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Vision statement
The voice for excellence in Canadian Critical Care Nursing

Mission statement
The CACCN is a non-profit, specialty organization dedicated 
to maintaining and enhancing the quality of patient- and fam-
ily-centred care by meeting educational needs of critical care 
nurses.

Engages and empowers nurses through education and net-
working to advocate for the critical care nurse.

Develops current and evidence-informed standards of critical 
care nursing practice.

Identifies professional and political issues and provides a strong 
unified national voice through our partnerships.

Facilitates learning opportunities to achieve Canadian Nurses 
Association’s certification in critical care.

Values and beliefs statement
Our core values and beliefs are:
• Excellence and Leadership

■ Collaboration and partnership
■ Pursuing excellence in education, research, and practice

• Dignity & Humanity
■ Respectful, healing and humane critical care environments
■ Combining compassion and technology to advocate and 

promote excellence
• Integrity & Honesty

■ Accountability and the courage to speak for our beliefs 
■ Promoting open and honest relationships

Philosophy statement
Critical care nursing is a specialty that exists to care for patients 
who are experiencing life-threatening health crises within a 
patient/family-centred model of care. Nursing the critical-
ly ill patient is continuous and intensive, aided by technology. 
Critical care nurses require advanced problem solving abilities 
using specialized knowledge regarding the human response to 
critical illness.

The critical care nurse works collaboratively within the inter-
professional team, and is responsible for coordinating patient 
care using each member’s unique talents and scope of practice 
to meet patient and family needs. Each patient has the right to 
receive care based on his/her personal preferences. The critical-
ly ill patient must be cared for with an appreciation of his or her 
wholeness, integrity, and relation to family and environment. 

Critical care nurses plan, coordinate and implement care with 
the health care team to meet the physical, psychosocial, cultur-
al and spiritual needs of the patient and family. The critical care 
nurse must balance the need for the highly technological envi-
ronment with the need for safety, privacy, dignity and comfort.

Critical care nurses are at the forefront of critical care science 
and technology. Lifelong learning and the spirit of enquiry 
are essential for the critical care nurse to enhance profession-
al competencies and to advance nursing practice. The critical 
care nurse’s ability to make sound clinical nursing judgments is 
based on a solid foundation of knowledge and experience.

Strategic plan: Five pillars

1. Leadership:
• Lead collaborative teams in critical care interprofessional 

initiatives
• Develop, revise and evaluate CACCN Standards of Care 

and Position Statements
• Develop a political advocacy plan

2. Education: 
• Provision of excellence in education
• Advocate for critical care certification

3. Communication & Partnership:
• Networking with our critical care colleagues
• Enhancement and expansion of communication with our 

members 

4. Research:
• Encouraging, supporting, facilitating to advance the field 

of critical care

5. Membership:
• Strive for a steady and continued increase in CACCN 

membership                                                                            

Canadian Association 
of Critical Care Nurses
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This spring I will be 31 years as a nurse. A pediat-
ric nurse, in fact. And for 29 of those years it has been 
my privilege both as a bedside nurse and as an adminis-

trator, to serve children and families who face life-threatening 
illnesses or injuries. In life we wear many hats, but pediatric criti-
cal care nurse has been an identity that I have proudly held over 
these many years. All of us in CACCN share that identity with 
the same pride. You know what I mean… someone finds out you 
work in critical care and he/she says “Wow… that must be so 
hard!” Or makes the comment “It takes a special person to do 
that.” We often don’t know how to respond to this and, so, to 
reply to the first question we might say, “Yes it is hard.” Or “Yes 
it is challenging, but I enjoy the work.” To the second comment 
we may shyly shrug off the remark, almost embarrassed to say 
anything for fear of looking self-serving. That is normal. But I 
want to say now that it is time to begin to answer those questions 
differently. It is time that critical care nurses begin to provide the 
real insight on what we do “inside” the critical care units across 
Canada where our members work. It is time to find our voice!

As I write this column in late January, I am making a transi-
tion in my nursing career that will alter my path over the next 
few years of my working life, pre-retirement. As I ponder what 
I wish to do during this time, I am taking an inventory of my 
skill sets and reflecting on what I have to offer, and what I 
would like to do. Whatever it is, it will be my choice. It is still a 
little daunting to think about at this time, yet very exciting and 
energizing in so many other ways. It is about a new beginning. 
So, in starting to take inventory of my skills and to think about 
creating this next stage of my career, I am reflecting on ALL 
that I have learned, ALL that I have witnessed, ALL the ways 

I have responded under pressure and ALL the incredible criti-
cal care nurses I have worked with over the years, both in my 
own hospital, as well as those I have met across the country net-
worked through CACCN. No matter where we work in Canada, 
we are connected. We do know what goes on behind the doors 
of the intensive care unit and we share that bond. We have an 
amazing amount of talent to offer, as a group and as individu-
als. With this knowledge and insight, I have confidence that my 
career transition will be an exciting opportunity for me.

