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Abstract  
 

The Australian health workforce is facing a shortage of experienced registered 

nurses. As the level of experienced nurses diminish, there is a decrease in the 

numbers of skilled nurses entering critical care areas, but an increasing number 

of junior and graduate nurses entering the profession, and moving into critical 

care areas in the early stages of their career. Anecdotally, there is a perceived 

lack of support for staff in the areas of critical care, with many nurses feeling 

inadequately prepared to transition. This raises the question of how the 

registered nurse can be better prepared in order to encourage the move to the 

critical care environment. 

 
 
 

The aims of this study were to identify the perceived requirements a novice nurse 

would need to successfully move into critical care nursing, and highlight the most 

appropriate content for a transitional to critical care program. 

 
 
 

 
A three round Delphi method was used for this study. The participants were 

selected to ensure representation of all specialties within the critical care 

environment – intensive care, coronary care, the emergency department and the 

high dependency unit of a tertiary hospital. The crucial requirements of the Delphi 

method were considered in relation to ensuring the process was both reliable and 

valid. 
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Nineteen participants were recruited from one of Western Australia’s tertiary 

hospitals. The main issues around the transition process were reviewed. The 

topics identified were; the barriers preventing a move to the critical care 

environment, the most effective way to prepare the novice nurse for transition,  

the requirements of preparation and the content that should be covered in the 

preparatory phase. The panel members were asked to rate the requirements for 

transition on a four-point Likert scale, and to consider the content of a potential 

transition program and rank the topics in order of importance. A percentage value 

was used, followed by descriptive statistics to analyse the central tendencies of 

data; in this case the median. Three rounds were completed leading to  

consensus of opinion among the panel members. 

 

 
 
 
 

Prior ward-based experience was highly supported before transition to critical 

care. The panel agreed that non-technical skills rather than the technical abilities 

should be a focus point of a targeted educational program. The content focusing 

on improving the preparation of the novice nurse on a knowledge, skill and 

emotional level was highly supported. 

 
 
 

 
The development of a transition to critical care education program was 

performance, improve patient safety outcomes and help to reduce staff attrition 

rates. Suggested topics included both technical and non-technical knowledge and 

skills. The ultimate reason for the development of a transition program was in 

recognition of the potential for increasing the levels of confidence and 
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competence among the novice staff, thereby enhancing the potential to improve 

patient outcomes. 
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Chapter 1 – Introduction  
 

1.1 Background 
 

Australian critical care services are currently experiencing an undersupply of 

experienced nurses thereby placing demands on the growth of the critical care 

workforce in Australia2,3. Internationally, there is a shortage of nurses in the 

health care systems and the need for critical care services has increased due to 

an ageing population, increasing scope of medical practices and advancing 

technology2-4. Nurses are entering the profession and finding that they are 

dissatisfied with the reality they face. MacKusick5 noted that an estimated 30% to 
 

50% of all new nurses will either change their positions or leave nursing within  

the first three years. Through this study, the author identified common reasons for 

this as being related to a lack of support in an unfriendly working environment  

and job dissatisfaction, resulting in an increase in attrition. This was supported by 

the Australian Health Workforce Advisory committee who, following a review of 

the future health workforce projections in 2014, found little change in these 

numbers2.  It was identified through this report that this may worsen, with 

demands to grow the size of the workforce in response to an increasing 

population2. 

 

 
 

As the pool of experienced nurses is diminishing there is a growing number of 

graduate and junior nurses entering the workforce6,7. In the past, nurses were 

required to have ward-based experience of one to two years before entering such 

areas as Intensive Care (ICU), Coronary Care (CCU) or the Emergency 
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Department (ED)8,9. This is a situation that is no longer affordable, meaning that 

critical care areas such as these are having to employ nurses with no previous 

critical care experience3,9-12. Junior nurses are moving in to these areas of 

specialty at an earlier point in their career than was expected in the past, with 

some entering directly following completion of their graduate nurse program8,13. 

Working in the critical care field is both challenging and demanding. Not only is 

an advanced level of skill and knowledge required, but also a high level of 

confidence and competence to perform effectively. 

 
 

 

In a study performed by Benner14, the complexity and responsibility of nursing 

practice was reviewed. It was determined that modern nursing requires long-term 

and ongoing career development pathways. The Dreyfus model of Skill 

Acquisition15 was identified as a useful tool for understanding the differences 

between novice and experienced nurses. Benner14 was able to adapt the concept 

of the original design to apply to nursing practice. The principle of the Dreyfus 

model was that the acquisition of skill occurred over five stages; novice, 

competent, proficient, expert and master15. Benner14 determined that the stages 

take into account increments in skilled performance based upon experience as 

well as education. Their adaptations of the stages included; novice, advanced 

beginner, competent, proficient and expert. Clinical knowledge development and 

career progression was another vital factor that was able to distinguish the levels 

of development from novice to expert. Benner14 described the five stages of 
 

development as: 



- 17 -  

• Novice: whereby the beginner was able to enter an environment context- 

free, with an ability to recognise a need without the benefit of experience. 

Teaching is required in terms of objectives set around rules and 

guidelines. 

• Advanced beginner: is where the learner has been exposed to the real 

situation allowing them to perceive recurrent meaningful patterns in their 

clinical practice. The advanced beginner requires ongoing support and 

guidance. 

• Competent: typified by the nurse with greater than two years’ experience. 

They are able to develop actions in terms of long-range goals or plans. 

• Proficient: the proficient performer perceives situations as a whole. 

Experience teaches the proficient nurse what events to expect and how to 

modify plans in response to these events. 

• Expert: experience allows for an intuitive grasp of a situation and focuses 

on the accurate region of the problem. The expert operates from a deep 

understanding of the situation. 

The seminal work of Benner is still very much valued and reflected in nursing 

research, education and practice today. 

 
 

 
Some studies have investigated the reasons why graduates choose the field of 

critical care nursing, having a knowledge of the intensity and high level 

requirements these areas demand. The literature suggests that these nurses rely 

on their preconceived ideas of these work areas, as there is limited opportunity to 

gain actual clinical experience during their undergraduate years3. They enter this 
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environment with inadequate preparation, unable to link theory to clinical practice 

and an uncertainty about their ability to think critically8. Some of the preconceived 

perceptions of critical care were described by undergraduate nurses as ‘exciting’, 

‘challenging’ and ‘interesting’6,16,17. 

 

 
 

In 2012, Halcomb et al3 carried out a study that reviewed the self-perceived 

preparedness of undergraduate nurses for employment in critical care. The 

authors reported that junior nurses view critical care areas as “an opportunity for 

professional development”, and “an ability to work one-on-one with the 

patient”3(p2229-2236). This study was performed in a multi-campus Australian 

university in New South Wales, involving 577 undergraduate nurses in their final 

year. Of this sample, over half displayed an interest in seeking employment in 

critical care. A study by Happell18, across14 university campuses in Victoria, 

Australia, found that working with technology and engaging in life saving 

practices was also a common perception of what critical care involves. The 

authors focussed on this image of critical care nursing held by undergraduate 

student nurses and found that these factors drive the novice nurse, direct from 

their graduate program, to seek employment in critical care areas, only to find it 

may not be what they expected. This was supported by a study conducted by 

Hussein and Salamonson19 in 2016, reviewing the personal and situational 

factors influencing newly graduated nurses satisfaction during their first year of 

nursing. The study was conducted in a large tertiary hospital in New South 

Wales, Australia. The authors identified that the process of transferring the 

learned knowledge into practice needs to happen in a supportive environment 

whereby the graduate nurse can be integrated into systems and processes. This 
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study supports the concept that failure to transition staff into practice smoothly 

may have detrimental effects towards the quality of nursing, which in turn may 

result in preventable clinical incidents. This often results in stressful and 

unsatisfying experiences impacting on the graduates’ future career pathway. 

 
 

 
In addition to new graduate nurses choosing to enter critical care, there are a 

number of skilled nurses in the workforce looking to change the direction of their 

specialty. This cohort are able to transition into the critical care areas with a level 

of knowledge and experience that is respected and valued11. However, there is 

evidence that these nurses are not making the move, faced with the barrier of 

fear of the unknown. Of those who do transition, a number find it to be 

overwhelming11,20. The high levels of stress, anxiety and feelings of failure result 
 

in a number of nurses either leaving the specialty work area and returning to the 

wards, or leaving the profession all together5. A research study conducted by 

Whyte et al21, reviewed the relationship between knowledge and clinical 

performance in novice and experienced critical care nurses. Through the use of 

simulated activities, they monitored the recognition and response to deterioration 

in the respiratory function of a patient. They found that the experienced nurses 

did not show a higher level of performance in their actions than the novice 

nurses, thereby concluding that experience equates to an increased level of 

knowledge, but does not necessarily equal practical competence. This supports 

the need to review the processes of education and supervision to support the 

transition of experienced ward-based nurses into critical care. Despite their level 

of experience and expertise in their own environment, a shift of focus in the level 

of knowledge and skill required for a new specialty in a critical care setting places 
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them back to a level of being an advanced beginner and ultimately a novice 

status14. 

 
 
 

There is extensive research published in the literature regarding the transition to 

nursing from undergraduate to graduate programs, and the support required to 

succeed9,22-25. The research studies mention the demands of critical care nursing 

in relation to the graduate nurse, however there are limited investigations that 
 

identify the needs of the experienced ward-based nurse transitioning into the 

critical care environment, and the existence of barriers which prevent this cohort 

of staff moving into this field of nursing. 

 
 

 

1.2 Research Rationale 
 

The published literature illustrates that there are certain barriers that exist, which 

are preventing experienced nurses transitioning into this specialty environment as 

a novice to the area11,20. Researchers have investigated the importance of 

preceptorship, supernumerary time, (being an excess to the requisite number of 

staff on the floor), and orientation programs, as means of ensuring support and 

mentorship for novice nurses in these areas of specialty8-11,26. There are some 

studies that look at the requirements of ward-based high acuity programs, 

preparing the nursing workforce with the knowledge and skills required in order to 

competently care for critical care level patients in the ward setting27,28. However, 

there are limited research projects that investigate the effects of a specifically 

targeted program, supporting novice nurses in the successful transition to critical 

care, which is seen in the literature to be hindering the transition of skilled nurses 
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into the critical care environment.  This reveals a gap in the literature. In addition, 

it highlights a potential for the development of a tailored transitional program for 

nurses moving into the specialty of critical care. The focus of the program would 

be aimed at introducing novice nurses to the specialty of critical care nursing to 

the culture, foundations and structures of the specialised field prior to transition. 

 
 

 
As a limited number of studies have been published in the literature about the 

transitional education requirements for preparing nurses to work in critical care 

areas, the current study was undertaken. The Delphi technique was selected as 

the most appropriate methodology to perform this study as it demonstrates an 

ability to gather a consensus of opinions from a number of selected groups of 

experts in their clinical areas. The principles of Benner’s14 five stages of 
 

development - novice to expert have been applied. The term ‘Novice’ in this 

thesis is reflected towards the nurse, with background ward-based experience, 

entering a new specialty of critical care. 

 
 

 

1.3 Aim of the Study 
 

The aim of the study was to identify the perceived requirements a novice nurse 

would need to successfully move into critical care nursing, and highlight the most 

appropriate content and effective delivery methods for a transitional critical care 

program. To achieve this, it was necessary for the author to firstly identify what 

barriers exist to prevent ward nurses moving in to the critical care environment. 

Through this understanding they were able to develop a series of questionnaires 

based on the following research questions. 
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1.3.1 Research Questions 
 

In order to investigate the identified gap in knowledge, the author of this study 

aimed to answer four research questions. These were; 

1. What are the barriers that prevent experienced staff from moving into the 

critical care setting and how can these be addressed? 

2. What clinical knowledge, skills and competencies are required to prepare 

nurses to provide care for patients in a critical care area? 

3. Can the knowledge and skills required for critical care nursing be met through 

workplace orientation, or is an additional transition to the critical care setting 

program required? 

4.  What content should be included in a transitional program and how should it 

be structured? 

 
 

 

1.4 Organisation of the Thesis 
 

In this chapter, the author has outlined the background of the topic chosen for 

study. It highlights the concerns of future deficits within the nursing profession, in 

particular the critical care areas, and how experienced, trained nurses are 

reluctant to move over to this specialty. The rationale of the thesis has outlined 

the intent to review the need for a transition to critical care education program 

that will prepare the novice nurse for the cultural change, the increase in the 

required level of knowledge and skill, and the emotional aspects of the specialty. 
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Graduate nurses are showing more interest in the transition to critical care for a 

number of reasons that will be outlined in Chapter 2. The relevant literature that 

identifies the issues around the future of critical care nursing, with a focus on the 

supporting evidence related to the aims of the study will be discussed. 

 
 

 
Chapter 3 is a description of the methodology chosen for this study and the 

rationale for its use. The Delphi technique has been deemed to be the most 

appropriate methodology for the current study. It has the ability to gain a reliable 

consensus from a group of experts through a structured questionnaire process 

where there is limited knowledge around the topic and without the need to bring 

groups of people together in one place. The methodology chapter will cover the 

selection and recruitment process, and the different stages of the questionnaire. 

It will also discuss the process of data collation and analysis, and identify the 

criteria for consensus. 

 
 

 
Chapter 4 outlines the results in a format of graphs and tables using a measure 

of central tendency. Qualitative data will also be presented in this chapter. 

 

 
 
 

In Chapter 5, the results are discussed and compared against the published 

research in this area. Each result is related to the research questions and a 

description of where a stability seen within the responses has been identified and 

a consensus of opinion can be said to have been reached. This chapter 

highlights how the data can be used to improve the process of transition into 

critical care, and assist in the development of a transition to critical care training 
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program. Lastly, potential future research is identified as a result of this study are 

discussed. 

 
 

 
In Chapter 6, the author concludes the thesis and summarises the pertinent 

points of the study. 

 
 

 

1.5 Anticipated research outcomes 
 

Through the review of the published literature, it is clear that knowledge and skill 

deficits, as well as a lack of training and support, are hindering the movement of 

experienced and trained nurses into the critical care field of nursing. The aims of 

this research project were to: 

• Identify the gaps in knowledge, skill and cultural awareness amongst ward- 

based nurses wanting to transition to critical care; and 

• Make recommendations for the development of a program specifically 

targeted to support the novice nurse entering the critical care workforce. 

 
 

 

1.6 Summary 
 

More junior nurses are entering the critical care workforce. In addition, 

experienced and trained nurses are reluctant to move into the specialty due to 

their perceived knowledge and skill deficits, and those who do transition, find they 

are overwhelmed by the cultural differences and the pressures to perform with 

limited training and support. There is a need to prepare this cohort of staff for the 

transition in order to enable a smooth and successful move. 
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Chapter 2 – Literature Review  
 

2.1 Introduction 
 

The previous chapter highlighted the issues around the deficits faced in the  

senior levels of nursing staff working in critical care areas. These areas are 

recruiting more junior nurses, often direct from a graduate program. There 

appears to be a lack of experienced ward-based nurses transitioning over to work 

in critical care5. The literature has identified a number of barriers that nurses face 

when moving to these areas of speciality, but few focus on the transition needs 

for preparing the ward nurse11. This identified a gap in the literature and  

prompted a literature review for the current research project. This chapter will 

review the current research supporting the identification of the variety of learning 

styles, the principles of adult learning in the development of an education  

program and the application of the various modes of education. 

 
 

 
In a study by Gohery and Meaney11, the authors reviewed the experiences of 

nurses moving from the ward to the critical care environment. They identified a 

paucity of literature about this topic, and so undertook a Heideggerian 

phenomenology research approach study based in a large teaching hospital in 

the Republic of Ireland. They explored the impact of the transition from ward to 

critical care areas on the feelings and emotions of nurses. A sample of ten staff 

were selected using purposeful sampling, allowing the researcher to select 

participants who would provide extensive information about the study question, 

maximising the reliability of the information. They performed semi-structured 
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interviews allowing the exploration of the participant’s experiences. The 

interviews were conducted face-to-face ensuring the observation of non-verbal 

indicators, such as body language, were taken into account. The authors 

highlighted a variety of feelings and emotions experienced by these nurses 

related to insufficient knowledge and skill, and determined that more education 

and support is needed to ensure a smooth and successful transition11. The study 
 

also found that an unsupportive environment, and a lack of mentorship, 

preceptorship and education created anxiety, fear, fatigue and depression, as  

well as feelings of incompetence, isolation, self-doubt and deskilling11. This was a 

small study focussing on critical care nurses based in one hospital. This limits the 

transferability of the findings to larger institutions, but does however support the 

findings of many other research studies. This literature supports the rationale for 

the current research, identifying a need to review current processes already in 

place. These are outlined in the following paragraphs. In addition, there is a 

review of the perceived knowledge and skill requirements of a transition to critical 

care program. 

 

 
 
 

The critical care environment is both emotionally and intellectually challenging, 

thereby creating a need for intensive and comprehensive educational 

programs8,10,11,22
.  It requires a person to have the confidence to enable rapid 

decision making in complex and unpredictable situations, and a level of 
 

knowledge and skills to enhance critical thinking29. This ultimately translates into 

the ability to function at a higher level12. Area specific orientation programs 

frequently vary in the array of content, duration and the requirements of 

competence22.  There is often an expectation that the new nurse will ‘fit in’ and 
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become ‘part of the team’, leaving them overwhelmed by the expectations30. 

Many of these programs are based on tradition rather than evidence, with 

minimal consideration to the individual needs of the learner30. Glowacki-Dudka et 

al31 discussed the concept of popular education and its engagement of 

pedagogical principles. The foundation of this style of teaching values the prior 

knowledge and experience of the learner, engaging them in the planning and 

development of their educational needs31. Using this framework acknowledges 

reflective learning through open communication and meets the expectations of 

the learner within a learning community31. 

 
 

Twenge32 performed a meta-analysis of a number of studies investigating the 

generational differences in learning. The author of this study compared data 

obtained from journal articles and dissertations to examine the shift in education 

focus towards individualism, and how this will impact on medical training 

programs. The data taken from a number of journal articles was analysed using a 
 

cross-temporal meta-analysis to identify the mean scores of samples using 

validated psychological scales measuring learning experiences of a period of 

time. The evidence for generational variations among students supported the 

need to develop changes around classroom based teaching, to meet the needs 

of the changes in culture within society32. The findings of this study found that 

younger generations are more self-confident and optimistic about how they will 

perform in their chosen career32. It also found that these generations have 
 

become increasingly ambitious and often set themselves unrealistic goals, 

causing frustrations if they find they are unable to achieve32. This may account for 

the increasing number of junior nurses entering the areas of critical care with an 
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unrealistic realisation of their ability to perform, resulting in disappointment and 

feelings of failure as their expectations are not met. 

 
 

 
Borges et al33 performed a study to examine the differences of personality 

characteristics and traits between generation X and millennial medical students. 

The study compared the preferences, attitudes and behaviours of a large number 

of medical students in a United States university. A large study involving 809 

medical students (399 female and 410 male) was conducted using the 16PF 

personality tool. The researchers found that the millennial students were 

practically focused and team orientated, and accustomed to structure and 

following rules. Generation X on the other hand were more independent and self- 

directed33. This has to be taken into consideration when developing and planning 

educational programs, to ensure the content is relevant to all learners, meeting a 

variety of styles for learning. Having a good understanding of teaching and 

learning styles would enhance the design and development of educational 

programs and potentially accelerate the acquisition of expertise among 

practitioners34. 
 

 
 
 

2.2 Program Development and Evaluation 
 

Program development, or program design is identified as being the preferred  

term used for ‘curriculum design’ in adult education35. It implies a collaborative 

process between the educator and the learners, whereby the structure of learning 

is driven by the learner35,36. Program design involves interpersonal and planning 

skills where multiple learning activities address a common learning goal37. 
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Cantillon37, reviewed the process of the development of a training program and 

identified that the success of the program requires an understanding of the 

organisational structures. It must take into consideration the need for the training 

and what is expected for the learner to achieve. In addition, it requires the 

consideration of who the relevant stakeholders are within the organisation. 

Cantillon37 describes a stakeholder as being a professional body who has an 

influence on the design and delivery of the course, for example, prospective 
 

participants, employers, experts on the topic and the host organisation in relation 

to what financial impact the program may have. In healthcare, the patient is also 

considered a stakeholder as they have an interest in the outcomes related to 

patient care and safety37. 
 

 
 
 

The study identified three key components that should be considered in the 

development and implementation of a training program, these being: 

• Product – the purpose of the course. What are the learning outcomes and 

how will these be achieved? 

• Content – what is required and who is it aimed at? Once the learning 

outcomes have been set, the content can then be reviewed. The topics 

required to meet the learning outcomes must firstly be considered. 

Secondly, identifying the target audience is an important step to ensure 

the level of content is pitched accordingly. 

• Process – how will the teaching be addressed? Identifying the knowledge, 

skills and attitudes that need to be addressed to achieve the learning 

outcomes is a vital step in the process of program design. 
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In addition to these points, it is important to consider who should be involved in 

the design and delivery of the content. Use of experts in the design and delivery 

may help to ensure the validity of the information and the credibility of the 

program37. 

 

 
 

Consideration must also be given to the timing of the program. Having a set plan 

for the duration of the program is imperative to ensure it is financially viable37. It is 

also important to consider when the learning activities will be required in relation 

to practice. Planning the delivery of content in conjunction with the application in 

the practical field will potentially enhance the learning and enable transfer of 

theory to practice7,37. 

 
 

 
2.2.1 Adult Learning Principles 

 
The published literature supports the concept that adult learners require an 

authentic style of learning38. Their exposure to meaningful, challenging and 

proactive learning experiences benefit the individual learning experience through 

a recognition and value of their prior knowledge and experience38. Knowles36 

identified the differences between adult and childhood learning in the early 1970s 

and developed the conceptual basis of adult education and learning through the 

notion of andragogy. The concept of andragogy is “an honest attempt to focus on 

the learner”36(p1-5), individualising the learning experience. He identified six 

principles of adult learning; 
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• the adult learner must be internally motivated and self-directed – this 

allows them choices relevant to their learning objectives 

• the adult learner must be recognised for the life experiences and 

knowledge they bring to the learning environment 

• adult learners are goal orientated with an aim to acquire relevant 

knowledge and experience 

• the learning objective for adult learners must be relevant to their needs 
 

• adult learners are practically focussed and need to be able to apply their 

learning experience to practice 

• adult learners must be respected, and thrive in collaborative relationships 

with the educator36. 

 
 

 
2.2.2 Assessment and Evaluation 

 

 
Assessment is a process which enables the evaluation of learning and is useful 

when evaluating the transfer of learning to practice39. The process of continuous 

assessment is common practice in health-care programs. This type of formative 

assessment is valuable in enabling an evaluation of the effectiveness of the 

training and highlighting any gaps in the training program40. This further allows for 

mid-course modifications to occur, ensuring a continuous improvement of the 

training program. Assessment should be closely related to the learning outcomes 

and if planned effectively can maximise the facilitation of learning37. 
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Evaluation is a process which measures the effectiveness of teaching39. It is a 

systematic process of collating, analysing and interpreting feedback about the 

design and delivery of training. Without program evaluation, training is not able to 

evolve in response to resources and changing needs39. Hayes40, cited 

Kirkpatrick’s hierarchy of evaluation. The four levels of evaluation allow for a 

robust process. The levels described are; 

• reaction – the level of satisfaction. 
 

• learning – whether the learning objectives achieved. 
 

• behaviour – transfer of learning to practice, and 
 

• results – change in the participants’ behaviour, as well as organisational 

effects. 

 
 

 
In order to ensure a robust evaluation process, the evaluation should follow the 

principles of being valid, reliable, simple and practical. 

 
 

 

Assessment and evaluation should be integral to the program design37,40. It is the 

most neglected aspect of program design and is a major challenge for 

organisations40. All courses should undergo a regular review that is proactive 

rather than reactive, to ensure the quality and credibility of the content and 

course structure40. 

 

 
 

The literature reviewed in this chapter describes various methods of instruction to 

assist the development of knowledge and skills for the novice nurse entering 

critical care. The published literature has reviewed a variety of teaching modes, 
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including preceptorship, skill-based programmes, supernumerary status and unit- 

based educators10-12,22,26,41. The pros and cons of each system are investigated; 

identifying the positive aspects of support, guidance, socialisation and time to 

adapt to culture. The negative effects include feelings of isolation, inadequacy, 

lack of confidence, being overwhelmed by technology and deficits in critical 

thinking skills. Junior or untrained preceptors, staffing shortages and workload 

pressures were all identified as having an impact on these feelings, leaving the 

novice nurse demoralised and dissatisfied with the working environment, 

resulting in an increase in attrition rates in critical care areas9,11,42. 

 
 

The following sections will review the methods of providing a structured education 

program using a variety of modalities. 

 

 
 
 

2.3 Preceptorship 
 

Preceptorship is enabling a one-to-one relationship between a novice and an 

experienced nurse43.  A preceptor is a registered nurse or midwife who is willing 

to take on the role to facilitate, guide, direct, support, and assess student or junior 

nurses allowing the development of knowledge, skills and confidence during their 

integration into the workforce44. Most critical care areas in Western Australia have 

intensive orientation programs that vary in duration and content, whereby 

coaching, preceptorship and mentorship by the senior nurses in the field are  

relied upon, in order to support the training and development of the novice critical 

care nurse. The Australian Health Workforce Advisory Committee (2014)2 

indicated a reduction in nursing staff. A drive to increase the workforce has seen 
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a rise in recruitment of junior nurses which has resulted in an increased workload 

and in turn a risk of ‘preceptor burnout’ among the senior staff22. 

