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Canadian Association
of Critical Care Nurses
Vision statement

All critical care nurses provide the highest standard of patient
and family centred care through an engaging, vibrant, educated
and research driven specialized community.

Mission statement

We engage and inform Canadian Critical Care nurses through
education and networking and provide a strong unified
national identity.

Pathways to success

1. Leadership:
• Lead collaborative teams in critical care interprofessional
initiatives
• Develop, revise and evaluate CACCN Standards of Care
and Position Statements
• Develop a political advocacy plan

Values and beliefs statement

Our core values and beliefs are:
• Excellence and Leadership
Collaboration and partnership
Pursuing excellence in education, research, and practice
• Dignity and Humanity
Respectful, healing and humane critical care environments
Combining compassion and technology to advocate and
promote excellence
• Integrity and Honesty
Accountability and the courage to speak for our beliefs
Promoting open and honest relationships
■■

■■

■■

■■

■■

■■

2. Education:
• Provision of excellence in education
• Advocate for critical care certification
3. Communication & Partnership:
• Networking with our critical care colleagues
• Enhancement and expansion of communication with our
members
4. Research:
• Encouraging, supporting, facilitating to advance the field
of critical care
5. Membership:
• Strive for a steady and continued increase in CACCN
membership
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Critical Care Certification – Spring 2019
Congratulations to the following CACCN members* on successfully attaining or renewing their Certified Nurse in Critical
Care—Canada (CNCC(C)) and Certified Nurse in Critical
Care—Pediatrics Canada (CNCCP(C)) Designation in Spring
2019.

CNCCP(C) Initial Certification (Pediatric)
Stephanie Avery
Kate Earley
Ashley O’Reilly

Montréal, QC
London, ON
Montréal, QC

CNCCP(C) Renewal Certification
(Pediatric)
Habiba Banu Desai
Elaine Grant
Isabelle Morency
Sarah Shea
Catherine Whitelaw
Pat Yee

Toronto, ON
Pincourt, QC
Montréal, QC
Montréal, QC
Brookside, NS
Calgary, AB

CNCC(C) Initial Certification (Adult)
Kristyn Coston
Ian Dashnay
Morgan Sarah Davidson
Samantha Dechaine
Elisabeth Gravel
Marley Gregorio
Joëlle Jolicoeur
Denika McPherson
Brittni Millar
Kiley Moore-Dempsey
Janet Motiuk
Claudine Mae Nunez
Heidi O’Callaghan
Michael Smith
Jeanine Taff
Mia-Bernadine Torres
Mekhala Zaman

Calgary, AB
London, ON
Toronto, ON
Edmonton, AB
Boucherville, QC
London, ON
Dorval, QC
Toronto, ON
Airdrie, AB
Vancouver, BC
Edmonton, AB
Winnipeg, MB
New Westminster, BC
Baillieboro, ON
Surrey, BC
Calgary, AB
Airdrie, AB

CNCC(C) Renewal Certification (Adult)
Lissa Currie
Petra Davis
Allison Deplitch
Danae Drouin
Barbara Fagan
Andrea Ford
Mélanie Gauthier
Sophie Jacob
Simmie Kalan
Katherine Kissel
Luda Krapchan
Martha Lombana
Stephen Manning
Sherly Mathew
Fiona McLeod
Sarah Mol
Karen Rafuse
Rajinder Rama
Katherine Tan

Lorette, MB
Vancouver, BC
Brampton, ON
Edmonton, AB
Middle Sackville, NS
Port Moody, BC
Brossard, QC
Grand-Barachois, NB
Richmond, BC
Calgary, AB
Port Coquitlam, BC
Kitchener, ON
Brooklin, ON
Delta, BC
Surrey, BC
Stratford, PW
Windsor, NS
Brampton, ON
Kelowna, BC

* Active CACCN members who provided permission to CNA
to release their contact information to CACCN are included on
this listing.

Corrections

Summer Journal, Volume 30, Number 2
Page 10, column 1: Fall 2018 CNA Certification List: Yu Qin Zhao, Laval, QC attained initial certification, rather than renewal
of certification.
Page 43, column 2: The Dynamics 2019 abstract “Nursing journal club in the paediatric intensive care unit (PICU): Inspiring
the path to expertise at the bedside” unfortunately did not include both authors of the abstract: Elaine Grant, BN, RN,
CNCCP(C) and Sarah Shea, BSc, RN.
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Canadian Intensive
Care Week
October 27 to November 2, 2019

Each year, over 100,000 Canadians
receive life-saving care in Intensive Care Units

Your ICU team – caring for patients
and families every second, every day

The Intensive Care Team –
there for YOU in critical moments

Semaine canadienne
des Soins intensifs
Du 27 octobre au 2 novembre 2019

Chaque année, plus de 100 000 personnes
au Canada bénéficient des soins vitaux
offerts par les unités des soins intensifs.

L’équipe des Soins intensifs prend en charge
les patients et leurs familles tous les jours, à
chaque instant.
L’équipe des Soins intensifs – PRÉSENTE
aux moments critiques.

Cardiopulmonary resuscitation certification
requirements for Canadian registered nurses:
A pressing need for standardization
By Christian Vincelette, PhD Student, MSc, RN, Li-Anne Audet, PhD Student, MSc, RN, Olivier Fortin, MD,
Myriam Dumont, MSc (student), BSc, RN, Nicholas Robillard, MD, MHPE (student), FRCPC

Abstract

Background: In-hospital cardiac arrest (IHCA) is associated
with high mortality rates. In acute care settings, nurses are often
first responders in such situations. Their cardiopulmonary resuscitation (CPR) skills may, therefore, influence outcomes following
IHCA. Consequently, nurses should regularly train in CPR to
maintain competence. However, CPR certification requirements
for general ward and intensive care unit (ICU) nurses remain
inconsistent in Canada.
Objectives: (i) Describe CPR certification requirements of all
Canadian provinces and territories for intensive care and general
ward registered nurses (RNs), and (ii) identify future opportunities for research and practice.
Method: A cross-sectional survey study was conducted during
the months of August and September 2018. Representatives of
nursing regulatory bodies from every Canadian province and
territory regulating licensure of RNs were asked to complete an

11-item online survey regarding BLS and ACLS requirements.
Survey data were analyzed descriptively.
Results: In total, 11 representatives of regulatory bodies of RNs
answered our survey, showing a 92% response rate. Most of the
respondents (91%) reported that RNs are not required to provide
proof of either BLS or ACLS certification to their board to renew
licensure. Furthermore, RN regulatory bodies suggest it is the
responsibility of RNs to maintain their CPR skills current and for
hospitals to regulate CPR certification requirements.
Conclusion: Training and certification requirements for CPR
in acute care hospitals remain unregulated for Canadian RNs.
We invite RN regulatory bodies to standardize and adopt CPR
certification requirements for the licensure of nurses to ensure
appropriate provider skills and high quality resuscitation provided by RNs in Canada.
Key words: cardiopulmonary resuscitation, critical care, training
requirements, nursing, acute care hospitals, qualitative surveys

Vincelette, C., Audet, L.-A., Fortin, O., Dumont, M., & Robillard, N. (2019). Cardiopulmonary resuscitation certification requirements for Canadian
registered nurses: A pressing need for standardization. The Canadian Journal of Critical Care Nursing, 30(3), 8–12.

Highlights

1. The certification requirements in BLS and ACLS for
Canadian registered nurses (RNs) working in acute care settings are regulated by employers.
2. Without formal regulations by bodies to ensure registered
nurses (RNs) are trained in either BLS or ACLS, the actual
proportion of RNs working in acute care settings with an
active CPR licence will remain unknown.
3. This study reiterates the importance of adopting clear regulations regarding CPR training requirements for registered
nurses (RNs) in general units and in Intensive Care Units
(ICUs).

Background

C

ardiac arrest is defined as the cessation of myocardial
contraction that leads to the absence of circulation and,
ultimately, death (Benjamin et al., 2017). In the United
States, 209,000 patients per year are affected by at least one episode of cardiac arrest during their hospitalization, of which
158,840 die (Benjamin et al., 2017). Because of the care provided after cardiac arrests (i.e., hospital care, rehabilitation,
medication, loss of productivity), these are associated with high
costs for healthcare systems (Moulaert, Goossens, Heijnders,
Verburnt, & Heugten, 2016). Indeed, the inflation-adjusted
hospital cost reported with in-hospital cardiac arrest (IHCA)
is US $15,673 (Kolte et al., 2015). Societal costs are further

increased since 40.4% of discharged patients will require skilled
nursing facilities and 30.2% will be hospitalized in short-term
hospitals (Kolte et al., 2015).
While the importance of high-quality resuscitation manoeuvres has been largely discussed and studied, survival to
discharge rates remain unchanged, ranging from 18% to 24%
(Benjamin et al., 2017). Researchers associated greater survival rates with situations where the first observed rhythm is
shockable (Benjamin et al., 2017). Indeed, timely identification of a pulseless ventricular tachycardia by first responders
has been shown to increase the proportion of successful first
shocks (Borak et al., 2014). Registered nurses (RNs) are often
identified as first responders (Nori, Saghafinia, Motamedi, &
Hosseini, 2012) because of their continuous surveillance and
monitoring of patients (Kutney-Lee, Lake, & Aiken, 2009;
Milhomme, Gagnon, & Lechasseur, 2018).
Competence remains an ill-defined concept (Watson, Stimpson,
Topping, & Porock, 2002). However, we refer to it as a combination of knowledge, attitudes, and skills (Yanhua & Watson,
2011), which are utilized and, thereafter, influence cardiopulmonary resuscitation (CPR) performance in the context of a
cardiac arrest. Previous research showed mixed findings regarding nurses’ competence in CPR (Hamilton, 2005; Vincelette,
Lavoie, Fortin, & Quiroz-Martinez, 2018). However, investigators have found that some determinants influence competence
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in CPR. Critical care nurses, who frequently respond to cardiac
arrest (Passali et al., 2011), as well as nurses trained in basic life
support (BLS) and advanced cardiovascular life support (ACLS)
have better knowledge of CPR guidelines (Kalhori et al., 2016;
Passali et al., 2011; Vincelette et al., 2018). Good knowledge of
CPR guidelines is associated with chest compressions of greater
quality (Burkhardt, Glick, & Terndrup, 2014), which may influence patient outcomes. Moreover, training multidisciplinary
unit teams in BLS and ACLS has shown to increase the probability of return of spontaneous circulation, as well as survival to
discharge rates (Moretti et al., 2007; Sodhi, Singla, & Shrivastava,
2011). Thus, a literature review reiterated the importance of
frequently training RNs in CPR in order to maintain updated
knowledge and psychomotor skills (Hamilton, 2005).
While BLS training provides knowledge and psychomotor skills
relevant to chest compressions, mask ventilation, and the use of
assisted-external defibrillators (AED), training in ACLS provides
specific knowledge relevant to manual defibrillation, advanced
airway management, pharmacotherapy, and insertion of intravenous or bone marrow catheters. These two certifications are key
elements for Canadian RNs to maintain and develop CPR skills.
However, to what extent RNs can carry out ACLS manoeuvres is
variable across acute care settings.

(2 items), b) RN certification requirements in BLS (3 items),
c) RN certification requirements in ACLS (3 items), and d)
ICU RN certification requirements in ACLS (3 items). As for
the items specific to CPR certification, RN regulatory bodies
were asked whether it is mandatory for general unit RNs or
ICU RNs: 1) to receive training in CPR (BLS and/or ACLS),
2) to demonstrate that they have an active certification (BLS
and/or ACLS), and 3) to recertify every two years according to resuscitation guidelines (American Heart Association,
2015).

