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Bridging the Gap: A Hospice Nurse Residency 
Program
Susan Lysaght Hurley, PhD, GNP-BC, RN; Diane M. Welsh, DNP, RN, CNE; Kaveri M. Roy, DNP, RN; 
and Cassandra Godzik, PhD, PMHNP-BC, RN, CNE

More than 1.49 million patients were served by 
hospice organizations in the United States in 
2014, nearly doubling the number of patients 

served only 10 years prior (National Hospice and Pal-
liative Care Organization, 2019). Significant growth ex-
pected in the aging population will continue to fuel this 
expansion of hospice services (Ortman et al., 2014). Para-
mount to the ability of health care teams to meet the de-
mands of the growing hospice and palliative care popula-
tion is the availability of trained hospice nurses. However, 
the predicted overall national nursing shortage and 20% 

annual turnover rates in hospice nursing associated with 
burnout threatens the ability of hospice providers to meet 
the expected growth in patients (Keidel, 2002; National 
Association for Home Care & Hospice, 2015; Zhang et 
al., 2018).

Critical efforts are underway to increase palliative care 
content in undergraduate nursing education to prepare all 
nurses for caring for patients with serious illness; however, 
gaps remain for those wishing to focus on care for the se-
riously ill as a career path (O’Connor, 2016). Although 
palliative care fellowships currently exist for physicians 
and nurse practitioners, resources are scarce for RNs be-
ginning their nursing careers or changing fields to work in 
hospice or palliative care (American Academy of Hospice 
and Palliative Medicine, n.d.; Hospice & Palliative Nurses 
Association, n.d.; Pittman et al., 2014). The Institute of 
Medicine’s Future of Nursing (2010) recommendations 
implored health care institutions and regulatory agen-
cies to focus on transition to practice models, particularly 
upon completion of degree or when moving to a specialty 
practice.

abstract
There are few formal training opportunities that ex-

ist for RNs interested in the rapidly growing field of 
hospice and palliative care. To address this, the curricu-
lum for a nurse residency program was developed and 
delivered to 12 nurses over 1 year. The nurse residents, 
as well as their clinical supervisors and interprofes-
sional colleagues, were surveyed to obtain feedback 
on the overall program. Skill acquisition of the nurses 
was also assessed. The results indicate that the nurse 
residents had increased levels of confidence in caring 
for dying patients, communication with other clini-
cians, and delegation and management of treatment 
teams and families. According to supervisors and col-
leagues, strengths of the program included support for 
new nurses, integration of the interprofessional team, 
and solid preparation for new hospice nurses. These 
findings provide nursing educators and administrators 
with needed insight into the development and evalua-
tion of an RN residency program in hospice and pallia-
tive care. [J Contin Educ Nurs. 2020;51(8):371-376.] 
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Nurse residency programs are widely adopted transi-
tion-to-practice models bridging the gap between entry-
level baccalaureate nursing education and professional 
nursing roles (LaVigne & Cosme, 2018). National resi-
dency accreditation standards dictate that these programs 
focus on clinical judgment and performance skills, inter-
professional collaboration, evidence-based practice ex-
pertise, and professionalism. Residencies in nonhospital 
settings may be most successful when including specialty 
content, mentoring, preceptorships, and agency adminis-
trative support (Spector et al., 2015).

Responding to the need to improve hospice nurse re-
cruitment and retention, we developed a hospice nurse 
residency based on a collaboration between an academic 
institution and a clinical hospice agency and piloted the 
design with two cohorts of RNs who were new to the hos-
pice nurse case management role. 

CURRICULUM DESIGN
The hospice residency curriculum was developed us-

ing a crosswalk of local and national competencies and 
palliative care content (American Academy of Hospice 
and Palliative Medicine et al., 2004; American Associa-
tion of Colleges of Nursing, n.d.; Commission on Col-
legiate Nursing Education, 2015; Coyle, 2015; Hospice 
and Palliative Credentialing Center, 2018). The National 
Consensus Project clinical practice guidelines (American 
Academy of Hospice and Palliative Medicine et al., 2004) 
provided the framework for this curriculum. Supporting 
these guidelines at the state level were the newly revised 
Massachusetts Nurse of the Future Nursing Core Competen-
cies, included to align with statewide nursing education 
initiatives (Massachusetts Department of Higher Educa-
tion Nursing Initiative, 2016). At the national level, the 
Commission on Collegiate Nursing Education (2015) 
Standards for Accreditation for Entry-to-Practice Residency 
Programs was incorporated in hopeful pursuit of accredi-
tation at a future date. At the time this curriculum was 
implemented, residencies were accredited in acute care 
facilities only. Palliative care content highlighted the End-
of-Life Nursing Education Consortium (ELNEC) cur-
ricula and the certified hospice and palliative nurse can-
didate handbook (American Association of Colleges of 
Nursing, n.d.). 