The national board of directors (BOD) is very actively planning 
to increase the profile of critical care nurses in Canada so that 
our voice is sought on issues of national and local importance. 
We are drawing upon the skills we learned to speak on behalf of 
the patients and families we serve at the bedside to now speak 
to the media, to write for the press and to dialogue with other 
American and international critical care nursing associations. 
We are the “Voice for Excellence in Canadian Critical Care 
Nursing!” And we want to be heard. With this in mind, the 
BOD will be boldly (not shyly) speaking on issues that we know 
are of importance to us in the workplace. We will be speaking 
to the public on what we do and how we do it. We will describe 
what “that must be hard” looks like and, yes, we will show what 

“special people we are!”

Recently, I was presented with the statement “Your nurses 
have been described as elite at times and some people who 
don’t work there can be intimidated by their manner.” My 
reply: “Critical care nurses often get that criticism. I accept it 
in a positive way. The environment we work in demands quick 
thinking, courageous and bold leadership by nurses who are 
exceedingly knowledgeable and skilled and who are not afraid 
to take action and make decisions under pressure. They have 
to take charge on a moment’s notice to do the right thing for 
their patient because to settle for less is unacceptable. Winning 
for your patient is everything in critical care when moments 
count to do the right thing. You would not survive in the ICU 
environment with a personality that is demure and risk averse. 
So when others see that style, I can understand why it may be 
intimidating to them. Elite? It does not feel like that when you 
are on the ‘inside.’ Special? Absolutely!”

Being a critical care nurse gives one perspective on what is truly 
important and what is not so important in life. As we work with 
families facing critical illness, we see what the definition of 
courage is every day. It changes us. I was very much reminded 
of this when I was saying my farewells to some of my teams and 
staff this month. I was feeling sad to be leaving behind those I 

CRITICAL THINKING

It is all about perspective…

����
����

continued on page 6…
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worked with for so many years. But as I came into the emergency 
department an ambulance had just arrived with a nine-month 
old baby, CPR in progress. The child was found by a parent, 
pulseless after being put down for a nap. The child could not 
be resuscitated. I saw once again what true tragedy looks like. 
Perspective once again.

I am happy to report that CACCN membership numbers 
are slowly but steadily rising in the last seven months (June-
December 2010) compared to the same timeframe last year. 
This is very encouraging, as there appears to be the begin-
ning of a reversing trend of the first three months of this fiscal 
year (and previous years). Finally we are gaining more mem-
bers than we are losing, which is a combination of finding new 
members and retaining previous members. But we are far from 
where we can and should be in representing critical care nurses 
across the country and that is where we need each of our cur-
rent 1,131 members to find your voice! I challenge you once 
again to speak to one co-worker and get them to join. Be bold. 
Do the right thing. Take action. Find a member.

So, as the spring season is approaching, it is a time of growth 
and renewal in nature. For me, this is exceedingly true, as I con-
sider my career options in critical care. For CACCN, we are also 
heading into a period of planned growth based on a strategic 
direction to increase the profile of critical care nursing in Canada 
and abroad. It starts with each one of you finding your voice and 
NEVER being afraid to speak out for the right thing and to do the 
right thing, whether that is for your patients and families, your col-
leagues or yourself. Anything less is compromise. Anything less is 
unacceptable. The high road is the road less travelled. CACCN is 
setting its GPS to travel along the high road! Stay on for the jour-
ney and pick up a hitchhiker along the way!                                      

Take care of yourself and one another,
Kate Mahon,
President

*Note: This column is particularly dedicated to the staff of 
PICU at the IWK Health Centre in Halifax for always doing 
the right thing even when the right thing is very difficult! I am 
proud of you.

CACCN calendar of events

DATES TO 
REMEMBER!

March 1: Call for Dynamics 2012 Planning Committee 
members deadline

March 23–25: CACCN Board of Directors F2F Meeting, 
London, ON

April 30: Twin and Win deadline

April 30: Chapter Quarterly Reports (Jan.–March 2011) 
and Annual Reports (April 1, 2010–March 31, 2011) due in 
National Office

May 1: Nursing Week Contest deadline

June 1: Spacelabs Innovative Project Award deadline

June 1: BBraun Sharing Expertise Award deadline

June 1: The Guardian Scholarship—The Baxter Corporation 
Award for Excellence in Patient Safety deadline

June 1: The Brenda Morgan Leadership  
Excellence Award deadline

June 1: Cardinal Health Chasing Excellence Award deadline

July 4: Dynamics 2011 online conference registration available

July 5: CACCN National Board of Directors—Nomination 
deadline. Visit www.caccn.ca or contact National Office for 
nomination packages.

July 31: Chapter Quarterly Reports (April–June 2011) due 
in National Office

September 1: Smiths Educational Award Application deadline

September 2: Dynamics 2011 Early Bird Conference 
Registration deadline

October 3: Dynamics 2011 Conference Registration deadline

October 10: CACCN Annual General Meeting  
Proxy Vote deadline

October 13–14: Board of Directors F2F Meeting, London, ON

October 15: Chapter Connections Day, London, ON

October 16–18: Dynamics of Critical Care 2011, London, ON

October 16: CACCN Annual General Meeting, London, ON

October 31: Chapter Quarterly Reports (July–Sept. 2011) 
due in National Office

November 13–16: Critical Care Canada Forum 

December 31: Chapter Quarterly Reports  
(Oct.–Dec. 2011) due in National Office

Awards available to CACCN members
Criteria for awards available to members of the Canadian 
Association of Critical Care Nurses are published on page 
27–32 of this issue of Dynamics.