Ethical Considerations

Surveys were anonymous and, following article 2.5 of
the Interagency Advisory Panel on Research Ethics, ethics committee agreement was not required (Social Sciences
and Humanities Research Council, Natural Sciences and
Engineering Research Council of Canada, Canadian Institute
of Health Research, 2014). However, in order to validate our
inquiry, we contacted our local ethics committee to ensure
we met ethical standards; which confirmed that a formal ethics agreement was not required for this quality improvement
initiative.

A recent study conducted in a tertiary acute
care hospital in Quebec (Canada) suggested
that 9% of RNs working in ICU departments
reported holding a valid ACLS certification
and 83% a BLS certification, suggesting that
not all RNs recertify in CPR every two years
(Vincelette et al., 2018). While it is mandatory in the United States for ICU nurses
to train in CPR, the training requirements
in Canada remain inconsistent (HagyardWiebe, 2007). This study aimed to examine
the CPR certification requirements of
Canadian provinces and territories regarding ACLS and BLS for acute care RNs.

Method

A cross-sectional survey was conducted
during the months of August and September
2018. To be a Canadian RN, a nurse must
comply with the rules and regulations of the
college, association or regulatory body representing the province or territory where
employed. Therefore, a purposive sample of
the representatives of every nursing college,
association or regulatory body was constituted and sent a brief survey by email. To
maximize the proportion of respondents, a
follow-up email was sent after two weeks.
The survey was developed by our research
team (Table 1), following Dillman’s (2007)
tailored design method.
The developed survey has 11 items, divided
in four specific sections: a) respondent role

Table 1. Cardiopulmonary Resuscitation Training for Registered Nurse Survey
Volume 30, Number 3, Fall 2019 • caccn.ca 9

Analysis

Data from surveys were extracted by the first author (CV) and
descriptive analysis (i.e., proportions) was conducted. A qualitative synthesis was conducted from narrative responses from
the Canadian regulatory bodies.

Results

Twelve RN regulatory bodies were contacted of which 11 representatives completed the survey (response rate: 92%). The
majority (91%, n=10) reported that RNs are not required to
provide proof of certification in either BLS or ACLS and that
RNs do not need to report these qualifications to register to
their regulatory body annually (Table 2). Moreover, most (81%,
n=9) regulatory bodies do not ask RNs working in acute care
settings to recertify in CPR every two years. The College of
Nurses of Prince Edward Island was the only one that required
RNs to have a BLS certification to practice in general or ICU
units, however, the provision of certification proof was not necessary to obtain licensure (Table 2).
The Nurses’ Association of New Brunswick, the College of
Nurses of Ontario, and the College of Registered Nurses of
Nova Scotia did not answer the items of the survey, providing narrative answers instead. These narrative answers were

similar to that of other regulatory bodies, which reported that
the employer (i.e., hospital) regulated the CPR certification
requirements of the RNs they employ (Table 2).

Discussion

In this study, we aimed to determine the BLS and ACLS certification requirements for RNs working in both general and ICUs
across Canada. Our research suggests that the majority of RN
regulatory bodies do not require these certifications to obtain
licensure. Several respondents reported that it is the ethical
and professional duty of each RN to maintain competency and
seek relevant training in their field of practice, as indicated in
their standards of practice (College of Nurses of Ontario, 2018;
Truchon, 2009). Moreover, most regulatory bodies reported that
the regulation of CPR certification should be managed by the
employer, each nurse being responsible for keeping CPR skills
current. Unfortunately, the absence of certification accountability
may not promote formal CPR training. In order to guarantee the
first critical steps of resuscitation in acute care settings, RNs working in general wards and ICUs must be trained in the recognition
of cardiac arrests and the delivery of adequate CPR manoeuvres.
Without any incentive for RNs to certify in BLS or ACLS training,
one can only speculate on RNs competence in CPR management.

Table 2. BLS and ACLS Certification for RNs for Canadian Regulatory Bodies
Regulatory bodies (n=12)

BLS training
for general
units RNs

ACLS training
ACLS
for general units training for
RNs
ICU RNs

Comments

College of RNs of British
Columbia

NC

NC

NC

Employers might have CPR
requirements

College of RNs of Alberta

NC

NC

NC

Employers regulate CPR requirements

Association of RNs of
Newfoundland and Labrador

NC

NC

NC

Employers regulate CPR requirements

Ordre des infirmières et infirmiers NC
du Québec

NC

NC

Hospitals regulate CPR requirements

Nurses Association of New
Brunswick

NR

NR

NR

Referred us to hospitals which have
specific policies for CPR requirements

College of RNs of Prince Edward
Island

C

C

NC

Certification proof is not required to
obtain licensure, if RNs state they have
an ACLS licence, they have to prove it

College of RNs of Nova Scotia

NC

NC

NC

Hospitals may require CPR
certifications

College of Nurses of Ontario

NC

NC

NC

Hospitals may require CPR
certifications

Saskatchewan RNs Association

NC

NC

NC

Hospitals regulate CPR requirements

RN Association of the Northwest
Territories and Nunavut

NC

NC

NC

CPR training is not a requirement to
register as a RNs

College of RNs of Manitoba

NC

NC

NC

Hospitals regulate CPR requirements

Yukon RNs Association

NR

NR

NR

Abbreviations: RNs, registered nurses; BSL, basic life support; ACLS, advanced cardiovascular life support; CPR,
cardiopulmonary resuscitation; NC, no certification required; NR, not reported; C, certification required
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To the best of our knowledge, no national data are available concerning RNs’ BLS or ACLS certification and their CPR skills are
unknown.
One recent study conducted in the ICU of a tertiary university
healthcare centre located in the province of Quebec provides preliminary data regarding RNs’ certification status (Vincelette et al.,
2018). Twenty percent of ICU nurses did not have an active certification in BLS and more than 80 percent did not have an active
certification in ACLS. Although competency may be gained through
experience, the relatively low incidence of cardiopulmonary arrests
combined with the progressive decay of ACLS knowledge and skills
with time and lack of use (Yang et al., 2012) advocates for standardization of resuscitation certification. Identifying the actual
proportion of general unit and ICU nurses holding a BLS or ACLS
certification and its influence on patient outcomes seems like a
promising avenue to influence decision-makers and reiterate the
importance of training nurses in CPR.
Finally, the importance of CPR skills held by RNs has been
largely acknowledged (Hagyard-Wiebe, 2007; Hamilton, 2005;
Nori et al., 2012). CPR certification requirements for Canadian
RNs should be determined and standardized across provinces
and territories. Healthcare organizations should maximize
certification opportunities in BLS and ACLS for RNs and
introduce policies to promote training in CPR (e.g., certification paid by employer, specific working hours dedicated for
the training, and in-situ mock codes). Also, nurse managers
and decision-makers should support RNs in their CPR skills
development and identify the appropriate training needed,
depending on unit type and clinical context. Regulatory bodies should regulate CPR certification, and request proof from
RNs to control and register certified RNs, thus ensuring safe
and optimal care for hospitalized patients.

Limitations

While we report CPR certification requirements from the perspective of provincial and territorial regulatory bodies of nurses,
submitting the survey to major healthcare organizations across
the country might have resulted in a more accurate representation of certification requirements across Canada, since most
regulatory bodies reported that the employer regulated requirements. However, because of the obligation of regulatory bodies
to protect the public and their role in controlling the access to the

nursing profession, a methodological choice was made to contact the representatives of such organizations. Our research team
developed the survey; however, the understanding of the items
by respondents might have influenced the results we report.

Conclusion

This study shows that most bodies regulating the nursing profession do not require proof of certification in either BLS or
ACLS for acute care RNs working in Canada. CPR skills and
training are key determinants of efficient management of cardiac arrests by RNs in acute care settings. In Canada, the
current situation regarding certification requirements in either
BLS or ACLS for registered nurses is suboptimal and there is a
need to standardize and control these certifications. Increasing
requirements of certification by regulatory bodies and promoting in-situ training by health care organizations are promising
paths. CPR skills are an important aspect of the nursing practice and must be maintained in order to offer optimal and safe
care, thus improving patient outcomes.
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Abstract

The Truth and Reconciliation Commission (TRC) of Canada
Report: Calls to Action (2015) has proposed that the health of
the Indigenous population of Canada has been significantly
impacted by colonization. Currently, members of the Indigenous
communities often cite experiencing prejudice and systemic racism in the healthcare setting (MacDonald & Steenbeek, 2015).
Hospital policies and healthcare professionals’ attitudes pose barriers to Indigenous healing practices, which results in a delay in
seeking help until critically ill (Stamler, Yiu, & Dosani, 2016).
During a voluntary summer clinical project, six undergraduate nursing students developed a semi-structured interview to
explore the knowledge of the TRC among 25 nurses in various
critical care settings across Canada. Following data collection,

the authors determine that due to a lack of cultural competency
and safety in such fast-paced units, holistic and personalized care
can often be impaired for Indigenous peoples. They further propose that non-Indigenous nurses caring for Indigenous patients
have a responsibility to reach a greater understanding of colonial
history to fully comprehend power imbalances that are often replicated (Stamler et al., 2016). In this paper, the authors will share
the findings from their clinical project and compare them to the
application of the TRC’s Calls to Action in Canada and internationally. Strategies to improve care to the Indigenous peoples will
be explored. The aim is for all nurses to become familiar with how
to implement the TRC Calls to Action into practise.
Key words: Indigenous, Truth and Reconciliation Report, critical
care, strategies, calls to action, clinical project, qualitative interviews

Sanzone, L., Doucette, E., Fansia, N., Fu, C., Kim, E., Lo, K.P., Malhi, P., & Sawatsky, T. (2019). Indigenous approaches to healing in critical care settings:
Addressing the Truth and Reconciliation Report’s calls to action. Canadian Journal of Critical Care Nursing, 30(3), 14–21.

Addressing the Truth and Reconciliation
Report’s Calls to Action

T

he health of the Indigenous peoples of Canada has
been significantly impacted by colonization since the
arrival of European settlers (MacDonald & Steenbeek,
2015). Currently, members of the Indigenous communities
often cite experiencing prejudice and systemic racism in the
healthcare setting (MacDonald & Steenbeek, 2015). It is the
responsibility of nurses who interact with Indigenous peoples
to understand Indigenous history and cultural healthcare values in order to better care for these patients and their families.
This can be done by developing cultural competence, which
is defined by the Canadian Nurses Association (CNA), as “...
the application of knowledge, skills, attitudes or personal attributes required by nurses to maximize respectful relationships
with diverse populations of clients and co-workers” (CNA,
2010, p. 1). Similarly, the TRC #22 reinforces this notion: “We
call upon those who can effect change within the Canadian
healthcare system to recognize the value of Aboriginal healing
practices and use them in the treatment of Aboriginal patients
in collaboration with Aboriginal healers and Elders where
requested by Aboriginal patients” (Truth and Reconciliation
Commission, 2015, p. 3). For the purpose of this article, the
terms “Indigenous” and “Aboriginal” will be used to refer to
the same population.
The traditional Indigenous values regarding health emphasize a holistic model that differs greatly from the Western