 
 
 

Many studies have reviewed the effectiveness of preceptorship, highlighting 

mixed feelings on how well prepared junior staff felt following the preceptor 

period9,11,22,26. The effectiveness of a preceptor is related to their ability to form a 

relationship with the preceptee, and forming a successful relationship can be 
 

seen to increase professional socialisation, and in turn increase confidence10. 

The effectiveness of the student-preceptor relationship was also found to be 

related to increasing competence26. 

 

 

Farnell and Dawson10 performed a study in order to review the effectiveness of 

orientation programs in critical care units for novice nurses in a hospital in the 

United Kingdom. The authors performed a longitudinal qualitative study based on 

hermeneutic phenomenology to review a 12 week competency-based program; 
 

consisting of study days, supernumerary time (time when the new nurse is 

rostered in excess to the number of nurses required on the shift in order for them 

to work one-on-one with a more experienced nurse) and allocation of preceptors. 

This methodology ensured that pre-existing personal experiences and 

prejudgements were not eliminated, but were acknowledged as having a special 

importance in the interpretation and understanding of phenomena. Twelve newly 

recruited nurses to the general intensive care unit were interviewed in order to 

determine their perceived level of confidence and competence at varying stages 

of the orientation program. Those able to spend quality time with an experienced 
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preceptor, felt supported in their transition into the critical care area10. They 

identified that time with competent staff who were able to assess the performance 

of the junior staff member, was a key factor in the success of the transfer of 

learning. Others found that preceptor allocation was often haphazard, and without 

appropriate training, the preceptor was often deficient in their ability to guide, 

support and teach10. Those nurses with limited contact with their preceptor 

reported this to be a negative experience while, in contrast, some even identified 
 

this as being detrimental to their learning10,26. In addition, the allocation of 

multiple preceptors was found to inhibit the process of socialisation and impact 

on attainment of competency10. Despite being a relatively small study, the 

findings support the need to provide support in the form of educational activities, 

and learning experiences to develop the level of knowledge and skill. 

 

 
 

The study undertaken by Gohery and Meaney11 found that preceptorship had 

mixed reviews from the participants, supporting the studies by Farnell and 

Dawson10. The length of preceptorship is often dependent on how busy the work 

place is with the impact of staffing shortages11. The lack of continuity of 
 

preceptors may lead to conflict of information, with each nurse teaching the same 

skills in different ways. This in turn leaves novice nurses confused, insecure and 

questioning their own abilities11. 

 

 
 

Preceptorship has anecdotally been found to be a common process of orientation 

to the critical care environment. The literature has highlighted the issues around 

this method of induction to a new environment, and while it has some positive 

effects, cannot be relied on as the only mode of training and development for the 
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novice nurse entering a specialty area. A transition period allowing 

supernumerary time with a dedicated preceptor has been perceived to be a 

beneficial aspect to the support of the novice nurse. This further supports the 

requirements for the development of an education program with a focus towards 

the preparatory phase of transition as indicated in the current research. 

 
 

 

2.4 Supernumerary time 
 

As previously mentioned, supernumerary time is the term used to describe a 

situation where a junior staff member is rostered to a shift in excess to the 

required number of staff. They work one-on-one with a more experienced nurse, 

allowing them the opportunity to develop their knowledge and skills in the 

practical setting under close guidance and supervision10,45. 
 

 
 
 

In a previously mentioned study, Farnell and Dawson10 reviewed the 

effectiveness of orientation programs in critical care units for novice nurses in the 

United Kingdom. They investigated the effectiveness of supernumerary time, and 

the impact to the support for the novice nurse. The authors found that this time 

was a valuable initiative to the support of the new staff member10. However, the 

completion of this time could cause anxiety, as the realisation of a lack of 

knowledge and skill by the novice nurse created doubts in their ability to 

perform10. 
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Having a satisfactory level of support during the transition and orientation phase 

in the working environment was identified by Gohery and Meaney11 as an 

important factor for a novice nurse’s professional and personal development. This 

study, carried out in the Republic of Ireland, reviewed the experiences of ten 

nurses moving from the ward to the critical care environment. The authors found 

that the participants had mixed feelings about the level of support they received, 

stating it was dependent on who they worked with11. The senior staff identified by 
 

the junior staff as being friendly, welcoming and supportive would be the ones 

continuously approached for guidance and support. The effect of this was that the 

same nurses were always approached, making the participants feel they were a 

hindrance to those staff members11. 
 

 
 
 

The allocation of supernumerary time for new staff in the clinical environment is 

supported in the literature, however the most effective duration of allocated 

supernumerary time is unclear10,22,46. The increasing demands on senior staff 

allocated to work with novice nurses in this supernumerary phase is having an 

impact on their workload5. This thereby supports the need to develop a 

structured, supportive program that will meet the needs of induction and 

orientation to the critical care environment for the novice nurse. 
 

 
 
 
 

2.5 Skills based orientation programs 
 

The findings in the published literature strongly support the development of 

structured orientation programs for the novice nurse entering the area of critical 

care10,11. For example, this was highlighted in the study by Gohery and Meaney11, 
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who identified that study days designed for novice nurses commencing at a basic 

level and gradually progressing to a level of competence was a requirement. The 

study days that were delivered catered for a mix of skill levels within the program, 

therefore it was considered too advanced for the novice nurses. The result was 

that their learning was ineffective11. 
 

 
 

Juers et al47 reviewed a transition to practice program developed by the 

Queensland Health Service in the late nineties. The transition program was 

established in 1999 following the lobbying of intensive care units (ICUs) across 

the state to provide and expand educational opportunities for intensive care 
 

nurses. Only 36% of ICU nurses working in Queensland health at that time held 

postgraduate qualifications, highlighting concerns of knowledge and expertise in 

the specialty. This resulted in the appointment of 13 nurse educators being 

appointed across Queensland health ICUs, and development of a state-wide 

approach to intensive care nursing education. This large state-wide program was 

aimed at targeting a set of minimum educational standards in intensive care 

nursing practice across the state, and standardising the level of education 

provided. An education framework was developed by a critical care education 

steering committee who agreed on the consensus of a phased learning approach 

in collaboration with the universities. Currently running in 18 adult and two 

paediatric intensive care units across Queensland, the program is now on its fifth 

version. The Intensive Care Nurse Education Strategic Plan is reviewed and 

rewritten every three years ensuring the validity and feasibility of the content and 

the sustainability of the program. The professional collaborative networks and 
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strong commitment by those involved with the program, provide support for the 

success. 

 
 

 
Through the literature review performed by Juers et al47, they also found that the 

most was related to transition programs largely focused on that of the graduate 

nurse, with limited studies reviewing the movement of skilled nurses changing the 

direction of their specialty. This revealed a gap in the current literature thereby 

highlighting a need to investigate this area further47. 

 

 
 

In another study, O’Kane22 examined the experiences of newly qualified nurses’  

in intensive care nursing, and found that content, learning outcomes and 

competencies varied significantly from one workplace to another. The author of 

this study found that the period of time allocated to the orientation phase to 

achieve these competencies were inconsistent and often unachievable22. This 

investigation was performed in a large teaching hospital in the United Kingdom. It 

was conducted over two phases using semi-structured interviews with eight  

newly qualified nurses, and small focus groups with seven senior nurses in ICU. 

Comparisons were made between the perceptions of the two groups. The newly 

qualified group found that the differences of the learning outcomes between 

workplaces led to dissatisfaction, feelings of inadequacy and demotivation22. The 

senior group found that their expectations of the newly qualified nurses was 

higher than that of ward nurses moving into critical care due to the perception of 

them still being in ‘learning mode’ and better equipped to deal with the challenges 

of the competencies required22. The limitations of this study were highlighted to 
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the fact that the researcher knew the participants which may affect the credibility 

of the results, and with a relatively small sample size of eight newly qualified 

nurses and a focus group of seven senior nurses, a larger study would enhance 

the validity of the results. With limited research to support this, further 

investigation is required. 

 

 
 

Juers et al47, previously mentioned,  were able to review the successes and 

downfalls of the current Queensland Health program. They completed a rigorous 

evaluation - looking at the cost and sustainability of the program and the 

effectiveness of achieving a minimum standard of intensive care education 
 

throughout the state. As the program has developed over a 12 year period, it has 

been refined in order to build and develop the structure and content. There is 

anecdotal evidence to support a positive recruitment strategy for all intensive 

care units involved in the program, with novice nurses being drawn to these 

units47. This further supports the need to develop structured transition programs 

for nurses new to the critical care environment. 

 
 

 
As much as this study reports on the successes of the development and ongoing 

advances of this program, this research did not investigate whether the 

knowledge and skills learned in the theory section were transferred to clinical 

practice, highlighting a further gap in this literature. 

 
 

 
Chesnutt and Everhart7 performed a study that reviewed and evaluated an 

existing orientation program for graduate nurses entering critical care held at a 
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university hospital in the USA. They identified the importance of nurses receiving 

orientation in order to provide them with a strong foundation for critical care. Their 

review of graduate nurses entering the critical care environment found that they 

are less able to work independently, and are less able to critically analyse a 

situation, as they are dependent on set rules and processes to support their 

decision making7. The authors also found that a failure to recognise and respond 

to clinical deterioration was common practice among these staff7. The original 

program relied on the completion of competency-based checklists and the 

attainment of satisfactory feedback from assigned preceptors over a six month 

period. The review of this program recognised the limitations with this process, 
 

leading the authors to implement a new program with clear expectations, 

consistency in the teaching and support provided, phased levels of learning and 

set elements for measured learning outcomes7. The new program supported 

staged education, allowing for the transition of theory into clinical practice, with 

the exposure to clinical practice relevant to the beginner.  A staged orientation 

program was developed over a six month period. The clinical orientation was 

further divided into five stages. The division of the stages allowed for structure 

and better tracking of the level of the novice nurse, and indicated specific times 

whereby a review and evaluation of progress should be performed. As the novice 

works through the stages, they are gradually introduced to an increasing level of 

complexity. The novice is supported throughout these stages by a dedicated 

preceptor and the nurse educator. On completion of each stage, the nurse 

educator reviews the comprehension and the retention of the knowledge and skill 

covered to validate a level of competency and readiness to progress to the next 

stage. The authors of this study determine this to be a successful program that 
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other intensive care units are interested in adopting. This review does not 

indicate the numbers who have completed the program to measure outcomes, 

and has not indicated an evaluation of the program. It does report on the 

feedback obtained from the nurse managers and staff involved – including the 

preceptors and the students of the program, of which has been positive, but a 

more robust evaluation would benefit this study. This study supports the current 

research investigating the requirements of the development of a structured 

training program suited to the level of an entry to specialty nurse, and may be 

used to inform the design of the new program. 

 

 

In another study, Messmer et al12 conducted an investigation of an internship 

program for novice nurses entering the area of intensive care, and found that 

specific critical care study days for novice nurses increased their knowledge and 

self-confidence. This study was undertaken in an urban academic medical centre 

in the USA in which they developed a creative and cost effective strategy, to 

increase recruitment and retention into critical care areas12. Faced with 

challenges around recruitment and retention of neonatal and adult critical care 

areas, the nursing leadership sought funding to integrate graduate nurses into 

their ICU. The program was based on the preceptor model, whereby a ‘shadower’ 

(graduate nurse) would work alongside a preceptor (a senior critical care nurse) 
 

for a period of six weeks. During that time, one day per week was spent in the 

classroom covering a range of educational topics, and time for reflection and 

debriefing. On completion of the six weeks, both the ‘shadowers’ and the 

preceptors were asked to complete a critical thinking appraisal and a knowledge 

assessment tool both before and after the program. This allowed for a 
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comparison between the two groups. The results reflected positive outcomes in 

an improvement in the level and knowledge attained and the application to 

clinical practice. Confidence levels were also seen to improve. However, the 

assessment tools used to measure the outcomes were questioned in relation to 

their effectiveness. Despite this, the work undertaken by Messmer et al12
 

 
supports the view that learning is closely associated with the clinical application 

of new skills and knowledge. This in turn, leads to increased knowledge and 

confidence, enhanced physical and emotional assessment skills, and 

improvement when working in an interprofessional environment12. 

 

 
 

Furthermore, their study concluded that additional research was required in order 

to explore education strategies designed to enhance the self-confidence and self- 

esteem of novice nurses entering critical care areas, and thereby assisting the 

socialisation aspect of their transition12. The current study aims to explore this 

area further. 

 
 

 
In the previously mentioned study by Farnell and Dawson10, it was found that 

there was an increase in confidence among junior nurses who had completed an 

orientation program, leading to an increased retention of staff. Through this they 

were able to demonstrate that running the course was a cost effective initiative10. 

Novice nurses identified that such a program was a valuable component to their 

orientation and found that learning to ‘speak the language’ was of a great benefit 

for socialising into the new area, leading to an increase in self-confidence10. 
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In other research, Valdez48 conducted a literature review of 21 publications that 

specifically focused on new graduate nurse training program effectiveness. The 

intent of the study was to synthesis the literature related to the experiences of 

graduate nurses in emergency nursing, however, the author found limited studies 

that focused specifically on the topic, and so a generic focused approach was 

adopted.  The author performed a systematic review on the existing literature 

relating to post licensure education and the experiences of the graduate nurse. 

The method used was a meta-ethnographic comparative review. The method 

was selected because it allowed the reviewer to compare and analyse text and 

create new interpretations in the process. The findings identified trends in the 

literature relating to issues with culture shock, stress and frustration, inadequate 

preparation, mentorship and social support deficits and ineffective orientation 

programs. The results showed that the introduction of nurse residency programs 

had positive effects, with a decrease in graduate nurse turnover and effective 

development of competent and confident nurses48. This supports the findings of 

Farnell and Dawson10 and the aim of the current research. 
 
 
 

The general consensus in the literature reviewed suggests that the development 

of a structured program, offering a phased progression of knowledge, skills and 

application to practice acquisition is deemed to be a recommendation in the 

support of the novice nurse entering critical care. The opportunity to commence 

this education component prior to the transition phase would only complement 

the outcomes of such a program, and I discussed in the following section. 
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2.6 Critical care ward-based programs 
 

Meyer et al41 used a grounded and interpretive paradigm to investigate the 

opportunities and barriers to successful learning transfer, and how training can 

impact on the application of critical care knowledge and skills. The aim of the 

paper was to review the impact of programs providing critical care skills training 

for ward-based nurses. This occurred following a review by the United Kingdom 

government in 2002 investigating the provision of adult critical care services41. 

The researchers identified a need to provide higher levels of service at the ward 

level enabling care based on the dependence of the patient rather than their 

location in the hospital41. 

 

 
 

The design of the study was based on the Kirkpatrick model of evaluation. They 

sought to investigate reaction and satisfaction of participants, the learning 

experienced, application to the workplace, organisational benefits and effects and 

the return of investment. The study was conducted over two sites involving 22 

course attendees and 10 site managers. 

 
 

 
The authors identified that most newly qualified nurses lacked the skills and 

knowledge of critical care, as training provision did not meet the current needs of 

critical care practice41. They found a lack of evidence to support the usefulness 

and effectiveness of training programs being applied in clinical practice due to a 

lack of rigorous evaluation processes to support this. It was largely an 

assumption by the health service that the theory learned in these programs was 

applied effectively. 
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Studies reviewed by Meyer et al41 found that only 10 to13 percent of the learning 

was transferred into practice, suggesting that learning takes place on an 

individual level and does not necessarily progress beyond this. Reasons for this 

were related to the training being too far from actual practice and too generic to 

meet local needs41. 

 

 

Meyer et al41 interviewed the course attendees and area managers before and 

after the delivery of the training using questionnaires and semi-structured 

interviews. Recommendations from this research support targeted training for 

critical care skills, with an emphasis on ensuring the training is relevant to the 
 

local needs, thereby allowing the transfer of the appropriate knowledge and skills 

back to the clinical setting41. They also found that an effective evaluation process 

of such a program is required as part of the development strategy, in order to 

ensure the program is meeting the needs of the target audience41. 

 
 

Earlier studies by McQuillan et al49 examined the prevalence, nature, causes and 

consequences of suboptimal care on the wards prior to admission to the intensive 

care unit. A confidential enquiry methodology was used to prospectively study the 

quality of care received by 50 consecutive, adult emergency patients prior to their 

admission to intensive care. The study was conducted over two major hospital 
 

sites in the United Kingdom. Detailed questionnaires were completed during 

structured interviews with the admitting teams and the intensive are teams, 

concentrating on events occurring between hospital admission and intensive care 

admission. Emphasis was placed on the recognition, investigation, monitoring, 
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and management of abnormalities of airway, breathing, circulation, oxygen 

therapy and monitoring. The study revealed a lack of knowledge and 

understanding of the importance of the provision of a rapid response to clinical 

deterioration in the ward setting resulting in suboptimal care of the patient. They 

found that enhancing critical care skills were found to improve mortality49. The 
 

researchers suggested that as a result of this study, critical care education should 

not be limited to the intensive care setting, but should be taken to the ward level 

due to the increasing level of acuity in patient’s conditions faced by ward nurses. 

 
 

 
This was further supported by Meyer et al41 in their later study in 2007. The 

authors also found that critical care education and training on offer did not meet 

the current needs of practice thereby identifying a need for further development 

and supporting the aims of the current study41. 

 
 
 

Critical-care ward based programs are supported in the literature as a means to 

taking critical care to the wards. The improvement of knowledge and skills 

attained by ward-based nurses has been seen to improve quality of care, staff 

confidence and competence in the clinical areas and ultimately improved patient 

outcomes. In order to support the development of such programs – ward-based 

or within the critical care units, there is a recognised need for experienced, 

appropriately qualified educators. 
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2.7 Unit-based educators 
 

Ward-based high acuity care areas are often staffed by nurses with limited or no 

critical care experience. Junior nurses in these areas are still developing their 

assessment skills in order to enable recognition and response to clinical 

deterioration. This has been documented as being the main reason why patients 

are readmitted to acute care beds50. 
 

 
 
 

In 2005, Fairley50 reviewed the development of the advanced nurse practitioner 

role in high dependency areas; a role established in response to the reduction of 

junior doctors and senior nursing staff in the United Kingdom. Among the factors 

that influenced the development of the role were the large numbers of junior 

nurses caring for high dependency patients with limited support or supervision, 

compromising timely care and intervention50. As much as this paper reviewed the 

benefits of the implementation of the advanced nurse practitioner in relation to 

patient safety and improved outcomes, it did not investigate the effects towards 

the support and supervision of the junior nurses. The current research study 

identifies the effects of advanced practitioner roles in supporting junior nurses 

transitioning into critical care, and the effects of educational support. 

 
 

 
Proulx9 performed a review of an orientation program that runs in a Catholic 

Medical Centre in the United Kingdom. There were concerns that the 

requirements of the program caused frustrations in the time taken for graduate 

nurses to become proficient at completing basic tasks9. The junior nurse would 

be assigned the care of one patient, paired with a preceptor, for a period of two 
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weeks. A second patient would then be allocated to the junior nurse, who would 

continue to work with a preceptor for the next ten weeks. The program lacked any 

goal directed learning and the workload assigned to the preceptor to care for their 

own patient load, as well as supporting the junior nurse, was overwhelming9. 

 

 
 

The revised program in the above study identified the benefits of the new staff 

member spending their first day with the unit clinical educator, taking time to 

socialise the nurse to the environment, prior to having a patient allocation. The 

role of the nurse educator was to work one-on-one with the junior staff member 

for a set period of time, developing an individualised orientation schedule9. Within 

this timeframe, the nurse educator would progress them through phases of skill 

and knowledge development, using critical thinking scenarios, case studies and 

simulation. The nurse educator would then work with the junior nurse as they 

began to take on a patient load, to a point whereby they were then allocated 

preceptors for the remaining time of their transition. The results have been 

reported as effective in that the information provided within the initial phase was 

standardised, and that the learner’s attention to detail was seen to improve9. 
 

Preceptors reported that junior staff appeared to be more comfortable with the 

hands-on skills, with less hesitation to perform specific tasks. They also noted 

that the junior staff were able to prioritise tasks more appropriately, manage their 

time more effectively and had enhanced critical thinking skills9. 
 

 
 
 

Limitations to the program were the requirements for continued managerial 

support to continue the predetermined assignments, allowing the gradual 
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progression of the novice nurse towards taking a patient load9. Gohery11 supports 

this by stating that “a clinical facilitator can provide support and education to staff 

demonstrating how the theoretical knowledge can be integrated into clinical 

practice”11(p321-328). The study by Proulx9 illustrates the effectiveness of a 

structured education program, designed to meet goals and set learning objectives 

for the development of a junior nurse. This therefore supports one of the aims of 

the current study. 

 
 

 

2.8 Barriers to the transition into critical care 
 

A review of the published literature suggests that the main barriers for nurses 

transitioning from a ward to a critical care area is related to the lack of  

confidence, required knowledge and clinical skills that are necessary in order to 

work in these specialty areas. Confidence in the knowledge of the intensity of 

physiological disease processes and the complexity of care required in the critical 

care area have been sighted by many authors as being major issues that 

contribute to the ability to be able to deliver and manage the care of a patient in 

the critical care environment3,10,11,41,47. 

 
 
 

This can be seen as an important area of concern for nurses, as confidence has 

been found to be directly related to competence, and a lack of knowledge can 

result in intimidation and devaluation of new staff3,11,24. This was supported by 

Baumberger-Henry8 who undertook a qualitative study involving six focus groups, 
 

investigating newly graduated nurses working in critical care, and the perspective 

of registered nurses around the working relationships between the new graduates 
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and critical care staff. This study looked at the culture of critical care and the level 

of support novice nurses felt they received. Students enrolled in postgraduate 

studies in critical care areas were interviewed. The majority were preceptors of 

graduates in the clinical areas.  Two themes were extracted from the data – lack 

of confidence and gaining acceptance. The findings supported many other 

studies, in that novice nurses entering the field of critical care nursing at an 

advanced beginner level, lack intuition and their knowledge is reliant on the 

theory not yet demonstrated in practice8. This supports the need for a more 
 

robust education system which would guide the novice nurse from a foundation 

through to an advanced beginner level, in a supported, educational 

environment8,10,41,49. 

 

 
 

Farnell and Dawson10 identified in their study, that participants were surprised at 

the level of knowledge and skill required to feel confident in their performance in 

critical care, indicating that they felt overwhelmed and under-prepared. The 

development of a foundation program, with the learning phases broken down to a 

basic level was strongly supported in the success of their transition to this 

specialised working environment10. This also supports one of the aims of the 

current study which was to review the development of a transitional program, 

directly related to the learning needs of the individual participants, exposing them 

to the field of critical care culture and technology prior to their actual transition. 

 
 

 
As highlighted previously, transition into critical care is challenging due to the 

increasing technology, advanced or complex skills, and a lack of specialist 
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knowledge. It is acknowledged that nurses will move through various stages of 

development from novice to expert and strategies need to be put in place to 

ensure a smooth transition through each of these phases10. The study by Farnell 

and Dawson10 identified that the expectations of staff moving into critical care 
 

areas were not consistent with the reality of the level of knowledge, confidence 

and competence required, suggesting it was like taking a step backwards and 

realising their clinical ward-based skills were not transferrable to critical care10. 

This therefore reinforces the importance of ensuring that staff are adequately 
 

prepared for the transition. 
 
 

 

O’Kane22 performed a comparative, qualitative study in a 13 bed intensive care 

unit in a large teaching hospital in the United Kingdom. The aim of the study was 

to investigate the different experiences of novice nurses starting their career in 

critical care, and compare this with senior nurse opinions. Two groups were 

conducted – semi-structured interviews with eight newly qualified nurses and 
 

focus group interviews with seven senior nurses in critical care. The novice nurse 

comments included feelings of isolation, feeling out of control and faced with an 

overwhelming reality shock22. The experienced nurses felt that the newly qualified 

staff entering the critical care environment found the transition easier than 

experienced ward nurses, because they had fewer expectations on themselves22. 

The study supported other published literature, concluding that novice nurses 

entering the critical care environment should be well supported with a structured 

orientation competency based program22. This further supports the need for the 

study outlined in this thesis. 
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2.9 Preparedness for critical care 
 

In 2012, Halcomb et al3 undertook a research study involving a relatively large 

sample of 600 undergraduate nurses. The aim of the study was to review how 

nurses new to the profession were prepared for entry to clinical practice, and in 

particular, how ready they were for entry to critical care. The authors identified 

the projected staffing deficits and increasing demands in the areas of critical care, 

highlighting the need for these areas to employ novice nurses direct from their 

undergraduate training programs3. The study was undertaken by two expert 

critical care nurses with educational experience in undergraduate nursing 

programs. They designed a cross sectional survey to examine the association 

between characteristics and preparedness to work in the critical care setting, 

reviewing the intentions of undergraduates choosing the area of critical care on 

graduation, what barriers were perceived by the nursing students and what their 

preparedness was to work in these areas3. 