Call for Dynamics 2012 conference 
planning committee members
Dynamics 2012 will be held September 23–25, 2012, at the 
Westin Bayshore in Vancouver, British Columbia, and will be 
chaired by Tricia Bray. CACCN members interested in work-
ing on the conference planning committee should submit a 
resume/CV and summary of conference planning experience 
to the CACCN National Office by March 1, 2011. Planning 
Committee selection will take place in March 2011. For fur-
ther information on this exciting opportunity, please contact 
the CACCN National Office, PO Box 25322, London, ON  
N6C 6B1; www.caccn.ca; email: caccn@caccn.ca; phone: 
(519) 649-5284; fax: (519) 649-1458. (Planning experience 
is appreciated, but not a requirement for submission.)

…continued from page 5
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It is a new year and all of us on the editorial board for 
Dynamics wish you a safe, healthy and prosperous year. 
Watch for some exciting changes to the journal this 

year—beginning with this issue and its new look and the title 
shortened to just “Dynamics”. We would love to hear from you 
and your comments about the new look. 

In congruence with President Mahon’s theme of “Finding Your 
Voice,” we hope this will be the year for you to find your voice 
in whatever manner that may take—sharing your stories in 
the journal, submitting an abstract for the national fall con-
ference, or presenting locally to your chapter. We encourage 
you to raise your voice and advocate the differences critical 
care nurses make every day across the nation.

In this issue we have one original article. Doucette and her 
students share the experiences of the student nurses who 
completed their first medical-surgical rotation in a critical 
care setting. They also share with us how this setting can con-
tribute to the enrichment of future nursing education and 
practice. We also include our regular columns—Research 
Review and ISMP Canada.

Also, a reminder that we hope to produce a special issue of 
Dynamics this year on end of life in the ICU. Manuscripts are 
due to me by May 1, 2011. If you need assistance, please contact 
me or any member of the editorial review board.                         

P. Price, RN, PhD
Clinical Editor

FROM THE  
CLINICAL EDITOR

Journal redesign
On behalf of the CACCN Board of Directors and Editorial 
Review Board, I am very pleased to present a new look for 
our journal, Dynamics.  

Spring brings the promise of warmth and sunshine; it is a 
time of renewal and new growth, and so it seemed an appro-
priate time to present a refreshed Dynamics. It has been 11 
years since the dark green cover was introduced, a change 
from the grey covers.

You will notice that the journal name has been simplified to 
Dynamics and each original article shows the full citation at 
the end of the abstract. The print type has changed and the 
page format has been altered to, what I hope you find, a very 
reader-friendly view. The colouring and format of the new 
look was inspired by our CACCN website.

I wish to thank Heather Coughlin and Sherri Keller from 
Pappin Communications for their ideas, creativity and 
support.

Tricia Bray
Publications Chair
CACCN National Board of Directors

Call for manuscripts
We are planning a special issue of Dynamics with the 
theme of “End-of-Life and Critical Care Nursing.”

Please submit your manuscript to Paula Price by May 1, 
2011.

For enquiries, please contact Paula Price at  
pprice@mtroyal.ca

Future sites  
of Dynamics  
conferences
Dynamics 2011:  
October 16–18, London, ON

Dynamics 2012:  
September 23–25, Vancouver, BC

Dynamics 2013:  
September 19–24, Halifax, NS

Dynamics 2014:  
September 20–23,  
Quebec City, QC

Dynamics 2015:  
TBD, Winnipeg, MB
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Nursing: The Health of Our Nation 
Celebrating 2011 National Nursing Week 

Submit a photo, story or poem promoting  
“Nursing: The Health of Our Nation” 

and Critical Care Nursing 

Win Early Bird Tuition to Dynamics 2011 
October 16 to 18, 2011, London, ON

Canadian Association of Critical Care Nurses  
2011 National Nursing Week Contest 

Contest Deadline: May 1, 2011  
Submit your entry to: CACCN, P.O. Box # 25322,  

London, ON, N6C 6B1 or  
Fax to 519-649-1458 or email to caccn@caccn.ca 

Entry Rules
• Current / Active CACCN Members may participate 
• Only original entries will be accepted  
• Individual and / or team entries will be accepted 
• Entries must include the following information: 

■ Contact name and address
■ CACCN membership number 
■ Contact email address and telephone number

• Winning entry receives ONE FREE early bird Tuition 
(value $440) 

• Entries must be received by 2359 hours on May 1, 2011 to 
qualify (no exceptions) 

• Contest winners will be notified in writing by May 7, 2011 
• Entries may be published in CACCN publications

����
����

Spacelabs Innovative  
Project Award  
We’ve moved the date!
In order to better serve our members with a streamlined 
approach to award submissions, the deadline for the 
Spacelabs Innovative Project Award has been moved to 
June 1. Do you have a unique idea relevant to critical care 
nursing? Does it impact professional development or quality 
improvement? Then consider the Spacelabs Innovative 
Project Award with its new application deadline of June 1.