approach to medicine (Wilson, 2007). The Medicine Wheel
demonstrates how Indigenous people view health within four
key factors: mental, physical, emotional, and spiritual (Wilson,
2007). Traditional medicine by this framework is thus, “inseparable from culture, family, and community” (Wilson, 2007,
p. 8). While Indigenous people and healthcare practices vary
greatly across Canada, a consistent belief is that each individual
will respond to diseases and treatments differently depending
on their constitution and social circumstances (Department of
Economic and Social Affairs, 2006). Common Indigenous healing practices include “ceremonies, spiritual rituals, counselling
by community members, and the wisdom of the community
Elders” (MacDonald & Steenbeeck, 2015, p. 35–36). These
practices are both marginalized and oppressed by the process
of colonization, even in these contemporary times.
The overall effect of colonization was that newcomers imposed
their worldview as superior to the Indigenous, which greatly disrupted Indigenous traditions, language, and healthcare practices
(MacDonald & Steenbeek, 2015). According to a United Nations
(Department of Economic and Social Affairs, 2006) public poll
of Indigenous people, “Sixty-three percent (63%) ...identified
the loss of land and culture as significant contributors to poorer
health status” (p. 3). Furthermore, the introduction of foreign
diseases and pathogens often made traditional healing practices
ineffective (MacDonald & Steenbeek, 2015). This resulted in the
deaths of many Indigenous people and community Elders, further disrupting the passing on of healing practices through oral
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tradition (MacDonald & Steenbeek, 2015). The cultural assimilation imposed by colonization often induced Indigenous peoples
to deny their origins and holistic healthcare views (MacDonald
& Steenbeek, 2015). This differs greatly from the European
healthcare perspective, which uses a biomedical model and
emphasizes health as being “free of disease” (Assembly of First
Nations, 2015). As a result, hospital policies that are structured
within the biomedical model “do not meet Aboriginal needs/
standards” (Assembly of First Nations, 2015).
Indigenous people are often hesitant to visit healthcare services as these places are reminiscent of historical trauma due to
“... colonization, residential schools, and racism” (MacDonald
& Steenbeek, 2015, p. 40). These factors have created a systemic
issue in healthcare settings that impacts the Indigenous people
at the individual and community levels. As a result, the “average life expectancy of First Nations [is] about five to seven years
lower than the non-Aboriginal population… while the First
Nations suicide rate is five to six times higher” (Assembly of
First Nations, 2015, p. 3). Additionally, infant mortality rates
are 1.5 times higher among First Nations (Assembly of First
Nation, 2015). Moreover, approximately half of the Indigenous
patients seeking healthcare services also use traditional medicines. However, a lack of cultural competency from healthcare
professionals (HCP) causes this population to feel unwelcome
and unsafe in Western healthcare settings (Richardson &
Stanbrook, 2015). This results in Indigenous people only seeking healthcare services when the situation is an emergency,
which is why it is crucial for critical care nurses to understand this population. The data collected from the surveys of
this clinical project will further identify these factors and the
authors will recommend ways to improve the cultural competency of nurses using the TRC as a framework.

Methods

For the purposes of this clinical project, six undergraduate nursing students applied the CNA’s (2010) definition
of cultural competence and the TRC Calls to Action #22–
24 concerning the Indigenous population in critical care
settings. As defined in the Tri-Council Policy Statement by the
Canadian Institutes of Health Research, Natural Sciences and
Engineering Research Council of Canada, and Social Sciences
and Humanities Research Council of Canada (2014), Article
2.5:  www.pre.ethics.gc.ca
“Quality assurance and quality improvement studies, program evaluation activities, performance reviews, or testing
within normal educational requirements when used exclusively for assessment, management or improvement purposes,
do not constitute research for the purposes of this Policy, and
do not fall within the scope of REB review.” (p. 18)
As this was a clinical project where the findings would be shared
and compared to the application of the TRC’s Calls to Action
in Canada and internationally, it was to be used exclusively
for improvement purposes and, thus, no Institutional Review
Board approval was required. A qualitative design was chosen
and a survey of 15 questions was developed through a literature
search of the terms: “cultural competency”, “Indigenous health”,
“Truth and Reconciliation”, “interventions” and “Indigenous

healing practices” (see Table 1). Surveys were completed
online by nurses or by the students in the format of individual semi-structured interviews, lasting approximately 20 to 25
minutes. A total of 25 registered nurses (RNs) from various
Anglophone and Francophone hospitals across the provinces
of Quebec, Ontario, Manitoba, Alberta, and British Columbia
continued on page 16…
Table 1: Nursing Survey
Please be assured that all information will remain
anonymous. Also, while participating hospitals will be
listed, no information will be attached to a specific hospital.
1. Have you heard about the Truth and Reconciliation
report? (Truth and Reconciliation Commission, 2015)
2. Are there any policies on this floor that integrate
the Truth and Reconciliation report? (Truth and
Reconciliation Commission, 2015)
3. Are there any hospital policies that have changed due
to the Truth and Reconciliation report? (Truth and
Reconciliation Commission, 2015)
4. If there is a policy, how do you apply this into clinical
practice? If not, are you aware of any other policies to
encourage cultural diversity?
5. How would you define cultural competency?
(Canadian Nurses Association, 2010)
6. Have you ever come across an Indigenous patient? If
yes, describe the experience.
7. Would you describe yourself as culturally competent
based on the definition the Canadian Nurses Association
has provided? (Canadian Nurses Association, 2010)
8. Do the policies of this floor prevent you from
practising culturally competent care?
9. Do you have any ideas for improvement? How can we
make critical care settings more culturally competent
for the Indigenous population? (Clifford, A.,
McCalman, J., Bainbridge, R., & Tsey, K., 2015)
10. Are there any services provided for the Indigenous
population in this hospital? If yes, are you aware of it
and do the patients know about this?
11. Who writes the hospital policies for nurses?
12. Have you ever come across an Indigenous patient? If
yes:
13. Did you have any prior knowledge about the
Indigenous culture? Please elaborate. (MacDonald, C.,
& Steenbeek, A. 2015)
14. In what ways did it change your clinical approach,
your behaviour or your attitude? (MacDonald, C., &
Steenbeek, A. 2015)
15. Would you say that there was mutual respect between
you and the Indigenous family? If yes, what do you
think helped in fostering a respectful relationship?
If no, what do you think might help in fostering a
respectful relationship with another Indigenous
family?
16. Do you think that one requires certain personal
attributes in order to be culturally competent? If yes,
which ones? (e.g., honesty) (Foronda, C., Baptiste, D.L.,
Reinholdt, M.M., & Ousman, K., 2016)
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… continued from page 15
were chosen by convenience sampling. A letter detailing the
clinical project was sent to the head nurses of various hospitals
(see Table 2), who consented for interviews to be conducted
on their unit with informed consent from each participant.
Critical care registered nurses, ranging from new graduates to
experienced RNs, from Canadian urban hospitals, the majority
being from Montreal, were interviewed. Participants included
20 ICUs and emergency room RNs from McGill University
Health Centre, Montreal General Hospital, MaisonneuveRosemont Hospital, and Hôtel Dieu de Montréal in Quebec,
two emergency room (ER) RNs from Michael Garron Hospital
in Toronto, Ontario, one ICU RN from the Health Sciences
Centre in Winnipeg, Manitoba, and two RNs from St. Paul’s
Hospital in Vancouver, British Columbia.
Table 2: Letter to the Head Nurse
To: [Name of potential participating hospital]
Good morning,
Thank you for agreeing to distribute this survey to interested
nurses in your department. Please find attached the survey
including the poster abstract. Nurses who fill out this
survey do not need to provide their names as we prefer all
information to remain anonymous. If any participant is
interested in viewing the poster when it is completed and
any further publications, we would be happy to keep them
notified provided they give an email address (which will not
be redistributed).
If at all possible, we would prefer to have responses by August
30th. Please note that while participating hospitals will be
listed, no information will be attached to a specific hospital.
Have a great day!
Regards,
Lia Sanzone, MScA, C. M.Sc. (Management) RN
Assistant Professor, McGill University
Elaine Doucette, MScRN
Assistant Professor, McGill University
McGill Undergraduate Students

Results

Through the interview process, various themes related to the
nursing profession emerged identifying discrepancies between
the perceived versus actual level of cultural competency according to the CNA. The common themes included collaborative
relationships, stereotypes, communication, mistrust, alcohol
association, and patient engagement (see Figure 1).
Alcohol association. One of the most prominent themes was
the association of alcohol with the Indigenous peoples. For
example, Nurse A. stated that alcohol protocols are often initiated for Indigenous patients prior to having knowledge of
whether alcohol is being abused, “[alcohol] protocols are put on
them usually and there’s usually rarely evidence that they’ve been
abusing [alcohol]”. According to many nurses, aggression, alcohol and/or drug use are often concurrent issues with Indigenous
patients. As exemplified by Nurse B., “with the aggressiveness,
we think [Indigenous patients] probably take alcohol or drugs. As
much as we don’t want to think this, it’s subtly there.”
Mistrust. Another common theme that resurfaced through
various interviews was mistrust (see Figure 1). Forty percent
of the ICU nurses in the Montreal General Hospital’s trauma
unit described Indigenous patients as being on opposite ends of
a spectrum, either overly trusting or having mistrust. Nurse C.
stated, “they either over-trust us, or they mistrust us and are
angry with intervening with us”. Nurse D. stated, “I know about
the residential schools and what white Canadians have done
to this population. I can understand why there is a barrier to
care and mistrust between this population and ‘white authority figures’...”). Meanwhile, approximately one-quarter of the
interviewed nurses described their therapeutic relationships
with Indigenous patients as being collaborative, respectful, and
engaging.
Cultural competency. When nurses were asked to define
cultural competency, 76% of the nurses perceived themselves to be culturally competent (see Figure 2). However,
when comparing the CNA definition to the nurses of cultural competency. which is “the application of knowledge,
skills, attitudes or personal attributes required by nurses
to maximize respectful relationships with diverse populations of clients and co-workers” (CNA, 2010) only 32%

Figure 1: Common Themes
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of the definitions had at least three of the five components.
Furthermore, only 44% of the nurses knew about the Truth
and Reconciliation Report (see Figure 2). Forty percent of
nurses knew about the services provided by their unit for the
Indigenous peoples. For example, the most prominent service discussed by Quebec nurses was the Northern Module.
Nurses were asked for recommendations regarding how
they think cultural competency can be increased in critical
care settings. Sixty percent of the nurses identified a need for
open-mindedness and education. Other recommendations
included in-service teaching sessions, online continuing education, readily available learning packages, geographical maps
and pictures of the Indigenous land in hospital protocol binders and booklets, and education about common words that
are used across different Indigenous groups. Furthermore,
only 24% of the nurses stated that Indigenous traditional customs were allowed on the ward (see Figure 3).
Ultimately, the results of the survey demonstrated that there
were few specific cultural policies on the critical care units or
any policies regarding the Indigenous population.

