
www.sciedu.ca/jnep Journal of Nursing Education and Practice 2015, Vol. 5, No. 1

ORIGINAL RESEARCH

Implementation and evaluation of a mental health
nursing residency program

Barb Pizzingrilli ∗, Derek Christensen

Mental Health and Addictions Program, Niagara Health System, St Catharines, Canada

Received: September 24, 2014 Accepted: October 22, 2014 Online Published: October 30, 2014
DOI: 10.5430/jnep.v5n1p76 URL: http://dx.doi.org/10.5430/jnep.v5n1p76

Abstract
Objective: The Niagara Health System opened a new healthcare facility in 2013 with expansion of the Mental Health and
Addictions Program. As part of operational readiness planning, the decision was made to implement a 12-week residency
program to support a cohort of ten new nursing staff in attaining the knowledge, confidence, and recovery attitudes required
for practice. This paper will detail the planning and implementation of a Mental Health Nursing Residency Program at the
Niagara Health System. The outcomes of the residency program will be discussed as well as the challenges that will inform
recommendations for future programming. There is a paucity of literature related to mental health specific residency programs,
and this paper will add to the work that has already been done in this specialty area of practice.

Methods: Ten nurses new to mental health participated in the 12-week residency program. The program was evaluated using
pre and post measures of knowledge, confidence, and recovery attitudes at the beginning and end of the residency program.
Retention rates were also examined for the cohort of new staff. Results were obtained from eight of the ten participants for data
analysis. Descriptive statistics were used to describe the sample, recovery attitudes, and retention. Knowledge and confidence
data were analyzed using paired t-tests.

Results: Statistically significant improvements occurred in knowledge and confidence. Recovery attitudes also improved but
retention of staff who participated in the residency program was not enhanced.

Conclusions: A residency program can be an effective strategy to ensure that nurses new to the field of mental health and
addictions have the requisite competencies for practice.
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1 Introduction
The shortage of nurses internationally is a concern for most
areas of practice. In Canada, it is estimated that there will
be a deficit of 60,000 full-time Registered Nurse (RN) posi-
tions by 2022.[1] High job demands,[2] low work control,[2]

increased emotional demands in the work environment,[3]

work hours,[4] work-family conflicts,[4] lack of a support-
ive team environment,[5] poor collegial relationships with

physicians,[6] not being recognized and rewarded for job
performance,[7] and lack of leadership visibility[7] have all
been identified as factors linked to nurses’ intent to leave
their positions. The impact of not having enough nurses can
be felt on many different levels, but most importantly in the
delivery of safe, quality care. Several studies have demon-
strated the relationship between nursing staff levels and neg-
ative patient outcomes within healthcare settings, including
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falls,[8–10] medication errors,[8, 10] infections,[9, 11] and mor-
tality rates.[12, 13]

Many countries have directed energies at increasing the
number of new graduate RNs as a strategy to address on-
going shortages. Given the emphasis on this valuable re-
source, there has been extensive research conducted to ex-
amine and understand the perspectives of new RNs entering
the workforce and the challenges that they face particularly
in the first year of practice when they are potentially most
vulnerable.[14–21] The need to understand the perspectives
of new RNs is imperative especially given that 53% of new
graduates will change positions within their first year of em-
ployment.[22]

Bowles and Candela,[14] in their survey of 352 new RN grad-
uates, examined perceptions of first job experience. The
new RNs identified concerns related to patient care and
specifically that work was very stressful, that they often had
to stay at the end of their shift to complete assigned duties,
staffing levels were inadequate, they had minimal time to
spend with their patients, and were often floated to other ar-
eas where they did not feel prepared to perform the work re-
quired. The authors asked survey respondents to provide the
reason for leaving their first job and 26% cited patient care
related factors as being the main reason. Concerns about the
acute nature of the patients they care for, staffing levels, and
an overall perception of unsafe patient care were identified
as factors influencing the decision to leave the first work ex-
perience.