We would like to thank Spacelabs Healthcare for their 
recognition of the exceptional work of the members of 
CACCN, through their continued sponsorship of this award.

Finding Our Voice
Did you know?

• CACCN is regularly asked for permission to adapt and 
reproduce information and figures from articles published 
in Dynamics.

• CACCN Standards for Critical Care Nursing (4th edition) 
can now be found on the CNA NurseONE portal.

• Critical care nurses in Ireland requested, and were 
granted, permission to use and adapt our standards to 
help develop their own document.

• CACCN Standards were a part of the curriculum revision 
presentation to the British Columbia government by the 
British Columbia Institute of Technology for their critical 
care certificate program.

• Copies of the standards were provided to a Nova Scotia 
hospital for inclusion in their orientation binder for new 
critical care nurses.

Critical care nursing research
Are you interested in critical care nursing research? CACCN 
is building a national network of critical care nurses with 
an interest in research. Our long-term goal is to conduct a 
national nursing study. Please submit your name and contact 
information to CACCN National Office at caccn@caccn.ca. 

For enquiries, please contact Tricia Bray, Director, Publications 
and Research, at publications@caccn.ca
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The CACCN develops position statements to provide summaries of CACCN views on issues pertaining to critical care nurses and 
their nursing practice. Critical Care Nurses from across the country participate in the creation of all position statements. CACCN 
position statements are reviewed at a minimum of every five years to ensure applicability to practice. The following statements 
were approved by the CACCN National Board of Directors on January 19, 2011. Please visit www.caccn.ca to view all CACCN 
position statements.

CACCN Position
Critical care nurses have an important and integral contribu-
tion to make in the provision and enhancement of end-of-life 
(EOL) care through their varied roles. Due to the fact that end-
of-life care is emerging as a comprehensive area of expertise 
in ICU, these contributions can be provided through direct 
practice, research, education, administration and policy. EOL 
care demands the same level of knowledge and competence 
as all other areas of ICU practice (Truog, Campbell, & Curtis, 
2008). CACCN endorses the Canadian Nurses Association 
(CNA) position statement on “Providing Nursing Care at the 
End of Life”. End-of-life care is rooted in the CNA’s Code of 
Ethics for Registered Nurses. The code endorses that nurses 
strive to foster comfort, alleviate suffering, provide adequate 
pain and symptom relief, and support a dignified and peace-
ful death.

CACCN endorses that the following factors are essential for 
nursing practice for patients who must spend their final days 
in the ICU environment:
• Every patient and their significant others, as defined by 

the patient, have a right to information about prognosis 
and the benefit of interventions. The term “benefit” may 
range along a continuum from significant, uncertain to 
no benefit.

• The provision of knowledge regarding prognosis and ben-
efit of interventions allows the patient and family to make 
informed decisions about the suitable course of action 
including, when applicable, the withdrawal or withholding 
of life support.

• Frequent, clear, understandable, consistent and updated 
information must be provided as close as possible to admis-
sion and throughout the course in critical care in order to 
enhance mutual trust and diminish the possibility of con-
flict. A holistic approach to the provision of care, focused 
on continuity, comfort, and palliation, assists the patient 
and family to feel supported.

CACCN endorses that both health care institutions and pro-
vincial associations have a responsibility in directing the 
process of the provision of end-of-life care.
• Nurses in critical care need opportunities through education 

and mentoring to develop their competency in providing 
end-of-life care around the areas of: communications skills to 
advocate for patients and families, standardized approaches 
to pain and symptom management and seeking and provid-
ing emotional support to patients, families and members of 
the health care team, including the nurse.

• Health care institutions need to develop policies and pro-
cedures to support the critical care nurse in the provision 
of end-of-life care. These processes should be developed in 
conjunction with the critical care nurse, collaborative inter-
professional team and organization to reflect a culture of 
caring and demonstrate a family-centred approach.

• Processes and clinical guidelines must be developed and 
implemented to prevent or resolve conflict at the family 
level and between the health care team and family ensuring 
that decisions are made in the best interest of the patient.

• On-site debriefings or counselling must be available to sup-
port the critical care nurse and the interdisciplinary team.

POSITION STATEMENT:  
Providing End-of-Life Care  
in the Intensive Care Unit

Canadian 
Association of 
Critical Care Nurses

CACCN Document: Providing End of Life Care in the Intensive Care Unit 2010. Statement date: January 19, 2011. This statement replaces CACCN 
Position Statement: Withholding and Withdrawing of Life Support 2001. Permission to reproduce statement is granted. Please acknowledge the Canadian 
Association of Critical Care Nurses (CACCN). Canadian Association of Critical Care Nurses. (2011). Position statement: Providing end-of-life care in the 
intensive care unit. Dynamics, 22(1), 9–10.
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Background
This position statement on providing end-of-life care is based 
on certain ethical values and principles:
• Health care professionals ought to act in ways that promote 

and respect informed decision-making of the individual 
for whom they are providing care. This provision of care 
ensures the preservation of dignity and maximization of 
health benefits.