 

 
 

An important feature of this study was to review the level of confidence these 

students had and their likelihood of seeking employment in critical care3. They 

were able to determine that those who spent time on clinical placement in this 

setting (in particular more than a week) showed a greater level of confidence and 

preparedness than those with no exposure to the environment3. This supported 

their hypothesis that exposure to a particular area has a significant impact on the 

career pathway choices. However, the study did not review the actual transition 

of the student into critical care and what educational support they might require. 
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Also, they did not investigate their level of confidence in relation to performance 

in the area, highlighting a need for further study. 

 
 

 
In another study, Chaboyer et al51 carried out an investigation that reviewed 

postgraduate studies in critical care. Through a series of audiotaped focus group 

interviews, their research focused on the current critical care students and their 

perceptions towards postgraduate education in the tertiary sector. Eight 

universities throughout Australia agreed to be a part of this study which involved 

interviews through focus groups with students who were completing graduate 

certificates or diplomas in critical care nursing51. Their findings highlighted two 

main themes that arose which negatively impacted on their learning. These were 

financial pressures and a heavy workload with trying to balance university studies 

and a clinical workload51. The benefits identified included a notion of job security 

with the higher level of education, and attaining a greater confidence through the 

clinical experience. The students felt they were allocated more complex patients 

due to their student status and their clinical background, exposing them to a 

range of conditions and increasing their experience51. They commented that their 
 

skills in patient care improved and that they were more confident in their ability to 

critically analyse a situation. They also felt that they had more confidence and a 

better understanding of what they were doing51. However, actual clinical learning 

and applying theory to practice was, in reality, difficult due to workload. It was 

noted that students were highly pressured and stressed when clinical support 

was not available51. This highlights the need for increased support in the 

development of novice nurses in the critical care environment. 
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Confidence has been highlighted throughout the literature as a factor that directly 

relates to competence in critical care29,52. Evans et al29 stated that “ within the 

complex and uncertain setting of a critical care unit, nurses experience 

confidence in different ways, to different degrees, at different times and in 

different situations” 29(p334-340). A qualitative descriptive study was carried out in 

order to understand what contributes to feelings of confidence in critical care 

nurses. The authors interviewed 28 nurses from seven different critical care units. 

Understanding the culture of the unit and learning the ‘unwritten rules’ was found 

to be a significant factor towards building confidence29. The development of 

supportive relationships had an impact on the enhancement of confidence, with 

nurses reporting that they felt less vulnerable and more open to ask questions. 

Having the autonomy in critical care to be actively involved in decision making 

provided more satisfaction, leading to an increase in confidence29. 

 

 
 

Messmer et al12, in their “Shadow-A-Nurse” intensive care program found that 

novice nurses lacked confidence in their ability to provide competent care when 

faced with a need for rapid clinical decision making. The development of this 

program, whereby a novice nurse transitioning into intensive care was able to 

work alongside an experienced nurse while completing their training in critical 

care, found that the program effectively bridged the gap between theory-based 

education and clinical practice12. The increased exposure to the clinical 
 

environment resulted in increased self-esteem and improved socialisation into the 

setting which, in turn, led to increased confidence12. These studies highlight the 

need to consider non-technical skills in addition to clinical skills. 
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Competence is to demonstrate the application of knowledge, interpersonal 

decision making and psychomotor skills, validated through behaviours and 

demonstrated practice in the clinical environment52. Freiburger52 noted that 

competency is a crucial issue in professional nursing practice and education. The 

researcher aimed to identify a way to increase nursing students’ self-confidence, 

competence and knowledge in clinical practice. It was identified that novice 

nurses are being expected to demonstrate competence in areas where they have 

had minimal practical experience52. The author developed a preceptor program to 

provide additional clinical experiences for associate degree nursing students. 

Seventy three students were allocated preceptors over three semesters. They 

were required to work under the direct supervision of an experienced registered 

nurse for 90 hours in the clinical setting, progressively assuming the responsibility 

to care for a group of patients52. The results highlighted the effectiveness of 

preceptor programs, identifying feelings of increased self-confidence and 

competence among the students having completed the program. Farnell and 

Dawson10 support this view, with their study reviewing the experiences of novice 

nurses new to critical care. Both studies support the development of foundation 

programs to allow the theory to be applied to practice. 

 
 

 
The published literature has highlighted the shortage of experienced critical care 

nurses. This has resulted in the recruitment of more junior staff and nurses with 

no background experience in to critical care areas. Also, this has meant that a 

reduced level of clinical supervision by experienced nurses has left novice nurses 

feeling isolated, overwhelmed and unsupported. The requirement for the 

development of a transition to critical care program is thereby highlighted as a 
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need, in order to combine the theory and practical application in clinical practice, 

through a supportive and structured education program. 

 
 

 

2.10 Summary 
 

The literature reviewed in this chapter has identified issues with an increasing 

junior workforce in critical care areas5. As a result, the senior staff are feeling 

more pressure with the requirements of supervision and support, which is 

resulting in poor outcomes for the novice nurse11. Many nurses leave the 

speciality area and some the profession as a result5. 

 
 
 

A multitude of training and support concepts have been investigated with all 

leading to a common outcome10-12,53. Firstly, the barriers to transition must be 

identified8,10. Secondly, the education must be targeted to the level of the 

learner12. Thirdly, effective clinical support must be provided during the transition 

phase and the overall program must have a strong evaluation process to ensure 

the intent of the program has been met10,41. 

 
 
 

It is recognised that the development of targeted training programs are required 

to assist the transition of novice nurses into the critical care setting, which 

supports the aims of the current research. The following chapter will discuss the 

methodology used to determine the requirements of such a program. 
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Chapter 3 – Methodology  
 

3.1 Introduction 
 

In this chapter, the author outlines the methodology used to carry out the study 

aimed at reviewing the requirement for a pre-transition to critical care program. In 

addition, it highlights the content relevant to the specialty, thereby allowing for 

better preparation of a novice nurse entering the critical care environment. It 

includes an outline of the research design, the process of ethics committees’ 

approvals, the development of the questionnaires in line with the Delphi process 

and the structure of rounds involving a panel of experts. 

 
 

 

3.2 Research Design – The Delphi process 
 

The Delphi technique was the research methodology chosen for the for this 

research study. Established in the early 1950’s by Helmer and Dalkey54 the 

Delphi technique was initially developed as a tool for determining military 

priorities54,55. ‘Project Delphi’, as it was known, was initiated as a means of 

gaining the most reliable consensus of opinions from a group of experts, in 

relation to identifying an optimal United States target system, through a series of 

structured questionnaires. This process was designed to prevent direct 

confrontation of experts, but instead to explore the factors that influence 

individual judgement55. The alternative of gathering senior military officials 

together would have taken an excessive amount of time54. The validity and 
 

reliability may not have been the most accurate due to the ‘bandwagon effect’, 
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whereby those in less powerful positions would fear retribution from their 

decisions if they were to argue against their seniors56. The Delphi methodology 

overcomes such problems by using questionnaires and an anonymous feedback 

loop54. It allows for group decision making without the face-to-face interaction, 

allowing anonymity of responses and thereby reducing the influences of strong, 

dominant personalities within a group57. 

 

 
 

The original intent of the Delphi was not to gain a consensus around a decision, 

but more to generate a structured group communication process54. A panel of 

experts are formed with the intent of investigating a set of questions that will be 

explored individually over a set number of rounds. There is no defined method 

about how to present the initial questionnaire, with various opinions on whether 

the questions should have a broad focus to capture a more diverse range of 

responses, or to keep the questions narrow and targeted to keep the expert panel 

focused58. It is common for the first round of questions to be qualitative in nature, 

allowing participants to express a wide range of opinions, which is followed up by 

subsequent rounds of targeted closed questionnaires59. 

 

 
 

The responses from each round are fed back to the participants allowing each 

respondent an opportunity to change their opinion in reflection of the other 

people’s responses60. This may run over two to four rounds, depending on the 

responses and whether consensus can be determined. Some researchers claim 
 

that more than three rounds can become ineffective with difficulties in maintaining 

the response rates60. Drop-out rates have been seen to increase after two 
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rounds. Other studies have indicated that the participants are more likely to agree 

to participate if they are likely to be directly affected by the outcomes of the 

studies60,61. This highlights the value of selecting the appropriate panel members 

from the start. 

 

 
 
 

Some investigators have questioned the validity of the process, viewing it as a 

method which leads the participant to forming a forced opinion, stating that “the 

existence of consensus from a Delphi process does not necessarily mean that 

the correct answer has been found”60(195-200). Linstone and Turoff54 believe that 

the number of rounds in the Delphi should be based on when stability in the 

responses is attained, rather than claiming consensus has been achieved. 

 
 

 
The Delphi technique is a method that does not focus on reporting high reliability 

consensus data, but forces participants to identify the complexity of issues, by 

urging them to think and challenge their assumptions54. In 2003, Aengenheyster 

et al53 indicated that this method was based on a premise that well-informed 
 

individuals were better able to ‘predict a future’ when able to draw on their 

knowledge and experience rather than rely on theoretical approaches. The author 

believes that this style of pooled intelligence would enhance individual judgement 

and capture a collective consensus from a group of experts without them having 

to assemble into one place53. For this reason, the Delphi is increasingly being 
 

used to reach consensus around many topics in healthcare. These include such 

topics as education, development of clinical guidelines, and prioritisation of 

research topics as discussed in the literature review of the current thesis. The 
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aim is to collect the opinions on a particular research question, leading to 

consensus about certain aspects of clinical practice62-64. 

 
 
 

3.2.1 Number of rounds 
 

The Delphi technique incorporates a series of iterative rounds. There is little 

agreement in the literature to support the optimal number of rounds. Some 

studies may take up to ten rounds to achieve consensus, however it is generally 

recommended that the Delphi should consist of a minimum of two rounds, but no 

more than four65,66. Three rounds is common with this being cited as the 

preferred number among researchers67. Hasson67 indicates that the important 

factor is that the researcher knows when to stop, as stability in the responses is 

identified. Ceasing data collation too early may affect the quality of the results 

and provide meaningless information, whereas prolonging it may cause 

participant fatigue and increase drop-out rates67. A three round survey was 

selected for the current study. 

 

 
 
 

The initial questionnaire for this study was developed from information taken from 

the published literature in relation to the difficulties that nursing staff face when 

moving into new areas of specialty. There is a large number of studies that 

focused on newly qualified graduate nurses transitioning into general nursing,  

and the difficulties they face with their ability to demonstrate knowledge, 

confidence and competence in their chosen field23,43,44,68. A number of these 
 

articles described the findings of newly qualified graduated nurses starting their 

career as a registered nurse going directly into the critical care 
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environment9,22,46,48. Only a limited number of articles were found that reviewed 

the transition of ward-based nurses to critical care areas, thereby supporting the 

need for the current study11,49,69. 

 
 
 

Common themes were evident. These highlighted the issues faced by new 

nurses moving into the field of critical care: these are a lack of knowledge 

resulting in a reduced level of confidence, inability to critically think and a lack of 

socialisation leading to feelings of isolation and inadequacy11. The researcher of 

the current study also reviewed the content of the orientation packages available 

in a tertiary and a secondary hospital in Western Australia, and identified content 

which anecdotally could be seen to improve transition support, if it were offered at 

an earlier stage. From the combined information, the author was able to develop 

the first round questionnaire. 

 
 

 
Commonly, Round 1 consists of pre-existing information, whereby panel 

members are asked to rate or rank the importance of statements against a pre- 

set scale70. Traditionally, the first round might be qualitative in nature, allowing 

the participants’ freedom with their responses70. The questions would be open- 
 

ended allowing feedback in the form of statements, which would then be 

analysed and categorised to develop the questions for the next round. However, 

this might lead to an overload of information, making the second questionnaire 

lengthy and this may result in a decrease in the level of participation of the panel 

members71. In addition, the validity of this method may be questioned for bias, as 

it could be considered that the researcher is leading the panel towards the 
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required response70. To minimise the issue regarding information overload, but to 

balance the potential for bias in the questions, the researcher of this study chose 

to combine the questionnaire for Round 1 with a number of statements to be 

ranked against a Likert scale, with the opportunity to provide comments in 

support of the responses. 

 
 

 
On completion of Round 1, the process of the Delphi involves analysis of the 

responses according to pre-set criteria, followed by the development of the 

second questionnaire based on the responses of the previous round. The 

researcher performed the analysis using the IBM Statistical Package for the 

Social Scientists (SPSS) Version 23, which allowed a brief summary of the 

findings to be collated and distributed to the expert panel. Feedback to the 

respondents in this manner allowed a higher level of involvement, and helped to 

develop a sense of ownership and acceptance of the findings70. It also enabled 
 

the panel member to review their responses in line with how others responded 

without knowing their identity. The anonymity allowed each participant the 

freedom of comment and opinion without the fear of influence from others in the 

group and allowed them the opportunity to alter their responses based on the 

feedback from others72. This process was repeated for a third round until there 

was a stability in responses and a consensus could be drawn. 

 

 
 
 

3.2.2 Ethics approval 
 

Ethics approval was sought and consent given through the following committees: 



- 65 -  

• The University of Western Australia Human Research Ethics Committee – 

Reference number RA/4/1/7201. 

• Sir Charles Gairdner Group Human Research Ethics Committee EC00271 
 

- Reference number 2015 – 014. 
 
 
 
 

3.2.3 Reliability and Validity of the questionnaire 
 

The Delphi method is a useful technique in the application of health and 

education research58. It has been used in many situations where limited 

knowledge on a topic has been identified, and expert opinion is needed to 

determine answers to the research questions. However, there are limitations 

around the reliability and validity of this method, with five reported areas of 

concern having been addressed in the literature73,74,60. These include group 

composition, participant motivation, problem exploration, consensus and 

feedback. The following paragraphs outline the strategies the author of the 

current study has employed to minimise these concerns. 

 

 
 
 

1. Group composition – results may be biased if the panel composition is not 

reflective of all geographical areas and subspecialties74,75. Zinn et al68 

suggested that the use of multiple panels, each representing a different 

stakeholder, might provide a more accurate reflection of opinions, thereby 

creating a more reliable and valid outcome. For the current study, the 

researcher identified participants working in the areas of ‘critical care’. The 

diversity of areas allowed representation of opinions from a global point of 

view. The areas selected in the inclusion criteria were intensive care, coronary 
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care, high dependency and the emergency department; each able to provide 

expert representation on the panel. 

 
 

 
2. Participant motivation – the Delphi process can be time consuming and take 

an extended time for completion, thereby leaving participants demotivated 

and likely to withdraw before completion of the research project64. Strategies 

suggested in the reviewed literature that might be employed, in order to help 
 

reduce attrition are ensuring the clarity of the questions, a clear layout of the 

questionnaire and gaining written consent of intent to participate in 

subsequent rounds76. Making certain that the relevance of the questions and 

summarising of the results was adequate to reflect the overall responses 

within each round to form the subsequent questionnaires was used in the 

current study. This helped to ensure the validity of the questionnaire, and 

engaged the respondents through confirmation of their responses, thereby 

engaging their interest and encouraging them to remain as a participant 

throughout all rounds. 
 
 
 
 
 

3. Problem exploration – the first round of the Delphi questionnaire often 

comprises of open-ended questions60. This may lead to ambiguous answers 

making further rounds difficult to word63. A strategy used to alleviate the 

potential of misinterpretation of the questions was to validate the first round 

questionnaire by inviting six education experts from a West Australian tertiary 

hospital and a university to complete the questionnaire. The group were 

asked to complete the questionnaire, comment on the ease of understanding 



- 67 -  

of the requirements of the study, the questionnaire structure, question format 

and time taken for completion. They were then asked to offer any further 

comments. The feedback from the validation was then used in the refinement 

of the first round questionnaire. 

 
 

 
4. Determining consensus – The Oxford English dictionary defines consensus as 

“a general agreement”77. The method for determining consensus is critical in 

the validity of a Delphi study. There are various opinions among researchers 

on what determines consensus, with some stating that 100% agreement 

would be required, whereas others would accept 51% to say consensus has 

been achieved59. Keeney et al70 determined that the level of consensus would 

be dependent on the importance of the research topic, and whether a life or 

death decision was required. 

 
 

 
The researcher used a Likert scale for this study with a four-point selection 

scale. Using the four criteria in the scale compelled respondents to make a 

defined choice, minimising ambiguity in the answers. For reliability in the 

results to be achieved, the literature suggests that the level of agreement 

leading to the determination of consensus should be assigned at the outset of 

the study78. For consensus to be achieved in the current study, a requirement 

was set at greater than 50% of the responses in the ‘agree’ or ‘strongly agree’ 

options. These questions were then represented in the subsequent round, 

whereby if greater than 50% strongly agreed with a statement, consensus 

was said to have been achieved. 
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5. Feedback – The literature supports the notion that providing controlled 

feedback to the participants should occur between each round72. Some 

researchers have asked the participants to comment on particular questions, 

especially when there has not been agreement between the respondents79. 

This allows the researcher to gain clarification, ensuring there has been 

correct interpretation of the question. Allowing participants to comment on 

their interpretation and explain their ratings increased the reliability of the 

study and the validity of the results63,72. 

 

 
 

Therefore, the researcher in this study provided feedback to the participants 

between each round, allowing them to review their answers on reflection of  

the other panel members’ responses, and change their decision if they  

wanted to. This minimised ambiguity around the interpretation of the 

questions, ensuring a clear and structured process. Some may argue that this 

is leading the group to the required outcome, whereas others support this as a 

valid method63,65,67,70. 
 
 
 

 
The reliability of this study has been enhanced by the provision of clear and 

concise instructions to the participants. The involvement of experts within the 

specialty of critical care ensured capture of opinions from a wide range of 

stakeholders, thereby enhancing the content validity of the information collected 

and consensus of opinion. 
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3.2.4 Selection and recruitment of the expert panel 
 

A fundamental component of the Delphi method that sets it apart from other 

forms of research is the selection and use of a panel of experts. Ensuring 

participants have the relevant level of expertise is essential to the validity of the 

study. One definition in the literature described a suitable expert as being, 

“someone who possesses the relevant knowledge and experience, and whose 

opinions are respected by fellow workers in their field”64(p639-643). Another study 
 

stated that, “expertise implies that the individual panelist have more knowledge 

about the subject matter than most other people, or they possess certain work 

experience, or are members in a relevant professional association”66(p423-436). 

Failure to recruit the required level of expertise within the group may lead to 

biased opinions based on assumptions rather than fact66. 

 
 
 

The selection of the expert panel has also led to criticism of the methodology of 

the Delphi, with some researchers believing it is scientifically ‘untenable’ and 

‘overstated’60. In the discussion by Keeney et al60 around the selection of the 

expert panel it states, “simply because individuals have knowledge of a particular 

topic does not necessarily mean that they are experts”60(195-200). Sackman80
 

reviewed the Delphi technique, finding through various studies that the answers 

provided from the ‘expert’ group were indistinguishable from the answers given 

by the ‘non-expert’ group. The panel of experts should be reflective of subgroups 

of the topic to prevent bias towards a certain outcome favoured by one dominant 

group60,76. Representation of larger heterogeneous groups is thought by some 
 

researchers to increase the reliability of results, ensuring that all specialties under 
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the focus topic have an input, while others believe a homogeneous group can 

hold a better focus on the topic58,65. 

 
 
 

In addition, because the Delphi involves a number of rounds, there is a risk that 

participants may lose motivation to remain throughout the entire study. Selecting 

a panel that holds an interest in the topic may help to minimise the attrition of the 

participants through the varying phases, increasing the credibility of the study65. It 
 

is likely that an expert will have a vested interest in the study topic and thereby 

commit to the duration of the study over all phases58,60,67,70. Those willing to 

participate are those who are most likely to be affected by the results.  Studies 

support the concept of having active ‘grassroots’ involvement creates a greater 

acceptance from organisational members73. De Villiers et al64 found that selecting 
 

the appropriate experts to the panel brought about responses beyond the 

confines of the questions, resulting in new ideas that they were able to 

incorporate into their study. 

 
 

 
The recruitment for the current study involved the distribution of a generic email  

to 50 nursing staff working in critical care in a Western Australian tertiary hospital. 

The opportunity to partake in the study was explained with the inclusion criteria 

clearly outlined. This generated the response of a number of clinical experts in  

the field of critical care. A total of nineteen senior critical care nursing staff 

responded and all were recruited for the current study. The inclusion criteria 

required the staff member to be: 
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• Senior critical care nurses who hold managerial and supervisory positions, 

or 

• Nurses who hold postgraduate qualifications in their area of specialty, or 
 

• Senior critical care nurses who have had extensive experience in this 

clinical area of greater than two years. 

 

 
 
 

The study was promoted using email. Initially, messages were sent to the nursing 

staff working in the areas of intensive care, coronary care, high dependency and 

the emergency department. A flier advertising the study was attached to the 

email. In order to ensure the individuals did not feel obliged to agree to 

participate, the emails were sent via each area’s nurse managers. This allowed 

the participant a choice of whether to respond to the researcher and consent to 

be included in the study. 

 
 

 
Selection of the participants was focused on ensuring an expert panel with the 

knowledge and background in the specialised areas, to ensure the information 

obtained from the study was valid and reliable. Staff members that met the 

inclusion criteria were emailed a confirmation of recruitment, a detailed letter of 

explanation about the aim of the study and two consent forms. The letter of 

explanation outlined the phases of the questionnaires and the intended number  

of rounds that they were to complete during the study. Each participant was then 

asked to read the information sheet, sign the consent form and return one copy to 

the researcher by email, confirming their commitment to participate and agreeing 

to the terms of the study. The participants were reassured of total anonymity and 
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were clearly informed that the study was voluntary, and should they choose to 

withdraw, they could do so at any time. 

 
 

 

3.2.5 Sample size 
 

There are no definitive rules about the sample size of the expert panel in a Delphi 

study. It is suggested that there is no upper limit as long as a representative 

sample is selected66. Considerations around the use of a homogenous sample 

versus a heterogeneous sample may help determine if a greater number of 
 

participants are required. It is suggested that the sample may be smaller with a 

homogeneous group58. De Villiers64 suggests that a panel may consist of 

between 15 to 30 participants from within the same discipline, or five to ten per 

category from different professional groups. Other authors state that the final 

panel should consist of at least ten members, finding that as the panel size 

increases, reliability improves and error is reduced66,81. Most researchers agree 

that increasing the size to a panel of greater than 30 members seldom improves 

results, with reduced response rates, increased drop-out rates, and groups being 

more difficult to manage64,81. 

 

 
 

The nineteen participants were asked to complete a questionnaire addressing 

seven statements regarding the requirements for working in a critical care 

environment, and to rate the importance of each category outlined in the 

question. The initial questions included demographic data related to their 

specialty, the years of experience in critical care nursing and whether they hold 

postgraduate qualifications in the required area of expertise. This was to ensure 
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the inclusion criteria were met, thereby maintaining the reliability of the results. It 

was pre-determined that should a respondent hold a post-graduate qualification, 

but hold less than two years’ experience working in the critical care field, that this 

would meet criteria of inclusion due to their expertise. All participants fulfilled the 

requirements of inclusion to the expert panel. 

 
 

 

3.2.6 Consent and confidentiality 
 

Obtaining a signed consent from the participants is a crucial step in the process 

of recruitment. They should feel they are partners in the study, selected in view of 

their interest and expertise in the subject59. Attrition rates over the rounds of the 

Delphi can affect the reliability and the validity of the study, therefore, having 

people agree to a commitment to all rounds can potentially reduce this risk62. 

Consent forms were returned by email to the researcher and filed in a secure 

password protected electronic file. 

 

 
 
 

Questionnaires were returned by post, thereby ensuring the researcher was 

unable to identify the respondent. The responses were entered into an electronic 

Excel spreadsheet, stored in a secure password protected file, and later 

transferred to an IBM Statistical Package for the Social Sciences (version 23) 

database. Anonymity was maintained as the participants were not identifiable. 
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3.3 Development of the questionnaire 
 

The first questionnaire in this study consisted of the combination of a Likert scale 

allowing participants to rate their level of either agreement or importance, and 

open-ended questions to allow elaboration of answers. It was structured in such a 

way in order to gain a consensus using quantitative data, and also offered the 

opportunity for respondents to add further comments in explanation of the rating 

(qualitative data). This is an important strategy in that it allows the panel 

members to develop a sense of ownership of the development of the study and to 

make them feel they play a fundamental role in the outcomes58,59. 

 
 
 

The literature was reviewed to look at what barriers exist that prevent ward-based 

nurses transferring into the field of critical care nursing. With limited research 

published on the topic, the researcher broadened the literature search to review 

studies that discussed the barriers and difficulties faced by newly graduated 

nurses entering the field of critical care3,7,9,16,17,22,25,46,51,52. Common themes were 

identified, based on an understanding of the culture, preparedness for the level of 

acuity and the amount of knowledge and skill required. A common issue of the 

level of support and education provided in the clinical setting was also 

highlighted, with a variance seen across critical care areas throughout Australia 

and internationally11,47. 

 
 
 

This information guided the development of the first round questionnaire, with the 

researcher focusing the questions on the general perception of how well junior 
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nurses are supported in these areas, what could be improved upon and how 

novice nurses could be better prepared for their transition. 

 
 

 
The initial questions provided demographic data. This was done to ensure the 

level of skill of the respondents was appropriate for the study, and to ensure a 

diversity of areas within critical care was covered. The next question related to 

identifying the group perception of what clinical background was felt relevant for 

junior nurses to be introduced to the field of critical care nursing. The literature 

supports the concept that nurses would benefit from having a general clinical 

background prior to transition to critical care, therefore this question was 

particularly important to determine if this was agreed by the panel for the current 

study. It would also guide the panel members as to an understanding of the level 

of nurse they were considering, thereby potentially impacting on the answers to 

the remaining questions. 