Discussion

The TRC Report (2015) is used as a framework in our discussion to structurally guide the comparison of the participants’
cultural competency to the data found in the literature in
regard to the integration of Indigenous practices, the recruitment of Indigenous healthcare professionals or students, and
training within different healthcare settings and academia.
Focusing on an upstream approach, systemic changes implemented toward developing cultural competency can help
“individuals, healthcare providers, and communities be better
equipped to understand and accomplish an inclusive environment with mutual benefit and optimal care” (Foronda, Baptiste,
Reinholdt, & Ousman, 2016, p. 215). Specifically, the TRC
(2015) report consists of seven healthcare calls to action. This
clinical project focused on Calls to Action #22–24 due to their
applicability to nursing in a critical care setting.
Call to Action #22. The TRC Report (2015) states the following:
“We call upon those who can effect change within the Canadian
healthcare system to recognize the value of Aboriginal healing
practices and use them in the treatment of Aboriginal patients

Figure 2: Themes Related to the Nursing Profession

Figure 3: Cultural Regulations within Hospitals
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in collaboration with Aboriginal healers and Elders where
requested by Aboriginal patients.” (p. 3)
In our findings, 92% of nurses stated that there were no
Indigenous policies present on their ward (see Figure 3). Even
with federal government documents, the practical integration
of traditional approaches has been difficult due to the power
of Western medicine within the government, law, and medical
system (Kirmayer & Valaskakis, 2009). However, as introduced
in Table 3, literature revealed examples of practising implementations. For instance, the All Nations Healing Hospital
installed a smudging room to offer Indigenous families a space
to conduct traditional ceremonies. Fire and public health codes
were modified to accommodate smudging practices (Douglas,
2013). Additionally, since 2012, the First Nations and Metis
Health Service (FNMHS) has been helping to facilitate better
access to health and cultural support while advocating for their
patients. With Saskatchewan having one of the largest populations of Indigenous peoples among Canadian provinces, these
efforts work towards decreasing the health disparities and factors that have led to consequences of “higher hospitalization
rates, non-urgent use of an emergency department and a lack of
access to healthcare services” (Lafond et al., 2017, p. 295).
After consulting with traditional medicine program coordinators, the Whitehorse General Hospital in Yukon now offers
seven programs to their patients. These services include a healing room for ceremonies, funerals, talking circles, preparation
of traditional medicine, and quiet family time. One aspect to
note is that they incorporate biomedical and traditional care
as “[these] two services work in parallel… rather than leaving
them stranded between them” (Douglas, 2013, p. 226).
In Southern Thailand, the Bureau of Indigenous Thai Medicine
provides alternative medicine such as ceremonial and spiritual
care (Suwankhong, Liamputtong, & Rumbold, 2011). Very few
of our participants reported cultural policies in the critical care
wards and were also unaware of different services that could
be provided (see Figure 3). Thailand’s National Health Act
incorporates and recognizes traditional healers (mor baan) as
HCPs in policy making and practice (Suwankhong et al., 2011).
These services are not limited to traditional medicine; there are
herbalists, massagists, and ceremonial approaches that provide
tailored informal care, available 24/7 within the community
(Suwankhong et al., 2011). Exploring Thailand’s interventions
may be a source for further improvement for Canada.
Call to Action #23. “We call upon all levels of government to:
i. Increase the number of Aboriginal professionals working
in the healthcare field.
ii. Ensure the retention of Aboriginal healthcare providers in
Aboriginal communities.
iii. Provide cultural competency training for all [HCPs].”
(TRC, 2015, p. 3)
As seen in Table 4, various Canadian universities and organizations have committed to recommendation #23 for healthcare
professions. For example, for the past 40 years, a committee including [Indigenous] representatives on behalf of the
University of Alberta conducts interviews for two reserved seats

Table 3: Comparison of Canadian and International
Health Care Systems Regarding Indigenous Healing
Practices
Canada

International

Saskatchewan First
Nations and Métis
Health Service (FNMHS)
links health support
and traditional cultural
support (Lafond et al.,
2017).

Australia 18.7% of Indigenous
cancer patients in a major
Queensland hospital used at
least one of (Adams et al., 2015):
• Traditional Indigenous
medicine.
• Complementary medicine.
• Alternative medicine.

Saskatchewan All
Nations’ Healing Hospital
built smudging rooms
(Douglas, 2013).

Southern Thailand National
Health Act incorporated
traditional healers into patient
care (Suwankhong et al., 2011).

Yukon Whitehorse
General Hospital involved
Elders in creating
programs and services
(Douglas, 2013).

Australia Aboriginal Health
Worker used “yarning” to
improve communication.
Nurses reported better patient
feedback (Taylor, Thompson,
Wood, Ali, & Dimer, 2009).

Mental Health in British
Columbia, traditional and
western combination has
been implemented through
psychodrama, non-verbal
therapies, individual/
family counselling,
using talking circles,
and Métis counsellors.
Successful programs
stressed traditional values,
spirituality, and activities
that enhanced self-esteem
(Kirmayer & Valaskakis,
2009).
for Indigenous students in the Faculty of Medicine (Waldram,
Herring, & Young, 2006). This speaks to a growth in accessibility and steps taken to “increase the number of [Indigenous]
professionals working in the health care field” (TRC, 2015, p. 3).
Education does not end after graduating, but the need to learn
continues, as discussed in part iii of this Call to Action, to provide cultural competency training for all HCPs. As per our
clinical project’s results, nurses often perceive themselves as
culturally competent when, in reality, their knowledge can be
improved. Most of the nurses’ definitions consisted of “understanding and respecting different cultures” with several of them
failing to identify the precise application of knowledge, skills,
and attitudes, which demonstrates non-familiarity of cultural
competency.
Toronto Public Health (City of Toronto, 2016) introduced a
Cultural Competency Training Program for all staff, managers,
directors, and Board of Health members on an annual basis,
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Table 4: Comparison of Canadian and International
Health Care Initiatives in Education and in the Workplace
Canada

International

Aboriginal Nurses
Associations offer nursing
bursary, scholarships, and
funding (Waldram, et al.,
2006).

Native Americans Education
and training of health care
professionals (HCP) used
2-day didactic workshop
(video/study materials)
(Clifford, McCalman,
Bainbridge, & Tsey, 2015).

Toronto Indigenous Health
Strategy (2016–2021)
continues to offer two
scholarships of $4,500.00
to two Aboriginal students
on the basis of financial
need, academic merit and
demonstrated community
leadership skills (City of
Toronto, 2016).

Indigenous Australians
Indigenous health workers
facilitated a half-day cultural
awareness training workshop
to non-Aboriginal HCP
(Clifford et al., 2015). No
significant effect in changing
beliefs and attitudes.
Positive effect on familiarity
(Bainbridge, McCalman,
Clifford, & Tsey, 2015).

Toronto Public Health
launched a Cultural
Competency Training
program, in place till “more
than half ” of the employees
complete the course (City of
Toronto, 2016).

Australia After
implementation of Cultural
Respect Framework, HCP
attended workshops on
colonization and racism and
space was provided for white
HPC to self-evaluate their
power (Durey et al., 2012).

Quebec Universities
reserve shared-four spots
for Indigenous students
in Faculties of Medicine
(F. Fillion, personal
communication, March 19,
2018)
University of Alberta reserved
two spots for Aboriginal
students in the medical
doctoral program (Waldram,
et al., 2006).
Labrador had increasing
numbers of Aboriginal
nurses due to a nursing
access program (Bainbridge
et al., 2015).
but this requirement is only valid until “more than half ” of the
employees complete the course. There is also no further update
on the status of the success of this program. Cultural competency is not, and should not be contingent on a fulfillment of
a quota, but for all healthcare workers to be more aware and
knowledgeable about Indigenous health and history.

There needs to be an increase of retention and hiring of
Indigenous nurses, as only 2.9% of all nurses in the Canadian
workforce identify as Indigenous (Aboriginal Nursing
Association of Canada, 2014). Moreover, not only may this
increase the potential use of services, an Indigenous professional could also better advocate for this population within the
healthcare system.
In 2004, the Australian Health Ministers Advisory Council produced a similar report to the TRC called the Cultural Respect
Framework (Durey et al., 2012). HCPs attended workshops on
colonization and racism where a safe space was presented for
non-Aboriginal healthcare professionals “to critically evaluate their practice” (Durey et al., 2012). This workshop differs
from others, because they provided a space for reflection
on Caucasian HCPs’ own power imbalances and how it can
interplay into relationships with coworkers and patients. This
component can easily translate into Canadian workshops as a
major step in cultural competency.
Call to Action #24. “We call upon medical and nursing schools
in Canada to require all students to take a course dealing with
Aboriginal health issues, including the history and legacy of
residential schools..., and Indigenous teachings and practices.”
(TRC, 2015, p. 3).
The Canadian Association of Schools of Nursing, CNA, and
the Aboriginal Nursing Association of Canada produced
the Cultural Competence and Cultural Safety in Nursing
Education Framework (Hart-Wasekeesikaw & Gregory, 2009),
which outlines the guidelines to evaluate a program’s cultural
competency in the domains of post-colonial understanding,
communication, inclusivity, respect, Indigenous knowledge
and mentoring and supporting students for success (see Table
5). Thompson Rivers University in British Columbia suggests
implementing this Framework by “engaging a wider community to build faculty and institutional strengths and resources,
gather a network of local Elders, Aboriginal and non-Aboriginal practising nurses, students, and nursing faculty” (Mahara,
Duncan, Whyte, & Brown, 2011, p. 1). An exemplar Bachelors’
of Science in Nursing program would include courses on
“Aboriginal history and culture” focusing “on the Canadian residential school experience…, traditional knowledge of health
and healing, [and] Aboriginal community immersion practicum” (Mahara et al., 2011, p. 6). As seen in Table 5, these
universities in Canada, the United States and Australia have
implemented some of the exemplars.

Clinical Highlights

A clinical project was conducted across Canada to explore critical care nurses’ experiences with Indigenous patients. One of
the highlights of the interviews was finding that 56% of nurses
had not heard about the TRC (see Figure 2). The most recurring
theme that nurses mentioned was stereotypes including alcohol
abuse and other high-risk behaviours. However, all nurses were
able to recognize the need for open-mindedness. TRC Calls to
Action #22–24 was used as a guideline to compare Indigenous
practices in other Canadian hospitals and internationally.
The newfound inconsistency in cultural competency across
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Table 5: Comparison of Canadian and International
Integration of Indigenous Health and History within
Academia

Conclusion

McGill University Indigenous
Nurse Consultant joined faculty
for the creation and integration of
the new nursing curriculum to the
revised course of study (F. Fillion,
personal communication, 2017).

The results of this clinical project demonstrate that significant gaps still exist in providing culturally competent care to
Indigenous peoples. Stereotypes regarding Indigenous peoples persist on critical care floors and are reinforced by a lack
of current systemic policies. Only 32% of the nurses’ definition
of cultural competency aligned with the CNA, portraying the
need for a more comprehensive understanding of this concept. TRC Calls to Action #22–24 was used to guide findings
regarding the integration of traditional healing practices, incorporating Indigenous health issues into the education system
and in-service training, and increasing Indigenous HCPs in the
healthcare system. While this study was limited by a small sample size and the use of convenience sampling predominantly in
Eastern Canadian ICUs, further exploration in literature found
advances in cultural competency in other parts of Canada and
internationally that may be used as a framework to improve
the Canadian healthcare system. For example, reflecting and
advocating for increased Indigenous voices in the workplace,
hospital policies and in-services regarding Indigenous health
are current interventions that can be used as recommendations in practice. Thus, this study may be used as a framework
for further research, such as expanding to units outside critical care settings. Furthermore, this clinical project could be
continued with a larger sample size to quantitatively evaluate
cultural competency among hospitals, cities, provinces, territories, and countries to improve practice across Canada.

McGill University Blanket exercise
mandatory in first-year nursing.
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Canada

International

British Columbia Thompson
Rivers University adapted the
Cultural Competence and
Cultural Safety in Nursing
Education Framework in their
undergraduate program (Mahara
et al., 2011).

Native Americans
Nurse delivered 60-min
education presentation
to science and nursing
students (Clifford et al.,
2015).

University of Winnipeg students
must take a course on Indigenous
history to graduate (CBC News,
2015).

Australia Aboriginal
health curriculum
was added to an
undergraduate medical
course increasing
students’ preparedness
and commitment
(Bainbridge et al., 2015).

Lakehead University in Ontario,
new students must take a
minimum of one course with at
least 50% Indigenous content
(CBC News, 2015).
the nation suggests that the TRC has not been implemented
equally in all hospitals. Our findings highlight interventions
from across the world that can be used as resources to further
improve nursing care for Indigenous people.