• Patients have a right to information about diagnosis, prog-
nosis, and treatment options, including benefits and risks. 
Patients who are considered capable to make treatment 
decisions but are non-verbal due to ventilation or sedation 
require opportunities to be informed about their current 
health status through alternative methods of communica-
tion and sedation interruptions (when possible) to allow 
them to make treatment decisions including continuation 
of life support*.

• Patient-/family-centred care is continuous and is especially 
important at end of life in order to support families faced 
with making decisions that would reflect the patient’s wish-
es when the patient is not able to do so.

• Discussions with the patient are essential to determine 
wishes about end-of-life care. If the patient lacks the 
capacity to make treatment decisions, discussions must 
then take place with the designated decision-maker(s) 

and/or family to ascertain if they are aware of the patient 
having any expressed end-of-life care wishes.

• Nurses work collaboratively with the interdisciplinary team 
to advocate for the implementation of the patient’s wish-
es ensuring that the patient and family have information, 
knowledge and support to come to consensus about end-of-
life decisions.

• When advanced care directives** are in place, every effort 
must be made to ensure that these directives are followed in 
order to respect the rights and wishes of the patient.

• The plan of care for each patient must be developed with 
respect to all aspects of the individual’s diversity.

* Life support refers to the provision of any or all of the follow-
ing: assisted ventilation, inotropic/vasopressor support, and 
all or any mechanism utilized to maintain and/or support 
the life of a patient. The decision to provide cardiopulmo-
nary resuscitation and life support should be supported by 
clear organizational guidelines.

** Advanced care directives may be defined as a formal written 
document outlining the wishes of the patient with regard to 
health care.                                                                                            

Approved by the CACCN Board of Directors
Date: January 19, 2011
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POSITION STATEMENT:  
Advanced Nursing Practice in Critical Care

The Canadian Nurses Association’s (CNA) Advanced Nursing 
Practice National Framework (2008) identifies the demand for 
collaborative, innovative clinical practitioners who can serve as 
leaders in health care. Nurses in advanced nursing practice (ANP) 
roles are well positioned to respond to the changing needs of 
health care and, as such, the Canadian Association of Critical Care 
Nurses (CACCN) believes that a national definition of ANP in 
critical care (ANP-cc) is crucial to the continued development of 
these roles in Canada. CACCN’s first position statement was pub-
lished in 2002. The purpose of this revised statement is to continue 
to promote a common understanding of ANP-cc and to enhance 
role definition and implementation, specifically the clinical nurse 
specialist in critical care (CNS-cc) and nurse practitioner in criti-
cal care (NP-cc). Therefore, CACCN has continued to build on the 
landmark papers from CNA (2000, 2002, and 2008).

ANP-cc is an umbrella term. It describes an advanced level 
of nursing practice that maximizes the use of in-depth nurs-
ing knowledge and skill in meeting the complex health care 
needs of patients (individuals, families, groups, and communi-
ties) requiring critical care nursing. ANP-cc may occur in such 
settings as neonatal, pediatric, adult, medical, surgical, trauma, 
cardiac, and neurologic critical care units located within sec-
ondary, tertiary or quaternary level facilities.

CACCN endorses that all nurses in an ANP-cc role hold a 
master’s or doctorate degree in nursing and have demonstrat-
ed clinical expertise in their critical care specialty. Therefore, 
nurses in an ANP-cc role have expertise in critical care prac-
tice such that they are able to analyze, synthesize and apply an 
advanced level of knowledge that is grounded in nursing the-
ory and other theoretical foundations, as well as research, and 
the individual’s unique experience.

Nurses in ANP-cc function both autonomously and in collabo-
ration with patients, families and other health professionals to 
comprehensively manage the health care needs of a specific crit-
ical care population. The focus of ANP-cc is to manage complex 
situations and/or the complex needs of patients with episodes 
of actual or potential acute and/or life-threatening illnesses, 
minimize complications, restore maximal health potential, and 
provide holistic nursing care. Health care interventions in this 
setting may be restorative, rehabilitative, maintenance or pal-
liative in nature.

Competencies related to clinical, consultation and collabora-
tion, leadership, and research are woven into ANP-cc practice. 
These competencies incorporate the previously identified five 
interrelated domains of practice: clinical, education, research, 
consultation, and leadership (CACCN, 2002). The propor-
tion of time dedicated to each competency will continuously 
vary depending on the setting in which nurses in ANP-cc roles 
are employed, the needs of the patients cared for in that set-
ting, and the expertise of the nurse in the role. Although there 
are variations in the implementation of the competencies, 
ANP-cc practice always includes a clinical practice component. 
Integrated within the practice of each competency are expert 
skills related to communication, collaboration, and ethical deci-
sion-making, as well as effectively moving through the transition 
of change. Nurses in ANP-cc roles apply these competencies 
across three spheres of influence: the patient (and family); nurs-
ing, both the individual and the profession; and organizational 
systems.                                                                                            
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Definition
The nurse practitioner in critical care (NP-cc) is a registered 
nurse in an advanced nursing practice (ANP) position with a 
minimum of a master’s in nursing and additional educational 
preparation from an accredited acute care or critical care NP 
program and who has clinical expertise in a critical care nurs-
ing subspecialty. The NP-cc has advanced knowledge, skill and 
training in health assessment, physiology, pathophysiology, 
pharmacology, diagnostic reasoning, clinical decision-making, 
therapeutic interventions, family nursing, and ethical decision-
making. The NP-cc has the authority through an enhanced 
legislated scope of nursing practice to diagnose, order and 
interpret diagnostic tests, prescribe and perform restricted pro-
cedures (CNA, 2009).