 

 
 
 

The subsequent questions were designed to determine the clinical aspect of what 

was perceived as being essential for a junior nurse to know prior to transitioning 

into critical care, and how this could be offered effectively. 

The Likert scale used was restricted to four response choices: 

1: Very unimportant/strongly disagree 

2: Unimportant/disagree 
 
 

3: Important/agree 
 
 

4: Very important/strongly agree 
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The respondents were required to consider their thoughts in order to form an 

opinion of support towards the statement or not, rather than selecting a neutral 

option that required minimal consideration. The purpose of this was to ensure a 

commitment to a response, minimising ambiguity in the feedback and improve 

the reliability of the results82. The intent was to ensure engagement of the panel 
 

members in developing an interest in the topic, thereby helping to secure their 

motivation to remain involved through all rounds of the study. Two of the seven 

questions provided an opportunity to provide a written response in addition to the 

scaling option. The final question was open-ended, allowing freedom in the 

responses to elaborate on the respondents’ thoughts and feelings of the topic, 

and to encourage active participation59. The questionnaire for Round 1 is 
 

provided in Appendix 3. 
 
 
 
 
 

The Round 2 questions were subsequently developed, based on the analysis of 

the feedback from the first round. The demographic data from Round 1 had 

already been determined from the responses, therefore these questions were not 

repeated in Round 2. The questions in this round were reworded if it was felt 

there was a need. For example, if the responses were so diverse indicating a 

possible misunderstanding of the question. This ensured clarity of each 

statement thereby increasing the validity of the feedback. This data was 

categorised into statements which were then represented in a Likert scale in 

Round 2. The questionnaire for Round 2 is provided in Appendix 4. 
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The participants were asked to rank three of the five statements according to an 

order of importance, and to rank their agreement against a number of statements. 

This question was used to determine whether the participants felt that the current 

orientation and preceptor support is effective or whether a transition to critical 

care program would be beneficial to the area and the staff. The final question for 

this round asked the participants to rank a level of importance or non-importance 

of a number of skills on a Likert scale. The intent of changing the format for the 

second questionnaire was to be more specific with respect to the questions in 

order to allow for clarity in the responses. 

 
 

 
The Round 3 questionnaire was shorter than the previous two rounds, with 

consensus having been determined on the majority of the statements. To reduce 

duplication and potentially the loss of interest from the panel, these questions 

were removed from the final survey. The participants were informed of this 

helping to ensure their full engagement in recognition of the consequence of their 

responses, thereby allowing them to feel ownership of the topic. The 

questionnaire for Round 3 is provided in Appendix 5. 

 
 

 
For the second and third rounds, all of the questions required a ranking against 

the scale with no further opportunity for comment. This limited the risk of creating 

too much information, confusing the participants and leading to a loss of 

interest60. 
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3.3.1 The Likert scale 
 

The Likert scale is used to measure attitudes by asking people to respond to a 

series of statements regarding a topic in terms to the extent to which they agree 

or disagree, and taps into the cognitive and affective components of attitudes83. It 

was originally designed as a strict five point scale by psychologist Rensis Likert in 

193284, and has been widely used in behavioral sciences. Since its inception, 

there have been further studies by many researchers reviewing the optimal 

length and the reliability of the scale84. Much as a five-point scale is common, 

some believe that a longer scale will allow for “capturing the nuances of complex 

attitude structures”85(p126-139), while others believe there is no fixed rule, and a 

scale of at least four options is equally reliable85. 

 
 
 

The inclusion of an ‘undecided’ category can be seen to provide an ambiguous 

response that is unable to determine if the respondent has no opinion, has a 

balanced view, has no interest in that category or has not understood the 

question. Some say it may be inappropriate to score this category as an in- 

between agree or disagree, but more to treat it as ‘different’ requiring further 

analysis85. 

 
 
 

Commonly, a Likert scale may be described as consisting of three or more  

ordinal scaled categories along a continuum. A question or a statement forms the 

stem, with the response categories either being labelled explicitly, left unlabelled 

(allowing a graphic continuous scale) or most commonly, being labelled at either 

end of the scale84. The labelling of the scale has not been seen to have any effect 
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on the outcomes, however some researchers believe that people prefer to have 

graphic scale lines or numbers allowing them to think in terms of degrees84,86. 

The response options allow for positive and negative responses, thereby 

reducing response-set bias85. Respondents then indicate their feelings 

concerning each statement on a scale, using categories such as ‘strongly agree’, 

’agree’, ‘undecided’, ‘disagree’ and ‘strongly disagree’85. The scores are either 

summed to obtain a ranking score, or a measure of central tendency such as the 

mean, mode or median is calculated. The Likert scale is strongly favoured in 

Delphi studies, with the use of median responses commonly used to provide 

feedback to the respondents that best reflects the resultant convergence of 

opinion70. 
 

 
 
 

3.3.2 Mode of iteration 
 

Controlled feedback is a characteristic of the Delphi that allows the respondents 

an opportunity to reconsider their choices and draw the group to the ‘best’ 

response61. A summary of the results of each round is fed back to the panel 

members prior to completion of the next round, continuing over subsequent 

rounds until stability in responses are seen, or consensus can be determined. 

 
 

 
The mode of iteration is an important factor with the Delphi, as this may create a 

delay in the responses, thereby resulting in demotivation among the respondents. 

Electronic communication such as email correspondence allows for a quick 

turnover, which may help to maintain the motivation and enthusiasm of the 

group58. Studies have identified that electronic communication such as email 
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response is easier to read and interpret, cheaper and faster than the mail system, 

however anonymity may be compromised as a result65. Using the mailing system 

is a slower process, risking a loss of interest from the participants, and withdrawal 

from the study. When selecting the mode of iteration, there needs to be 

consideration around the expertise of the panel in the use of technology, and if 

the selection of the participants has been appropriate to ensure their interest is 

maintained should any delays occur through this process. 

 
 

 

3.3.3 Distribution of the questionnaire 
 

The process for distributing the questionnaires was completed using two 

methods. Firstly, an email was sent individually to all panel members who 

consented to be included in the study to secure the anonymity of each  

participant. This provided the information of the requirements of the questionnaire 

related to the round, and informed the individuals that a hard copy questionnaire 

would also be sent with a pre-addressed envelope, allowing for anonymous  

return via post. For Rounds 2 and 3, a summary of the responses was included, 

providing feedback of the common trends of thought among the panel members, 

without revealing the identity of the responder. This process of iteration allowed 

clarification of the concept of each question, and for the individual to revise their 

own response and change if they felt they had demonstrated an initial lack of 

understanding, or subsequently felt the iteration provided justified a change in 

response. 
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This method ensured communication with the participants was maintained 

between rounds. It also acted as a reminder, with them receiving the postal 

documents approximately one week after the initial email. There was a turn- 

around of two weeks for each round. This gave the participants time to review the 

summary of previous results where applicable, and complete the questionnaire. 

Each participant was asked to complete the questionnaire individually, in order to 

prevent collaboration between respondents, thereby ensuring a lack of influence 

or potential bias. 

 
 

 

3.3.4 Collation of results 
 

The raw data from each round was entered into a password protected Excel 

spreadsheet. The open-ended answers from Round 1 were transcribed verbatim, 

and then categorised under common themes in order to be included in the 

statements to be ranked within a Likert scale in the following rounds. Five themes 

were formed based on common findings in the literature related to barriers to 

transition. 

 
 

 

3.3.5 Results 
 

Data from each round of the Delphi questionnaires were imported into the IBM 

SPSS (version 23) database from Excel. Descriptive statistics were used to 

analyse the central tendencies of data; in this case the median. The median is a 

numeric value that is generally used to return central tendency for a skewed 

number of distributions70. The advantage of using the median over the mode is 
 

the ability to measure a central value with skewed results due to a number of 
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outliers70. The Delphi process generates a variety of opinions, thereby potentially 

causing a diversity in the answers and skewed responses. For this reason, the 

median was deemed to be the most appropriate mode of analysis for the current 

research71. The mean is generally used for normal number distributions with a 

low number of outliers. It has the disadvantage of being influenced by single 

values which may be much higher or lower than the other values in the dataset70. 

 
 
 

The results were analysed for each round over the three phases. Each statement 

was reviewed, with the answers from the group entered under the response 

categories; very important/important, very unimportant/unimportant, or strongly 

agree/agree, strongly disagree/disagree. The median responses were drawn 

from the data to identify the middle value. The participant responses were then 

calculated as a percentage value of the combined categories of 

important/unimportant or agree/disagree, until a stability in the answers was 

identified. 

 
 

 

3.3.6 Data Analysis and determining Consensus 
 

Determining consensus in the Delphi process is vague and poorly defined in the 

literature, thereby making the outcome of these types of studies contentious. 

Various definitions of consensus are reported in the literature with some 

determining it to be when there is a convergence of opinion, a stability of 

responses reached between rounds, or when a decrease in the variance of 

responses is seen65,73,75. Hasson67 discussed the concept of consensus as being 

dependant on the panel size, aim of the research and resources available67. 
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Critics of the Delphi find this lack of clarity to be a limiting component72. Hardy et 

al63 identified that this point of contention will remain until an acceptable formula 

has been developed. 

 

 
 
 

Loughlin and Moore87 suggested that a 51% agreement between participants 

would determine consensus, where Williams and Webb78 sought 100%. It was 

discussed that there had to be a consideration around the topic when setting a 

percentage value, considering whether the outcome would be a life or death 

situation. Setting a low percentage value may have detrimental effects when, for 

example, determining a certain drug dose, whereas determining the content of a 

course would have a lower risk and therefore a low percentage value would be 

acceptable. Salmond76 used a Likert scale and determined that those rated six or 
 

seven on a seven-point scale drew consensus. Whatever formula is decided 

upon, it is recommended in all the literature reviewed, that the researcher should 

carefully determine what percentage of the panel responses will be accepted as 

consensus for the particular topic in question76,78,87. Williams and Webb78
 

 
discovered that the concept of consensus may be arbitrary, if the researcher  

does not set the level prior to the study. They found that the researcher was able 

to influence consensus through the wording and design of the questionnaire, 

thereby creating subjectivity within the results, and concluding that reliability 

would be stronger if setting the numerical value for consensus at the outset of the 

study78. 
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Thoughts are divided on whether statements that gain consensus should be 

removed between rounds, or remain part of the questionnaire throughout all 

rounds. If removed, they need to be flagged to the expert panel as having already 

gained consensus. The advantages of this is that it will shorten the length of 

questionnaires in subsequent rounds, thereby encouraging the panel to remain 

active participants. Murry and Hammons66 determined that if consensus cannot 
 

be reached for any individual question, then stability in the answers should be 

accepted. For this reason, it is argued by many researchers that consensus does 

not necessarily mean the correct answer has been found and it is possible that it 

has the potential to support collective ignorance rather than wisdom74. Dajani et 

al88 stated that consensus is meaningless if group stability has not been 
 

previously achieved, making this the essential criterion. 
 

 
 
 
 

The methods used in this study were based on this review of the literature. The 

researcher of the current study selected a value of greater than 50 percent of the 

panel in agreement with each statement would be deemed to have reached 

consensus. 

 

 
Statements similar in content but not related to the topic were omitted from the 

results. This allowed for scrutiny of the focus topic ensuring the points remained 

relevant to the data required. Unique statements relevant to the topic identified by 

the expert panel were analysed and used to design the questionnaires for 

subsequent rounds. 
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At the outset of this study, it was deemed that a statement would require greater 

than 50% in one category to determine the outcome of that statement. If the 

combined majority fell within the categories of agree/strongly agree or 

important/very important, it was felt that there was a general agreement within the 

group that the focus of that statement was to remain a point of consideration. 

Should the responses fall in to the disagree/strongly disagree or unimportant/very 

unimportant categories, it was deemed that the general opinion within the group 

was that this statement held little significance to the outcome of the study. 

 
 

 
This was repeated in Round 2, whereby a stabilisation of results was identified. 

The categories with little movement from the median value were determined to 

have reached stability and therefore determined to have achieved consensus 

among the group. These were excluded from the final questionnaire. 

Round 3 was intended to draw the group towards a convergence of agreement. 

Only the questions which had a diversity in responses, thereby not meeting any 

convergence of opinion or stability within the answers, were presented to the 

panel. The same process of analysis was conducted following the completion of 

the round. The study was completed following Round 3, with a stability in the 

answers identified in most questions and a definite consensus drawn for some. 

 
 

 

3.4 Summary 
 

The Delphi process is a reliable and valid research approach used to explore the 

opinions of an expert panel in relation to identifying the barriers that a novice 

nurse may face during the transition from working within the ward environment to 
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moving into the critical care area. A Likert sale was the chosen tool for measuring 

the data, populated by a panel of carefully selected experts within the specialty 

areas of intensive care, coronary care, the emergency department and high 

dependency. Careful consideration was given to ensuring anonymity and 

retention of the panel members throughout all rounds. Three rounds were 

completed. The first round was a combination of qualitative and quantitative data 

allowing for freedom of opinion, with the subsequent rounds guiding the panel 

towards a stable response through iteration of each round. Due to the presence 

of outliers, the median response was chosen for data analysis. This allowed for 

the skewed responses to reflect the majority of opinion among the group, leading 

towards the drawing of consensus. Consensus was drawn where a stability of 

responses across all rounds was seen. 

 
 

 
The following chapter is an outline of the responses taken from the data for each 

of the three rounds of the Delphi, and shows how consensus of opinions was 

drawn in order to inform the development of a transition to critical care program. 
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Chapter 4 - Results  
 

4.1 Introduction 
 

The previous chapter described the stages of the Delphi process which were 

used to collect the information required to answer the research questions for the 

current study. This chapter provides an overview of the results taken from the 

data, and aims to demonstrate a stabilisation of opinion and a drawing of 

consensus i.e. more than 50% agreement or important. Nineteen participants 

consented to take part in the study. All of these people met the inclusion criteria, 

this being; 

• senior critical care nurse who holds managerial and supervisory positions, 

or 

• nurses who hold postgraduate qualifications in their area of specialty, or 
 

• senior critical care nurses who have extensive experience in this clinical 

area of greater than two years. 

 
 
 

All of the participants completed Round 1 of the Delphi process, 63% (n=12) 

completed Round 2 and 47% (n=9) completed Round 3. The initial questions 

reviewed the demographics of the panel and included questions related to the 

degree of experience the respondent had in the specialised area of critical care. 

The results will be discussed in order of the topics related to the research 

questions. 
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4.2 Demographics of the panel 
 

This data was collected only in Round 1 as it would remain constant throughout 

the process. The majority of the panel members had extensive experience 

working in critical care, with 94% (n=18) stating that they had experience in this 

field for longer than five years (Figure 1). Of the panel selected, one person met 

the criteria of less than two years’ experience in the field. However, because they 

hold a postgraduate qualification, they were not excluded from the panel. These 

statistics confirmed selection of an appropriate panel, who were deemed more 

likely to commit to the study through all three phases and be able to effectively 

interpret the questions to provide informed responses. 

 
 
 
 
 
 
 
 

 
5% 

Less than 2 years 

2-5 years 

More than 5 years 

 

95% 
 

 
 
 
 
 
 

Figure 1: Years of experience working in critical care 
 

 
 

A significant number of participants held a qualification in their chosen field of the 

specialty, with 73% (n=14) indicating that they held a postgraduate qualification 

(Figure 2). This further increases the credibility of the panel with the recognition 

of a high level of expertise among the respondents. Those who did not hold a 
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postgraduate qualification were able to demonstrate extensive time working 

within the area, making them suitable candidates. They were therefore included 

in the selection of the panel members. 

 

 
 
 
 
 
 
 
 
 
 

28% Yes 

No 

Currently Studying 

72% 

 
 
 
 
 
 
 
 

 

Figure 2: Panel members holding a postgraduate qualification 
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4.3 Perceived barriers 
 

A number of barriers were identified by the panel which could be perceived to 

influence the decision of a novice nurse to move into critical care nursing. The panel 

responses were analysed and common themes identified as shown below: 

• Relationships: developing relationships with a preceptor, conflict management 

and support and acceptance from staff. 

• Knowledge: knowledge base deficit, lack of knowledge of policies and 

processes and reluctance to ask questions. 

• Clinical skills: advanced critical thinking, recognising rapidly deteriorating 

patients and lack of experience. 

• Emotions: lack of preceptor support, fear of the environment, social skills and 

intimidation. 

• Organisational issues: structured support, unit culture and poor orientation 

and inappropriate mentor allocation. 

The raw data was summarised and detailed below: 



- 91 -  

Questionnaire 1: Raw data summary 

 
Question 1 asked participants to rate a range of st atements according to their  

perception of importance for ward nurses transition ing into critical care.  
 
 

Post registration ward based experience was regarded as being highly important for a new 
staff member entering the field of critical care with 89% of participants in agreement. Having 
a sound knowledge of systems based pathophysiology was regarded as important with 56% 
in agreement. 83% of participants agreed that a ward based entry to high acuity care 
program would be of value to the transitioning staff. All other factors were deemed to be less 
important. 

 
 

Question 2 asked participants to rate the skills th ey would determine as relevant for  
the transition from ward to critical care nursing.  

 
 

Time management and prioritisation skills, critical thinking ability and advanced systematic 
physical patient assessment skills was agreed by 100% of the participants as being a very 
important factor in the skills required for transition into critical care. 

Advanced airway skill was considered to be an important factor with 89% identifying this was 
a necessary skill. Greater than 60% felt that the areas of having sound ECG analysis 
capability, competence in NIV and ability with arterial blood gas analysis and interpretation 
were all important skills to have in transition to working in critical care. 

Other skills identified by the participants as being a requirements for staff transitioning into 
the critical care area were: 

Communication skills 
Self-directed learning skills 
Tracheostomy care 
IDC insertion and management 
CV management 
Conflict management skills 
Reflective practice skills 
De-escalation of aggression skills 
Advanced biochemistry analysis 
Basic respiratory auscultation skills 
Basic CXR analysis 
Competency with low dose vasoactive 
drugs 

Pharmacology  knowledge Naso-
gastric tube insertion Placement 
of ECG electrodes Fluid 
assessment skills 
Ability to accept and act on feedback 
Objective writing skills 
Competence in haemodynamic monitoring 
Care and management of arterial lines 
Competency with cardioversion 
Crisis resource management skills 
Experience with death and dying 
Teamwork and IPE experience 

 
 

Question 3 was asking participants to rate the leve l of support offered to novice  
nurses on initial entry into a critical care area  

 
78% of participants agree that the completion of a transition to specialty program prior to 
transition to critical care would be beneficial to the novice nurse while 61% agree that a unit 
based orientation adequately meets the requirements. 
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Question 4 asked participants to rate the importanc e of the specific topics that they  
perceive as important to be included in a transitio n to critical care program.  

 
The list below has been tabled in the order of importance highlighted by the participants. 

 

Column 1: Very important  
Haemodynamic monitoring principles 
Fluid management and electrolytes 
Basic ECG analysis 
Respiratory  assessment 
Cardiovascular  assessment 
Neurological  assessment 
Care and management of arterial lines 
Management of Vasopressors and 
Inotropes 
Care of central venous catheters 
Principles of ventilation 
Non-invasive  ventilation 

Column 2: Important  
Abdominal  assessment 
Ethics of critical care nursing 
Renal therapy 
Leadership and communication 
Advanced ECG analysis 
The ‘language’ and ‘jargon’ of the critical 
care environment 
Arterial blood gas analysis 
Care and management of pulmonary 
artery catheters 

 

Other topics listed by survey participants included: 
 

Advanced life support 
Renal assessment 
Organ donation 
Ethics and dilemmas 
Transport of the critically ill patient 
Death and dying 
Dealing with distressed relatives 
Self-care and coping skills 
Teamwork 
Care of the critically ill patient 
Infection control and ANTT 
Intra-hospital transport of the critically ill 
Post-op management of complex surgeries 
IP communication skills / assertiveness 
Crisis resource management 
RRCD training 
Cardiac arrest management 
Management of arrhythmias 
Manual defibrillation 

Biochemistry 
Advanced airway 
Tracheostomy care 
CXR interpretation 
Renal assessment 
IABP familiarisation 
Endocrinology 
Sepsis and shock 
Cardiac pharmacology 
LVAD familiarisation 
Transvenous pacing 
Nutrition (TPN, NG feeding) 
Diabetes / blood sugar management 
Management of violent/difficult 
patients/relatives 
Care of ICC 
Pharmacology – sedating & paralysing 
agents, inotropes 
Medical emergency management 
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Questionnaire 2: Raw data summary 
 

 
Question 1 asked participants to rank a range of st atements identifying the  
requirements of entry into critical care according to your perception of importance,  
with 1 being very important through to 8 being the least important.  

A consensus was reached among the group that greater than 12 months experience working 
in an acute care setting is an important requirement prior to entry into critical care. The same 
number felt that this time should include experience working with patients in a high acuity 
care area and recommended that a sound knowledge of systems based physiology is 
important. 

 

Question 2 asked participants to place the top 8 sk ills identified in round 1 as being  
important for a novice nurse to gain prior to entry  into critical care into an order of  
importance. Again they were asked to rank this in o rder of 1 being the most important  
to 8 being the least important.  

The top rating skills ranking 1-3 on the Likert scale were: 

• Advanced  systematic physical patient assessment skills 
• Critical thinking ability 
• Time management and prioritisation skills 

Other skills felt to be fairly important ranking an overall average of 4-5 of the Likert scale 
were: 

• Sound ECG analysis 

• Ability to care for cardiac patients 

• Current competence with intravenous cannulation 
There was no consensus drawn from the remaining categories with all being rated on the 
lower end of the scale 

 
Question 3 provided participants with statements re lated to the level of support  
provided for novice nurses entering critical care.T hey were asked to agree or disagree  
on the following statements:  

 
A unit based orientation program is sufficient and no prior preparation is considered 
necessary prior to transition 

Sufficient support is always provided to the novice nurse during the orientation phase and 
continuing for at least the following 6 months 
The allocation of an appropriately qualified preceptor is always possible and sufficiently 
meets the needs of the novice nurse 

The supernumery period is more than adequate to help the novice nurse feel confident in 
critical care 

It would be beneficial to the novice nurse to receive a foundation of knowledge prior to entry 
into specialty 

It would be beneficial for the novice nurse to gain exposure to the critical care environment 
prior to transition through a transition program 

 
There was a strong consensus supporting the benefits for the novice nurse to gain exposure 
to the critical care environment prior to transition through a transition program. 84% 
supported this statement with the same number supporting the benefits for the novice nurse 
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to receive a foundation of knowledge prior to entry into specialty. 64% agreed that the 
allocation of an appropriately qualified preceptor is always possible and sufficiently meets 
the needs of the novice nurse, while 73% disagreed with the statement that a unit based 
orientation program is sufficient and no prior preparation is considered necessary prior to 
transition. This has drawn the consensus that a pre-transition critical care program is 
required and would benefit the novice nurse entering this area. 

 
In round 1, question 4 asked participants to list t he topics you perceived to be  
essential to include in a transition to critical ca re program. 15 topics in total were  
identified. In round 2 they were asked to rank them  in order of importance from the  
highest to the least level of importance.  

Results to this questions were inconclusive with large variances between responses. A 
consensus was gained with the top 2 topics identifying 81% in support of respiratory 
assessment and haemodynamic monitoring ranking this in the range of 1-4 on the Likert 
scale. Cardiovascular and neurological assessment ranked highly important with 72% and 
64% agreeing with this. Ethics in critical care nursing, renal therapy, leadership and 
management and care and management of vasopressors and inotropes were all identified 
as being non important. All other categories had varied responses requiring further 
investigation. 

 
Question 5 was the final question for round 2. A ra nge of perceived barriers for  
transition into critical care identified from round  1 were listed into a skills acquisition  
table and broken down into 3 categories – communica tion, interpersonal and clinical.  
In round 2 these categories were broken down into s kills requirements for transition  
into critical care.  

A consensus was gained in most categories: 

Important / very important skills Unimportant / ver y unimportant  
Advanced communication Extensive experience with death & dying 
Confidence with conflict management Competence with arterial lines 
Ability to build interpersonal relationships Competence with cardioversion 
Self-directed learning motivation Advanced biochemistry knowledge 
Reflective thinking practice Basic chest xray interpretation 
Goal orientation 
Critical thinking skills 
IDC competence 
Competence with CVC 
Competence with NGT insertion 
Haemodynamic assessment & monitoring 
Basic respiratory auscultation skills 
Advanced pharmacology knowledge 
Advanced knowledge of ECG electrode placement 

 

 

Competence with tracheostomy care and use of low dose vasoactive drugs were 
inconclusive. 
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Five themes were formed based on common findings in the literature related to 

barriers to transition3,11,24. These factors are regularly shown as being significant to 

the effects of socialisation, performance and development of confidence and 

competence in the clinical setting. The data taken from the panel for the current 

study was analysed and categorised into these themes. 

 

 
Table 1 shows the full range of comments made by the panel members about their 

perceptions of barriers faced by novice nurses entering the critical care setting. 