Blending the crosswalk with our standard orientation 
resulted in the creation of several new lectures to ensure 
that content met all the standards noted above. All resi-
dents complete the agency new hire orientation and clini-
cal orientation and then have additional residency didac-
tic and educational experiences. Additionally, many new 
activities were developed, including a book club, debrief-
ing sessions, and simulation exercises focusing on end-

of-life communication. In recognition of the importance 
of specialty certification, nurse residents were purposely 
prepared for the CHPN® Examination. The examination 
tests knowledge of symptom management, ethics, and 
professional practice standards for hospice and palliative 
care nurses. To take the examination, nurses must practice 
500 hours caring for patients with serious illness, so the 
nurses were eligible after their first year in practice follow-
ing the residency.

Within the hospice setting, the interprofessional team 
is at the center of hospice care, with the nurse case man-
ager as the team leader. This role can be a steep learning 
curve for both new graduate nurses and experienced nurs-
es who are changing fields. For this reason, interprofes-
sional team members were integrated into the curriculum 
from the start. Fieldwork, beginning the second week of 
the hospice nurse residency, included shadowing of all 
hospice interprofessional roles: physicians, nurse practitio-
ners, nurses, social workers, chaplains, and home health 
aides. Interprofessional staff also facilitated some of the 
classroom activities and didactic lectures. In this way, the 
nurse residents were taught to recognize the roles of and 
value other members of the team. Teamwork was empha-
sized for better patient outcomes but also as a resource 
for the nurse case manager. The expectation was that by 
teaching the hospice nurse residents to fully utilize the in-
terprofessional team, nursing frustration, stress, and burn-
out would be avoided, leading to improved retention and 
recruitment. 

Interdisciplinary teams were also modeled by includ-
ing leaders and experienced front-line clinical staff from 
all disciplines within the agency in delivering curricular 
content. In addition to residency leadership and nurse ed-
ucation staff, we had four social workers, four chaplains, 
four physicians, four nurse practitioners, two bereavement 
counselors, and three members of clinical leadership de-
liver didactic content. This content ranged from ELNEC 
modules and symptom management to grief support and 
professionalism. The curriculum also included a 4-hour 
simulation provided by academic partner nursing faculty 
and a 4-hour pediatric training led by agency nurse educa-
tors at an off-campus site. The average classroom time for 
each of the two pilot cohorts was 24 days. 

IMPLEMENTATION AND RESULTS
The nurse residency curriculum and fieldwork sched-

ules were developed to expand on current hospice orienta-
tion and offer enough supervision time for new graduates. 
Coursework was delivered over 3 months for experienced 
nurses and 6 months for new graduate nurses, at a large, 
nonprofit hospice and palliative care agency located in 
the New England area. There were two sequential cohorts 
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in the initial year of the residency; each group included 
both experienced nurses and new graduates. To qualify, 
the nurses had to be RNs. The nurses submitted an ap-
plication and were interviewed. The new graduate RNs 
had to have completed their training within the past year; 
some had a few months of work, but for the remainder 
the residency was their first nursing job. The experienced 
nurses had a range of 3 to 6 years of practice in a variety of 
settings, from acute care to primary care practices. Nine of 
the nurses were baccalaureate prepared. 

The first cohort consisted of five nurses, two experi-
enced nurses and three new graduate nurses. The second 
cohort, started six months later, consisted of five experi-
enced nurses and three new graduate nurses. The nurses 
were hired as full-time employees of the hospice agency 
and given student access to the academic institution li-
braries and online learning management system.