Cylke[16] conducted a needs assessment to provide nurs-
ing employers with the tools needed to improve new nurse
graduate orientation programs. Eighty-eight new graduate
nurses participated in completion of the Casey-Fink Grad-
uate Nurse Experience Survey that was used to collect re-
spondent answers. Cylke found that while 86% of the new
nurses were excited and challenged by their work, over 54%
found that the workload, including organization, prioritiza-
tion, and patient acuity, was an issue. Additionally, lack
of confidence, fear, orientation issues, and role expectations
were also highlighted by respondents as areas of concern
during the period of transition into their new nursing posi-
tions. In terms of confidence, the new nurses had difficulty
communicating with patients and families, were uncomfort-
able delegating to other healthcare staff, and struggled with
critical thinking skills.

Dyess and Sherman[17] conducted focus groups with 81 new
graduate RNs who had less than 12 months of practice ex-
perience. The authors identified that the RNs felt both confi-
dent and fearful as they transitioned into new and unknown
patient situations. Even though the new graduates were
working as members of the health team, they felt profession-
ally isolated when attempting to work through new experi-
ences and learning. This can be particularly problematic as
they are expected to deal with potentially complex patient

related situations often within a short period of time. The
authors also found that participant experiences were further
confounded by receipt of different and often contradictory
information from staff and often inaccessible policies and
procedures. The inexperienced RNs, in contrast to their
more experienced counterparts, may additionally be less fa-
miliar with standards of practice and available resources that
will assist in problem solving complex clinical situations.[23]

Issues of violence in the workplace can be particularly over-
whelming for new nurses who may lack the knowledge and
confidence to address conflict with their colleagues.[24] Ten-
sion and conflict can arise from multi-generational nurses
coming together at different points in their career, with di-
vergent foundational values, beliefs and philosophies. Ac-
cording to Vessey, DeMarco, and DiFazio[25] violence in-
cludes any “offensive, abusive, intimidating, or insulting be-
haviours that cause psychological and/or physical distress to
the recipient”(p. 136). Violence is typically problematic to
identify as behaviours can be subtle in the workplace and
as a result the victim often has difficulty in seeking assis-
tance to remedy the situation.[26] For new nurses who are
not familiar with workplace supports and resources to assist
in addressing issues of violence, this can be even more of a
challenge.

Simons[27] surveyed 398 new nurses with less than three
years’ experience as part of a larger study examining bul-
lying behaviour among nurses. The most frequently iden-
tified bullying behaviours, that occurred on both a weekly
and daily basis, included someone withholding information
that could impact personal performance, being humiliated,
being ordered to work below competence level, being the
subject of gossip and rumours, being ignored or excluded,
having personal opinions and views ignored, being given
tasks with unreasonable or impossible timelines, and an un-
manageable workload. The author found that nurses’ intent
to leave their jobs increased as workplace bullying and ex-
posure to violence increased.

Budin, Brewer, Chao, and Kovner[28] surveyed 1407 early
career RNs to examine the relationship between verbal
abuse behaviours and factors such as demographics, work
environment, and work attitudes. The authors found that
higher levels of abuse were significantly related to lower
levels of autonomy, supervisory support, mentor support,
workgroup cohesion, promotional opportunities, and intent
to stay than those who were not exposed to verbal abuse
from their nursing colleagues. For early career nurses who
reported moderate to high levels of verbal abuse, 29.6% in-
dicated intent to leave their nursing positions within the next
12 months and 42.3% planned to leave within 1-3 years. De-
spite exposure to moderate to high levels of verbal abuse at
the hands of their nursing colleagues, 77.5% of new nurses
did not identify a plan to leave their current position within
the next three years. The fact that new nurses remain in
violent environments, further supports that repeated expo-

Published by Sciedu Press 77



www.sciedu.ca/jnep Journal of Nursing Education and Practice 2015, Vol. 5, No. 1

sure to conflict leads to a post-traumatic stress response in
the victims,[26] undermines self-confidence, contributes to
feelings of humiliation, and leaves victims feeling vulnera-
ble.[25]

For RNs new to mental health, many will experience the
same issues affecting new graduates across all practice set-
tings. However, they also have to contend with choosing a
practice environment that has been identified as less desir-
able to new graduates compared to other clinical areas.[29, 30]

Several enduring myths have also been prevalent over the
years that have deterred nurses from considering this area
of specialty practice. Mental health has been inaccurately
viewed as a destination for late career nurses who transi-
tion from more clinically intense areas to seek out a lesser
workload. Additionally, mental health is seen as the clinical
area in which global nursing skills will be lost due to lack of
opportunity to use them and staff new to this area may have
concerns about their own safety because of perceived patient
population risks.[30] Furthermore, lack of exposure to men-
tal health placements can impact the motivation and readi-
ness of new graduates to enter this field[31, 32] and limit the
ability of new nurses considering this area of practice to un-
derstand and process the negative stereotypes surrounding
mental health care.[33] The odds of recruiting new nurses to
mental health would seemingly appear to be stacked against
healthcare organizations and, with an average annual mental
health nursing turnover rate of 17.8% in Canada,[34] reten-
tion is also problematic.