 

 
 
 

Table 1: Round 1 - Perceived barriers for transition to critical care 
 

Relationships:  

• Developing relationships 
with preceptor 

• Managing conflict 
• Negotiation with medical 
• staff 
• Staff attitudes 
• Receiving feedback 
• Staff conflict 
• High expectations on 

staff 
• creating frustration 
• Lack of Support & 

acceptance from staff 

Knowledge:  

• Awareness of what you 
don’t know 

• Aware of scope of 
practice 

• Technology 
• Ability to put in personal 

development time 
• Knowledge base deficit 
• Lack of awareness of 

progress 
• Misinterpretation of 

knowledge based on 
length of time in unit 

• Lack of knowledge on 
policies & procedures 

• Reluctance to ask 
questions 

• Lack of awareness of the 
Importance of what we 
do 

Clinical  Skills:  

• Advanced critical thinking 
skills 

• Recognizing rapidly 
deteriorating patients 

• Unit based 
Competencies not taken 
into consideration prior to 
commencement 

• Prioritisation 
• Managing heavy 

workloads 
• Lack of prior experience 
• Tubes & lines 
• Time management in 

critical care 

Emotions:  

• Ability to speak up if 
patient allocation 
exceeds scope 

• Lack of preceptor 
support / due to short 
staffed 

• Apprehension 
• Work/life balance 
• Fear of the environment 
• Doing the wrong thing 
• Social skills 
• Requirements of a 

positive, self-directed 
role model 

• Information overload 
• Feeling lost & 

overwhelmed 
• Emotional preparation 
• Ethical preparation 
• Interpersonal preparation 
• Physical preparation 
• Intimidation 
• Flexibility 

Organisation  issues:  

• Organisational 
expectations 

• Absence of a structured 
support program 

• Unit culture 
• Poor orientation program 
• Inappropriate mentor 

allocation 
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The comments from Table 1 were further broken down in Round 2, with the panel 

members identifying what clinical and non-clinical skills were felt to be 

advantageous for the novice nurse to possess prior to transition. The results are 

shown in Table 2. 

 
Table 2: Round 2 - Clinical skills to overcome barriers related to transition 

 

Relationships • Conflict management skills 

• De-escalation of aggression skills 

• Teamwork and interprofessional education experience 

Emotional skills • Ability to accept and act on feedbac 

• Experience with death and dying 

• Crisis resource management skills 

k 

Knowledge • Self-directed learning skills 

• Reflective practice skills 

• Objective writing skills 

• Goal orientated 

• Critical thinking skills 

Clinical skills • Tracheostomy care 

• IDC insertion and 

management 

• CVC management 

• Advanced  biochemistry 

analysis 

• Basic respiratory auscultation 

skills 

• Basic CXR analysis 

• Competency with low dose 

vasoactive drugs 

• 
• 
• 
• 
• 

 

 

• 
 

 

• 

Pharmacology  knowledge 

Nasogastric tube insertion 

Placement of ECG electrodes 

Fluid assessment skills 

Understanding of 

haemodynamic  monitoring 

Care and management of 

arterial lines 

Competency with 

cardioversion 

Organisational • Structured orientation program 

• Preceptorship 

• Supernumerary  time 

 
 
 
 

In addition to this, the panel were able to further reflect on the above comments, 

and identify what they perceived to be a priority in the skills required for a novice 

nurse, to enable a successful transition to the critical care environment. The 
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items ranked 1-11 in Table 3 are the minimum level of knowledge and skill the 

panel considered would help to alleviate the perceived barriers to transition, with 

more than 50% of participants rating them as important. There was a unanimous 

support for the development of a transition to critical care program, with a 

program structured to meet the requirements listed in Table 3. 

 

Table 3: Round 2 - Knowledge and skills required to overcome the barriers 
 

(Values %) (n= 12) 

Rank 
order 

 Unimportant Important Median 

1 Self-directed learning motivation 0 100 4 

2 Effective reflective practice skills 0 100 4 

3 Goal orientation 0 100 4 

4 Critical thinking skills 0 100 4 

5 Basic respiratory auscultation skills 8 91 3 

6 Advanced knowledge of ECG electrode 
placement 

8 91 3 

7 Ability to build interprofessional relationships 8 91 3 

8 Competence with indwelling catheterisation 8 91 3 

9 Competence with central venous line care and 
management 

17 83 3 

10 Competence with nasogastric tube insertion 17 83 3 

11 Haemodynamic monitoring and assessment 
skills 

17 83 3 

 

 
 
 

The majority of the panel (>50%) agreed that the recommended skill set listed in 

Table 3 would help to lessen the barriers faced for transition to critical care, 

thereby stability in the responses was seen. Consensus was deemed to have 

been met and therefore this question was not included in the Round 3 

questionnaire. 
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4.3.1 The prerequisites expected of a novice nurse to 

address the barriers faced 

The panel responded to a number of statements as shown in Table 4, which 

described the recommended prerequisite requirements a novice nurse should 

have prior to transition. The results have been combined to show two categories 

in the ‘unimportant’ (very unimportant/unimportant) range and the ‘important’ 

(important/very important) range, and displayed in order of importance. The 

percentage values indicate the number of participants on the panel that ranked 

‘important’ or ‘unimportant’. 

 
 

Table 4: Round 1 - Minimum prerequisites for transition into critical care nursing 
 

(Values %) (n= 19) 

Rank 
order 

 Unimportant Important Median 

1 Experience in working with high acuity patients 
at ward level 

0 100 4 

2 Sound knowledge of systems based 
pathophysiology 

0 100 4 

3 Post registration ward based experience 5 94 4 

4 Greater than 12 months experience working in 
an acute care setting 

10 88 3 

5 A ward based ‘entry to high acuity care 
program’ 

5 94 3 

6 Current qualification in advanced life support 50 50 2 

7 Completion of a post-registration graduate 
program inclusive of a 6 month critical care 
rotation 

50 50 2 

8 A post registration qualification in the area of 
ward based specialty 

72 28 2 
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All panel members (n=19) agreed that experience working with high acuity patients at 

the ward level and having a sound knowledge of systems-based physiology were a 

requirement for transitioning to the critical care environment. A majority (94%, n=18)  

of the panel felt it was important for novice nurses entering the specialty of critical care 

nursing, to have post-registration ward experience of greater than 12 months and felt 

that a ward-based entry to high acuity care program would be of benefit to the novice 

nurse transitioning into this specialised field of nursing. 

 

 
From Round 1, the data were analysed and the Round 2 questionnaire was developed. 

The order of importance for the requirements of the novice nurse prior to transition as 

determined by the panel in Round 2 is shown in Table 5. 

 
 
 

 
Table 5: Round 2 - Order of prerequisite importance for entry into critical care 

 

(Values %) (n= 12) 

Rank 
order 

 Unimportant Important Median 

1 Greater than 12 months experience working in an 
acute care setting 

0 100 4 

2 Experience in working with high acuity patients at 
ward level 

0 100 4 

3 Sound knowledge of systems based 
pathophysiology 

0 100 4 

4 Post registration ward based experience 8 91 3 

5 Completion of a post-registration graduate 
program inclusive of a 6 month critical care 
rotation 

42 58 3 

6 A ward based ‘entry to high acuity care program’ 50 50 2 

7 Current qualification in advanced life support 58 42 2 

8 A post registration qualification in the area of 
ward based specialty 

83 17 2 
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All of the panel members who responded to Round 2 (n=12) agreed that having  

at least one years’ experience working in the acute care setting and experience 

working with high acuity patients were significant requirements prior to transition. 

A sound knowledge of systems-based pathophysiology was also rated among the 

top three prerequisites, with 72% (=9) in agreement. Completion of a 

postgraduate program, inclusive of a six month critical care rotation, was placed 

higher in ranking than in the first round (moving up by two places), with the need 

for a ward-based ‘entry to critical care’ program falling in the ratings (moving  

down by one place). The range of movement of the rankings led to the 

questionnaire for Round 3, where the questions were broken down to be more 

specific. 

 
 

 
The results from Round 3, shows the minimum pre-transition recommendations in 

relation to time from initial nursing qualification and the preferred areas of 

experience (Figures 3 and 4). Seventy-eight percent of the panel members who 

responded to Round 3 (n=7) agreed that the duration of prior experience was 

recommended to be between one to five years. This agreed with the results of 

Round 2. The level of experience recommended prior to transitioning in to the 

critical care environment demonstrated a significant level of support with 80% 

(n=8) agreeing that prior experience within the acute care setting was important, 

thereby maintaining consistency with the previous rounds and drawing a 

consensus. 
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1

 
 

Figure 3: Round 3 - Duration of experience required prior to transition 
 

 
 
 
 
 
 

10% 0% Any ward area 

Acute care setting 

High dependency setting 

Not a requirement 

80% 

 
 
 
 

Figure 4: Round 3 - Minimum experience required prior to transition 
 

 
 
 
 

Figure 5 shows the opinion of the panel members when determining the minimum 

life support certification required for critical care nursing. Thirty-four percent stated 

that an Australian Resuscitation Council Advanced Life Support level 1 (ARC ALS1) 

courses was recommended, with 33% supporting a Basic Life Support (BLS) as 

being the minimum requirements prior to transition. Hospital based Advanced Life 

Support (ALS) and Australian Resuscitation Council, Advanced Life Support level 2 

(ARC ALS2) were rated lower in relation to the requirements for transition. 
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Figure 5: Round 3 - Life support certification required prior to transition 
 

 
Consensus to this question was achieved. With all ratings falling below the 50% 

point, it was determined that a current qualification in life support at any level was 

not a prerequisite to transition. 

 

 
 

Figure 6 shows the overall opinion of the panel in relation to the required 

postgraduate qualifications deemed important prior to transition to critical care. 

Seventy percent (n=7) of the respondents in Round 3 felt that a post-registration 

qualification in the ward-based specialty was not required as a prerequisite for a 

novice nurse to have in order to enter the field of critical care nursing, with only 20% 

supporting the need for a ward-based specialty program for entry into the critical 

care setting. 
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Figure 6: Round 3 - Importance of a post-registration ward-based specialty 
 
 
 
 

This result drew the conclusion that a post-registration formal qualification was not a 

requirement for entry into critical care and achieved consensus. 

 

 
In summary, the prerequisites required for entry to critical care, based on the data 

collated from the three rounds of the Delphi survey, identified that the most important 

aspects to have were: 

• at least 12 months experience working in the acute care setting 

• experience working with high acuity patients 

• sound knowledge of systems based pathophysiology 
 

 
A specific ward-based post registration qualification was not deemed essential to the 

successful transition of the novice nurse to critical care. 
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4.4 Clinical knowledge, skill and competency 

requirements of the novice nurse 

The clinical knowledge, skills and competencies in Round 1 deemed important by 

the expert panel for novice nurses to have when moving to the critical care area 

are listed in Table 6. The results for this question were combined to show two 

categories in the ‘unimportant’ (very unimportant/unimportant) and the ‘important’ 

(important/very important) range. The percentage values indicate the number of 

participants on the panel that ranked ‘important’ or ‘unimportant’. 

 

 
Table 6: Round 1 – Clinical skills required for transitioning to critical care 

 

(Values %)   (n= 19) 

Rank 
order 

 Unimportant Important Median 

1 Time management and prioritisation skills 0 100 4 

2 Critical thinking ability in caring for the 
deteriorating  patient 

0 100 4 

3 Advanced systematic physical patient 
assessment skills 

0 100 4 

4 Advanced airway management skills 11 89 3 

5 Ability to care for cardiac monitored patients 28 72 3 

6 Sound ECG analysis capability 28 72 3 

7 Competence in Non-Invasive Ventilation 33 67 3 

8 Ability with arterial blood gas analysis and 
interpretation 

33 67 3 

9 Competent in manual defibrillation 38 61 3 

10 Advanced computer skills 38 61 3 

11 Competence with intravenous cannulation 61 38 2 

12 Competency with cardiac pacing 61 38 2 
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Time management and prioritisation skills, critical thinking ability and advanced 

systematic patient assessment skills were strongly supported.  All panel 

members (n=19) were in agreement that these skills were important in the 

preparation for a novice nurse, to provide safe patient care in the critical care 

setting. There was a majority agreement among the participants (n=12) that 

competence with intravenous cannulation and cardiac pacing were not 

considered important skills to have prior to transition. Because the percentage to 

determine consensus was set to 50%, these two statements were removed from 

the Round 2 questionnaire. 

 
 

 
The data was analysed from Round 1 and used to develop the Round 2 

questionnaire. The participants were provided with the feedback between the two 

rounds. The same question was repeated, with the results shown in Table 7. The 

level of importance for the top eight topics was rated by the panel and is 

represented in the order from most important to least important. 
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Table 7: Round 2 - Skillset for transition to critical care – in order of importance 

(Values %)  (n= 12) 
 

Rank 
order 

 Unimportant Important Median 

1 Time management and prioritisation skills 0 100 4 

2 Critical thinking ability in caring for the 
deteriorating  patient 

0 100 4 

3 Advanced systematic physical assessment skills 0 99 4 

4 Sound ECG analysis capability 33 66 3 

5 Ability to care for cardiac monitored patients 33 66 3 

6 Advanced airway management skills 41 58 3 

7 Current competence in non-invasive 
ventilation 

41 58 3 

8 Current competence in manual defibrillation 41 58 3 

 

 
 
 
 

A further two categories were rated low priority by all panel members, falling 

below the 50% consensus point. These included an ability with arterial blood gas 

analysis and interpretation, and advanced computer skills. The remaining eight 

topics maintained a consistency with the percentage values of agreement, with a 

shift in rating placement of less than three places.  Therefore, consensus was 

considered to have been achieved and a further round to investigate this question 

was not required. 
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4.5 Support for the novice nurse entering the field of 

critical care 

The panel’s opinions about the level of support available for novices nurses 

entering a new specialty within the critical care setting is shown in Table 8. The 

results were combined to show the two categories in the ‘disagree’ (strongly 

disagree/disagree) range and the ‘agree’ (agree/strongly agree) range. The 

percentage values indicate the number of participants on the panel that ranked 

either ‘agree’ or ‘disagree’. 

 
Table 8: Round 1 - Preparedness of the novice nurse entering critical care nursing 

 

 
(Values %)  (n= 19) 

Rank 
order 

 Disagree Agree Median 

1 Introducing new information over a period of time 

through a gradual orientation program is effective 

5 95 3 

2 Completion of a specialty program prior to transition to 

critical care would be benefit the novice nurse 

5 95 3 

3 Nurses with prior exposure to the critical care area prior 

to recruitment cope better with the transition process 

17 83 3 

4 The novice nurse receives adequate support during their 

orientation phase to the critical care environment 

17 83 3 

5 Preceptors are readily available to support the novice 

nurse new to the critical care area 

22 78 3 

6 All preceptors are experienced critical care nurses 28 72 3 

7 Sufficient support continues for the novice nurse 

following the orientation period 

28 72 3 

8 A unit based orientation program adequately meets the 

needs of the novice nurse in the critical care 

environment 

33 67 3 

9 The novice nurse feels adequately prepared to work 

independently on completion of a supernumery period 

55 45 2 

10 There is adequate preparation for the novice nurse to 

socialise them to the critical care environment 

61 39 2 
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The data was analysed from Round 1 and feedback was sent to the participants 

for their review. The last two statements demonstrated that a consensus was 

achieved in relation to the how under-prepared novice nurses are on entry to 

critical care. With this supporting the need to develop a more structured program 

these were excluded from Round 2. The outcomes were used to determine the 

questions for Round 2 and the results are shown in Table 9. 

 

 
Table 9: Round 2 - Preparedness of the novice nurse entering critical care 

 

(Values %)  (n= 12) 

Rank 
order 

 Disagree Agree Median 

1 Introducing new information over a period of time 
through a gradual orientation program is effective 

17 83 4 

2 Nurses with prior exposure to the critical care area prior 
to recruitment cope better with the transition process 

17 83 4 

3 Completion of a specialty program prior to transition to 
critical care would be benefit the novice nurse 

17 83 4 

4 The novice nurse receives adequate support during 
their orientation phase to the critical care environment 

33 66 3 

5 Preceptors are readily available to support the novice 
nurse new to the critical care area 

33 66 3 

6 All preceptors are experienced critical care nurses 33 66 3 

7 A unit based orientation program adequately meets the 
needs of the novice nurse in the critical care 
environment 

75 25 2 

8 Sufficient support continues for the novice nurse 
following the orientation period 

75 25 2 

 
 
 
 

 

The results support the need to prepare the novice nurse prior to transition to 

critical care more effectively. There was strong support for having a process that 

allowed the introduction of new information to be spread over a period of time 

(n=7). The same number agreed that nurses with prior exposure to the area were 
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able to cope better, supporting the need for a process that offers this opportunity. 

Completion of a transition to specialty program was also strongly supported, 

again with 82% in agreement. 

 

 
There was limited movement in the ranking order between the two rounds. The 

statements that did move up or down in the rankings were less than a move of 

three places and therefore considered insignificant to the outcomes. 

Consequently, it was considered that consensus had been achieved, and further 

investigation of this question in Round 3 was not required. 



 

4.6 Topics relevant for a transition to critical care 

program 

The topics that the panel members felt would be relevant for the novice nurse 

undertaking a transition program, derived from the data in Round 1, are listed in 

Table 10. The values of the ‘unimportant’ (very unimportant/unimportant) range and 

the ‘important’ (important/very important) range have been combined in this table. 

 
Table 10: Round 1 - Transition program topics ranked in level of importance 

(Values %)  (n= 19) 

Rank 
order 

 Unimportant Important Median 

1 Leadership and communication 0 100 3.0 

2 Care and management of central venous catheters 0 100 4.0 

3 Respiratory  assessment 5 95 4.0 

4 Cardiovascular  assessment 5 95 4.0 

5 Abdominal  assessment 5 95 4.0 

6 Neurological  assessment 5 95 4.0 

7 Haemodynamic monitoring principles 5 94 4.0 

8 Basic ECG analysis 5 94 4.0 

9 Principles of ventilation 5 94 4.0 

10 Non-invasive  ventilation 5 94 4.0 

11 Fluid management and electrolytes 5 94 4.0 

12 Care and management of arterial lines 5 94 4.0 

13 Renal Therapy 5 94 3.0 

14 Ethics of critical care nursing 5 94 3.0 

15 Care and management of Vasopressors and Inotropes 11 89 4.0 

16 Arterial blood gas analysis 11 89 3.0 

17 The ‘language’ and ‘jargon’ of the critical care 
environment 

11 89 3.0 

18 Care and management of pulmonary artery catheters 27 72 3.0 

19 Advanced ECG analysis 27 72 3.0 
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There was significant agreement that the majority of topics listed held a level of 

importance in the development of a transition to critical care program. The panel 

members were unanimous in their agreement that leadership and communication 

and the care and management of central venous catheters was required in a 

transition education program. General systematic assessment skills – respiratory, 

cardiovascular, abdominal and neurological, were also rated highly with 95% (n=18) 

in agreement with the importance of these topics. Other important skills were related 

to general monitoring of the patient and ethical views of critical care. 

 
 

 
The open-ended responses from Round 1 were analysed and listed in Table 11. 
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Table 11: Round 1 - Topics relevant for the inclusion of a transition program 
 

• Manual  defibrillation 

• Biochemistry 

• Advanced airway 

• Tracheostomy care 

• CXR interpretation 

• Renal assessment 

• Organ donation 

• Ethics and dilemmas 

• Transport of the critically ill patient 

• Death and dying 

• Dealing with distressed relatives 

• Self-care and coping skills 

• Teamwork 

• Care of the critically ill patient 

• Infection control and ANTT 

• Intra-hospital transport of the critically ill 

• Post-op management of complex surgeries 

• IP communication skills / assertiveness 

• Crisis resource management 

• IABP familiarisation 

• Endocrinology 

• Sepsis and shock 

• Cardiac  pharmacology 

• LVAD  familiarisation 

• Transvenous  pacing 

• Nutrition (TPN, NG feeding) 

• Diabetes / blood sugar management 

• Management of violent/difficult 

patients/relatives 

• Care of ICC 

• Pharmacology – sedating & paralysing 

agents, inotropes 

• Tracheostomy  management 

• Medical emergency management 

• Advanced life support 

• RRCD training 

• Cardiac arrest management 

• Management of arrhythmias 
 

 
 

The individual topics identified by the group as being relevant to the planning of a 

transition to critical care program did not show a consensus of agreement due to 

a diversity of responses. The panel members provided a wide range of opinions 

that differed from the others. These responses were therefore deemed 

insignificant to the outcome of the study. 

 
 

The list of topics identified by the panel members as being important for inclusion 

in an educational program for transition to critical care was presented to the 

participants following Round 1. In Round 2 the participants selected the topics 



- 114 -  

they identified as being important on a scale of ‘1’ (most important) to ‘15’ (least 

important). The results are listed in Table 12. 

 
Table 12: Round 2 - Order of topics required for a transition program 

(Values %) (n= 12) 

Rank 
order 

 Unimportant Important Median 

1 Respiratory  assessment 0 100 4 

2 Cardiovascular  assessment 0 100 4 

3 Neurological  assessment 0 100 4 

4 Abdominal  assessment 0 100 4 

5 Principles of haemodynamic monitoring 0 100 4 

6 Basic ECG analysis 0 100 4 

7 Fluid and electrolytes 0 100 4 

8 Management of central venous catheters 0 99 4 

9 Management of arterial lines 0 99 3 

10 Non-invasive  ventilation 0 99 3 

11 Management of vasopressors and inotropes 8 91 3 

12 Principles of ventilation 17 83 3 

13 Leadership and communication 25 74 3 

14 Ethics in critical care nursing 58 41 2 

15 Renal therapy 58 41 2 

 
 
 
 

Physiological systematic assessments remained consistent, being rated as the 

most important skill by the majority of the panel. Fifty-eight percent (n=7) of the 

panel that responded to Round 2 (n=12) ranked respiratory assessment, 

cardiovascular assessment and neurological assessment in the positions of one, 

two and three. Fifty percent (n=6) agreed that abdominal assessment ranked 

fourth in the order of priority.  Leadership and communication fell significantly in 

the rankings (from position one to thirteen), with 67% (n=8) agreeing with this 

placing. A fall in the ranking order was also seen for the care and management of 
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central venous catheters (CVC) – from second placement to eighth. Ethics and 

renal therapy remained the least important with the majority of panel members in 

agreement. 

 

 
There was an overall stability in the ranking order of the topics identified as being 

important to include in a transition program. Because there was a substantial 

change in the top ranking order, with two topics falling significantly in the level of 

importance, this question was included in Round 3. The panel rated each topic on 

a scale of ‘unimportant’ (very unimportant/unimportant) range and the ‘important’ 

(important/very important) range, and the combined results are shown in table 13. 

The topics that had been noted in the open-answer section on more than one 

occasion were included in Round 3 in order to gain a full consensus of opinion. 
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Table 13: Round 3 - Skills and knowledge required for a transition program 
 

 
(Values %) (n= 12) 

Rank 
order 

 Unimportant Important Median 

1 Respiratory  assessment 0 100 4 

2 Cardiovascular  assessment 0 100 4 

3 Neurological  assessment 0 100 4 

4 Abdominal  assessment 0 100 4 

5 Principles of haemodynamic monitoring 0 100 4 

6 Basic ECG analysis 11 89 4 

7 Fluid and electrolytes 11 89 4 

8 Central venous catheter care and management 11 89 4 

9 Management of vasoactive drugs and 
inotropes 

11 89 4 

10 Communication 11 89 3 

11 Airway management skills 22 77 3 

12 Manual  defibrillation 22 77 3 

13 Care of a tracheostomy 22 77 3 

14 Non-invasive  ventilation 22 77 3 

15 Ethics of critical care 22 77 3 

 
 
 
 
 

There was minimal change in the order of skills and knowledge deemed 

necessary for transition to critical care, therefore consensus was deemed to have 

been achieved. 
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4.7 Summary 
 

The results from the research study were outlined in this chapter in order to show 

how the data were collated and analysed for evidence of stability of responses. 

This was completed for all three rounds until the response stability could be 

judged to having gained consensus among the expert panel. Consensus was 

shown using the median response, allowing for the diverse range of feedback 

and the extreme outliers. The percentage value was then calculated for all 

responses under combined categories of very important/important, very 

unimportant/unimportant or strongly agree/agree, strongly disagree/disagree. It 

was then determined any statement with a greater than 50% rating in either 

category showed stability in the responses, and consensus was shown in the 

majority of cases. 

 
 

 
In the next chapter, the author will describe the interpretation of the outcomes of 

the results, and discuss each criteria against the four research questions outlined 

in the first chapter. 
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Chapter 5 – Discussion  
 

5.1 Introduction 
 

The previous chapter provided the results from the three round Delphi process. A 

panel of experts was asked to identify the requirements a novice nurse would 

need in order to succeed in critical care. In addition, the panel was asked to 

highlight the most appropriate content and effective delivery methods for a 

transition to critical care program. This chapter is a discussion that brings 

together the findings in relation to the research questions that formed the basis 

for this study. 

 
 
 
 

5.1.1 Aims 
 

 
One of the aims of this thesis was to investigate the potential barriers that a 

novice nurse faces when transitioning to critical care. The author looked at how 

the novice nurse might be better prepared for the cultural change, by effectively 

addressing the identified barriers. Secondly, the structure for a transition program 

was reviewed and the development of a content list was created to assist in the 

design of a program. 