Classroom activities accounted for 1 to 3 days a week, 
and included didactic lectures, role-play and simulation 
exercises, pediatric skills training, a book club, journal 
writing, and weekly debriefing. The residents began their 
fieldwork the second week of the residency, which start-
ed by shadowing clinical staff. The residents then were 
paired one-to-one with an experienced nurse preceptor 
for 8 weeks (experienced RNs) and 12 weeks (new gradu-
ate RNs), respectively. Hospice administrators reduced the 
caseloads of the nurse preceptors by 25% to dedicate their 
time to teaching and mentoring. Monthly debriefing ses-
sions continued with all hospice nurse residency graduates 
for 1 year after their hire.

The residency was led by a project director and nurse 
educator, with curriculum and evaluation assistance from 
their academic partners. Coursework was taught by the 
project director and nurse educator, other clinicians at the 
hospice agency, and faculty at the academic partner site. 
All classes were hosted at the hospice agency except for a 
communication simulation laboratory experience hosted 
by the academic partner. Fieldwork highlighted a variety 
of disciplines and settings of care, including routine home 
care in private homes, long-term care facilities, and assist-
ed living facilities and the general inpatient level of care in 
a freestanding inpatient hospice home. The nurses shad-
owed a variety of hospice nursing roles (admission nurse, 
on-call nurse, triage nurse, weekend nurse, and nurse li-
aison) to deepen their understanding of hospice and pal-
liative care. All nurse residents were expected to assume a 
hospice nurse case manager role for a minimum of 2 years 
upon completion of the residency. 

Administration and funding considerations of the 
grant include initial funding support, resident salary sup-
port, residency leadership, and preceptor release time. 
The residency was initially developed with grant funding, 

which covered any additional curriculum development 
needed, leadership time, and preceptor release time. Salary 
costs for the nurse residents were covered by the agency 
as a new hire employee. Of the first two cohorts, 12 of 
13 nurse residents were retained at 1 year (92.3%). Upon 
completing the mandatory 500 clinical hours, 90% passed 
the CHPN Examination on their first attempt. Five nurses 
have since left the agency, resulting in a 50% 3-year reten-
tion rate. These nurses left for various reasons (health is-
sues, distance, change of practice area, and pursuit of fur-
ther education) and the majority left the hospice specialty 
at least initially. 

To measure outcomes beyond just completion of the 
residency, an evaluation plan was put into place. The eval-
uation plan included (a) resident assessment of the overall 
program; (b) resident evaluation of their skills and con-
fidence over time; and (c) solicitation of feedback from 
agency staff involved with training the residents. 

RESIDENT ASSESSMENT OF OVERALL PROGRAM 
Data evaluating the overall program were gathered us-

ing a tool specifically developed for this project. The in-
tent of this evaluation tool was to capture aspects of the 
program that the residents enjoyed and found valuable to 
their growth as hospice nurses. It also helped to highlight 
some important aspects of training to be modified for 
future cohorts. A course evaluation tool used at the aca-
demic institution to evaluate didactic and clinical courses 
was adapted for evaluating the hospice residency program. 
The tool included both quantitative and qualitative ques-
tions. Examples of questions include “In which ways has 
this program made you a more competent, knowledge-
able, and skillful nurse?” and “To what extent did you find 
the following aspects of the residency effective?” The tool 
was administered to all nurse residents at the end of the 
program. Answers to the qualitative, open-ended ques-
tions were summarized and the summary validated by the 
study team. 

Residents described experiences in the didactic and 
clinical settings as generally positive. Two major compo-
nents of the residency emerged as most critical in the resi-
dents’ own reflection of their experience. The first was that 
content covered in the lectures and debriefing sessions was 
crucial to the residents’ learning. Seventy-seven percent of 
the residents reported that the lecture content was com-
pletely or moderately relevant to their practice and helped 
them in their growth as a hospice nurse. Additionally, 
10 residents thought that the group debriefs from clini-
cal time were necessary and recommended that there be 
more of them throughout the entire residency. Residents 
commented: 
•	 All of the classroom time was extremely beneficial. All 
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of the knowledge and insight gained from lectures and 
others’ experiences left me more prepared than I even re-
alized! I enjoyed the book readings/discussion and being 
able to debrief with everyone. 

•	 Lectures were helpful to gain knowledge about clinical 
practice. Debriefing is helpful to validate experiences 
and allow us to review what we did with patients and ask 
questions. 

The second most highly valued component was the 
residents’ time with a dedicated preceptor. This precepting 
time was invaluable to their attainment of residency learn-
ing objectives. Some of the resident comments about their 
preceptors included:
•	 Her [preceptor] experience and knowledge was the best 

tool I had and she was extremely approachable with any 
questions I had.... She made [me] more confident in my-
self as a nurse.