The use of a nursing residency program has been identi-
fied as an effective strategy in addressing issues of reten-
tion,[35–40] new graduate confidence,[36, 38, 42–44] and attain-
ment of clinical skills and competencies.[41–46] There is a
paucity of research examining outcomes specific to mental
health residency programs though some work has been done
in this specialty area. The purpose of this paper is to detail
the planning and implementation of a Mental Health Nurs-
ing Residency Program at the Niagara Health System for a
cohort of staff new to mental health and addictions. The out-
comes of the residency program will be discussed as well as
challenges that will inform recommendations for future pro-
grams.

1.1 Background

In March 2013, a new Niagara Health System (NHS) hos-
pital opened in St. Catharines, Ontario. The Mental Health
and Addictions Program, prior to the new hospital, consisted
of inpatient mental health beds, adult outpatient, and chil-
dren’s services at three hospital sites. With the new hos-
pital, the inpatient beds from the three sites consolidated
with creation of two acute inpatient units consisting of 44
beds. In addition to the inpatient beds, a number of new
services were introduced within both the inpatient and out-
patient programs. Planning for the new hospital occurred
over several years and one of the key components was a

comprehensive Human Resources strategy across all pro-
grams and services. While there were some areas of growth
within other NHS programs, the Mental Health and Addic-
tions Program had the greatest number of new services and
expansion potential that had significant implications for re-
cruitment and training.

The Mental Health and Addictions Program leadership team
met on a weekly basis to review and discuss the new hospi-
tal operational readiness plan to ensure that timelines were
met and that all facets of readiness were identified. In dis-
cussing staffing requirements for the new hospital, it was
decided to begin recruitment early in 2012 in order to have
staff trained and ready to move into positions when the new
hospital opened. Recruitment efforts were initiated and ten
new staff (see Table 1) were initially hired consisting of
six new graduate Registered Nurses (RN), one new grad-
uate Registered Practical Nurse (RPN), two RNs with less
than one year experience and one RN who transferred from
a medical unit and therefore was new to the area of mental
health and addictions.
Table 1: Mental health nursing residency program
participant demographics

 

 

Characteristics Percentage (n = 10) 

Age 
≥30 
<30 

 
30% (n = 3) 
70% (n = 7) 

Gender 
Male 
Female 

 
20% (n = 2) 
80% (n = 8) 

Professional Designation 
RN 
RPN 

 
90% (n = 9) 
10% (n = 1) 

Education 
Diploma 
Undergraduate 
Other 

 
10% (n = 1) 
90% (n = 9) 
0% (n = 0) 

Years Worked with People with Mental Illness
0 Years 
1 Year 
2-4 Years 
5-9 Years 
≥10 Years 

 
70% (n = 7) 
20% (n = 2) 
10% (n = 1) 
0% (n = 0) 
0% (n = 0) 

 

Historically, orientation for new staff coming into the NHS
Mental Health and Addictions Program has consisted of a
five day classroom-based experience with introduction of
comprehensive theoretical content that was applied to pre-
ceptored shifts in the clinical area, which ranged on aver-
age from five to seven shifts. Hiring of new staff has been
episodic within the Program resulting in many new staff not
attending mental health orientation at all or sometimes sev-
eral months after starting. Given the unique knowledge and
skills required for mental health nursing practice the estab-
lished orientation process may not meet the needs of all new
staff in providing the foundational competencies to transi-
tion into independent practice. The use of a residency pro-
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gram was identified as a strategy that could provide a solid
base of knowledge and skills for the group of ten new staff
in readiness for the new hospital rather than using the estab-
lished orientation program.