Qualifications
• Registered nurse
• Minimum of master’s degree in nursing
• Current critical care expertise
• Current appropriate life support certificate(s) (e.g., ACLS, 

PALS, N-ERP)
• Licensure as appropriate for jurisdiction
• CNA’s specialty certification in critical care or equivalent to 

critical care subspecialty (recommended)

Scope of practice
The NP-cc is expected to practise in each of the following ANP 
core competencies: clinical, consultation and collaboration, 
leadership, and research (CNA, 2008). These competen-
cies incorporate the previously identified five interrelated 
domains of practice: clinical, education, research, consulta-
tion and leadership (CACCN, 2002). These competencies are 
not separate and distinct, but are woven into the everyday 

functioning of the NP-cc role. The NP-cc applies these com-
petencies across three spheres of influence: the patient (and 
family); nursing, both the individual and the profession; and 
organizational systems. Integrated within the practice of each 
competency are expert skills related to communication, col-
laboration, and ethical decision-making, as well as effectively 
moving through the transition of change. 

The NP-cc devotes the majority of time to direct patient/family 
clinical care, which includes complex monitoring and thera-
pies and high-intensity interventions within the full range 
of high-acuity and technologically complex care. The NP-cc 
integrates the skills and knowledge from nursing and medi-
cine within a broad framework of advanced nursing practice. 
The NP-cc functions both autonomously and in collaboration 
with physicians and other health professionals to: (a) stabi-
lize and manage, in a comprehensive manner, the complex, 
multisystem, life-threatening illnesses of an assigned number 
of acute and chronic critically ill patients (and their fami-
lies); (b) minimize complications; (c) restore maximal health 
potential; (d) provide holistic nursing care to the patient and 
family; (e) implement strategies to minimize or prevent the 
problems for which these patients are at risk; and (f) facilitate 
and coordinate quality end-of-life care when curative goals 
cannot be achieved.

The NP-cc shares specialized knowledge with other mem-
bers of the interdisciplinary team to achieve treatment goals 
and provide continuity of care. The NP-cc acts as a resource 
person, preceptor and mentor for nurses, students and other 
professionals. The NP-cc advances the education of nurses 
and clinical partners through publications and presentations. 
As a clinical expert within the critical care specialty, the NP-
cc partners with nursing colleagues to facilitate the patients’ 
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and/or families’ learning and promote an environment that 
maximizes their understanding, participation, and control in 
their health.

The NP-cc shares specialized knowledge and provides con-
sultation to patients, nurses, other health professionals 
(both internal and external to the organization), health care 
facilities/institutions, organizations (local, national, and 
international), and policy-makers. The NP-cc consults with 
others to improve patient care, and to deal with complex and 
challenging situations faced in the critical care setting.

The NP-cc enhances excellence in critical care nursing by 
critically appraising research findings and implementing 
strategies to translate them into practice to improve patient 
care. The NP-cc has knowledge in research methodology, 
identifies, conducts, and collaborates in the development of 
nursing and/or interdisciplinary critical care research and 
quality improvement projects.

The NP-cc provides professional leadership in the develop-
ment of standards, policies, procedures, and outcome measures 
related to critical care and the development of NP-cc advanced 
practice. The NP-cc plans, implements, and evaluates chang-
es in clinical practice. The NP-cc provides clinical leadership 
by acting as a resource, facilitator, coordinator, role model, 
and advocate. The NP-cc’s leadership responsibilities should 
enhance the clinical focus of the role.

CACCN believes that time, opportunity and other supports are 
needed for the NP-cc to engage in the full scope of the role. The 
integration of the core competencies will continuously evolve 
depending on the critical care subspecialty in which the NP-
cc is involved, that is, the predictability and complexity of the 
patients/families cared for by the NP-cc in the critical care set-
ting, the needs of the nursing staff, as well as the education and 
experiential learning of the nurse in the NP-cc role.               
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POSITION STATEMENT
Clinical Nurse Specialist in Critical Care

Definition
The clinical nurse specialist in critical care (CNS-cc) is an 
advanced nursing practice role in critical care (ANP-cc) who 
holds a minimum of a master’s degree with clinical expertise 
in a critical care specialty. The CNS-cc’s practice is based on 
an in-depth knowledge of critical care nursing and other sci-
ences gained through advanced nursing education and clinical 
experience. The CNS-cc influences change at the individual 
and system levels to impact the delivery of health care to the 
patient and family. The CNS-cc functions both autonomous-
ly and in collaboration with other health care professionals to 
manage, support, and coordinate the care of acute and chronic 
critically ill patients.