 
 

 
The Delphi process was used in this study because it is an effective method of 

collecting data where there is limited knowledge about a topic. The benefits of 

being able to have group decision making without the face-to-face interactions 
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was effective. Using a selectively appointed panel of experts in the field of critical 

care helped to ensure that the results of the study were valid, reliable and 

credible53. 

 

 
 

The following sections follow the order of the research questions posed in 

Chapter 1. These are: 

1 What are the barriers that prevent experienced staff from moving into the 

critical care setting and how can these be addressed? 

2 What clinical knowledge, skills and competencies are required to prepare 

nurses to provide care for patients in a critical care area? 

3 Can the knowledge and skills required for critical care nursing be met through 

workplace orientation, or is an additional transition to the critical care setting 

program required? 

4 What content should be included in a transitional program and how should it 

be structured? 

 

 
 

5.2 Barriers to transition to critical care 
 

In response to the first research question, understanding the barriers that exist for 

entry to critical care is extremely important. The majority of statements provided 

by the panel members were related to non-clinical issues. These focus on areas 

around the building of relationships, emotions of fear and apprehension, and 

organisational issues around the lack of guidance and support. Further  

comments described issues with being accepted by the ‘critical care team’ and 

difficulties with adapting to the new culture. 
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The emotional difficulties novice nurses may encounter in relation to the transition 

have been highlighted by the panel members They felt that these issues could 

potentially have a significant effect on a novice nurse in relation to their 

confidence levels and subsequent performance. The importance of socialisation 

to the area has been recognised in the feedback by the panel members. It was 

suggested that the development of supportive and trusting relationships be 

included as a strategy to help in the nurse adapting to the culture and 

environment. Building professional relationships was seen to be an important skill 

by the panel members. Advanced communication skills and the ability to develop 

interprofessional relationships was associated with the building of confidence and 

thereby improved performance. This in turn may be seen as a way to enable the 

novice nurse to feel like an integral member of the team. 

 
 

 

Ortiz89 (2015), described graduate nurses transitioning into the clinical 

environment as lacking in professional confidence. The development of this trait  

is dynamic, developing over time with a level of guidance and support. This 

supports earlier studies discussed throughout the current research, identifying 

that although a number of specialised transition programs have been initiated into 

practice for the graduate nurse, there is still a need to place more recognition on 

the non-technical traits. This in turn can be seen in the transition from general to 

critical care areas. In another study, the importance of transitional support for  

new graduate nurses was reinforced through participants' lack of confidence early 

in the first year being seen to improve by the end of the program90. 
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The emotions of fear have been related to ‘the unknown’; not knowing what to 

expect and what is expected of a nurse new to the area. Many of the responses 

by the panel members associated fear with the feelings of frustration and 

intimidation, leading to a lack of confidence and ultimately, poor performance. 

Having the confidence to question and to seek help, guidance and support was 

deemed to be a necessary trait for a novice nurse to have. The majority of the 

panel members commented that the novice nurse should be self-directed and 

goal orientated, allowing the feedback from experienced nurses to help develop a 

structured learning pathway with clear learning outcomes. The importance for a 

novice to be able to recognise their own knowledge deficits through self- 

reflection, and in turn this be understood by the seniors within the department, 

was identified as an essential criteria in the culture of critical care. However, it is 

recognised that the novice nurse will not be aware of what they don’t know, 

therefore supporting the need to clearly define the learning outcomes of a 

transitional program. 

 
 

 
The panel members also identified a number of clinical barriers that they felt were 

significant in the transition process. These were predominantly associated with 

the lack of prior experience, insufficient time management and prioritisation 

expertise, and the perceived lack of critical thinking skills. The majority of the 

panel members supported the fact that the technical skills should be learned 

through practical application in the clinical setting, with guidance and support  

over a period of time. Prior experience working in a ward setting (Tables 4 and 5), 

was determined to support the development of the non-technical skills, providing 

a foundation from which an advanced program could be developed. 



- 123 -  

All the panel members were in agreement, that at least 12 months clinical 

experience was recommended prior to transition, with exposure being in an 

acute-care setting. The majority of the panel members commented that exposure 

to the critical care environment would be beneficial during this time. Possible 

reasons for this are that it would allow the nursing staff to gain an insight into the 

specialty, and enable them to make an informed choice about their place of work. 

In addition, it would help to ensure that the nurse possessed the appropriate level 

of background knowledge and skill perceived to be important. 

 

 
 

The lack of guidance and ongoing support was acknowledged by the panel 

members as being an issue that affects the success of the move in to critical 

care. The majority of responses identified that the current method of a unit based 

orientation as a stand-alone process, did not provide the level of support, 

guidance and structure that a novice nurse requires (Table 9). The comments 

reflected the importance of assigning appropriately qualified preceptors, with the 

perception that this was generally possible on most occasions. However, other 

responses suggest otherwise. Further comments reflected the difficulties with the 

allocation of preceptors, building of relationships and the understanding of the 

needs of the novice nurse by the preceptor. This may suggest that there is a 

need to better develop the knowledge and skills of the preceptors, and for them 

to gain a better understanding of the role. This is an area that requires further 

research. 

 
 

 
In summary, the barriers identified by the panel which could be perceived to 

influence the decision of a novice nurse to move into critical care nursing are: 



- 124 -  

• Relationships: developing relationships with a preceptor, conflict 

management and, support and acceptance from staff. 

• Knowledge: knowledge base deficit, lack of knowledge of policies and 

processes and reluctance to ask questions. 

• Clinical skills: advanced critical thinking, recognising rapidly deteriorating 

patients and lack of experience. 

• Emotions: lack of preceptor support, fear of the environment, social skills 

and intimidation. 

• Organisational issues: structured support, unit culture and poor orientation 

and inappropriate mentor allocation. 

 
 
 

All the panel members were in agreement that the common emotional factors 

discussed are seen to hinder experienced and skilled nurses moving into the 

critical care setting. This is supported in the published literature. Others also 

found that nurses were reluctant to make a transition towards critical care due to 

fear of the unknown and failure, and feelings of inadequacy with their ability to 

function in such a highly performing, demanding and stressful area5. These 
 

barriers to transition have been reported to be a causative factor for experienced 

nurses ‘giving up’ and returning to their previous ward environment, with some 

even becoming so demoralised that they make the decision to leave the 

profession8. 
 

 
 
 

For an experienced nurse to make the decision to move to a new area, they need 

to be confident that they can perform in that area with a degree of competence, 
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but also be recognised for their years of experience29. Not knowing what to 

expect, and doubting their ability have been identified as a major issue 

throughout the published literature5. For a nurse to perform effectively in these 

areas, they need a high level of support throughout their transition phase, have a 

foundation of knowledge and appropriate skills to enable them to think critically, 

and have the confidence to be able to make rapid accurate decisions29. The 

thought that they may be put in situations which they feel exceeds their scope of 

practice, thereby potentially putting them in a compromising position, may have a 

negative impact on the decision to move29. It may be perceived that the critical 

care staff expect the novice nurses to perform independently without 

consideration of their lack of experience in this field. The embarrassment and 

‘feelings of failure’ that may result from this would be detrimental to the ongoing 

progression and development of that nurse11. 

 
 
 

The current process of orientation to critical care may be perceived as being 

robust and effective by many staff, however the results from the current research 

project has identified a need to review the issues that still exist. This leads to the 

idea that the development of specific, targeted training, and increasing the 

support and understanding of the experienced staff, could enhance the entry to 

specialty experience for the novice nurse. Some researchers have previously 

reported that targeted training had shown positive effects with the development of 

confidence and therefore competence12. Others reported that enabling staff to 

‘speak the language’ and ‘learn the culture’ was an effective strategy for 

decreasing staff attrition. In addition, increasing the level of confidence and 
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competence in their junior staff, was reported to support the overall performance 

of the novice nurse new to the specialty10,48. 

 
 
 

The barriers to transition should be considered when developing a targeted 

program and this leads us to the second question of how to prepare these nurses 

for the move to critical care in regard to the content required. 
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5.3 Clinical knowledge, skills and competency 

requirements 

 

 
Firstly, all of the panel supported the notion that time management skills and the 

ability to effectively prioritise the needs of care were important requirements. It 

was felt that, with these skills already being embedded in practice, the transition 

to the higher level of care would be easier. It would potentially enhance the level 

of confidence of the novice nurse with their ability to recognise the care needs of 

patients at greatest risk. It was determined that this would fall under a pre- 

requisite to transition rather than a topic needing attention, therefore again 

supporting the requirement for ward-based experience in order to develop a basic 

level of skills. 

 
 

 
Secondly, the findings showed a high level of support for applying clinical skills to 

practice. Rapid decision making in intense, life-threatening situations is often a 

requirement for nurses working in critical care. Having developed a level of 

confidence through experience, and being able to competently assess the 

patient’s physical condition and apply critical thinking skills to determine every 

option in a timely manner, can have a major effect on the outcome for the patient. 

The panel members indicated that these qualities are a requirement of all nurses 

working in critical care. These skills are generally learned through experience 

working in the clinical setting, further supporting the need for ward-based, clinical 

experience to help develop these abilities. 
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Thirdly, having a knowledge of pathophysiology to enable a comprehensive 

physical assessment was identified as being an essential requirement. The 

importance of this aligns with the ability to be able to plan and prioritise care with 

a sound level of knowledge and understanding. Pathophysiology is taught at a 

basic level during undergraduate training, and is then expanded on during 

postgraduate studies. It then continues through exposure to the care of patients 

with a variety of conditions on the wards. The requirement when moving to critical 

care would be for the knowledge and understanding to be taken from a basic to 

an advanced level, thereby allowing the nurse to develop a comprehensive 

understanding of the conditions they may encounter in high acuity areas. This 

enhanced knowledge and understanding was suggested by the panel members 

as potentially increasing confidence and therefore competence in the clinical field 

to perform an effective physical patient assessment. 

 

 
 

There was a range of clinical knowledge and skills deemed necessary for the 

novice nurse to have prior to transition to critical care. The panel members 

agreed that time management and prioritisation skills, critical thinking skills and 

ability to demonstrate a systematic patient assessment, were essential criteria for 

working in the area. 

 
 

 
In summary, there was a high level of agreement from the panel members about 

the level a novice nurse should reach before transitioning to critical care. It was 

felt that the minimum requirements would be: 
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,

• time management and prioritisation skills, 
 

• critical thinking ability in caring for the deteriorating patient, 
 

• advanced systematic physical patient assessment skills, 
 

• sound ECG analysis capability, 
 

• ability to care for monitored patients, 
 

• airway management skills, 
 

• competence with non-invasive ventilation and 
 

• manual defibrillation. 
 

 
 
 
 

This supports the published literature with the suggestion that nurses should 

have gained ward-based experience prior to working in these highly skilled 

environments8,9,41. Statements such as “contemporary discussions of knowledge 

and skill usually go hand-in-hand with the term competence”27(p162-170)  indicate 
 

the belief that a core level of knowledge and skill will lead to improvements in 

performance and confidence in the clinical setting. A lack of knowledge and basic 

skills has been seen to result in sub-optimal care, leading to the belief that newly 

qualified staff potentially lack the appropriate skills recommended for critical 

care41,49. This leads to the consideration of the needs of education and training in 
 

relation to the requirements to work in a critical care environment, with an aim to 

define the process for orientation. This is discussed in answer to the next 

research question. 
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5.4 Support for the novice nurse during orientation or 

transition 

There are a variety of ways to deliver education, but not all modes of delivery 

may be effective to allow for the transfer of knowledge into practice. The majority 

of the panel felt that the provision of education over a period of time, moving from 

a basic to advanced level, was the most effective form of instruction to help the 

novice nurse through a successful transition. Likewise, they agreed that a 

transition to specialty program would benefit the novice nurse in their preparation 

for moving. 

 
 
 
 

5.4.1 Orientation 
 

There are a number of unit-based orientation programs in critical care that are 

designed to meet the needs of early socialisation to the unit, and meet specific 

competencies within a set time-frame7,10,12,47,48. The published literature that was 

reviewed in this study supports the inclusion of the allocation of supernumerary 

time, and allowing the new starter time to develop a basic level of knowledge and 

skill to be able to confidently practice independently7,10,12. Many critical care 

areas have a process of orientation whereby the novice nurse will work their way 

through a set number of area specific domains and competencies, with each 

section being ‘signed off’ as being completed on presentation of the evidence. 

This is often self-directed, leaving the responsibility with the junior nurse11.  The 
 

concept that an orientation program alone does not meet the needs of the novice 

nurse in critical care was strongly supported by the panel members. The current 
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process of orientation and poorly designed programs were identified in the study 

as barriers to a successful transition. The panel members identified that further 

orientation was required to ensure that the novice nurse would receive the level 

of support required, in order to enable their progressive development of 

knowledge and skills in the application to clinical practice. 

 
 
 
 

5.4.2 Transition 
 

Transition is the concept of moving from one set of circumstances to another, 

through the stages of novice to expert under the guidance and supervision of 

someone that is more experienced14,91. A transition program is a specifically 

designed program that sets the goals and objectives in collaboration with the 

novice nurse7,91. An appropriately qualified, dedicated senior nurse oversees the 

progression and development of the junior over an extended period of time. The 

aim of this is to gradually equip them with the knowledge and skills, to be able to 

demonstrate competence and confidence in the clinical area92. Once achieved, 

they may be deemed advanced beginners in the specialty and are able to 

practice independently with ongoing supervision and education14,47,92. 

 
 

 
The panel members agreed that such a program was required to assist the 

transition of junior nurses in to the critical care environment. The completion of a 

foundation program targeted to the specific needs of the specialty, and having 

exposure to the critical care environment through a transition program was said 

to be beneficial. The majority of the panel members felt that the current process 

of orientation does not meet the needs of the novice nurse. The data collected 
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suggests that there was a lack of support for unit-based orientations in their 

working environment and most of the panel members did not feel that there was 

adequate supernumerary time allocated for the novice nurse new to critical care. 

Overall, there was agreement that exposure to the critical care environment 

through a transition program designed to build a foundation of basic knowledge 

and skills specific to the area would benefit the nurse moving in to this field. 

 

 
 
 

In the available literature published on this topic, the recognition of need relates 

to identifying what knowledge and skills are expected for new staff moving in to 

these areas of specialty. It may be presumed that a high level of knowledge and 

skills is required prior to transition, thereby enabling independent practice by the 

nurse at an early stage of their transition9,11. Often, orientation programs are 
 

targeted at a level that is too high for the novice nurse to benefit from, leaving 

them unable to transfer theory to practice41. This is backed up by Farnell and 

Dawson10, who supported the development of a foundation program to critical 

care, with the staff finding that there were improvements in the socialisation to the 

environment, which in turn led to increased confidence in practicing10. The 

published literature has also established that the development of transition 

programs can lead to an increase in staff retention, and the development of 

confident and competent nurses48. It has also been identified that a single mode 

program targeting the theory only was ineffective41. A blended approach of theory 

and practical application with the close supervision and guidance from 

appropriately trained preceptors, had better outcomes in the development of 

competence and confidence in the clinical setting41. 
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This supports the concept that theory learnt in a classroom may be lost if not put 

in to practice in a reasonable time in order to consolidate the learning. It also 

implies that the panel members agree that placing the novice nurse in the clinical 

environment in critical care would require close supervision during a learning 

phase, with a specific program to guide the development and educational needs 

of the new nurse. This leads to the final research question which examines the 

content required for such a program. 

 
 

 

5.5 The content of a transition to critical care program 
 

Having the ability to perform a focused systematic physical patient assessment is 

a vital component for basic nursing. The panel members identified that the 

systems of respiratory, cardiovascular, neurological and abdominal were priority 

topics to be included in a transition program. Having the knowledge and skills to 

perform such a comprehensive physical assessment, and being able to identify 

abnormalities that alert the nurse to concerns requiring an escalation of care and 

management, is an essential aptitude needed by critical care nurses. 

 
 

 
The process of assessment includes the monitoring of the body systems, and 

therefore supports the idea that the program should be inclusive of 

haemodynamic monitoring, ECG analysis, and an understanding of the 

importance of the balance of fluid and electrolytes within the body. Critical care 

nurses are required to develop the ability to interpret the physiological 

characteristics of each system in order to determine the needs of intervention. 

This is a vital component of the role of a critical care nurse, identified by the panel 
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members as being a necessary foundation for a transition to critical care 

program. 

 
 

 
The care and management of central venous catheters plays another vital role in 

the assessment and monitoring of the patient. The panel members felt this was 

an important aspect to include in the development of a transition program. This is 

a device that is not commonly seen on the wards, but is frequently used in critical 

care. Other topics identified by the panel members as being important include 

representing the technical skills required to work in the critical care setting. These 

included the care and management of invasive lines, and monitoring equipment 

related to patient care. The inclusion of the suggested topics for the development 

of an educational program would provide a foundation of generic information that 

would be transferable around all specialties within critical care; namely intensive 

care, coronary care, high dependency and the emergency department. The 

principle of care within each department is the same, therefore the suggested 

content has been perceived to be able to meet the needs of all areas. 

 
 

 
In summary, in answer to the final research question, the topics listed below were 

identified by the expert panel as being recommended for inclusion of a transition 

to critical care program. These are the knowledge of, and skills in; 

• respiratory assessment 
 

• cardiovascular assessment 
 

• neurological assessment 
 

• abdominal assessment 
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• haemodynamic monitoring principles 
 

• basic electrocardiogram (ECG) analysis 
 

• fluid and electrolytes 
 

• management of central venous catheters 
 

 
 
 
 

Research reviewing transition to critical care programs found that novice nurses 

often found that the content of training programs was too advanced, making their 

learning ineffective and the competencies required unachievable11,22. The 

literature supports the need for transitional programs, with studies revealing there 

is a lack of support and preceptorship in the clinical environment10,11. It is 
 

recommended that the topics start at a basic level and gradually build to the 

advanced levels, as they progress through their development11. This supports the 

need to develop a program aimed towards entry level nurses. 

 

 
 
 

5.6 Recommendations for practice 
 

This study has highlighted some ideas to be considered in relation to the 

development of a transition to critical care program. Firstly, it has acknowledged 

the concept that before moving towards the development of such a program, 

recognition of the need is an important factor. For the current research study, the 

need was to recognise what barriers exist that inhibit ward-based nurses from 

successfully moving from their clinical setting into critical care. Once established, 

this guided the recommended required content for an educational transition 

program. 
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The outcomes from this thesis confirm that targeted training for staff with a desire 

to transition from the ward to critical care would be beneficial in overcoming some 

of the barriers faced. Phase one of such a program would be to identify the  

issues that exist for the particular area. This study has highlighted a number of 

barriers perceived by experienced staff working in the critical care environment. 

The published literature has shown that these perceptions may differ between 

experienced and newly qualified nurses, with a variance of expectations on their 

abilities to perform22. This indicates the importance of ensuring this information is 

sought from a range of staff at all levels. 

 

 
 
 

The second phase would be to determine the content required for the 

development of a generic transition to critical care program. The expert panel has 

identified the level of knowledge and skills they perceive to be required by the 

nurse transitioning into the area. Prior to the current study, it was thought that an 

advanced level of knowledge and skills in technical and non-technical abilities 

would be a recommendation for transfer to critical care. However, the results from 

the questionnaires have shown that the requirements for this knowledge and  

level of skills are less than expected, allowing more opportunity for junior nurses 

to transition. 

 
 

 
The third phase requires a review of the process of orientation, to determine if the 

needs of the novice nurse are being fully met. The panel members have 

considered this and anticipate that the program should commence prior to 

transition, allowing early exposure to the environment and the culture. The use of 
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the term ‘transition’ implies that the program will continue into the critical care 

area. The gradual progression may assist the breaking down of the barriers, 

introducing the culture, developing a basic knowledge and skills set and 

ultimately the development of a confident member of the critical care team. There 

is evidence within the published literature that existing educational programs are 

inconsistent in structure, duration and content11,47. Defining the process and 
 

duration from entry through to completion of the program is also an important 

factor. 

 
 

 
The fourth phase is to develop the content relevant for the preparation of a novice 

nurse transitioning to critical care. Evidence in the literature shows that the 

content of some programs are too advanced therefore making the learning 

ineffective11. Ensuring the content is at a basic level, gradually progressing to an 

advanced level of information is an important consideration. 

 
 

 
The final phase of any program is to ensure a robust evaluation process. Finding 

an appropriate model to provide the information required about the effectiveness 

of the program is a vital component40. The content of what is required to 

effectively evaluate an education program was not within the scope of this thesis 

and would therefore be recommended for future research. 

 
 

 
One outcome of this thesis was to suggest an outline for a Transition to Critical 

Care Program and how the recommended topics may be incorporated. This is 

shown in Table 14. 
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Table 14: Proposed transition to critical care program 
 

Phase Content Learning outcomes Frequency Mode of delivery 

Novice: 

12 weeks 
prior to 
transition 

Program Overview & Adult Learning 

• Introduction to the culture of 
critical care 

• Facing the barriers 

• Principles of learning & 
assessment 

• To gain an understanding of the requirements of a 
critical care nurse 

• To develop self-directed learning and reflective 
practice skills 

• To develop objective communication and writing 
skills 

• Breaking down the barriers of transition 

• Goal orientation 

Weekly Face to face 

eLearning 

Interactive lecture and 
discussion based workshops 

Program design 

Week 1 An introduction to the basic 
knowledge and skills required for 
critical care nursing 

• Primary & secondary clinical 
assessment: 

• Advanced A,B,C,D &E assessment 

• Development of critical thinking skills 

• Understanding the principles of assessment 

• Application of assessment skills 

1 day eLearning foundation module 
face to face - Workshop 1 

Week 3 Respiratory  Assessment 

• Common respiratory 
presentations 

• Understanding a systematic approach to 
respiratory  assessment 

• Link the respiratory assessment to the ABCDE 
approach 

• Acute management of the respiratory 
presentation 

2 hours eLearning module 
Workshop 2 - 

Scenario based training 

Week 5 Cardiovascular assessment and shock 
states 

• Understanding a systematic approach to 
cardiovascular assessment 

• Link the cardiovascular assessment to the ABCDE 
approach 

• Principles of shock 

2 hours eLearning module 
Workshop 3 - 

Scenario based training 



 

Phase Content Learning outcomes Frequency Mode of delivery 

Week 7 Pathophysiology of the electrical 
pathway and basic ECG interpretation 

• Understanding the electrical pathway of the heart 

• Basic methods for ECG interpretation 

• Rhythms and arrhythmias – a basic understanding 

2 hours eLearning module 
Workshop 4 - 

Scenario based training 

Week 9 Neurological  assessment 

• Neurological  presentations 

• Understanding a systematic approach to 
neurological  assessment 

• Link the neurological assessment to the ABCDE 
approach 

• Understanding the Glasgow Coma scale 

• Recognition & management of common 
presentations 

2 hours eLearning module 
Workshop 5 - 

Scenario based training 

Week 11 Abdominal assessment 

• Abdominal presentations 

• Understanding a systematic approach to 
abdominal assessment 

• Link the abdominal assessment to the ABCDE 
approach 

• Recognition & management of common 
presentations 

2 hours eLearning module 
Workshop 6 - 

Scenario based training 
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Practicum 

Phase Content Learning outcomes Frequency Mode of delivery 

Weeks 

1-12 

Introduction to critical care 

• Exposure to the practical field of critical 
care nursing 

• Ethics in critical care nursing 

 
 

Practical exposure to 

• Haemodynamic monitoring 

• Fluid status assessment 

• Inotropes and vasopressors - an 
introduction 

• Principles of Ventilation 

• Advanced Respiratory Management 

• Oxygen therapy & non-invasive 
ventilation 

• Renal therapy in critical care 

To develop an understanding of the principles and 
processes of the critical care environment and 
socialise to the culture 

• Legal scope of practice 

• Dilemmas in practice 

 
To develop an understanding of the principles of: 

• Factors influencing cardiac output 

• CVC & arterial lines & monitoring 

• Cellular Equilibrium - fluid choices & why 

• Principles & use of inotropes and vasopressors 

• Invasive vs Non-invasive ventilation (NIV) 

• Indications for oxygen therapy & oxygen delivery 

• Implications for use and safety with the 
application of NIV 

• Acute kidney injury 

• Acute renal failure 

Weeks 1-4: weekly 

Weeks 5-8: twice 
weekly 

Weeks 9-12: three 
time weekly 

Practical placement with 
facilitator and clinical 
preceptor 

Commencing at the start 
of the program 3 months 
prior to transition 

Week 
12 

Leadership in Critical Care Areas • Understanding the concept of leadership 

• Leadership within multidisciplinary teams 

• Effective communication/escalation in the critical 
care environment 

Week 12 Discussion workshop 
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This program outlines the initial phase of transition that may commence prior to 

the commencement of employment within critical care. Based on Benner’s14 

adaption of the Dreyfus model of skill acquisition of moving through the five 

phases of novice to expert, it is envisaged that this would be followed by a 6-12 

month program with an ongoing dedicated education facilitator and preceptor. 