The Mental Health Nursing Residency Program[47] was
originally developed by eight collaborating organizations
that came together as part of the Ontario Ministry of Health
and Long-Term Care Nursing Health and Human Resources
Planning Demonstration Sites initiative in 2007/2008. The
partners were: Centre for Addiction and Mental Health,
Mental Health Centre Penetanguishene, Providence Care,
Mental Health Services Site (Kingston), Royal Ottawa
Health Care Group, Ontario Shores Centre for Mental
Health Sciences, Algonquin College, University of Ontario
Institute of Technology, and University of Ottawa. The Pro-
gram is based on the Canadian Standards for Psychiatric
Mental Health Nursing[48] and includes classroom based
sessions totaling approximately 40 hours integrated with
clinical activities that are related to the theoretical content
introduced in class. The intent of the overall program is to
provide specialty training that will ensure alignment of nurs-
ing practice with mental health standards and transition of
the novice practitioner to the second stage of Benner’s clin-
ical competence model, which is Advanced Beginner.[49]

Transitional funding related to the new hospital was avail-
able to support the 12-week residency program duration.
The residency program plan was presented and approved by
the Mental Health and Addictions Program Steering Com-
mittee and planning was initiated.

1.2 Program planning

The planning stage initially began with a telephone consul-
tation with a Nursing Practice Consultant[50] at St. Joseph’s
Healthcare Hamilton. Recommendations were made by the
Nursing Practice Consultant based on St. Joseph’s experi-
ence with the Mental Health Nursing Residency Program.
She identified the need for consistent mentors for new staff
and strong nursing leadership to ensure that the program
stays on track and that any barriers are addressed in a timely
manner. St. Joseph’s Healthcare Hamilton had updated the
original Mental Health Nursing Residency Program content
and provided this to the Niagara Health System to use as the
basis for refinement of its own program.

A Nursing Residency Program Steering Committee was de-
veloped consisting of the Mental Health and Addictions
Program Director, Manager of Program Development, Clin-
ical Manager, Educator, and a front-line RN. As an ad hoc
member, the NHS Chief Nursing Executive did not attend
all meetings but was updated on the Residency Program
progress. The initial meeting of the Steering Committee was
June 7, 2012 and it was identified immediately that meeting
weekly would be important especially given the tight time-
lines for beginning the Program in July. Once the Residency

Program was underway, the Steering Committee continued
to meet though the frequency of the meetings decreased
from the original weekly commitment as there were mini-
mal issues that arose during the 12 weeks.

The Mental Health and Addictions Program Educator up-
dated the Mental Health Nursing Residency Program con-
tent provided by St. Joseph’s Healthcare Hamilton to re-
flect Niagara specific information. The Program Educa-
tor included regularly scheduled clinical activities with the
more commonly used mental health and addictions commu-
nity programs to increase new staff awareness of resources
and to begin building relationships with community agen-
cies. The Program Educator also worked closely with the
Clinical Managers in identifying mentors for the Residency
Program. Many of the chosen mentors had previously at-
tended mentor training workshops and were considered to
be experienced nursing staff in their clinical areas.

An e-mail was sent by the Program Educator inviting all
Residency Program participants to attend a “launch day,”
which was scheduled for July 19, 2012. In addition to the
residents and the Program Educator, the NHS Chief Execu-
tive Officer, Chief Nursing Officer, and the Mental Health
and Addictions Program Leadership Team, consisting of
the Vice President, Regional Chief, Director, Clinical Man-
agers, and Manager of Program Development, attended the
launch celebration.

2 Methods
The Residency Program was evaluated using a pre-post de-
sign. The specific outcomes that were evaluated include:
(i) knowledge acquisition related to mental health and ad-
dictions content; (ii) confidence levels; (iii) attitudes about
mental health recovery; and (iv) retention rates of the Resi-
dency Program participants.

2.1 Sample

A convenience sample (n = 10) was used consisting of nine
Registered Nurses and one Registered Practical Nurse who
participated in the 12-week Mental Health Nursing Resi-
dency Program at the Niagara Health System in 2012. Ap-
proval was obtained from the Niagara Health System Re-
search Ethics Board.