Qualifications
• Registered Nurse
• Minimum of master’s degree in nursing 
• Current critical care expertise
• Current appropriate life support certificate(s) (e.g., ACLS, 

PALS, N-ERP)
• CNA’s specialty certification in critical care or equivalent to 

critical care subspecialty (recommended)

Scope of practice
The CNS-cc is expected to practise in each of the following 
ANP-cc core competencies (CNA, 2008): clinical, consultation 
and collaboration, leadership, and research. These competen-
cies incorporate the previously identified five interrelated 
domains of practice: clinical, education, research, consulta-
tion and leadership (CACCN, 2002). These competencies 
are not separate and distinct, but are woven into the every-
day functioning of the CNS-cc role. The CNS-cc applies these 
competencies across three spheres of influence: the patient 
(and family); nursing, both the individual and the profession; 
and organizational systems. Integrated within the practice of 
each competency are expert skills related to communication, 

collaboration, and ethical decision-making, as well as effec-
tively moving through the transition of change.

The foundation of the CNS-cc role is grounded in advanced 
critical care clinical practice. The CNS-cc is prepared to assess 
and intervene in complex, actual or potential acute and/or life-
threatening health problems within the selected critical care 
subspecialty. To ensure continuity of care, the CNS-cc leads 
and facilitates the transition of these patients and their families 
across the continuum of acute and critical care services, which 
may span a variety of settings, including, but not limited to, the 
critical care unit, alternate care facilities, ambulatory-care, in-
patient units, emergency, and the home. The CNS-cc provides 
evidence-based nursing care to meet the unique needs of the 
acutely and critically ill patients and families through direct 
care, education, and consultation, as well as education and con-
sultation to their nursing colleagues and other members of the 
health care team.

The CNS-cc promotes an environment conducive to learning 
for staff nurses, students, and other health professionals. The 
CNS-cc functions as a resource person, program planner, pre-
ceptor, teacher, mentor, and patient educator in collaboration 
with others in educator roles. The CNS-cc shares research and 
theoretical knowledge through publication, presentations, and 
educational programs.

The CNS-cc shares specialized knowledge and provides con-
sultation to patients (and families), nurses, other health 
professionals, health care institutions, organizations, and poli-
cymakers. The CNS-cc consults with others both internal and 
external to the organization to improve patient care, and to 
deal with complex and challenging situations faced in the criti-
cal care setting.

The CNS-cc enhances excellence in critical care nursing research 
by role modelling the utilization, participation, and dissemina-
tion of research. The CNS-cc has particular responsibility for 
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critically appraising research findings and implementing strat-
egies to translate research findings and theoretical frameworks 
into practice to improve patient care in the critical care setting.

The CNS-cc has expertise in research methodology, conducts 
critical care nursing research, and participates in interdisci-
plinary critical care research. The CNS-cc encourages nurses to 
identify critical care nursing research questions and to partici-
pate in nursing research.

The CNS-cc promotes quality care through the development of 
standards, policies, procedures, outcome measures and clini-
cal programs and services related to their specialty area. The 
CNS-cc directs nursing care activities, as well as plans, imple-
ments, and evaluates changes in clinical practice, especially 

through engagement in quality improvement activities. The 
CNS-cc provides clinical leadership by acting as a resource, 
facilitator, coordinator, role model, and advocate.

CACCN believes that time, opportunity and other supports 
are needed for the CNS-cc to engage in the full scope of the 
role. The integration of the core competencies will continuous-
ly evolve depending on the critical care subspecialty in which 
the CNS-cc is involved, that is, the predictability and complex-
ity of the patients/families, the needs of the nursing staff, as well 
as the education and experiential learning of the nurse in the 
CNS-cc role.                                                                                                
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DYNAMIC CAREER CONNECTIONS
on www.caccn.ca

CACCN Dynamic Career Connections is the official job 
site for the Canadian Association of Critical Care Nurses. 
Our mission is to connect employers with hard-to-fill posi-
tions with the brightest, most qualified Critical Care Nurses 
in Canada.

Job Seekers: This new job site provides you with the oppor-
tunity to post your resume confidentially, view and apply for 
positions from some of the best employers in Canada, set up 
job alerts to search and notify you when a job matches your 

criteria and, best of all, registration for job seekers is always 
FREE. You do not need to be a member of CACCN to register 
with Dynamic Career Connections. Register your resume today!

Employers: CACCN knows how important it is for you to 
find new ways to directly reach Critical Care Nurses. CACCN 
Dynamic Career Connections provides you with the opportu-
nity to extend your reach to a targeted candidate pool, and post 
your jobs confidentially. Use the advanced pre-screening tools 
to automatically filter applicants for easy resume management. 
Register to post your jobs!

If you are interested in taking advantage of this new service, 
please visit www.caccn.ca, click on CACCN Dynamic Career 
Connections, and register to start searching for your new 
career or team member.

JOB LINKS on www.caccn.ca
JOB LINKS is a simplified web link page on the CACCN web-
site designed to provide immediate links to critical care nursing 
career opportunities in Canada and around the world. If your 
facility is interested in taking advantage of this service, please 
visit www.caccn.ca, click on JOB LINKS, and view the PDF 
contract for more information.