Nursing Implications

Nurses consciously or unconsciously contribute toward an
ongoing system of oppression by staying silent and not advocating for Indigenous issues. They have a responsibility to
increase cultural competency on a personal, professional, ward,
and organizational level. Practical methods to increase cultural
competency became apparent through this clinical project.
These recommendations include:
• Self-educating by seeking training or research on local
Indigenous communities
• Increase access to care for Indigenous people by making critical care settings a safe space
• Challenge personal values and beliefs and reflect how this
may implicitly affect nursing care
• Advocate for increasing Indigenous HCPs, systemic hospital policies, and mandatory in-services regarding Indigenous
culture.
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The relationship between pediatric critical care
nurse burnout and attitudes about engaging with
patients and families
By Laura Buckley, MN, RN, Marcail Christian, RN, Rose Gaiteiro, MSN, RN, Christopher S. Parshuram, MBChB,
DPhil, FRACP, Shelby Watson, RN, Karen Dryden-Palmer, MSN, RN

Abstract

Background: Burnout reflects compromised well-being in intensive care unit (ICU) nurses and can reduce performance and
engagement with patients and families.
Purpose: To measure burnout in CCU nurses and explore the
relationship between burnout and CCU nurses’ attitudes about
patient/family engagement.
Methods: Cross-sectional 42-item survey of pediatric intensive care
unit (PICU) and cardiac critical care unit (CCCU) nurses with
>three months of experience, at a large pediatric tertiary care centre.
We used the Maslach Burnout Inventory (MBI) to quantify burnout and the Attitudes about Engaging with Patients and Families
Survey to measure nurses’ attitudes around family engagement.
Results: Of the 134 respondents, the majority demonstrated
moderate Emotional Exhaustion (37%), low depersonalization

(63%), and high levels of personal accomplishment (43%).
Median (IQR) emotional exhaustion scores were higher in CCCU
nurses 23(18–29) than PICU nurses 17(14–24) (p=0.02). We
found a positive association between positive attitudes related to
patient/family engagement in the domains of family-centred care
(r= 0.33, p>0.0001), end of life (r= 0.266, p=0.002), and overall
competency (r= 0.30, p=0.0005) and the personal accomplishment subscales.
Conclusions: In this single centre study, we found that more
positive attitudes about engaging with patients/families were
associated with greater personal accomplishment and, therefore,
lower burnout.
Key words: burnout, critical care nursing, family engagement,
family-centred care, pediatric nurses, qualitative surveys

Buckley, L, Christian, M., Gaiteiro, R., Parshuram, C.S., Watson, S., & Dryden-Palmer, K. (2019). The relationship between pediatric critical care nurse
burnout and attitudes about engaging with patients and families. The Canadian Journal of Critical Care Nursing, 30(3), 22–28.

Implications for Nurses

1. Burnout is prevalent in critical care nurses and can, ultimately, impact patient care and provider well-being.
2. This study illuminates the positive relationship between
positive attitudes towards engaging with patients and families and reduced pediatric critical care nurse burnout.
3. Future research into interventions to enhance nurses’ comfort and ability to engage with patients and families may have
impacts on both provider and patient/family well-being.

Background

Prevalence of Burnout and Critical Care Practitioners
here are three recognized components of burnout: emotional exhaustion, depersonalization, and lack of personal
(and professional) accomplishment (Maslach & Jackson,
1981). Emotional exhaustion is when the nurse feels emotionally
drained from their work, depersonalization is the development
of cynicism, particularly towards patients, and lack of personal
accomplishment is when the nurse feels dissatisfied with the care
they are providing (Maslach & Jackson, 1981).The prevalence
of burnout has been found to be higher in medical professionals who work in critical care environments, with burnout
prevalence being reported in up to 47% of critical care practitioners (Chuang, Tseng, Lin, Lin, & Chen, 2016). The nature
of critical care work necessitates that providers are exposed to
high acuity, complex ethical dilemmas, and death, all of which
are implicated in negative health impacts and provider burnout
(Van-Mol, Kompanje, Benoit, Bakker, & Nijkamp, 2015). Critical

T

care provider burnout is so prevalent, the Critical Care Societies
put out a collaborative Call-to-Action statement in 2016 on
burnout syndrome in critical care health professionals, reviewing prevalence, causative factors, and consequences of burnout
in this population (Moss, Good, Gozal, Kleinpell, & Sessler,
2016). Critical care nurses, in particular, may be more vulnerable, as they tend to inherit clinical decisions made by physicians,
are most present with patients and families, and carry out the
acts associated with those decisions (Larson, Dryden-Palmer, &
Parshuram, 2017; Meltzer & Huckabay, 2004). The consequences
of burnout often result in providers becoming disengaged from
their jobs and, in turn, disengaged from their patients and patient
families (Beckstead, 2002; Poncet et al., 2007). Addressing the
phenomenon of burnout in the critical care unit can result in
improved job engagement, provider retention, provider well-being, and improved patient experience (Chuang et al., 2016; Moss
et al., 2016; Poncet et al., 2007).
Patient/Family Engagement and Burnout
Effective and consistent communication is essential in the family-provider relationship when a child is in critical care (Rushton,
1990). Families have expressed a strong need to talk with, and
receive information from critical care providers (Farrell & Frost,
1992). Family satisfaction in critical care is strongly associated
with factors related to practitioner communication, especially
around family inclusion in decision-making and end-of-life
planning (Heyland et al., 2002.) Patient and family engagement
in the ICU is defined by Brown et al. (2015, p. 359) as “an active
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partnership between health professionals and patients and families working at every level of the healthcare system to improve
the health and quality, safety, and delivery of healthcare. Patient
and family engagement (PFE) comprise five core concepts, i.e.,
collaboration, respect and dignity, activation and participation,
information sharing, and decision-making.” When healthcare
practitioners experience burnout, they become emotionally
exhausted and may avoid connecting with families (Beckstead,
2002). However, engaging with patients and families may have
a mitigating effect on the experience of provider burnout.
Engaging with patients and families has the potential to combat burnout because it impacts all three domains of burnout
syndrome; emotional exhaustion, depersonalization, and lack
of personal accomplishment. This human engagement can be
individually achieved by the practitioner, promote an aspect of
care within their control, use skills that are unique to each practitioner, and is disassociated from environmental influences
(Kahn, 2017). Emphasizing the humanistic aspect of medical
care, specifically, being mindful and spending time connecting
with patients and families and to find meaning in these interactions, has been self-reported to be a practice that directly
combats burnout in physicians (Chou, Kellom, & Shea, 2014).
Engaging families, particularly in the critical care environment,
has also shown to have therapeutic benefits for both the patient
and family (Farrell & Frost, 1992; Heyland et al., 2002). In order
for families to effectively partner with healthcare providers, the
providers must be supportive of this engagement (Cox, 1992).
Therefore, we suggest that understanding the link between the
experience of provider burnout and attitudes about engaging
with families will provide us with an important prospective on
the experience of burnout in critical care nurses. In this study,
our objectives were to measure the level of burnout in the pediatric intensive care unit and cardiac critical care unit nurses, and
to describe the relationship between critical care nurses’ attitudes
around engaging with patients/families and their level of burnout.

Materials and Methods

Survey Design and Participant Selection
A 42-item survey was compiled using the 22 question Maslach
Burnout Inventory (MBI) Human Services Survey for Medical
Personnel, with the addition of 16 items generated for the
Attitudes about Engaging with Patients and Families Survey
(Maslach & Jackson, 1996). The Attitudes about Engaging with
Patients and Families Survey was developed through a literature review and generally followed a checklist developed by the
Institute for Patient and Family-Centred Care (2017) designed to
capture family-centred care practices at an organizational level.
This large list of questions was then distilled into three domains.
These domains of family engagement, informed by the earlier
referenced work by Brown et al. (2015), were used as the framework of the survey. Questions were then distilled and reduced,
removing extraneous areas of inquiry by the investigator and
consulting experts (Burns et al., 2008). The need for information
was considered throughout the item generation process and balanced against the burden of response. Each domain was limited
to five questions for a total of 15 items. The questions were then
revised for neutral tone, accuracy to construct and to reduce the

risk for floor/ceiling effects. Four additional questions were asked
to characterize the participants. Eligible participants were registered nurses (RNs) working at the hospital in either the pediatric
intensive care unit or cardiac critical care unit with a minimum of
three months of critical care experience in the unit. Three months
of critical care experience was chosen to ensure participating
nurses were out of orientation. The survey was approved by the
research ethics board at our institution. Participant consent was
implied by survey completion and submission.
Burnout
Burnout was measured using the three subscales of the Maslach
Burnout Inventory: Depersonalization, emotional exhaustion,
and personal accomplishment. Each subscale’s items are scored
on a Likert scale (0-6), indicating the frequency that the item
applies in the providers’ experience ranging from with zero
indicating “never” to six indicating a frequency of “everyday”
(Maslach & Jackson, 1996).
Thresholds within the subscales are as follows: low depersonalization was considered less than or equal to 8, moderate
depersonalization as a score 9-13, and high depersonalization
as a score greater or equal to 14. Low emotional exhaustion was
considered a score less than or equal to 16, moderate emotional
exhaustion as a score 17-26, and high emotional exhaustion
as a score greater or equal to 27. Low personal accomplishment was considered scores less than or equal to 30, moderate
personal accomplishment as 31-36, and high personal accomplishment as a score greater or equal to 37 (Guntupalli, Wachtel,
Mallampalli, & Surani, 2014).
Family Engagement
The Attitudes about Engaging Patients and Families Survey was
developed specifically for this study. Similar studies that used
questionnaires assessing self-reported attitudes of healthcare
providers were evaluated (Mijakoski et al., 2015; Ratanawongsa
et al., 2008). The survey is composed of 16 questions answered
on a seven-point Likert scale (0–6) where zero indicated
“strongly disagree” and six indicated “strongly agree”. The questions were informed by a literature search on family-centred
care and loosely followed a checklist developed by the Institute
for Patient and Family-Centred Care (2017) in order to assess
family-centred care practices within an institution. This large
list of questions was then divided into domains. This process
was guided by expert consultation and the domains of family engagement defined by Brown et al. (2015). Questions with
redundant constructs and questions deemed to be extraneous
to the research question by the investigators and consulting
experts were then excluded based on group consensus (Burns
et al., 2008). The need for information was balanced against the
burden of response. Each of the four domains, Family-Centred
Care, Decision-Making, End of Life, and Competency, were limited to a maximum of five questions each. The questions were
heavily revised for accuracy and risk for floor/ceiling effects. The
questions were pilot tested by five participants that met inclusion
criteria, and minor changes were made for ease of interpretation
and face validity. A biostatistician was consulted during survey
development to ensure data would be obtained in a way that
complemented the desired analysis (Burns et al., 2008).
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Survey Administration
The survey was conducted at a 300-bed tertiary care hospital in
a 41-bed critical care unit. The critical care unit is divided into
multi-organ medical-surgical, and cardiac services. More than
300 RNs work in the combined critical care unit (CCU). Over
approximately a 10-week period from February to May 2018, eligible nurses on clinical duty were approached to complete the
survey. Surveys were distributed by hand by three investigators
(L.B., M.C., S.W.). Surveys contained no identifiers and could be
returned confidentially. A notification email and word-of-mouth
promotion was used to advertise the survey.
Data Management and Analysis
Data were entered into a secure Microsoft Excel database.
Individual item responses on partially incomplete surveys were
used for the categories that were complete; incomplete categories were excluded from analysis. Demographic descriptions
were measured using count and proportion. Burnout subscale
measures were categorized using cut-off ranges and summarized using median and interquartile range (IQR), count, and
proportion. Associations between participant demographic
factors and the measures of the three subscales of burnout
were evaluated using t-tests (two groups) or ANOVA’s (three
groups). Associations between burnout subscale scores and
the domains of the Attitudes About Engaging with Patients
and Families Survey were evaluated using Pearson Correlation
Coefficients. Reliability of the Attitudes about Engaging with
Patients and Families Survey was assessed using Cronbach’s
alpha. Data were analysed using SAS software.

