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I
have had the privilege of practicing critical care 

nursing in 2 countries, Canada and the United 

States. Although these health care systems and 

their impact on our professional and personal lives 

are different, they have evidence-based practice 

(EBP) in common. The formal EBP movement 

originated at McMaster University in Canada as 

evidence-based medicine,1 and has grown to be 

an integral part of our clinical practice to optimize 

patient outcomes, improve care quality, and con-

tain costs.2-4 Although EBP should include patient 

values and preferences to individualize care,3,5,6 

often this goal can become challenging because of 

communication barriers with acutely ill patients. 

Everything we do in clinical practice should be 

guided by the best research evidence, rather than 

professional opinion alone.5 Therefore, clinicians 

need to bridge the gap between the development 

of new research knowledge and the translation of 

research into clinical practice. 

Critical care nurses, along with an interdisci-

plinary team, have opportunities to be involved at 

multiple stages of the EBP continuum. Our scope 

of practice in critical care is vast, yet we must remain 

flexible to meet the changing complexity of our 

patients’ needs.7 Clinicians have a responsibility to 

maintain knowledge and competency in their spe-

cialty area to provide high-quality and safe care 

based on the best available evidence.7 The AACN 

Scope and Standards for Acute and Critical Care Nurs-

ing Practice identifies expected competencies for EBP, 

research, and clinical inquiry.7 Competencies include, 

but are not limited to, formulating clinical questions, 

critical appraisal of the evidence, synthesizing qual-

ity evidence, implementing practice change, evalu-

ating outcomes, disseminating information, and 

sustaining a culture of EBP.7 These competencies 

speak to the translation of evidence into practice. 

Implementation science, also known as knowl-

edge translation, research utilization, or dissemi-

nation science,8 involves more than just being 

knowledgeable about clinical practice and imple-

menting new and exciting technologies. Implemen-

tation science is a field that explores the continuum 

of EBP, focusing on the systematic process of how 

to implement evidence into clinical practice and 

how to evaluate that process.9 Critical care nurses 

are frequently involved with the implementation 

of research into clinical practice; for example, using 

multifaceted intervention strategies to decrease 

central catheter–associated bloodstream infection10 

and ventilator-associated pneumonia.11 We have 

celebrated numerous EBP achievements. Can 

you remember at least 1 patient who was saved 

by avoiding a complication such as a hospital-

acquired infection? 
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An emerging area of implementation science is the 

concept of de-implementation (stopping, reducing, or 

substituting a practice).12-15 De-implementation may be 

necessary when a practice is tradition based, has nega-

tive outcomes, or is not cost or resource effective.12 

Clinicians are encouraged to question clinical practices 

to ensure they are based on evidence and do not cause 

harm to the patient.16 The Choosing Wisely initiative 

identified 25 practices that should be questioned by 

nurses and patients. This initiative challenged us to 

look at the evidence and use clinical judgement before 

practicing the way that we have always done it.17 Although 

de-implementation terminology may be new, many 

of us have had experience with de-implementation pro-

cesses, such as decreasing the use of urinary catheters 

to minimize risk for catheter-associated urinary tract 

infection.18 However, because of psychological biases 

we sometimes attach to our practices, undoing a pro-

cess may not be as simple as just reversing the imple-

mentation process.19,20 

As mentioned, some of our practices lack high-quality 

research evidence, such as tradition-based practices, 

new emerging practices, and new devices. Clinicians 

use critical thinking and clinical judgment to devise 

practice plans for short-term solutions. But what about 

long-term solutions? Gaps in the research evidence are 

frequently identified by clinicians, students, educators, 

and researchers. Recommendations are often suggested 

in presentations and research articles to perform addi-

tional or more rigorous research. Who will perform this 

important research to advance critical care nursing prac-

tice? A shortage of doctorally prepared nurses exists in 

the United States. The majority of doctoral nursing stu-

dents are between the ages of 45 and 54 and have a lim-

ited number of years left in the workforce.21 Ideally, 

early career nurses would train as nurse scientists and 

would develop programs of research over a period of 

many years. Who better to perform critical care research 

than an expert critical care nurse clinician who is also 

trained as a researcher? Have you ever considered a 

role in research development? High-quality research 

evidence is a necessary component for successful EBP. 

As we approach the New Year, it is often a time of 

self-reflection. Some of us may be thinking about making 

New Year’s resolutions. Have you considered a professional 

resolution for the New Year? Maybe you are inspired to 

learn more about EBP or research? Do you have any 

opportunities to become involved in an implementation 

project on your unit? How about a de-implementation 

project? Unit-based and institutional practice councils 

are a great way to become involved and learn more about 

EBP. Consider getting involved in a research project in 

your workplace. You may want to explore opportunities 

to become involved in the planning phase and/or collect 

data as a research nurse. Your clinical expertise will be 

invaluable to assist with the design of clinically based 

research projects. If your institution has a Center for 

Nursing Research, consider reaching out to see if there 

are any opportunities to participate. 

Beyond contributions to EBP or research in the 

clinical setting, will this be the year you further your 

academic education? All nursing degree programs, 

including RN-BSN, MSN, and a doctorate, will enhance 

your knowledge of EBP. Several doctoral degrees are 

available in nursing; 2 of the more common degrees 

are Doctor of Philosophy (PhD) and Doctor of Nursing 

Practice (DNP). PhD programs train nurse scientists to 

develop new research evidence,22 and DNP programs 

train nurses to become experts in knowledge translation 

in the practice setting.23 

After completing my initial nursing education at a 

community college in Canada (comparable to an associ-

ate degree), I thought I had reached my career goals 

after I attained RN licensure and secured employment 

in a large, academic intensive care unit (ICU). Little 

did I know that I would return to school for 3 addi-

tional degrees (RN-BScN, MScN, and PhD). My first 

research idea came to me while working a night shift 

as a staff nurse in the ICU; it led to a collaboration with 

an interdisciplinary team and completion of a small 

pilot study in the ICU. This experience inspired me to 

begin my journey of research development. I also con-

tinue to learn and grow in my understanding of imple-

mentation science. The development of research evidence 

alone is not enough to change practice.  

Most health care professionals are already involved 

with EBP and work diligently to provide the best care 

possible. For those looking for new opportunities, I hope 

I have provided some ideas to ponder. Every step of the 

research and EBP continuum is critical to our overall 

success in health care. Any contribution that individual 

nurses make to providing evidence-based care is a step 

in the right direction. As critical care nurses, we con-

tinue to work as part of an interdisciplinary team to 
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provide the best evidence-based care possible to achieve 

positive patient outcomes. 

All the best for the holiday season and the New 

Year! ���

Annette M. Bourgault, PhD, RN, CNL

Associate Editor
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