) illness/injury 
prevention (5 items), and 3) curative/supportive care (43 items). 

The most signi�cant changes in scores occur in items related to:

1) the use of technology in providing nursing interventions, 
2) synthesizing clinical data and 
3) making clinical decisions in rapidly changing health situations.

These �ndings have helped DHMC to identify signi�cant gaps of 
knowledge that exist in the abilities of recent graduates. These 
�ndings have been shared with nursing school af�liates in an 
effort to address academic learning needs and develop the nursing 
workforce. Based on a paired t-test, there was a signi�cant 
(p<.001) improvement in self-ef�cacy scores from baseline 
(mean=71.1, SD=11.s) and completion of the program 
(mean=84.5, SD=7.9). Psychometric testing of the revised 
instrument is ongoing but initial results indicate that the instru-
ment is reliable (Cronbach’s alpha = .98, n=124). Initial analyses 
demonstrated that the nurse residents’ ratings of their feelings of 
self-ef�cacy were correlated to their competence as evaluated by 
the simulation center instructors on the SSCS evaluation tool.

Performance evaluations measured by the SSCS tool 
demonstrated: 

1) Consistent patterns of increased pro�ciency and con�dence

2) Increased ability to “think on the �y” 

3) Utilization of resources to problem solve complex clinical  
 situations

4) Increased ability to use re�ection as a learning tool 

5) Improved utilization of communication techniques and team  
 performance 

 

Retention rates of recent graduates have been signi�cantly 
improved following implementation of the Nurse Residency 
Program. The one-year retention rate for new nurse graduates 
prior to the initiation of the program was 83% and the two-year 
retention rate was 57%. Since the inception of the Nurse 
Residency Program, the one-year retention rate is 90% and the 
two-year retention rate is 76%. This has resulted in the medical/
surgical specialty units experiencing a very low vacancy rate, 
which was a signi�cant drop from double-digit vacancy rates prior 
to the program. Considering that in the same period of time 24 
more medical/surgical beds were opened to address access 
problems for patients across the region, this serves as a most 
remarkable accomplishment.

Orientation time for new graduate nurses for all specialties 
has decreased and is more predictable.  The median time for 
orientation has decreased to: 

1) 14.7 weeks for medical/surgical specialties

2) 18 weeks for special care areas 

3) A mean of 26.5 weeks for intensive care (ICU) inclusive of 
 adult ICU (24 weeks), pediatric ICU (22 weeks), and  
 neonatal intensive care units (34 weeks)
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Currently, hospitals in the United States are signi�cantly challenged 
to transition greater numbers of new nurse graduates into the inpatient 
setting at the same time that experienced nurses are exiting in record 
numbers. Struggles exist as clinical units attempt to assimilate large 
numbers of novice nurses while continuing to deliver safe, evidence-
based patient care. This paper presents a method of addressing this 
challenge by integrating human patient simulation into a nurse 
residency program curriculum for recent graduates.

BACKGROUND
The United States confronts a nursing shortage that 
negatively affects the health of its citizens as well as the strength 
of its economy. Experts predict that nationally, the shortage of 
nurses will exceed 1,000,000 nurses by the year 2020 
(Department of Health and Human Services [DHHS], 
HRSA, 2006). Factors contributing to this shortage in the 
United States include an aging nursing workforce, changing 

career opportunities for 
women and increased 
demands for healthcare 
by members of the baby 
boomers, as they age.
Internationally, 77% of 
developed countries report 
shortages with undevel-
oped countries reporting 
even more extreme 
shortages (World Health 
Organization [WHO], 
2006).

As the shortage increases, both nationally and internationally, 
nurse recruitment has become dif�cult and competitive.  
This has worsened as hospitals compete with each other 
and large percentages of nurses from less developed countries 
leave for positions in more developed countries. 

These trends result in excessive costs to healthcare 
organizations. In fact, it is estimated that organizations 
in the US spend $300,000 annually in nurse turnovers for every 
1% increase in turnover (Jones, 2008). Administrators seek 
answers to these �nancial realities while concerns about 
competency, patient safety and quality of care rise as hospitals 
are forced to hire more inexperienced nurses and nurses from 
other countries. Worldwide, health systems are placed at risk 
due to lack of standardization and inconsistencies in nurse 
preparation. Meanwhile, limited clinical competency and 
experience threaten the quality and safety of healthcare. 