2.2 Instruments

The knowledge test administered to the Residency Pro-
gram participants to evaluate knowledge acquisition was
constructed by the Mental Health and Addictions Program
Educator. The 45-question test was derived from the Resi-
dency Program content including areas such as the Mental
Health Act, trauma, violence risk, recovery, addictions, psy-
chotropic medications, and emergency response.

Confidence levels were measured using the Mental Health
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Nursing Clinical Confidence Scale (MHNCCS),[51] which
consists of 20 questions that assess different elements of
confidence within mental health settings. The items on the
MHNCCS are scored using a 4-point Likert scale where 1 is
not all confident and 4 is completely confident.

The 16-item Recovery Attitudes Questionnaire was used to
determine beliefs and attitudes about recovery within the
context of mental health and addictions issues.[52] The 16
questions are answered using a 5-point Likert scale where 1
is strongly disagree and 5 is strongly agree.

2.3 Data collection procedures

Quantitative data were collected by the Mental Health and
Addictions Program Educator at the beginning of the Men-
tal Health Nursing Residency Program and on the last day
using the same instruments. The selected instruments mea-
sured knowledge, confidence levels, and recovery attitudes.
Data were de-identified prior to statistical analysis.

2.4 Data analysis

The data were entered and analyzed using Minitab R© Sta-
tistical Software[53] for eight of the ten participants as two
people did not complete the full 12-week Residency Pro-
gram. The pre-post knowledge and confidence scores were
compared and analyzed using paired t-tests. Statistical sig-
nificance was recognized for P -values of < .05. Descriptive
statistics were used to describe the sample demographics,
participant attitudes related to mental health recovery, and
retention.

3 Results
3.1 Knowledge

The mean, standard deviation (SD), t-test result, and level of
significance for knowledge scores at the start (pre-test) and
end (post-test) of the Mental Health Nursing Residency Pro-
gram are shown in Table 2. There was a statistically signif-
icant increase in the knowledge scores between the pre-test
and the post-test. These results support that the Residency
Program does have an impact on knowledge acquisition in
key content areas required for mental health nursing prac-
tice.
Table 2: Pre-post knowledge test scores (n = 8)

 

 

 
Mean 
(Pre) 

Standard 
Deviation

Mean 
(Post) 

Standard 
Deviation 

Paired 
T-Test 

Knowledge Scores 31.25 4.98 38.13 2.70 -5.58* 

*P < .05 

 

 

3.2 Confidence levels

The mean, standard deviation (SD), t-test result, and level
of significance for confidence scores at the start (pre-test)
and end (post-test) of the Mental Health Nursing Residency

Program are shown in Table 3. All participants had an im-
provement in their confidence ratings over the course of the
12 weeks with the exception of two individuals, with one
having exactly the same score pre and post scores and an-
other who had a 10-point decrease in the confidence score.

A paired t-test was used to test the mean difference between
the pre and post confidences scores for the eight Residency
Program participants. Analysis was completed for each in-
dividual scale question. There was an improvement in the
mean scores for all 20 items between the pre and post pe-
riod. The residents showed statistically significant improve-
ment in the areas of communication (pre-mean = 2.75, SD
= 0.71; post-mean 3.63, SD = 0.52; P = .021), counseling
skills (pre-mean = 2.25, SD = 0.71; post-mean 3.50, SD
= 0.54; P = .011), establishing treatment goals for patients
with mental illness (pre-mean = 2.63, SD = 0.74; post-mean
3.50, SD = 0.54; P = .006), knowledge of antipsychotic
medications (pre-mean = 2.25, SD = 0.71; post-mean 3.25,
SD = 0.46; P = .007), knowledge of anti-anxiety medica-
tions (pre-mean = 2.50, SD = 0.76; post-mean 3.38, SD =
0.52; P = .006), knowledge of antidepressants (pre-mean =
2.63, SD = 0.74; post-mean 3.25, SD = 0.46; P = .049),
knowledge of mood stabilizers (pre-mean = 2.50, SD =
0.76; post-mean 3.25, SD = 0.46; P = .020), conducting
mental status examinations (pre-mean = 2.63, SD = 0.52;
post-mean 3.63, SD = 0.52; P = .007) and completing psy-
chosocial assessments (pre-mean = 2.25, SD = 0.71; post-
mean 3.25, SD = 0.46; P = .007).