The content would gradually build in complexity with ‘hands on’ exposure to 

assist with the consolidation of learning, with the dedicated support gradually 

reducing over a time period planned for each individual. The transition phase 

would be targeted at the ‘novice’ level, with the intent to guide the learner to the 

level of ‘advanced beginner’ before they commence their employment into the 

area of critical care. A subsequent ‘orientation program’ as employment 

commences would allow escalation of their ability through phased levels as they 

develop the competence to practice independently, with the ultimate goal of 

proficiency in practice. To determine someone as being an expert in their field is 

a difficult concept and should not be a title routinely awarded on completion of 

any program. Continued experience over time, with the development of 

knowledge, skill, understanding and application to practice may lead to the 

achievement of the final phase14. 
 

 
 
 
 

There has been limited research completed on the effects of a transitional 

program prior to the novice nurse moving in to critical care. With the development 

and implementation of the type of program proposed in this study, the foundation 

for future development is established. 
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5.7 Limitations of the study 
 

This Delphi study has been used to review the need for the development of a 

transition to critical care program and requirements of contents for such a 

program. One issue with this process is the attrition of the participants. The aim is 

for all participants to remain active through all rounds of the questionnaire – in 

this case, three65. Attrition of participants was seen over the rounds, which 
 

potentially had an effect on the overall results. Because this was an anonymous 

study, the author was unable to identify the non-responders in order to follow up 

and encourage the return of the questionnaire. Despite this, a substantial amount 

of information was gathered which provided significant data, with some pertinent 

points to direct the development of a transition to critical care program. 

 

 
 
 

This research study was performed in a single centre with a small group of  

clinical experts forming the expert panel. Although the representation of the panel 

showed a range of expertise through all domains of critical care – (i.e. intensive 

care, emergency department, coronary care and high dependency unit), the 

recommendations may only reflect the perceived needs of this institution. Many of 

the comments from the panel members were very specific to each discipline. It is 

possible that this reflects the varying areas within critical care, with each panel 

member specifically identifying what they felt was important for their own setting. 

For example, what may be determined as a priority for learning in intensive care, 

may greatly differ from that in the emergency department. This detail may be 

considered for future programs targeted towards the more experienced critical 
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care nurses moving towards postgraduate programs. This area is recommended 

for future research. 

 
 

 

5.8 Future Research 
 

In this study, the author chose to review the requirements for the development of 

a transition to critical care program. This research study has highlighted a 

number of factors that require further research. Firstly, this was based on the 

limited number of current studies related to the topic, and on the review of 

traditional orientation programs that staff undertake on entry to the critical care 

environment. The results have provided a subjective view of the requirements for 

this program. It is possible that the content and process determined by the expert 

panel in this study is all that would be required from a pre-transitional program. 

This would be generic content that would give the novice nurse an insight to any 

critical care environment. Further research is needed to determine the 

requirement for discipline specific transition programs. 

 
 

 
Secondly, it has been identified through the published literature that there is a 

variance in the quality of preceptorship in the clinical areas9,11,22,26. Further 

studies to identify the perception of the role of the preceptor and how it impacts 

on the needs of the novice nurse transitioning into critical care environments 

would also be a topic for future research. 
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It is necessary that any program developed be evaluated based on the 

effectiveness of the new methods of training and delivery. Post training outcomes 

are critical to measure to determine the effectiveness of the program40. In 

addition, the value of in-training review and evaluation has been recognised as a 

valuable process to ensure timely feedback and allow modifications to the 

program where necessary. This in turn may enhance the application of learning 

to practice in the clinical setting40. The evaluation process could be the next 
 

phase of this study, which would enable a review of the content and structure of 

the program agreed by the experts as being required for the novice nurse to 

succeed in the critical care area. 

 

 
 
 

5.9 Summary 
 

This chapter brought together the components of a program aimed at addressing 

the requirements for a successful transition to critical care for the novice nurse. 

The current published literature also supports the need for more education and 

training targeting the needs of the novice nurse11,20. Studies have revealed 

inconsistencies with the current training programs leaving junior nurses feeling 

stressed, isolated and unsupported, thereby supporting the need for a transition 

to critical care program11,22. 

 

 
 

The published literature shows a diversity in the level of training and support 

offered to novice nurses transitioning into critical care, with the content of current 

programs differing in complexity and depth. The opinions of an expert panel 

covering a range of specialties within critical care have concluded that a more 
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concentrated program is required for those wanting to move into the specialty. It 

is hoped that the findings of the current study will assist in the planning and 

implementation of a generic entry-to-practice program. In addition, it could be 

applied in other specialties after further research into the actual requirements for 

those areas. Improving the preparation of the novice nurse on a knowledge, skill 

and emotional level prior to transition, may lead to enhanced performance, 

reduced staff attrition rates and ultimately improved patient safety outcomes. 
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Chapter 6 – Conclusion  
 

The global shortage of critical care nurses is an issue as the need for critical care 

services are growing3. Medical practices are advancing and technology is playing 

a role of keeping people alive for longer periods than experienced in the past4. 

The pressure on the health system is putting greater demands on the nursing 

workforce, with the expectations of ability and performance increasing with a 

broadening scope of practice4. The nursing workforce, and in particular critical 

care is becoming more junior. Senior nurses are being overwhelmed with an 

increasing demand for training, support and preceptorship for the junior 

workforce, leading to fatigue and professional burnout2,5,11. 

 

 
 

The aim of the study was to identify the perceived requirements a novice nurse 

would need when moving into critical care nursing in order to make a successful 

transition, and highlight the most appropriate content and effective delivery 

methods for a transitional critical care program. To reach this aim the following 

research questions were asked; 

1. What are the barriers that prevent experienced staff from moving into the 

critical care setting and how can these be addressed? 

2. What clinical knowledge, skills and competencies are required to prepare 

nurses to provide care for patients in a critical care area? 

3. Can the knowledge and skills required for critical care nursing be met through 

workplace orientation, or is an additional transition to the critical care setting 

program required? 
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4.  What content should be included in a transitional program and how should it 

be structured? 

 

 
 
 

The author of this thesis has identified the need to provide better guidance and 

preparation for this cohort of novice nurses entering the field of critical care 

nursing, with some authors of published literature having reviewed various 

training and support programs implemented over time5,8,10,11,22. Common issues 
 

have been highlighted as to why staff do not move to these areas, or if they do, 

do not stay5. There appears to be deficits in knowledge and skill, and a lack of 

supervision and support is seen as a major concern11. 

 
 
 

A three round Delphi study was undertaken to review the need for the 

development of a transition to critical care program, whereby novice nurses can 

be exposed to the knowledge, skills and the culture of the environment prior to 

their transition. An expert panel were asked to identify the topics that they felt 

were necessary for the development of the novice nurse in order to prepare them 

for the transition, and highlight their perceptions of how this education should be 

delivered. Careful consideration was given to the selection and recruitment of the 

panel, and the anonymity of the questionnaires, allowing for open and honest 

opinions from the group members. 

 

 
 
 

The panel members agreed that there are certain barriers that exist which 

prevent the transition from wards to critical care. A lack of support and 

supervision may result in a decreased level of confidence and therefore poor 
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performance. This in turn may create high stress levels and eventual attrition 

from the area. The panel members were able to draw a conclusion on the topics 

they felt would be important for the novice nurse to develop their knowledge and 

skills, and drew a consensus that the development of a transition to critical care 

program, initiated prior to the move, would be a valuable component to their 

transition preparation. This could lead to improved performance, higher staff 

retention rates in an industry where senior staff are diminishing, and ultimately 

enhance patient safety. In addition, this thesis may guide the development of 

such a program, assisting educators responsible for overseeing the transition of 

novice nurses to new areas of expertise within the health care setting. 
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Appendices  
 

Appendix 1 

   

 
Dear Participant  

 
You are invited to take part in a research study to be completed among nurses presently 

working in the Intensive Care Unit and the High Dependency Unit. The study is to 

investigate the nurse’s perception of the attributes, knowledge, skills and competencies 

required for junior nurses transitioning from a ward environment to critical care. The aim of 

the study is to identify what the perceived barriers to the transition are and to determine the 

perception of need for the development of a high acuity care program to be completed prior 

to the transition process. 

What is the study about?  
 

With an increasing number of newly graduated nurses in the clinical environment in Western 

Australian Hospitals, and an increasing complexity of health conditions, critical care areas 

are encouraged to employ nurses with no previous critical care experience. Nurses are 

moving to these areas at a very early point of their career with some entering directly from 

graduate nurse programs. Essential skills such as a comprehensive ability to assess a 

patients’ physical and emotional wellbeing, analysing of the findings from assessment, and 

critical thinking skills are potentially diminishing. The critical care area is both emotionally  

and intellectually challenging. Barriers to transition from ward nursing to critical care have 

been related to a lack of knowledge and confidence in the level of clinical skills required to 

work in these areas. 

This study will aim to identify the perceived barriers for transition to critical care nursing by 

identifying the attributes experienced nurses working in these areas perceive as a 

requirement. It will aim to identify the knowledge and skills required for working in critical 

care as perceived by experts in the field, and will aim to identify the most appropriate 
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methods of imparting this information in relation to reviewing the needs for the development 

of a transition to critical care nursing program. 

Why have you been chosen?  
 

As a nurse presently working in the critical care environment, you are classified as being an 

expert in your field of nursing. This study will look at the views from a range of junior to 

senior nurses in the critical care area in the format of a questionnaire, and determine at 

which point a consensus of opinion is met. 

Is it compulsory for you to participate?  
 

No, you have the right to decline the offer to be part of this research study. There will be no 

bias or prejudice held in relation to this. 

Should you wish to accept the offer you will be required to complete and sign a consent form 

which will be returned to me and filed confidentially. Your decision can be reversed at any 

time, even if the study has commenced and you wish to pull out half way through. However, 

to ensure continuity and validity of the answers within the study, you will be encouraged to 

remain an active participant for the duration. 

How will the study affect you?  
 

Each participant will be given a questionnaire to complete. The questions will be in the form 

of a statement and as a participant you will be required to rate your level of agreement using 

a Likert scale. The questions will be based on determining the priorities of needs for junior 

nurses entering the field of critical care nursing. 

 
You will be asked to complete this process up to three times over three different phases. The 

time frame will be over a three month period. You will be required to answer all the questions 

and will have the opportunity to revise your answers as the survey develops and the 

questions expand through each round. 

When all responses have been returned, the findings will be collated and summarised and 

entered into a secure and confidential data base. The answers you provide will be 

de-identified and access to the answers will be provided only for the researchers involved in 

the study. There will be no external access to this data base. 

Are there any disadvantages of taking part?  
 

Agreeing to participate in this study will have no detrimental effects to you or your workplace. 

All that is required of you is your time to complete the questionnaire. Each questionnaire will 
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be printed and you will receive a hard copy, therefore eliminating any requirements for 

computer literacy. 

What are the advantages of taking part?  
 

This study will help us to gain an understanding of the barriers faced by junior nursing staff 

considering transitioning to the critical care environment. It is predicted that there will be a 

worldwide shortage of critical care nurses by 2020. This study will aim to support the 

transition process through the facilitation of the development of knowledge and skills prior to 

making the move into the critical care environment, creating a seamless transition with an 

increase in staff retention. 

How will the data collected be stored?  
 

Each participant will be given a numerical coding at the commencement of the study. 

Following this all data will be stored under this system thereby completely de-identifying the 

information. All data will be stored on a secure electronic file. Only staff involved in the 

research project will have access. 

What are your rights in relation to the outcomes of  the study?  
 

There will be no financial gain as a result of this study. On completion a report will be 

presented to the hospital executive outlining the success and downfalls and 

recommendations of actions. You will be given access to this information once complete. 

Disputes and Complaints.  
 

Any issues or complaints you have in relation to this study should be directed to: 

Sir Charles Gairdner Group Human Research Ethics Committee 

Level 2, A Block’, Hospital Avenue, Nedlands ,WA, 6009 

Telephone: 08 9346 2999 Email:  HREC.SCGH@health.wa.gov.au 

Or the Human Research Ethics Office at The University of Western Australia by emailing to  
hreo-research@uwa.edu.au 

 

Thank-you for your cooperation and your consideration of participation with this study. If you 

agree to participate please sign and return the attached consent form. Please direct any 

further questions to: 

Janet Vince (Project co-ordinator) 

Professional Development Educator Swan Kalamunda Hospital 

Email: janet.vince@health.wa.gov.au Telephone: 08 9347 5261 
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Appendix 2 
 
 
 

 
 

 
 

Date  …………………………………… 
 

 
 

Janet Vince 

School of Dentistry, Medicine and Health 

The University of Western Australia 

 

 

I (name)……………………………………………………. Have read the information provided 
and any questions I have asked have been answered to my satisfaction. I agree to 
participate in this activity, realising that I may withdraw at any time without reason or 
prejudice. 

 

 

I understand that all identifiable information that I provide is treated as strictly confidential 
and will not be released by the investigator in any form that may identify me. The only 
exception to this principle of confidentiality is if documents are required by law. 

 

 

I have been advised as to what data is being collected, the purpose for collecting the data, 
and what will be done with the data upon completion of the research. 

 

 

I agree that research data gathered for the study may be published provided that my name 
or other identifying information is not used. 

 

 
(Participant signature) (Date) 

 

 
Approval to conduct this research has been provided by The University of Western Australia in accordance with 
its ethics review and approval procedures. Any person considering participation in this research project, or 
agreeing to participate may raise any questions or issues with the researchers at any time. 

 

In addition, any person not satisfied with the response of researchers may raise ethics issues or concerns, and 
may make any complaints about the research project by contacting the Human Research Ethics Office at Sir 
Charles Gairdner Group Human Ethics Committee, Level 2 A Block, Hospital Avenue, Nedlands. 
Telephone (08) 9346 2999. Email: HREC.SCGH@health.wa.gov.au or the Human Research Ethics Office at The 
University of Western Australia by emailing to hreo-research@uwa.edu.au 

 

All research participants are entitled to retain a copy of any Participant Information Sheet and/or Participant 
Consent Form relating to this research project. 
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Appendix 3 
 

 
 

 

Transition from ward to critical care nursing: How to succeed?  
 

 
 

Thankyou for agreeing to take part in this Delphi survey which aims to answer the question 
of what preparation is required for nurses transitioning from the ward environment to a 
critical care environment. 

 
This questionnaire is the first of up to three rounds of the survey. Please try to answer all the 
questions. You will have the opportunity to revise your answers as the surveys develops and 
the questions expand through each round. 

 
You will be asked to determine priorities of needs for nurses entering the field of critical care 
nursing. A Likert scale has been provided for you to give your opinion on the importance or 
your level of agreement of the topic using a scale of 1-4. 

Example: 
 

1 2 3 4 
Very unimportant Unimportant Important Very important 

 

 

When I have received all responses from all participants, the findings will be collated and 
summarised to formulate the second questionnaire. You will receive the second round within 
one month of the final date of the first round. 

Participation in this survey will be strictly confidential and all questionnaires returned will be 
anonymous to the analyser. At no point will the participant be identified through the data they 
provide. 
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Delphi Study: Round 1  

1. Please indicate how many years’ experience you have in the area of critical care 
[Please circle] 

 
Less than 2 years 2-5 years More than 5 years 

 

 
 

2. Do you hold a Postgraduate qualification in critical care OR equivalent critical care 
registration? [Please circle] 

 
Yes No Currently Studying 

 
 

3. Please rate the following statements according to your perception of importance for ward 

nurses transitioning into critical care. 

[1: very unimportant, 2: unimportant, 3: important, 4: very important] 
 

 
Post registration ward based experience 1 2 3 4 

A post registration qualification in the area of ward based specialty 1 2 3 4 

Greater than 12 months experience working in an acute care 
setting 

1 2 3 4 

Experience in working with high acuity patients at ward level 1 2 3 4 

Current qualification in advanced life support 1 2 3 4 

A ward based ‘entry to high acuity care program’ 1 2 3 4 

Completion of a post registration Graduate program inclusive of a 
6 month critical care rotation 

1 2 3 4 

Sound knowledge of systems based pathophysiology 1 2 3 4 
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4. Please rate the following skills you would determine as relevant for the transition from 

ward to critical care nursing 

[1: very unimportant, 2: unimportant, 3: important, 4: very important] 
 

 
Ability to care for cardiac monitored patients 1 2 3 4 

Sound ECG analysis capability 1 2 3 4 

Advanced systematic physical patient assessment skills 1 2 3 4 

Critical thinking ability in caring for the deteriorating patient 1 2 3 4 

Advanced airway management skills 1 2 3 4 

Competency in non-invasive Ventilation (BiPAP) 1 2 3 4 

Competency with Intravenous cannulation 1 2 3 4 

Ability with arterial blood gas analysis and interpretation 1 2 3 4 

Time management and prioritisation skills 1 2 3 4 

Advanced computer skills 1 2 3 4 

Competency with cardiac pacing 1 2 3 4 

Competency in manual defibrillation 1 2 3 4 

 

 
 

Please list up to FOUR other skills that are not listed above that you would identify as an 

essential requirement for the transition from ward to critical care nursing. 

 

................................................................ ………………………………………….. 
 

 

…………………………………………… ………………………………………….. 
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5. Based on your nursing experience in critical care, please identify your level of agreement 

with the following statements. 

[1: strongly disagree, 2: disagree, 3: agree, 4: strongly agree] 
 

 
A unit based orientation program adequately meets the needs of 
the novice nurse in the critical care environment 

1 2 3 4 

The novice nurse receives adequate support during their 
orientation phase to the critical care environment 

1 2 3 4 

Preceptors are readily available to support the novice nurse new 
to the critical care area 

1 2 3 4 

All preceptors are experienced critical care nurses 1 2 3 4 

The novice nurse feels adequately prepared to work 
independently on completion of a supernumery period 

1 2 3 4 

Sufficient support continues for the novice nurse following the 
orientation period 

1 2 3 4 

There is adequate preparation for the novice nurse to socialise 
them to the critical care environment prior to commencing 

1 2 3 4 

Introducing new information over a period of time through a 
gradual orientation program is effective in assisting the novice 
nurse with their transition, and maintains adequate staffing, skill- 
mix and productivity in the unit 

1 2 3 4 

Nurses who have had exposure to the critical care environment 
prior to recruitment to the area appear to cope better with the 
transition process 

1 2 3 4 

Completion of a transition to specialty program prior to transition 
to critical care would be beneficial to the novice nurse 

1 2 3 4 
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6. Rate the importance of the following topics that you feel is important to be included in a 

transition to critical care program 

[1: very unimportant, 2: unimportant, 3: important, 4: very important] 
 

 
Respiratory  assessment 1 2 3 4 

Cardiovascular  assessment 1 2 3 4 

Neurological  assessment 1 2 3 4 

Abdominal  assessment 1 2 3 4 

Haemodynamic monitoring principles 1 2 3 4 

Leadership and communication 1 2 3 4 

Basic ECG analysis 1 2 3 4 

Advanced ECG analysis 1 2 3 4 

Arterial blood gas analysis 1 2 3 4 

The ‘language’ and ‘jargon’ of the critical care environment 1 2 3 4 

Ethics of critical care nursing 1 2 3 4 

Care and management of Vasopressors and Inotropes 1 2 3 4 

Care and management of arterial lines 1 2 3 4 

Care and management of central venous catheters 1 2 3 4 

Care and management of pulmonary artery catheters 1 2 3 4 

Principles of ventilation 1 2 3 4 

Non-invasive  ventilation 1 2 3 4 

Fluid management and electrolytes 1 2 3 4 

Renal therapy 1 2 3 4 

 

 

Please list up to SIX other topics that are not listed above that you perceive as a requirement 

for the preparation of the novice nurses’ transition into critical care. 

 

…………………………………………….     ………………………………………….. 

…………………………………………….     ………………………………………….. 

…………………………………………….     ………………………………………….. 
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7. From your observations of novice nurses working in critical care areas, list up to four 

perceived barriers of transition into the critical care area that novice nurses may 

experience, (for example, feeling overwhelmed by the advanced technology). 

 

…………………………………………….…………………………………………… 
 

…………………………………………….…………………………………………… 
 

…………………………………………….…………………………………………… 
 

…………………………………………….…………………………………………… 
 
 
 
 
 
 

Thankyou for your participation in Round One. Please return your answers in the envelope 
provided 
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Appendix 4 
 
 
 

 
 

 
 

Transition from ward to critical care nursing: How to succeed?  
 

 
 

Thank you for your participation in Round 1 of the Delphi survey. Your responses have 
provided some valuable information. 

Round 1 provided some broad questions laying the foundations of your perceptions of the 
transition process for a novice nurse moving from ward based settings into critical care. 
Round 2 is based on your answers and aims to become more specific in focus. As before, 
please try to answer all the questions. 

In Round 2 you are asked to either prioritise the order of importance, or scale your level of 
agreement. You have the opportunity to add further comments in support of your choices if 
you choose to. 

You have 2 weeks to complete and return this questionnaire. When I have received all 
responses from all participants, the findings will be collated and summarised to formulate the 
third questionnaire. 

Participation in this survey will be strictly confidential and all questionnaires returned will be 
anonymous to the analyser. At no point will the participant be identified through the data they 
provide. 
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1. Please rank the following in order of importance: (rank in a scale of 1-8: 1 being the most 
important through to 8 being the least important) 

The requirements of entry into critical care nursing should include: 
 

 Order of 
importance 

Post registration ward based experience of at least 6 months  

A post registration qualification in the area of ward based specialty  

Greater than 12 months experience working in an acute care setting  

At least 1 year experience working with high acuity patients at ward level  

Current qualification in advanced life support  

A ward based ‘entry to high acuity care program’  

Completion of a Post Registration Graduate program inclusive of a 6 month critical 
care rotation 

 

Sound knowledge of systems based pathophysiology  

 

 

2. Please rank your perception of the top 8 skills in order of importance in relation to entry 
into critical care nursing: Consider the importance of theses skill as necessary to have  
PRIOR to entry into the critical care environment (rank in a scale of 1-8:1 being the most 
important through to 8 being the least important.) 

 

 Order of 
importance 

Ability to care for cardiac monitored patients  

Sound ECG analysis capability  

Advanced systematic physical patient assessment skills  

Critical thinking ability in caring for the deteriorating patient  

Advanced airway management skills  

Current competence in Non-Invasive Ventilation (BiPAP)  

Current competence with Intravenous cannulation  

Ability with Arterial Blood Gas analysis and interpretation  

Time management and prioritisation skills  

Advanced computer skills  

Current competence with Cardiac pacing  

Current competence in Manual defibrillation  
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3. According to your perception, how well do we support a novice nurse entering the field of 
critical care nursing? 

 

 Disagree Agree 

A unit based orientation program is sufficient and no prior preparation is 
considered necessary prior to transition 

  

Sufficient support is always provided to the novice nurse during the orientation 
phase and continuing for at least the following 6 months 

  

The allocation of an appropriately qualified preceptor is always possible and 
sufficiently meets the needs of the novice nurse 

  

The supernumery period is more than adequate to help the novice nurse feel 
confident in critical care 

  

It would be beneficial to the novice nurse to receive a foundation of knowledge 
prior to entry into specialty 

  

It would be beneficial for the novice nurse to gain exposure to the critical care 
environment prior to transition through a transition program 

  

4. As a result of round 1, the following topics have been identified as highly important for 
inclusion in an entry to critical care program. Please rank in order of importance the 
topics you would perceive as being essential to include. (rank in order of 1 being the 
most important through to the least important.) 

 

 Order of 
importance 

Respiratory  assessment  

Cardiovascular  assessment  

Neurological  assessment  

Abdominal  assessment  

Haemodynamic monitoring principles  

Basic ECG analysis  

Care and management of Vasopressors and Inotropes  

Care and management of arterial lines  

Care and management of central venous catheters  

Principles of ventilation  

Non-invasive  ventilation  

Fluid management and electrolytes  

Leadership and communication  

Ethics of critical care nursing  

Renal Therapy  
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5. The following skills were identified as being important to aid the transition of a novice 
nurse into the critical care setting. How important are the following skills for a novice 
nurse entering the field of critical care to have PRIOR to entry? 

[1: very unimportant, 2: unimportant, 3: important, 4: very important] 
 

 Please tick the relevant box 

 1 2 3 4 

Communication  skills:  

Advanced communication skills     

Confidence with conflict management     

Ability to build interprofessional relationships     

Emotional:  

Self-directed learning motivation     

Effective reflective practice skills     

Goal orientated     

Interpersonal  skills : 

Critical thinking skills     

Extensive experience in the management of death and dying     

Clinical  skills:  

Competence with Tracheostomy care     

Competence with Indwelling catheter insertion     

Competence with central venous catheter care     

Competence with nasogastric tube insertion     

An understanding of haemodynamic assessment and monitoring     

Competence with the care and management of arterial lines     

Competence in cardioversion     

Advanced biochemistry knowledge     

Basic respiratory auscultation skills     

Basic chest xray interpretation knowledge     

Advanced Pharmacology knowledge     

Advanced knowledge of ECG electrode placement     

Competence with low dose vasoactive drugs     

Thank you for your participation in Round 2. Please return your answers in the envelope 
provided 



169  

Appendix 5 
 
 
 

 
 
 

 
Transition from ward to critical care nursing: How to succeed?  

 

 
 

Thank you for your participation in rounds 1 and 2 of this Delphi survey. Your responses 
have provided some valuable information. 

Round 1 provided some broad questions laying the foundations of your perceptions of the 
transition process for a novice nurse moving from ward based settings into critical care. 
Round 2 was more specific in focus and developed based on responses to round 1. A 
number of questions have drawn a consensus among the group with a majority response; 
these have now been excluded from the final questionnaire. The remaining questions will 
aim to narrow down the group responses leading towards an overall consensus. As before, 
please try to answer all the questions. 