Results

Site and Sample
Out of 171 of surveys distributed, a total of 134 surveys were
returned for a response rate of 78% (134/171). Five partially
completed surveys were returned, and those five surveys were
included in analysis in every complete section available. Of the
134 surveys, 86 (64%) nurses were from the pediatric intensive
care unit and 48 (36%) from the cardiac critical care unit.
Demographic Data
Most of the respondents (110, 82%) had greater than two years
of critical care nursing experience with half of respondents
having 2–10 (66, 49%) years of experience; worked full-time
(full-time equivalent >0.8) (92, 69%); and worked a mix of day
and night shifts (101, 75%) (Table 1).
Burnout
Emotional exhaustion. In the domain of emotional exhaustion, 26% scored high, while the majority of nurses (36% and
37%, respectively) scored low to moderate levels (Figure 1).
Depersonalization. In the domain of depersonalization, the
majority (63%) of nurses showed low levels, with 30% falling into the moderate category, and 5% were in the high level
(Figure 1).
Personal accomplishment. In the domain of personal accomplishment, the majority (43%) of nurses showed high levels of
personal accomplishment indicating low burnout, 30% fell into
the moderate category and 27% into the low category (Figure 1).

Subgroup Analyses
Cardiac critical care unit nurses had a higher emotional exhaustion score than pediatric intensive care unit nurses, with a median
(IQR) of 23(18–29), and median (IQR) of 17(14–24) respectively
(p=0.02). Burnout subscales of emotional exhaustion, personal
accomplishment and depersonalization, were not significantly different between varying levels of experience, full-time/part-time
employment or day/night shift mix in the pediatric intensive care
unit and cardiac critical care unit groups. (Table 1).
Patient/family engagement. We generated a mean score and standard deviation for each individual item from the Attitudes about
Engaging Patients and Families Survey and ranked each from
highest score to lowest within the domains of family-centred care,
decision-making, end of life, and competency (Table 2). In the
family-centred care domain, the highest scoring of the five items
was “Engaging with patients and families is something I consider to be an important part of my job” (M=5.48, SD=0.69). In
the domain of decision-making the highest scoring item of the five
items was “I strive to advocate for my patients and families to be
a part of their clinical decision-making” (M=4.80, SD=0.89). The
highest scoring item (negative sense, reverse scored) in the domain
of end of life from five domain items was “Incorporating patients
and families into planning around end-of-life is not always necessary” (M=5.55, SD=1.03). This was also the highest-ranking item
overall in the Attitudes About Engaging with Patients and Families
Survey. Within each of the four domains, participant responses
were tightly clustered around the mean; family-centred care
(M=4.02, SD=1.45), decision-making (M=4.40, SD=1.31), end
of life (M=5.26, SD=1.11). Participants reported positively in the
item inquiring about feelings of personal competence at effectively
engaging with patients and families (M=4.68, SD=1.18) (Table 2).
Burnout and patient/family engagement. Associations between
the Attitudes About Engaging with Patients and Families Survey
domains and the subscales of the MBI were measured using
Pearson Correlation Coefficients. A positive association between
higher scores in the Attitudes About Engaging with Patients
and Families Survey domains of family-centred care (r= 0.33,
p>0.0001) end of life (r= 0.266, p=0.002), and competency (r=
0.30, p=0.0005) and the Personal Accomplishment subscale of
the MBI (Table 3). There was no association between the decision-making domain and the Personal Accomplishment subscale
of the MBI. There were no significant associations between emotional exhaustion or depersonalization and the domains of the
Attitudes about Engaging Patients and Families Survey (Table 3).
Reliability of the measures. Cronbach’s alpha was calculated
for the overall Attitudes about Engaging Patients and Families
Survey (0.884).

Discussion

This cross-sectional survey about critical care nurses yielded a modest positive association between burnout and their attitudes about
patient and family engagement. First, the nurses had low/moderate levels of emotional exhaustion, low levels of depersonalization,
and high levels of personal accomplishment (Figure 1). Overall,
these results are promising for the well-being of the nurses sampled,
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Table 1. Demographic Variables
Characteristics

Experience

Participants

Emotional
Exhaustion
Median (IQR)

n=134 (%)

p

Depersonalization
Median (IQR)

0.13

p

Personal
Accomplishment
Median (IQR)

0.44

0.26

< 2 years

24 (18)

23.5 (12.5–29.5)

8.5 (5–11)

36.5 (30.5–42)

2–5 years

41(30)

21 (18–28)

8 (6–10)

34 (30.5–38)

6–10 years

25 (19)

17 (10–24)

8 (4–11)

35 (30–39)

11–20 years

30 (22)

17.5 (9–24)

7 (2–9)

36 (30–39)

>20 years

14 (10)

17 (14–24)

4 (1–8)

39 (38–44)

Unit

n=134 (%)

0.02

0.60

0.40

Pediatric Intensive
Care Unit

86 (64)

17 (12–24)

7 (4–10)

36 (31–40)

Cardiac Critical Care
Unit

48 (36)

23 (18–29)

8 (5–11)

35 (29–39)

Full Time Equivalent
<0.5

n=134 (%)
4 (3)

0.80
17.5 (9.5–24.5)

0.22

0.45

4 (2.5–5)

35 (30–39)

0.5-0.8

38 (28)

20 (14–24)

7 (5–9)

34.5 (30–38)

>0.8

92 (69)

20 (12–28)

8 (4–10)

36 (31–40)

Rotation

n=133

Mostly Days

0.36

12 (9)

18.50 (16.5–27)

Mostly Nights

18 (14)

Mix Days/Nights

103 (77)

p

0.34

0.63

7.25 (5–11.5)

35.50 (28–39.5)

25.5 (16–28)

6 (3–8)

37.5 (30–39)

20 (12–25)

7 (4–10)

35 (31–39)

Table 1:
IQR= interquartile range
‘Experience’ is work in current area of employment in years. ‘Unit’ represents speciality area of clinical practice, Pediatric
Intensive Care Unit or Cardiac Critical Care Unit. ‘Full Time Equivalent’ is employment status in current position (as a fraction
of 1.0). ‘Rotation’ represents the primary shift type (day/night).
*p values generated from linear regression or analysis of variance models testing for associations between the Maslach Burnout
Inventory (MBI) and characteristics
Demographic characteristic frequencies (%) of the pediatric critical care unit and cardiac critical care unit respondents. MBI
median scores (IQR) are presented for each demographic subgroup. Shift rotation % was calculated with a denominator of 133 as
there was a missing data point.

Figure 1. Maslach Burnout Inventory (MBI) subscale frequencies of respondents. The critical care nurses,
overall, had low to moderate emotional exhaustion, low depersonalization, and high levels of personal
accomplishment.
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Table 2. Attitudes about Engaging with Patients and Families Survey Items
Statement

Item Score,
Mean (SD)

Domain Score, Rank
Mean (SD)

Family-Centred Care

4.02 (1.45)

Engaging with patients and families is something I consider to be an important part of
my job

5.48 (0.69)

1

Engaging with patients and families is something I consider to be an enriching part of
my job

4.98 (1.03)

2

Engaging with patients and families is one of the reasons I chose to become Registered
Nurse in the area of pediatric critical care

4.41 (1.55)

3

I wish I could engage more with my patients and their families

3.67 (1.42)

4

On average, I engage with my patients and their families more than my colleagues do

3.47 (1.32)

5

Decision-Making

4.4 (1.31)

I strive to advocate for my patients and families to be a part of their clinical
decision-making

4.80 (0.89)

1

I am expected to engage patients and families in the clinical decision-making process

4.72 (1.06)

2

Working with patients and families through the clinical decision-making process adds
to the value of my job

4.46 (1.07)

3

Incorporating patients and families into clinical decision-making processes is not
always necessary

4.06 (1.6)

4

Including patients and families into clinical decision-making processes negatively
adds to my workload

3.96 (1.56)

5

End of Life

5.26 (1.11)

Incorporating patients and families into planning around end-of-life is not always
necessary

5.55 (1.03)

1

I strive to advocate for my patients and families to be a part of their end-of-life planning

5.40 (0.80)

2

I am expected to engage with patients and families about the end-of-life process

5.21 (1.00)

3

Including patients and families into end-of-life planning negatively adds to my workload

5.10 (1.45)

4

Working with patients and families through the end-of-life process adds to the value
of my job

5.06 (1.09)

5

Competency

4.68 (1.18)

I feel competent at effectively engaging with patients and families

4.68 (1.18)

1

Attitudes about Family Engagement Survey scores presented as mean (SD). Items ranked within domains from highest to lowest
scoring. Survey overall domain scores presented as mean (SD). Scores reversed for negative sense of these items in relation to the
overall scale.
Table 3. Associations between Domains of the Attitudes about Engaging with Patients and Families Survey and the Maslach
Burnout Inventory Subscales
EE (r)

p

DP (r)

p

PA (r)

P

Mean FCC (0–6)

-0.04

0.612

-0.17

0.049

0.33

<.0001*

Mean DM (0–6)

-0.09

0.279

-0.166

0.056

0.20

0.02

Mean EOL (0–6)

-0.20

0.024

-0.22

0.011

0.266

0.002*

Competency (0–6)

-0.03

0.724

-0.16

0.06

0.30

0.0005*

Domain mean scores for each category of the Attitudes about Patient and Family Engagement Survey (Family-Centred Care,
Decision-Making, End of Life, and Competency) and their Pearson Correlation Coefficients with each of the MBI domain scores
(emotional exhaustion, depersonalization, personal accomplishment). P<0.005. *Denotes statistical significance.
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…continued from page 24
compared to other critical care nurses (Larson et al., 2017; Poncet
et al., 2007). Nurses showed positive attitudes towards engaging
with patients and families in the categories of Family-Centred Care,
including patients/families in decision-making and end-of-life processes. Overall, nurses felt that they were competent to engage with
patients and families in critical care.
Second, emotional exhaustion was found to be significantly
higher in cardiac critical care unit nurses over pediatric intensive care unit nurses. Further work to uncover factors related
to specific subgroups may confirm or refute these nuances and
potentially better inform our understanding of the emotional
burdens of nursing practice in various critical care contexts.
Third, a positive association was found between nurses who
scored higher on the domains of family-centred care, engagement
during end-of-life planning/process, and overall competency, on
the Attitudes about Engaging Patients and Families Survey, and
higher levels of personal accomplishment on the MBI. Although
causation cannot be inferred, this association may indicate that
those respondents who had more positive attitudes about engaging with patients and families are potentially experiencing fewer
symptoms of burnout. There was no association found between
the domain of decision-making and personal accomplishment.
This is perhaps related to the fact that nurses have limited control
over the medical decision-making process in CCU, so their ability to engage with patients and families in this process is limited
and less impactful on their feelings of personal accomplishment.
Healthcare teams and organizations mindful of these relationships
could prioritize interventions that reduce burnout by facilitating
positive attitudes about engaging with patients and families and
concurrently improve patient and family satisfaction, healthcare-associated infection, and cost of hospital stay (Cimiotti,
Aiken, Sloane, & Wu, 2012; Farrell & Frost, 1992; Heyland
et al., 2002; Vahey, Aiken, Sloane, Clarke, & Vargas, 2004).
Additionally, organizational support for interventions that help
improve attitudes toward patient and family engagement (e.g.,
communication training) could potentially reduce nurse burnout
and thus increase job satisfaction and nurse retention (Schaufeli,
Leiter, & Maslach, 2008). This positive relationship between
patient and family engagement and provider accomplishment
was forwarded as a priority for healthcare organizations in the
American Association of Critical-Care Nurses (2005) standards
for healthy work environments. These standards emphasize that
organizations provide team members with support and access
to interprofessional education and coaching that develops communication skills, including self-awareness, inquiry/dialogue,
conflict management negotiation, advocacy, and listening. These
findings may also reflect the general impact of provider temperament in that people who are generally more positive, have more
positive results across all domains. This respondent grounded
bias could potentially result in positivity that is uncoupled from
context in both their feelings about engaging with patients and
families and with their own feelings of personal accomplishment.
Fourth, The Attitudes about Engaging Patients and Families Survey
demonstrated good internal consistency and reliability of the measure and showed high consistency and face validity across all CCU