3.3 Recovery attitudes questionnaire

The mean recovery attitude scores at the start (pre-test) and
end (post-test) of the Mental Health Nursing Residency Pro-
gram are shown in Table 4. The mean scores were improved
between the pre and post periods in 13 of the 16 recovery
attitude items, or 81%. These results suggest that the Res-
idency Program does have an impact on recovery attitudes
and participants recognize that the way in which individuals
recover is unique and that hope, courage, faith, and support
are important to the recovery process. Question 3 had no
change between the pre and post scores, which indicates that
the residents do not believe that an understanding of one’s
mental illness is helpful in recovery.

The only question that had a decrease in the mean recov-
ery attitudes score between the start and end of the Resi-
dency Program was number 13, which asked participants
about the influence of stigma for the recovery process. The
results of this question can be used to inform the curricu-
lum for future residency cohorts with potentially a greater
focus on the topic of stigma, which has been identified as
a significant barrier for individual recovery.[54] Staff need
to understand and appreciate the impact of stigmatizing atti-
tudes, including their own, in order to support the recovery
journey of individuals with mental health issues.
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Question 10 of the RAQ-16 is reverse coded and asks “Peo-
ple who recover from mental illness were not really men-
tally ill in the first place.” The results for this question did
not change between the beginning and end of the residency
period. This potentially suggests that participants do not

appreciate that recovery can occur within the context of se-
rious and persistent mental health and/or addictions issues
despite presentation of theoretical and consumer based re-
covery journey information during the Residency Program.

Table 3: Pre-post mental health nursing clinical confidence scale scores (n = 8)
 

 

Individual Scale Items Mean (Pre)
Standard 
Deviation  

Mean 
(Post) 

Standard 
Deviation  

Paired 
T-Test 

1. I am able to be empathetic with a range of persons with 
mental illness. 

3.50 0.76 3.88 0.35 -1.43 

2. I can seek support from other members of the mental 
health team. 

3.63 0.52 3.88 0.35 -1.53 

3. I am able to establish my own personal boundaries 
when relating to persons with a mental illness. 

3.50 0.54 3.75 0.46 -1.53 

4. I can contribute patient-related mental health 
information at a multidisciplinary meeting. 

2.88 0.84 3.13 0.99 -0.61 

5. I can communicate effectively with persons with a 
mental health problem. 

2.75 0.71 3.63 0.52 -2.97* 

6. I can fit with the nursing team on a mental health 
clinical placement. 

3.38 0.52 3.63 0.74 -0.68 

7. I can provide information and education for patients 
regarding their diagnosis. 

2.63 0.74 3.00 0.76 -1.16 

8. I am able to provide basic counseling for persons with 
a mental illness. 

2.25 0.71 3.50 0.54 -3.42* 

9. I can assist patients with a mental illness to clarify 
treatment goals. 

2.63 0.74 3.50 0.54 -3.86* 

10. I have a basic knowledge of antipsychotic 
medications and their side effects. 

2.25 0.71 3.25 0.46 -3.74* 

11. I can develop a nursing care plan on the basis of my 
assessment. 

2.75 0.71 3.13 0.35 -1.43 

12. I have a basic knowledge of anti-anxiety medications 
and their side effects. 

2.50 0.76 3.38 0.52 -3.86* 

13. I have a basic knowledge of antidepressants and their 
side effects. 

2.63 0.74 3.25 0.46 -2.38* 

14. I have a basic knowledge of mood stabilizers and 
their side effects. 

2.50 0.76 3.25 0.46 -3.00* 

15. I can conduct a mental status examination. 2.63 0.52 3.63 0.52 -3.74* 

16. I can handle patients who are verbally aggressive. 2.88 0.64 3.25 0.71 -1.00 

17. I can carry out a comprehensive psychosocial 
assessment of patients. 

2.25 0.71 3.25 0.46 -3.74* 

18. I am able to provide patient education regarding the 
effects of medications. 

2.88 0.99 3.25 0.46 -1.16 

19. I can handle patients who are physically aggressive. 2.63 1.06 3.13 0.64 -1.53 

20. I am able to assist patients to develop living skills. 3.13 0.84 3.38 0.52 -0.80 

*P < .05 

 

 