•	 The best part of this preceptor experience is feeling like 
there will always be someone who has my back and who I 
can reach out for help if needed. I feel very supported by 
not only [my preceptor], but by all of the nurses, social 
workers, and managers.

Although everyone reported that they would recom-
mend the residency program to peers, many of the resi-
dents would have liked for the dedicated preceptor train-
ing to start earlier. 

RESIDENT SELF-EVALUATION OF 
SKILLS AND CONFIDENCE 

The Casey-Fink Graduate Nurse Experience Survey 
(Casey et al., 2004) was used to assess the growth of resi-
dents throughout the curriculum intervention. The Casey-
Fink tool is a self-assessment survey used to measure skill, 
professional growth and relationships, confidence, and 
overall quality of life for nurses as they transition to prac-
tice. The tool was modified slightly with permission from 
the authors (K. Casey & R. Fink, personal communica-
tion, June 16, 2015) to have language that reflected care 
of patients in a community-based hospice setting. Some of 
the statements residents were asked to self-rate included:
•	 I am comfortable knowing what to do for a dying patient. 
•	 I feel prepared to complete my job responsibilities. 
•	 I am having difficulty prioritizing patient care. 
Each of the 24 statements was rated on a 4-point Likert 

scale with the following responses: 1 = strongly disagree, 2 = 
disagree, 3 = agree, and 4 = strongly agree. The survey was 
administered to the residents at the beginning of the resi-
dency, at the end of the residency, and at the 1-year mark 
following completion of the residency. 

For each of the cohorts, including both new graduate 
RNs and experienced nurses, the overall findings support 
that the residency program helped to increase their level 

of confidence in their role as hospice nurse, confidence 
in communicating, caring for dying patients, and case 
management. A third of the residents at the beginning of 
the program reported a general sense of discomfort when 
needing to speak with physicians and other nurses about 
their patients. After completion of the program, all resi-
dents agreed they were comfortable communicating with 
other clinicians. 

The survey also revealed improvement in residents’ 
comfort level of caring for a dying patient, with half feel-
ing uncomfortable at the beginning of the program and all 
residents feeling comfortable at the end of the program. 
Improvement was noted in delegation of tasks and issues 
to the rest of the hospice team, as well as managing fami-
lies. Aspects of knowledge and confidence as a hospice 
nurse also increased from the start to end of the program, 
as evidenced by the Casey-Fink question responses. This 
included a 20% increase in being able to prioritize patient 
care needs, as well as an 80% increase in comfort mak-
ing suggestions for changes to the nursing plan of care. 
All residents were satisfied in their positions and felt sup-
ported by colleagues in the organization. 

Importantly, we also found that 40% of the residents 
continued to feel overwhelmed with their caseloads and 
thought they had not practiced specific hospice skills as 
much as they wanted (i.e., port access, intravenous cath-
eter starts, and tracheostomy care) even at the end of the 
residency. To address these issues for subsequent residen-
cies, strategies around managing caseloads and delegation 
were integrated into the debriefing sessions. Also, the time 
that the residents spent at the hospice house during their 
field experience was increased to provide them with great-
er opportunities to practice some of the more acute nurs-
ing skills utilized in hospice care. 

CLINICAL AND ADMINISTRATIVE FEEDBACK 
An open-ended qualitative tool was used to elicit feed-

back from all clinical and administrative staff that inter-
acted with the nurse residents. The anonymous survey was 
conducted through SurveyMonkey™. A link to the survey 
was sent via email immediately following the conclusion 
of the second cohort of the residency. Questions included: 
•	 What did you find most helpful, useful, or great about 

the nurse residency program? 
•	 Would you recommend this program to a new graduate 

or experienced nurse looking to switch to hospice care? 
•	 What did you find less helpful or disappointing about 

the nurse residency program? 
•	 What suggestions do you have for future residencies? 