nurses inferring the fidelity of the results. The modest standard
deviations of the answers across each domain infers consistency of
the responses of the participants. Future investigations are needed
to confirm the validity and reliability of the survey.
A major strength of this study is its high response rate, reducing bias
in the measure of the components of burnout. Limitations of this
study include a cross-sectional design, which disallows causation
conclusions. The single-centre design of the study may also limit
generalizability of the findings, as well as the ability to infer effects
at an institutional level and beyond. The modest sample size and
representation of subgroups may limit the generalizability of this
analysis. Although we did not find the components of burnout to
be significantly associated with years of experience, shift rotation or
full-time equivalent, the smaller numbers within these subgroups
may reduce the ability to detect differences within them. This differs
from existing literature that has indicated that fewer years of experience in the ICU can result in increased provider burnout (Ayala
& Carnero, 2013; Galvan et al., 2012). Additionally, working more
night shifts has been associated with increased burnout in intensive
care physicians (Embriaco et al., 2007), as has working more hours
in both CCU physicians and nurses (Chen & McMurray, 2001;
Dall’Ora, Griffiths, Ball, Simon, & Aiken, 2015; Galvan et al., 2012).
However, these studies did not specifically evaluate pediatric critical care providers, thus the experience of burnout and the impact
of these factors for pediatric providers is unknown.
Findings from this study demonstrate the positive relationship
between nurses’ attitudes about family engagement and their
sense of personal accomplishment. A larger, multi-centre study
is needed to further investigate nurses’ attitudes about engaging with patients and families as a protective factor for burnout
in critical care. Interventional studies to impact the components
of burnout, including personal accomplishment, are needed to
assess their effect on family-centred care and measure the subsequent provider, patient, and family outcomes. The provider/family
relationship is complex and, therefore, the resultant impacts on
providers are challenging to deconstruct. Exploring the entirety
of the dynamics between critical care providers’ attitudes about
engaging with patients and families and burnout will enhance our
understanding of how this ultimately impacts both provider and
patient/family well-being.

Conclusion

In our single centre measure, we found that pediatric critical
care nurses reported low to moderate emotional exhaustion,
low depersonalization and high personal accomplishment
scores on the MBI. Additionally, we found that more positive
attitudes about engaging with patients and families is associated
with lower burnout in the subscale of personal accomplishment
of the Maslach Burnout Inventory. This may indicate a possible
relationship between positive attitudes towards engaging with
patients and families and provider well-being. Future implications for pediatric critical care nurses include the development
of organizationally supported interventions that provide opportunities for enhanced education and training around engaging
with patients and families. Through increased patient and family engagement nurses may improve their feeling of personal
accomplishment and prevent burnout.
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Abstract

Families of patients admitted to the ICU often experience high
levels of stress and uncertainty, which can be further exacerbated
by poor communication, unclear information on patient status,
and a lack of guidance and support. Harnessing the power of
technologies such as downloadable smart phone and tablet applications provides a new and exciting opportunity for enhancing
communication in critical care settings. Applications for these
devices have been shown to help alleviate communication gaps
between families and caregivers by allowing family members to
express concerns and have more timely access to information
regarding their loved ones. Critical care settings are unique in
that the nurse is the main source of both the psychosocial and

informational support that families often require during critical
illness. Implementing alternative methods of communication with
the family may be an innovative approach to providing up-to-date
information to family members. Accessibility to resources such as
these types of applications can enhance the flow of communication between family members and healthcare professionals. In this
paper, the authors describe some of the technological alternatives
that can improve communication and promote a strengths-based
approach to care that can ultimately enhance the patient-family
experience in critical care settings.
Key words: nursing, technology, communication, family-centred, strengths-based care
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Implications for Nurses

• Critical care settings are distinct, in that the nurse is the main
source of both the psychosocial and informational support
that families so often require during a critical illness episode.
• Implementing alternative methods of communication with
the family may be an innovative approach to providing
up-to-date information to family members.
• Nurses in highly acute settings must place nearly all of their
focus on their patients as they continually assess and collect
data, given that many of their patients are dependent on the
nurse for their activities of daily living.
• Advanced technology can provide the means for nurses to
foster professional connections, promote timely communications with patients and their families, and the ability to
inform patients and their families with up-to-date information. It can also provide a means for timely communication
with other healthcare professionals.

Background

I

n high-acuity settings, the level of advanced technology surrounding each patient is immediately apparent. In their first
moments of admission, patients are connected to various
monitors, sensors, and ventilators that must be programmed,
operated, calibrated, and properly maintained. Despite all the
research geared towards life-sustaining technology, little attention is directed towards how to improve communication using
modern, everyday devices such as smart phones or tablets.
Intensive care units (ICU) can be highly demanding units for
nurses; however, the families of patients in the ICU are often
left to watch from the sidelines and receive few opportunities

to communicate with the healthcare team. In the critical care
setting, nurses have the unique role of being the main source
of psychosocial and informational support. Depriving patients
and their families of this support leads to increased stress and
uncertainty (Brown, Deeny, & McIlroy, 2000). This paper will
discuss some of the technological alternatives that can improve
communication and promote a strengths-based approach to
care that can ultimately enhance the patient-family experience
in critical care settings.

Strengths-Based Nursing

This paper is based on the philosophical principles of the
Strengths-Based Nursing Care (SBN) framework and the values underlying it (Gottlieb, 2012). SBN was adopted by the
McGill University, Ingram School of Nursing with the goal of
guiding practice.
SBN “is an approach that considers the whole, focuses on what
is working and functioning well, what the person does best, and
what resources people have available to help them deal more
effectively with their life, health and healthcare challenges”
(Gottlieb, 2012, p.1). It is about “focusing on individuals’ personhood and humanity and by asking them to see their faces,
their uniqueness, and not just their diseases or problems”
(Gottlieb, 2012, p.1).
There are a total of eight core values underlying SBN. For
the purpose of this paper, the focus will be on value eight:
Collaborative Partnership, which is the foundation of this project. Collaborative partnership is about setting goals, developing
a plan of care for the patient, evaluating patients’ experiences,
and resetting the direction of their care and their lives with
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input from the patient, the patient’s family, and the nurse.
Together, they can create a customized care plan that is unique
to the patient, builds on his or her strengths, and allows the
patient to be empowered (Gottlieb, 2012).

Communication in ICU

Focusing on collaborative partnership, SBN strongly promotes
a family-centred care approach. There is a significant increase
in family satisfaction when families feel like they are involved in
the care of their loved one. Moreover, there is improved nurseto-family communication and ultimately improved patient
outcomes. As a result, families may regain a sense of control as
opposed to feeling powerless, which is often the result of having
a loved one admitted to the ICU (Mitchell & Chaboyer, 2010).
In 2013, four hospitals in the US collaborated to introduce
change to critical care. They developed an approach to care
referred as “patient and family engagement” (PFE), which is
defined as “an active partnership between health professionals and patients and families working at every level of the
healthcare system to improve health and the quality, safety,
and delivery of healthcare” (Brown et al., 2015, p. 359). There
are five elements to PFE: collaboration, respect and dignity,
activation and participation, information sharing, and decision-making (Brown et al., 2015). Given that SBN is also
defined as a “collaborative partnership, is nonhierarchical and
lateral in structure because the nurse, the person, and the person’s family are responsible for setting goals, developing a plan
of care, evaluating what they are experiencing, resetting direction of their care and their lives, and celebrating when things go
well” (Gottlieb et al., 2012, p. 101), PFE and SBN are similar in
their approaches with families.
Research is consistently showing that when a patient is admitted to the ICU, the family of that patient may experience
psychological and emotional distress due to a failure in communication with healthcare practitioners (HCPs) (Magnus &
Turkington, 2006). In a qualitative study involving 33 intensive
care nurses, Slatore et al. (2012) found that very few communication interactions were seen with the family involving joint
decision-making for treatment and plan of care. Decisions
made with patients and families were mostly for routine biomedical care, which were already discussed and decided with
the physician. Also, nurses have noted that due to time constraints and priorities of care, they had a limited ability to
communicate with the family in a timely fashion. In the same
study, nurses reported that their role was to merely translate
information from the patient’s family to the physician, and
not vice versa. If there was a misunderstanding on the family’s
part – about, for example, an issue with their code status – one
nurse in the study stated that it was not his/her responsibility to
explain this to families, but rather the physicians’ responsibility.
Clearly, there are some gaps in knowledge related to the importance of communication among nurses.
A critical care unit is a fast-paced environment where patients
are often very unstable and can quickly decompensate.
Nurses in these highly acute settings must place their focus
on their patients as they continually assess and collect data.

Furthermore, the vast majority of patients are dependent on
the nurse for their activities of daily living (ADLs). For that
reason, nurses commonly believe that they have very limited
time to properly sit and speak with patients’ families to explain
their loved one’s situation, and are often unable to do so more
than once (W. Landry, personal communication, September 18,
2016).

Importance of Communication

An admission to a critical care unit can be a stressful event
for both patients and families (Magnus & Turkington, 2006).
Such stress can be “manifested through psychological pre-occupations, anxiety, and uncertainty and fear of losing a family
member” (Al-Mutair, Plummer, O’Brien, & Clerehan, 2013,
p. 1805). Family members often describe their stay as an
emotional roller coaster, experiencing feelings of discouragement, worry, frustration, irritability, anger, and abandonment
(Linnarsson, Bubini, & Perseius, 2010).
In Chan and Twinn’s (2007) exploratory qualitative study, seeking information was the most common coping strategy, as it
was found to be most effective by families in reducing stress
caused by their loved one’s admission to the ICU. They reported
seeking information from a HCP or by using internet resources.
Families feel that being regularly updated about the patients’
progress is key to reducing uncertainty (Chan & Twinn, 2007;
Nelson et al., 2010).
As expressed by the family of one of our patients: “Nothing,
nothing was more important to me as much as just being able
to talk to the doctor and to get the information there,” and “It’s
very important that you know every day what is happening,
because every day in an ICU is different” (Nelson et al., 2010,
p. 4).
When HCPs use complex medical terminology, patients report
feeling confused and frustrated. They express that they value
clear information when being spoken to by HCPs. They also
report feeling frustrated by inconsistent communication
between different members of the healthcare team (Al-Mutair
et al., 2013), which is clearly evidenced in the following quote
by one family member: “The communication between doctors
and nurses, that’s paramount …You want to make sure that the
chain of communication between doctors, nurses, and patients/
families is not broken, because if it is broken, the patient is
going to get lost” (Nelson et al., 2010, p. 5).
Communicating with patients’ families is a central role of
the ICU nurse. When nurses take on a family-centred care
approach, they allow the families to take part in shared
decision-making for the patient, leading to a decrease in
stress, depression, and anxiety. This ultimately results in
families’ increased satisfaction with care (Peigne et al.,
2011). Inadequate communication with the family can lead
to less-than-optimal choices when family members are
required to make medical decisions. Receiving the necessary
information allows families to know what to expect and to
feel better prepared for unexpected outcomes (Linnarsson
et al., 2010).
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Providing an adequate amount of family support and communication should result in improved decision-making, faster
recovery, overall better outcomes, and a decrease in length of
stay which in turn allows for reduced resource utilization and
overall ICU costs (Magnus & Turkington, 2006).
Magnus and Turkington (2006) showed that there was an
improvement in communication when “low technology aids”
(p. 175) were used and were shown to have had a positive
impact on patients’ clinical outcomes. An example of such an
aid is a whiteboard.