3.4 Retention

Of the ten participants who took part in the Mental Health
Nursing Residency Program, only five (50%) are still with
the Niagara Health System at the two year mark. Within
the first year following completion of the Residency Pro-
gram, one staff member relocated to another community to

be closer to family (10%), one (10%) was unsuccessful in
passing the Ontario registration exam, one (10%) left to pur-
sue other employment, and two (20%) left for undisclosed
reasons. The retention rate was lower than expected particu-
larly within the context of significant resource commitment
to actualize the Residency Program.
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Table 4: Recovery attitudes questionnaire scores (n = 8)
 

 

Individual Questionnaire Items 
Pre-Score 
(Mean) 

Post-Score 
(Mean) 

1. People who are in recovery need the support of others. 4.75 5 

2. Recovering from mental illness is possible no matter what you think may cause it. 3.75 4.5 

3. A good understanding of one’s mental illness helps in recovery. 4.75 4.75 

4. To recover requires faith. 3.63 4.5 

5. Recovery can occur even if symptoms of mental illness are present. 4.25 4.75 

6. People in recovery sometimes have setbacks. 4.75 5 

7. People differ in the way they recover from a mental illness. 4.5 4.88 

8. Recovering from mental illness can occur without help from mental health professionals. 3.13 3.25 

9. All people with serious mental illness can strive for recovery. 3.88 4.75 

10. People who recover from mental illness were never really ill in the first place. 1.25 1.25 

11. The recovery process requires hope. 4.25 5 

12. Recovery does not mean going back to the way things used to be. 3.75 4 

13. Stigma associated with mental illness can slow the recovery process. 4.88 4.63 

14. Recovering from the consequences of mental illness is sometimes more difficult than recovering. 4 4.63 

15. The family may need to recover from the impact of a loved one’s mental illness. 4.63 4.88 

16. To recover requires courage. 4.63 4.88 

 

4 Discussion

The Mental Health and Addictions Residency Program at
Niagara Health System was successful in assisting novice
practitioners, new to this specialty area of practice in at-
taining core knowledge, building confidence, and adopting
recovery-oriented attitudes. The combination of classroom
based theoretical content integrated with in-hospital clini-
cal experiences and community based orientation time con-
tributed to a solid foundation of knowledge and skills re-
quired for mental health and addictions nursing practice.

This program was innovative in that the experiences the par-
ticipants had were not limited solely to their area of clinical
focus. Instead, the curriculum was adapted to include signif-
icant exposure to community based programs that will en-
able staff to begin developing connections with these agen-
cies and building an understanding of community services
that can then be incorporated into care planning with clients.

The Mental Health Nursing Residency Program that was
originally developed as part of the Ministry of Health and
Long-Term Care Nursing Health and Human Resources
Planning Demonstration Sites initiative in 2007/08 was
specifically for Registered Nurses. At NHS, the Residency
Program included a Registered Practical Nurse. While psy-
chiatric and mental health nursing standards set by the Cana-
dian Federation of Mental Health Nurses[48] are for Regis-
tered Nurses, the core standard categories can be applied to
the Registered Practical Nurse role as well within the con-
text of identified scope of practice.

A 12-week Residency Program can be costly especially in
light of healthcare funding constraints. However, as part
of new hospital planning and with transitional funding op-
portunities, options for the use of a Residency Program for
training of new staff should be considered. Investment in
the orientation of new novice practitioners at the front-end
of their hospital tenure will potentially build commitment
and loyalty in a healthcare environment where staff short-
ages are present. While the retention rate for the Men-
tal Health Nursing Residency Program cohort was lower
than expected, previous research has identified that nursing
turnover rates decline as residency program curriculum ad-
justments are made based on resident feedback[55] and with
the number of cohorts completed.[45, 56] It is anticipated that
with revisions to the 12-week Residency Program and ad-
ditional cohorts, the retention rate will increase but further
research would need to be undertaken to verify these as-
sumptions.

5 Conclusion
The results presented in this paper contribute to the mental
health and addictions literature and demonstrate that a res-
idency program can be an effective strategy to ensure that
nurses new to the field of mental health and addictions have
the competencies required for practice. In a healthcare en-
vironment in which nurses are a valuable commodity, any
intervention that will support new staff in increasing knowl-
edge, confidence, and attitudes should be explored by orga-
nizations.
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