Responses to the survey were summarized and validat-
ed, and findings are being used to make program improve-
ments for current and future cohorts. 
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Twenty-four people responded to the survey sent to 
all clinical and administrative staff who had direct con-
tact with the nurse residents. Staff reported that the most 
positive aspects of the residency were providing support 
to new nurses, more team interaction with the whole in-
terprofessional team, and having well-prepared new staff. 
One comment from a staff member was, “Once the nurses 
started to have their own caseloads, they seemed confident 
in their role as hospice nurses, knowledgeable about the 
care they were providing and the resources of the clini-
cal team.” Negative aspects of the residency included not 
always having a preceptor on the team where the nurse 
was assigned, feeling upset that a resident did leave the 
program, and concern for disruption in the clinical setting 
to go back for classes later in the program. One staff mem-
ber was concerned that preceptors needed more structured 
guidance. When asked if they would recommend the 
hospice nurse residency to a nurse interested in hospice, 
17 of 24 indicated they would “highly recommend” the 
training, five would “recommend” the program, one was 
“neutral,” and one “would not recommend” the program. 
Suggestions for future residencies included expanding to 
other disciplines, spending more time studying case man-
agement skills, and ensuring a preceptor from each team 
was trained. 

The preceptors also completed midprogram and final 
evaluations of their residents. The preceptors evaluated 
the residents in seven areas: patient-centered care, profes-
sionalism, system-based practice, informatics/technology, 
communication, teamwork/collaboration, and safety. The 
evaluations also had space for preceptor comments. The 
ratings for the midprogram evaluation were “progressing 
satisfactorily,” “needs improvement,” and “unsatisfactory.” 
If there were any areas where a resident needed improve-
ment or where they were unsatisfactory, the areas were 
identified and addressed by the residency project direc-
tor and nurse educator, along with the resident’s clinical 
manager and preceptor. The ratings for the final evalua-
tion were “satisfactory” and “unsatisfactory.” All 12 of the 
residents who completed the residency received a “satisfac-
tory” rating from their preceptor. 

DISCUSSION
A hospice nurse residency pilot program was successful-

ly implemented in one large nonprofit hospice adding 12 
new nurse case managers to a growing community-based 
hospice. Retention rates of the nurse residents was 92% at 
1 year and 50% at 3 years. The 1-year retention rate is in 
line with other nurse residency programs across the Unit-
ed States, whereas the 3-year retention rate is lower than 
other programs have reported (Asber, 2019; Van Camp & 
Chappy, 2017). Data about nurse residency programs in 

hospice are limited and thus difficult to compare, but the 
nurses who left at 3 years pursued roles outside of hospice. 
Future studies are needed to elucidate factors of general-
ized new graduate turnover compared with the emotional 
toll of working in hospice as a new graduate.

This pilot study also uncovered a need for more guid-
ance for preceptors. Support for enhanced preparation and 
training for preceptors is a common theme in new grad-
uate transition to practice models (Dahlke et al., 2016; 
Smith & Sweet, 2019). Although a preceptor training 
program was a component of this residency pilot, more 
structured weekly support has been offered in residency 
cohorts moving forward. 

LIMITATIONS
The hospice residency had some limitations. The pro-

gram took place within one hospice setting, and the small 
sample size may affect the replicability and generalizabil-
ity of the results. Additionally, the nurse residents agreed 
to a 2-year contract at the start of the residency, which 
may affect analysis of the retention rate. Funding and sus-
tainability are also potential challenges. This project was 
funded by a Health Care Workforce Transformation Fund 
grant through the Commonwealth of Massachusetts, Ex-
ecutive Office of Labor and Workforce Development. The 
Commonwealth Corporation administered the grant pro-
gram. The grant funding supported the development of 
the residency curriculum and first year of implementation. 
However, given the success of the residency pilot program, 
the hospice agency has committed to continue funding 
the program. 

CONCLUSION
New strategies are needed to better prepare nurses to 

provide hospice and palliative care. This hospice residency 
pilot program is one potential strategy to prepare both 
new graduate and experienced nurses to transition-to-
practice within the hospice and palliative care field. Given 
the success of the residency pilot program, the hospice 
agency committed to continue funding the residency pro-
gram on a yearly basis. This conclusion was based on the 
overall agency goals of enabling a transition to practice 
option for new graduates to increase the pool of poten-
tial nurse applicants and the cost savings from nurse re-
tention offset costs of annual program operation (versus 
overall curriculum development, which was funded by the 
grant). However, implementation of residency programs 
in community-based settings needs further evaluation. 
Future research should focus on specific hospice and pal-
liative care clinical and learning outcomes, hospice nurse 
retention, and agency cost–benefit analyses for continued 
sustainability. 
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