The World Health Organization (WHO) de�nes a well 
functioning healthcare system as one that addresses: 
1) availability of healthcare in terms of space and time; 
2) competence in terms of technical knowledge, skills and 
behaviors; 3) responsiveness to treating people decently and 
with respect; and 4) productivity in producing maximum 
effective health services and health outcomes while reducing 
waste of staff time and skills (WHO, 2006). This report also 
summarizes key methods and systems, which if implemented, 
would collectively in�uence the four dimensions of health 

workforce performance. Some methods identi�ed include 
job descriptions, norms and codes of conduct, skill matching and 
supportive supervision with audits and feedback. Other 
strategies identi�ed included remuneration, information, 
communication, team management, accountability, competence, 
life-long learning and professional development.

One of the most signi�cant challenges hospitals confront today 
is how to develop a universally competent, professional nursing 
workforce during a time of severe shortage. Competence and 
professionalism can be measured by patient safety and quality 
of care patient outcomes. Nurses who are knowledgeable, 
display professionalism in their communication styles, 
develop effective relationships with patients, families, other 
professionals, while committing to nursing excellence and 
life-long learning can signi�cantly impact the quality of 
healthcare worldwide.

THE DARTMOUTH-HITCHCOCK 
MEDICAL CENTER EXPERIENCE
Prior to 2004, Dartmouth-Hitchcock Medical Center (DHMC), 
similar to other healthcare organizations, began experiencing a 
dwindling supply of experienced nurses. This necessitated hiring 
greater numbers of new graduate nurses whom, as novices, 
needed longer orientation time to achieve competent status. 
At that time, nursing leaders recognized that the current 
orientation program resulted in great variability in the 
unit-based orientation process. Challenges existed in efforts to 
budget effectively due to variability in the length of orientation 
needed for new graduate nurses to achieve competency. Further-
more, recent graduates consistently exceeded length of 
orientation expectations and reported not feeling ready or 
comfortable to independently manage a patient assignment. 

This variability resulted in nurse educators conducting a search 
of the literature that indicated that recent graduates with transi-
tion programs were signi�cantly more prepared to complete 
current assignments; committed fewer nursing errors; and were 
better able to make decisions, supervise patient care, call 
physicians and document care. Additional data supported the 
notion that transition programs might be a factor in retention of 
new staff nurses.

AN INNOVATIVE SOLUTION
In mid-2004, DHMC received funding to improve retention of 
nurses in rural Northern New England through enhanced 
nursing education and practice (HRSA). Nurse leaders and 
educators developed and implemented a Nurse Residency 
Program using human patient simulation. It was designed to 
assist new nurse graduates in medical/surgical and critical care 
specialties transition into professional practice. The desired 
outcomes of the Nurse Residency Program were: 
1) develop a standardized approach to orienting new nurse 
graduates to professional practice, 2) increase retention and 
reduce turnover of new nurse graduates, 3) increase the pool 
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The organization experienced a cost avoidance of $3,542,000 
when one considers the two-year retention of new nurse 
graduates. A number of important outcomes relate to turnover: 

1)  Potential early problems were detected and remediation  
 could occur in a targeted fashion in simulation and clinical  
 settings

2) Individuals who would have later become “problem” 
 employees (absenteeism, substandard care, etc) were   
 detected early and provided support early in their careers  
 at DHMC (this has resulted in some mutually agreed-upon  
 departures)

3)  Individuals appreciated the intensity of training and decided   
 to stay and grow their careers here 

4)  Performance in simulation triggered investigation into   
 organizational screening methods for nurses

Orientation time decreased in clinical areas and anecdotal 
feedback from leadership indicated that the nurse residents were 
able to take a full patient assignment. Nurse leaders reported 
that nurse residents came to the unit better prepared with skills 
and that performance concerns were detected earlier.  Thus, 
nurse educators could support learning earlier and more 
effectively. Nurses who did not find a “best fit” initially have 
been redirected to other specialties with very successful results.

Nurse residents’ feedback indicates that they feel fortunate 
to have the opportunity to have a transition program. They also 
report how important simulated experiences have been in helping 
them understand the importance of utilizing resources and how 
to effectively identify and access appropriate resources. They 
often report that they selected DHMC as their preferred place 
of employment because of the Nurse Residency Program. They 
describe their learning experiences as “fun,” “extremely helpful,” 
“an opportunity for hands on learning,” “it helped me put the 
pieces together,” and “the same situation we had in simulation 
happened to me on the unit!” Overall, 96.5% of respondents 
rated simulation sessions on the SSCS evaluation tool as “very 
good” or “good” and 78.5% would like additional or more 
advanced simulation training.

The Nurse Residency Program, now available through METI, 
offers a consistent orientation process and supports the ability 
to evaluate competency development, provide standardized 
experiences and evaluation and detect problems early and 
remediate. It has been a financially successful decision by 
reducing costs associated with maintaining a competent, 
professional and experienced nursing work force.
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