In round 3 you are asked to either prioritise the order of importance, or scale your level of 
agreement. 

You have 2 weeks to complete and return this questionnaire. When I have received all 
responses from all participants, the findings will be collated and summarised. 

Participation in this survey will be strictly confidential and all questionnaires returned will be 
anonymous to the analyser. At no point will the participant be identified through the data they 
provide. 
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1. Please tick your response to the following: 

To be sufficiently prepared for entry into the critical care environment, it is 
recommended for a novice nurse to have a minimum of: (choose one response for 
each of the following statements) 

a) Post registration ward based experience of at least: 
0 – 6 months � 

6 – 12 months                         � 
1 - 5 years                               � 
> 5 years                                 � 
Other      

 

b) Hospital based experience working in: 
Any ward area � 

Acute care settings           � 
High dependency settings � 
This is not a requirement        � 

c) A qualification / competency in: 
Hospital based ALS � 

ARC ALS1                               � 
ARC ALS2                               � 
BLS only                                  � 

 

d) A post graduate qualification in: 
General nursing                                                                       � 
General nursing with a 6 month rotation in critical care       � 
Ward based specialty                                                              � 
This is not a requirement                                                         � 

 

2. How important are the following topics to be included in an entry to critical care 
nursing program? (please circle the relevant responses) 
[1: very unimportant, 2: unimportant, 3: important, 4: very important] 

 

Principles of cardiac monitoring 1 2 3 4 
Advanced airway skills 1 2 3 4 
Basic ECG analysis 1 2 3 4 
Advanced ECG analysis 1 2 3 4 
Competence with manual defibrillation 1 2 3 4 
Arterial blood gas interpretation 1 2 3 4 
Principles of CVC care and management 1 2 3 4 
Assessment of competence in the care of tracheostomies 1 2 3 4 
Biochemistry  analysis 1 2 3 4 
Basic CXR interpretation 1 2 3 4 
Principles of the care and management of vasoactive drugs 1 2 3 4 
Abdominal  assessment 1 2 3 4 
Fluid and electrolyte assessment an management 1 2 3 4 
Management of Non Invasive Ventilation 1 2 3 4 
Ethics in critical care 1 2 3 4 
Leadership in critical care 1 2 3 4 
Communication in critical care 1 2 3 4 

 

Thank you for your participation in Round 3. Please return your answers in the envelope 
provided 
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Appendix 6 
 

 

 
 
 

 
Transition from ward to critical care nursing: How to succeed?  

 

 
 

Dear Participants 

Thank you for your recent participation in the completion of a questionnaire in  
relation to the transition of junior nurses into the critical care environment. The aim of 
the project is to identify the need for a pre-transition program to actively prepare staff 
with the knowledge and skill base required to effectively perform under the pressures 
of the environment of critical care. The information gained from your first responses 
has highlighted some valuable points which have led to the development of 
questionnaire two. 

The Delphi process requires three rounds of questionnaires to be completed. Phase 
2 questions are based around those previously answered, with the aim of 
consolidating answers to lead towards a consensus among the group. 

For your information I have provided a summary of the answers given in round one. 
These answers reflect the opinions of the group as a whole. 

Please review these before responding to questionnaire round 2. 



172  

Question 1 asked you to rate a range of statements according to your perception of  
importance for ward nurses transitioning into criti cal care.  

 
 

Post registration ward based experience was regarded as being highly important for a new 
staff member entering the field of critical care with 89% of participants in agreement. Having 
a sound knowledge of systems based pathophysiology was regarded as important with 56% 
in agreement. 83% of participants agreed that a ward based entry to high acuity care 
program would be of value to the transitioning staff. All other factors were deemed to be less 
important. 

 
 

Question 2 asked you to rate the skills you would d etermine as relevant for the  
transition from ward to critical care nursing.  

 
 

Time management and prioritisation skills, critical thinking ability and advanced systematic 
physical patient assessment skills was agreed by 100% of the participants as being a very 
important factor in the skills required for transition into critical care. 

Advanced airway skill was considered to be an important factor with 89% identifying this was 
a necessary skill. Greater than 60% felt that the areas of having sound ECG analysis 
capability, competence in NIV and ability with arterial blood gas analysis and interpretation 
were all important skills to have in transition to working in critical care. 

Other skills identified by the participants as being a requirements for staff transitioning into 
the critical care area were: 

Communication skills 
Self-directed learning skills 
Tracheostomy care 
IDC insertion and management 
CV management 
Conflict management skills 
Reflective practice skills 
De-escalation of aggression skills 
Advanced biochemistry analysis 
Basic respiratory auscultation skills 
Basic CXR analysis 
Competency with low dose vasoactive 
drugs 

Pharmacology  knowledge Naso-
gastric tube insertion Placement 
of ECG electrodes Fluid 
assessment skills 
Ability to accept and act on feedback 
Objective writing skills 
Competence in haemodynamic monitoring 
Care and management of arterial lines 
Competency with cardioversion 
Crisis resource management skills 
Experience with death and dying 
Teamwork and IPE experience 

 
 

Question 3 was asking you to rate the level of supp ort offered to novice nurses on  
initial entry into a critical care area  

 
78% of participants agree that the completion of a transition to specialty program prior to 
transition to critical care would be beneficial to the novice nurse while 61% agree that a unit 
based orientation adequately meets the requirements. 



173  

Question 4 asked you to rate the importance of the specific topics that you perceive  
as important to be included in a transition to crit ical care program.  

 
The list below has been tabled in the order of importance highlighted by the participants. 

 

Column 1: Very important  
Haemodynamic monitoring principles 
Fluid management and electrolytes 
Basic ECG analysis 
Respiratory  assessment 
Cardiovascular assessment 
Neurological  assessment 
Care and management of arterial lines 
Management of Vasopressors and 
Inotropes 
Care of central venous catheters 
Principles of ventilation 
Non-invasive  ventilation 

Column 2: Important  
Abdominal assessment 
Ethics of critical care nursing 
Renal therapy 
Leadership and communication 
Advanced ECG analysis 
The ‘language’ and ‘jargon’ of the critical 
care environment 
Arterial blood gas analysis 
Care and management of pulmonary 
artery catheters 

 

Other topics listed by survey participants included: 
 

Advanced life support 
Renal assessment 
Organ donation 
Ethics and dilemmas 
Transport of the critically ill patient 
Death and dying 
Dealing with distressed relatives 
Self-care and coping skills 
Teamwork 
Care of the critically ill patient 
Infection control and ANTT 
Intra-hospital transport of the critically ill 
Post-op management of complex 
surgeries 
IP communication skills / assertiveness 
Crisis resource management 
RRCD training 
Cardiac arrest management 
Management of arrhythmias 

Manual defibrillation 
Biochemistry 
Advanced airway 
Tracheostomy care 
CXR interpretation 
Renal assessment 
IABP familiarisation 
Endocrinology 
Sepsis and shock 
Cardiac pharmacology 
LVAD familiarisation 
Transvenous pacing 
Nutrition (TPN, NG feeding) 
Diabetes / blood sugar management 
Management of violent/difficult 
patients/relatives 
Care of ICC 
Pharmacology – sedating & paralysing 
agents, inotropes 
Medical emergency management 

 
 



 

5. From your observations of novice nurses working in critical care areas, you were asked to list up to f our perceived barriers of  

transition into the critical care area that novice nurses may experience, (for example, feeling overwh elmed).  

The responses from this answer have been categorised under five headings looking at attributes: 
 

Relationships: 

Developing relationships 

with preceptor  

Managing conflict 

Negotiation with medical 

staff 

Staff attitudes 

Feedback from the novice 

Staff conflict 

High expectations on staff 

creating frustration 

Support & acceptance from 
staff 

Knowledge:  

Knowing what you don’t 

Aware of scope of practice 

Technology 

Ability to put in personal 
development time 

Knowledge base deficit 

Orientation progress 

Misinterpretation of 
knowledge based on length 
of time in unit 

Lack of knowledge on 
policies & procedures 

Reluctance to ask questions 

Awareness of the 
Importance of what we do 

Clinical Skills:  

Advanced critical thinking 
skills 

Recognizing rapidly 
deteriorating patients 

Unit based Competencies 
not taken into consideration 
prior to commencement 

Prioritisation 

Managing heavy workloads 

Lack of prior experience 

Tubes & lines 

Time management in critical 
care 

Emotions:  

Ability to speak up if patient 
allocation exceeds scope 

Lack of preceptor support / 
due to short staffed 

Apprehension 

Work/life balance 

Fear of the environment 

Doing the wrong thing 

Social skills 

Requirements of a positive, 
self-directed role model 

Information overload 

Feeling lost & overwhelmed 

Emotional preparation 

Ethical preparation 

Interpersonal preparation 

Physical preparation 

Intimidation 

Flexibility 

Organisation issues: 

Organisational expectations 

Structured support program 

Unit culture 

Poor orientation program 

Inappropriate mentor 
allocation 

Thank you for your participation. Round 2 questions are based on the analysis of data collected from round 1 
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Appendix 7 
 

 
 
 

 
 
 

 
Transition from ward to critical care nursing: How to succeed?  

 

 
 

Dear Participants 

Thank you for your recent participation in the completion of the first 2 questionnaires 
in this Delphi study reviewing the needs of junior nurses transitioning into the critical 
care environment. The aim of the project is to identify the need for a pre-transition 
program to actively prepare staff with the knowledge and skill base required to 
effectively perform under the pressures of the environment of critical care. The 
information gained from these initial two rounds has highlighted some valuable 
points which have led to the development of questionnaire 3. Round 2 identified 
some clear points whereby a consensus among the group has been met. This round 
will now focus on the remaining questions which remain divided in opinion in the 
group as to the importance. 

The Delphi process requires three rounds of questionnaires to be completed. Phase 
3 questions are based around those previously answered, with the aim of 
consolidating answers to lead towards a consensus among the group. 

For your information I have provided a summary of the answers given in round 2. 
These answers reflect the opinions of the group as a whole. 

Please review these before responding to questionnaire round 3. 
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Question 1 asked you to rank a range of statements identifying the requirements of  
entry into critical care according to your percepti on of importance, with 1 being very  
important through to 8 being the least important.  
A consensus was reached among the group that greater than 12 months experience working 
in an acute care setting is an important requirement prior to entry into critical care. The same 
number felt that this time should include experience working with patients in a high acuity 
care area and recommended that a sound knowledge of systems based physiology is 
important. 

 

Question 2 asked you to place the top 8 skills iden tified in round 1 as being important  
for a novice nurse to gain prior to entry into crit ical care into an order of importance.  
Again you were asked to rank this in order of 1 bei ng the most important to 8 being  
the least important.  
The top rating skills ranking 1-3 on the Likert scale were: 

• Advanced  systematic physical patient assessment skills 
• Critical thinking ability 
• Time management and prioritisation skills 

Other skills felt to be fairly important ranking an overall average of 4-5 of the Likert scale 
were: 

• Sound ECG analysis 
• Ability to care for cardiac patients 
• Current competence with intravenous cannulation 

There was no consensus drawn from the remaining categories with all being rated on the 
lower end of the scale 

 
Question 3 provided you with statements related to the level of support provided for  
novice nurses entering critical care. You were aske d to agree or disagree on the  
following  statements:  

 
A unit based orientation program is sufficient and no prior preparation is considered 
necessary prior to transition 

Sufficient support is always provided to the novice nurse during the orientation phase and 
continuing for at least the following 6 months 
The allocation of an appropriately qualified preceptor is always possible and sufficiently 
meets the needs of the novice nurse 

The supernumery period is more than adequate to help the novice nurse feel confident in 
critical care 

It would be beneficial to the novice nurse to receive a foundation of knowledge prior to entry 
into specialty 

It would be beneficial for the novice nurse to gain exposure to the critical care environment 
prior to transition through a transition program 

 
There was a strong consensus supporting the benefits for the novice nurse to gain exposure 
to the critical care environment prior to transition through a transition program. 84% 
supported this statement with the same number supporting the benefits for the novice nurse 
to receive a foundation of knowledge prior to entry into specialty. 64% agreed that the 
allocation of an appropriately qualified preceptor is always possible and sufficiently meets 
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the needs of the novice nurse, while 73% disagreed with the statement that a unit based 
orientation program is sufficient and no prior preparation is considered necessary prior to 
transition. This has drawn the consensus that a pre-transition critical care program is 
required and would benefit the novice nurse entering this area. 

 
In round 1, question 4 asked you to list the topics  you perceived to be essential to  
include in a transition to critical care program. 1 5 topics in total were identified. In  
round 2 you were asked to rank them in order of imp ortance from the highest to the  
least level of importance.  
Results to this questions were inconclusive with large variances between responses. A 
consensus was gained with the top 2 topics identifying 81% in support of respiratory 
assessment and haemodynamic monitoring ranking this in the range of 1-4 on the Likert 
scale. Cardiovascular and neurological assessment ranked highly important with 72% and 
64% agreeing with this. Ethics in critical care nursing, renal therapy, leadership and 
management and care and management of vasopressors and inotropes were all identified 
as being non important. All other categories had varied responses requiring further 
investigation. 

 
Question 5 was the final question for round 2. A ra nge of perceived barriers for  
transition into critical care identified from round  1 were listed into a skills acquisition  
table and broken down into 3 categories – communica tion, interpersonal and clinical.  
In round 2 these categories were broken down into s kills requirements for transition  
into critical care.  
A consensus was gained in most categories: 
Important / very important skills Unimportant / ver y unimportant  
Advanced communication Extensive experience with death & dying 
Confidence with conflict management Competence with arterial lines 
Ability to build interpersonal relationships Competence with cardioversion 
Self-directed learning motivation Advanced biochemistry knowledge 
Reflective thinking practice Basic chest xray interpretation 
Goal orientation 
Critical thinking skills 
IDC competence 
Competence with CVC 
Competence with NGT insertion 
Haemodynamic assessment & monitoring 
Basic respiratory auscultation skills 
Advanced pharmacology knowledge 
Advanced knowledge of ECG electrode placement 

 

 

Competence with tracheostomy care and use of low dose vasoactive drugs were 
inconclusive. 

 
Thank you for your participation. Round 3 questions are based on the analysis of data 
collected from rounds 1 and 2. 
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Appendix 8 

Table 3 (Round 2) - Knowledge and skills required to overcome the barriers 
 

 
[1: very unimportant, 2: unimportant, 3: important, 4: very important] (n= 12) 

 
(Values %) 

Rank 
order 

 1 2 3 4 Median 

1 Self-directed learning motivation 0 0 17 83 4 

2 Effective reflective practice skills 0 0 17 83 4 

3 Goal orientation 0 0 25 75 4 

4 Critical thinking skills 0 0 25 75 4 

5 Basic respiratory auscultation skills 0 8 66 25 3 

6 Advanced knowledge of ECG electrode 
placement 

0 8 75 17 3 

7 Ability to build interprofessional relationships 0 8 83 8 3 

8 Competence with indwelling catheterisation 0 8 50 41 3 

9 Competence with central venous line care and 
management 

0 17 58 25 3 

10 Competence with nasogastric tube insertion 0 17 58 25 3 

11 Haemodynamic monitoring and assessment 
skills 

8 0 91 0 3 

12 Advanced biochemistry knowledge 8 58 33 0 2 

13 Advanced pharmacology knowledge 8 75 17 0 2 
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Appendix 9 

Table 4 (Round 1) - Minimum prerequisites for transition into critical care nursing 
 

 
[1: very unimportant, 2: unimportant, 3: important, 4: very important] (n= 19) 

 
(Values %) 

Rank 
order 

 1 2 3 4 Median 

1 Experience in working with high acuity patients 
at ward level 

0 0 67 33 4.0 

2 Sound knowledge of systems based 
pathophysiology 

0 0 44 56 4.0 

3 Post registration ward based experience 5 0 5 89 4.0 

4 Greater than 12 months experience working in 
an acute care setting 

5 5 44 44 3.0 

5 A ward based ‘entry to high acuity care 
program’ 

0 5 83 11 3.0 

6 Current qualification in advanced life support 0 50 33 17 2.0 

7 Completion of a post-registration graduate 
program inclusive of a 6 month critical care 
rotation 

0 50 39 11 2.0 

8 A post registration qualification in the area of 
ward based specialty 

0 72 11 17 2.0 
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Appendix 10 

Table 5 (Round 2) - Order of prerequisite importance for entry into critical care 
 

 
[1: very unimportant, 2: unimportant, 3: important, 4: very important] (n= 12) 

 
(Values %) 

Rank 
order 

 1 2 3 4 Median 

1 Greater than 12 months experience working in an 
acute care setting 

0 0 17 83 4 

2 Experience in working with high acuity patients at 
ward level 

0 0 17 83 4 

3 Sound knowledge of systems based 
pathophysiology 

0 0 28 72 4 

4 Post registration ward based experience 0 8 66 25 3 

5 Completion of a post-registration graduate 
program inclusive of a 6 month critical care 
rotation 

17 25 42 16 3 

6 A ward based ‘entry to high acuity care program’ 0 50 33 17 2 

7 Current qualification in advanced life support 8 50 25 17 2 

8 A post registration qualification in the area of 
ward based specialty 

0 83 17 0 2 
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Appendix 11 

Table 6 (Round 1) - Clinical skills required for transitioning to critical care 
 

 
[1: very unimportant, 2: unimportant, 3: important, 4: very important] (n= 19) 

(Values %) 

Rank 
order 

 1 2 3 4 Median 

1 Time management and prioritisation skills 0 0 28 72 4 

2 Critical thinking ability in caring for the 
deteriorating patient 

0 0 50 50 4 

3 Advanced systematic physical patient 
assessment skills 

0 0 67 33 4 

4 Advanced airway management skills 0 11 78 11 3 

5 Ability to care for cardiac monitored patients 0 28 50 22 3 

6 Sound ECG analysis capability 0 28 61 11 3 

7 Competence in Non-Invasive Ventilation 0 33 67 0 3 

8 Ability with arterial blood gas analysis and 
interpretation 

0 33 61 5 3 

9 Competent in manual defibrillation 5 33 50 11 3 

10 Advanced computer skills 0 38 56 5 3 

11 Competence with intravenous cannulation 5 56 38 0 2 

12 Competency with cardiac pacing 5 56 33 5 2 
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Appendix 12 

Table 7 (Round 2) - Skillset for transition to critical care – in order of importance 
 

 
[1: very unimportant, 2: unimportant, 3: important, 4: very important] (n= 12) 

(Values %) 
 

Rank 
order 

 1 2 3 4 Median 

1 Time management and prioritisation skills 0 0 25 75 4 

2 Critical thinking ability in caring for the 
deteriorating patient 

0 0 25 75 4 

3 Advanced systematic physical assessment skills 0 0 33 66 4 

4 Sound ECG analysis capability 0 33 66 0 3 

5 Ability to care for cardiac monitored patients 8 25 58 8 3 

6 Advanced airway management skills 8 33 41 17 3 

7 Current competence in non-invasive 
ventilation 

0 41 58 0 3 

8 Current competence in manual defibrillation 0 41 58 0 3 
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Appendix 13 

Table 8 (Round 1) - Preparedness of the novice nurse entering critical care 

nursing 

[1: strongly disagree, 2: disagree, 3: agree, 4: strongly agree] (n= 19) 
 

 
(Values %) 

Rank 
order 

 1 2 3 4 Median 

1 Introducing new information over a period of time 

through a gradual orientation program is effective 

0 5 56 39 3.0 

2 Completion of a specialty program prior to transition to 

critical care would be benefit the novice nurse 

0 5 78 17 3.0 

3 Nurses with prior exposure to the critical care area prior 

to recruitment cope better with the transition process 

0 17 50 33 3.0 

4 The novice nurse receives adequate support during their 

orientation phase to the critical care environment 

0 17 56 27 3.0 

5 Preceptors are readily available to support the novice 

nurse new to the critical care area 

0 22 56 22 3.0 

6 All preceptors are experienced critical care nurses 0 28 44 28 3.0 

7 Sufficient support continues for the novice nurse 

following the orientation period 

0 28 39 33 3.0 

8 A unit based orientation program adequately meets the 

needs of the novice nurse in the critical care environment 

0 33 61 5 3.0 

9 The novice nurse feels adequately prepared to work 

independently on completion of a supernumery period 

16 39 39 6 2.0 

10 There is adequate preparation for the novice nurse to 

socialise them to the critical care environment 

5 56 33 6 2.0 
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Appendix 14 

Table 9 (Round 2) - Preparedness of the novice nurse entering critical care 
 

 
[1: strongly disagree, 2: disagree, 3: agree, 4: strongly agree] (n= 12) 

 
(Values %) 

Rank 
order 

 1 2 3 4 Median 

1 Introducing new information over a period of time 
through a gradual orientation program is effective 

0 17 0 83 4 

2 Nurses with prior exposure to the critical care area prior 
to recruitment cope better with the transition process 

0 17 0 83 4 

3 Completion of a specialty program prior to transition to 
critical care would be benefit the novice nurse 

0 17 17 66 4 

4 The novice nurse receives adequate support during their 
orientation phase to the critical care environment 

0 33 58 8 3 

5 Preceptors are readily available to support the novice 
nurse new to the critical care area 

8 25 66 0 3 

6 All preceptors are experienced critical care nurses 8 25 66 0 3 

7 A unit based orientation program adequately meets the 
needs of the novice nurse in the critical care 
environment 

25 50 25 0 2 

8 Sufficient support continues for the novice nurse 
following the orientation period 

0 75 25 0 2 
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Appendix 15 

Table 10 (Round 1) - Transition program topics ranked in level of importance 
 
 

[1: very unimportant, 2: unimportant, 3: important, 4: very important] (n= 19) 
 

(Values %) 

Rank 
order 

 1 2 3 4 Median 

1 Leadership and communication 0 0 78 22 3.0 

2 Care and management of central venous catheters 0 0 39 61 4.0 

3 Respiratory  assessment 5 0 17 78 4.0 

4 Cardiovascular  assessment 5 0 17 78 4.0 

5 Abdominal assessment 5 0 39 56 4.0 

6 Neurological  assessment 5 0 28 67 4.0 

7 Haemodynamic monitoring principles 5 0 11 83 4.0 

8 Basic ECG analysis 5 0 11 83 4.0 

9 Principles of ventilation 5 0 33 61 4.0 

10 Non-invasive ventilation 5 0 33 61 4.0 

11 Fluid management and electrolytes 5 0 11 83 4.0 

12 Care and management of arterial lines 0 5 28 66 4.0 

13 Renal Therapy 0 5 78 16 3.0 

14 Ethics of critical care nursing 0 5 83 11 3.0 

15 Care and management of Vasopressors and 

Inotropes 

0 11 28 61 4.0 

16 Arterial blood gas analysis 5 5 61 28 3.0 

17 The ‘language’ and ‘jargon’ of the critical care 
environment 

0 11 66 22 3.0 

18 Care and management of pulmonary artery 

catheters 

5 22 50 22 3.0 

19 Advanced ECG analysis 0 28 66 5 3.0 
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Appendix 16 

Table 11 (Round 2) - Order of topics required for a transition program 
 

 
[1: very unimportant, 2: unimportant, 3: important, 4: very important] (n= 12) 

 
(Values %) 

Rank 
order 

 1 2 3 4 Median 

1 Respiratory  assessment 0 0 0 100 4 

2 Cardiovascular  assessment 0 0 0 100 4 

3 Neurological assessment 0 0 17 83 4 

4 Abdominal assessment 0 0 17 83 4 

5 Principles of haemodynamic monitoring 0 0 25 75 4 

6 Basic ECG analysis 0 0 25 75 4 

7 Fluid and electrolytes 0 0 25 75 4 

8 Management of central venous catheters 0 0 33 66 4 

9 Management of arterial lines 0 0 58 41 3 

10 Non-invasive ventilation 0 0 58 41 3 

11 Management of vasopressors and inotropes 0 8 66 25 3 

12 Principles of ventilation 0 17 66 17 3 

13 Leadership and communication 0 25 41 33 3 

14 Ethics in critical care nursing 0 58 41 0 2 

15 Renal therapy 8 50 41 0 2 
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Appendix 17 

Table 12 (Round 3): Skills and knowledge required for a transition program 
 

 
[1: very unimportant, 2: unimportant, 3: important, 4: very important] (n= 12) 

 

(Values %) 

Rank 
order 

 1 2 3 4 Median 

1 Respiratory  assessment 0 0 0 100 4 

2 Cardiovascular assessment 0 0 0 100 4 

3 Neurological  assessment 0 0 0 100 4 

4 Abdominal assessment 0 0 11 89 4 

5 Principles of haemodynamic monitoring 0 0 11 89 4 

6 Basic ECG analysis 0 11 0 89 4 

7 Fluid and electrolytes 0 11 22 67 4 

8 Central venous catheter care and management 0 11 22 67 4 

9 Management of vasoactive drugs and inotropes 0 11 22 67 4 

10 Communication 0 11 67 22 3 

11 Airway management skills 0 22 77 0 3 

12 Manual defibrillation 11 11 77 0 3 

13 Care of a tracheostomy 11 11 77 0 3 

14 Non-invasive ventilation 11 11 77 0 3 

15 Ethics of critical care 11 11 77 0 3 
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Appendix 19 
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