St. Mary’s Hospital Whiteboard Study

2009). Earlier models lacked internet connectivity, but were
able to provide rapid communication between HCPs (Munro
& Savel, 2011). BlackBerry devices were then introduced to the
market and eventually to healthcare, which improved on their
predecessors. With today’s smartphone devices, it is now possible to search for clinical information using the internet and
to communicate with colleagues and the patient’s family in a
user-friendly manner. We now have “an opportunity for nurses
to foster professional connections, promote timely communications with patients and their families and educate and inform
patients and their families, as well as health professionals”
(Farrelly, 2014, p. 343)

In 2015, a unit at St. Mary’s Hospital Center in Montreal,
Quebec implemented the use of whiteboards in patients’ rooms
as a means of improving communication among patients, families, and the healthcare team. Families were given a section of
the board where they were encouraged to write their questions/
concerns that they wanted to be addressed once the appropriate
HCP viewed the board. Patients, families, and staff members
were interviewed in a follow-up study. The results demonstrated an improvement in communication among all three
groups. The staff valued the usefulness of the whiteboards, and
the importance of educating all staff members on proper use of
the boards was emphasized. The largest challenge they observed
was regularly updating the content on the whiteboards. Forms
of “low technology equipment” (Magnus & Turkington, 2006,
p. 175) like these whiteboards lead to improved communication among HCPs, patients, and their families. This prompts
the question: What about implementing these whiteboards
into more complex communication technology such as smart
phones?

One study in the neonatal ICU by Dzubaty (2016) focused
on using mobile phones as a means of rapid communication
between parents and HCPs. For parents who were at home or
work, text messages were sent to them providing updates on
their infant’s health status. Messages were sent by nurses to the
family as reminders for future appointments, feeding times, or
simply to ask them to return to the bedside. Some health centres have set up this system by designating one mobile phone
for the unit that is used for messaging the parents (Dzubaty,
2016).

Communication Technology

In Taiwan, one of the most digitalized nations in the world,
their goal for nursing education is to ensure “acceptable information literacy after graduation” (Kuo, Liu, & Ma, 2013, p. 3)
using current technologies. Nursing schools allow students to
develop this essential skill while also exploring issues of patient
privacy and information security in the context of modern
communication technologies.

The definition of technology has been changing as fast as technology itself – especially medical technology. A nurse stated
that:
As practicing ICU clinicians, we are all fans of technology
in one way or another, or we wouldn’t have been drawn to
critical care in the first place. We tend to be early adopters
and believe that with the strategic use of technology we can
help get our patients and their families through their critical illnesses. (Munro & Savel, 2011, p. 277)

In another example, a cardiac ICU in Pittsburgh, Pennsylvania
incorporated the use of blogging with smartphones as its primary means of communication between nursing staff (Dzubaty,
2016). Blogging between nurses and other HCPs allows them
to remain connected. As such, one clinical nurse specialist may
be able to carry on a conversation and answer questions with
another nurse. It is designed to allow all nursing staff to remain
involved and updated in the activities of that unit, including
providing various educational resources (Dzubaty, 2016).

The term eHealth has been coined to refer to the use of technology in healthcare. To be an eHealth system, the objectives
should be to provide more efficient services and treatments.
These technologies must ideally be user-friendly and secure.
The average life expectancy is increasing and healthcare
resources are often limited. For that reason, the use of technology should be used to render care more efficiently and
economically (Gaddi, Capello, & Manca, 2014).

The smartphone application known as “WhatsApp™” is a free
communication tool that is currently being used by various
HCPs, including physicians, in units like the ICU or the emergency department (Gulacti, Lok, Hatipoglu, & Polat, 2016). As
of April 2016, WhatsApp™ has implemented “end-to-end” (Bolli
& Kofmel, 2017, p. 4) encrypted messaging meaning neither
the server hosting the messages or any intercepting third-party
can read any message content (Ermoshina, Musiani, & Halpin,
2016). Nevertheless, a patient’s privacy can still be compromised if a person were to acquire and gain access to the HCP’s
mobile device.

The use of communication technology in the ICU dates back
to the days of the personal digital assistants (PDA) such as the
Palm Pilot in the 1990s. These pre-smartphone handheld computers were used to organize information, store assessment
and diagnostic tools, manage patient files and serve as language translators all at the point of care (Stroud, Smith, & Erkel,

A more sophisticated example is a web-based smartphone
application called “VSign”, which was originally designed at
the McGill University Health Centre (MUHC) in Montreal,
Quebec in 2010. (VSign, 2015). By 2014, it was implemented
in two ICUs and three medical units. VSign offers users a very
detailed online manual containing registration and activation
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procedures, an overview of its various features and capabilities,
as well as a troubleshooting guide. Various organized training
sessions were offered to HCPs as well during the initial launch
of the project (VSign, 2015).
In brief, the app can be downloaded to a HCPs personal smartphone and allows him/her to input patients’ vital signs, examine
lab results, and consult their medication list. Furthermore,
HCPs can view the members of the healthcare team who are
assigned to their patient and communicate with them via text
messaging within the app, which promotes inter-professional
communication. The app now offers a module called “The Flow,”
which allows users to enter and share short text notes for each
of the categories, which essentially follow the ISBAR (Identity
of patient, Situation, Background, Assessment, Response) mnemonic. These notes are informal, but can be exported and used
for documentation if needed (VSign, 2015).
VSign is an example of a complex communication tool that
focuses on connecting HCPs. However, what it lacks is the ability to incorporate the family into the flow of communication to
enhance patient care.

MyICU

An excellent example of a smart phone or tablet application
designed for family, patient, and nurse communication in
a critical care unit is “MyICU”. This project, which is still in
development, was originally implemented at the Beth Israel
Deaconess Medical Center (BIDMC) in Boston, Massachusetts,
a Harvard Medical School teaching hospital (B. S. Lee & K.
Pollick, personal communication, September 9, 2016).
The mission of the MyICU project “is to improve physical and
emotional outcomes for intensive care unit patients and their
families through meaningful sharing of bi-directional information between patients, families and their care providers”
(O’Reilly, 2016, p. 2).
The key objectives of MyICU are:
1. better aligned care with patient and family values and
preferences,
2. avoid preventable harm through engaging patients and families as active partners in care,
3. enhance dignity and respect for patients and families by
treating the whole person, and
4. allow communication-focused, patient-centred care.
Version 1 of the application was launched in two ICUs from
October 2015 to January 2016. In follow-up interviews, patients
and families said that they appreciated the educational resources
that the app offered, and that it was useful in understanding their
often-complex medical situation. They described feeling “more
connected, involved, and engaged in overall care” (B.S. Lee & K.
Pollick, personal communication, September 9, 2016). Patients
and families loved the ability to remain updated and ask nurses
questions remotely, allowing them to feel more involved.
On evaluation of collected data from patients and staff comments, the BIDMC revised the application with various
improvements that addressed issues such as user-friendliness
and the limited features available. Another issue encountered

was that the staff reported difficulty in integrating the app in
their usual routine care and often did not remember to update
the information after rounds. Therefore, a second version was
recently created in July 2016 and was implemented in all nine
ICUs. The updated version:
• Is now downloadable on any personal device, and no longer
only on an iPad supplied by the unit.
• Sends clinicians a notification when a patient or family
member interacts with MyICU, so as to remind clinicians to
update the app.
• Allows families to learn about the patient’s current condition, the equipment in the patient’s room, and the elements
in their care plan in layman’s terms.
• Permits families to view the care log, which outlines the care
plan for the day.
• Enables families to obtain valuable information about the
hospital and visiting hours.
• Provides the care team with a holistic view of the patient,
including photos, interests, likes, and nicknames.
• Allows patients and their families to request to speak with
a variety of HCPs directly, from the social worker to spiritual care services, without having to go through a nurse or
healthcare provider.
• Allows access to multiple family members and keeps them
up to date.
• Provides patients and their families with the ability to view
the names and photos of members of their care team.
• Enables staff to provide educational resources for the family specific to the patient, and to address questions/concerns
from the family prior to the next in-person meeting.

Is Electronic Communication Secure?

One of the most challenging aspects of technology is privacy (Frost & Massagli, 2008; Topol, 2015). Both patients and
healthcare professionals want more access to information;
however greater access is paired with greater risk of compromising patient privacy (Degerliyurt, Gunsolley, & Laskin, 2010;
Frost & Massagli, 2008). Topol (2015) discusses how a shift to
patient-centred care coupled with the rapid globalization of
smartphones will ultimately empower patients in their ability
to monitor their own health status and generate medical data
via their personal handheld devices. Patient privacy remains at
risk if their smartphones were to be stolen and accessed without authorization. Nonetheless, this has always been a potential
issue with paper medical records which can easily be copied or
photographed.
No data are stored in cloud computing applications such as
VSign and MyICU, nor are they stored on the smartphone itself
due to the sensitivity of the client, family and healthcare professional’s information. The data are stored remotely in “the
cloud” and will only be displayed on the app after submitting
through a two-factor authentication (i.e., a username/password
and verification code) sent to a personal email. Furthermore,
data from cloud-based applications are stored and protected by
the server. Data security protection continues to be improved
with the most current encryption methods to ensure privacy of
the use (Wang, Wang, Ren, & Lou, 2010).
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Too Much Information?

One important issue with having high levels of information
so easily accessible to patients and their families is that it can
provoke anxiety by making them feel overwhelmed. This can
be an issue since it “could increase fear, confusion and doubts
of care” (Jacobowski, Girard, Mulder, & Ely, 2010, p. 422),
whereby family members were exposed to the actual discussions between HCPs during multidisciplinary rounds. Chan
and Twinn (2007) showed that a major stressor for participants
was related to the quality and the quantity of the information
that they received; some “described feelings of intimidation and
overwhelming stress” (p. 189) when receiving information in a
complicated way that worsened their anxiety and uncertainty.
The importance of performing a proper nursing assessment of
the patient and family situation must not be forgotten, in order
that we are able to provide appropriate information that fits
their needs and comprehension.

Conclusion

It is evident that HCPs are, and will forever be evolving to
improve patient care and family involvement. Implementing
smart phone eHealth technology into ICUs will inevitably pose
many challenges to the healthcare team, while projects like
MyICU may have as many critics as supporters. However, one
would be in denial to believe that healthcare will not continue
to advance via communication technology in future years. This
is especially true in the ICU, which is certainly not a stranger to
having the most sophisticated equipment.
In spite of the incredible accomplishments that smart phones
have and will continue to bring to ICUs, we must never forget

the role of a nurse as the advocate for the patient. It is the foundation of the nurse-patient relationship. Although a smart
phone application can provide information and support, two
fundamental aspects of patient advocacy, it is also imperative
to consider that smart phone technology can never replace
one-to-one interactions with the patient, where a proper therapeutic relationship can be achieved. Technology will serve to
complement communication and render care more efficiently
after trust has been established with the patient and their family
(Gottlieb, 2012; Kuo et al., 2013).
In conclusion, a question for HCPs to ask themselves is:
What is your readiness to adopt communication technology
like MyICU for families, and what is your ICU’s readiness to
improve its communication and implement this technology?
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