Website banner advertising
CACCN is offering the opportunity to have your logo and 
website link accessible to our members and the general public 
24 hours a day, seven days a week. Why not consider a ban-
ner advertisement on the homepage of the CACCN website 

at www.caccn.ca? If you are interested in taking advantage 
of this new service, please email CACCN National Office at 
caccn@caccn.ca for more information.

Members-only area
The members-only area contains a wealth of information such as 
electronic copies of previous Dynamics journals, opportunities 
to earn Continuing Education Credits, and the members’ 
discussion forum. Whether you are a seasoned discussion board 
veteran or new to the process, stop by … look around … post an 
introduction … answer a question …

Members are now able to change their passwords for easy access 
to the members-only site!

Not a CACCN Member?
What are you waiting for? Join the Association and take 
advantage of the members-only benefits.

WHAT’S HAPPENING at www.caccn.ca?

Visit us today at www.caccn.ca!
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Kirchhoff, K.T., & Kowalkowski, J.A. (2010). Current practices for 
withdrawal of life support in intensive care units. American 
Journal of Critical Care, 19, 532–541.

Research question or purpose
The researchers examined withdrawal of life support practices in 
intensive care units in the United States from the perspective of 
critical care nurses, including perceptions of educational prepa-
ration for withdrawal and support for nurses in this process.

Research design
Questionnaire survey design.

Setting
With the assistance of the American Association of Critical 
Care Nurses (AACN), a random sample of 1,000 bedside nurses 
from the AACN member list was obtained by the researchers. 
To be eligible for the study, the nurses had to work in an inten-
sive care unit (ICU) in the United States and provide care to 
adult patients.

Participants
The eligible sample for the study was 981 nurses, and a total of 
475 nurses responded to the survey (48.4% response rate). The 
respondents were predominantly female (90.8%), with a median 
age of 48 years, a median of 22 years of experience as a regis-
tered nurse, and a median of 18 years of experience in critical 
care. Respondents worked a median of 36 hours per week in 
various types of ICUs (32.5% in ICU/coronary care units, 29.2% 
in medical and/or surgical ICUs, and 21.8% in cardiovascular/
cardiovascular surgery/coronary care units), with the majority 
working day shift (60%) in not-for-profit hospitals (73.2%).

Method
The researchers developed a 48-item (16-page) questionnaire, 
consisting of multiple-choice and short-answer questions. 
Questions explored nurses’ educational preparation for and 
experience with withdrawal of life support, unit practices relat-
ed to withdrawal, supports available to nurses, and nurses’ role 
in family conferences. The questionnaire was pilot-tested with 
six ICU nurses and reviewed by survey research experts, then 
revised based on their feedback. Once approved by a univer-
sity research ethics board, the questionnaire was mailed out 
to the sample of nurses with a stamped return envelope. After 
two weeks, a reminder postcard was mailed out, followed three 
weeks later by a second questionnaire, to those nurses who had 
not submitted a response. Frequencies and descriptive statistics 
were calculated using SPSS version 16.0.

Main findings
The majority of respondents (77.5%) had been involved in up 
to five withdrawals of life support in the year prior to the sur-
vey, with 19.7% involved in up to 15, and 2.9% in more than 15. 

In terms of the process of withdrawing life support, 87.5% of 
respondents indicated they attended family conferences when 
withdrawal was discussed, and 11.3% reported they initiated the 
conferences. Not one respondent reported using clinical practice 
guidelines for withdrawal and only 17.8% indicated that a form 
designed for this process was used in their unit. Nurses’ actions 
were guided by physicians’ orders (63.8%), care plans (20%), and 
standing orders (11.8%). Respondents reported experiencing 
emotional (66.1%), ethical (46.4%), and procedural (34.6%) dif-
ficulties with the process of withdrawing life support. They felt 
most supported emotionally by other nurses (49.8% always and 
38.2% usually, n=406) and pastoral/spiritual care staff (20.9% 
always and 29.5% usually, n=397) during withdrawal and by 
other nurses (43.3% always and 43.3% usually, n=416) and their 
own family members (25.6% always and 26.9% usually, n=391) 
after withdrawal. A number of respondents indicated that 
patients’ family members provided them with emotional sup-
port during (11.3% always and 33.8% usually, n=397) and after 
(10.9% always and 36.5% usually, n=395) withdrawal.

With regard to educational preparation, only 3.2% (n=467) of 
respondents reported that they felt confident or very confident 
in their ability to care for patients during withdrawal after their 
basic nursing education (41.8% were not confident at all), while 
29% (n=461) reported feeling confident or very confident after 
critical care orientation. When asked about content related to 
the withdrawal of life support, 78.7% (n=451) of respondents 
indicated that no courses were offered covering this process in 
their basic educational programs and 63.1% (n=463) indicated 
that they had not received any training related to this process 
during orientation for their work in critical care.

Conclusions
The researchers found “deficiencies in training, support, and 
guidance” (p. 540) for critical care nurses who care for patients 
as life-sustaining therapies are withdrawn. Links are made 
between participation in this process and burnout, particularly 
given the lack of preparation for and policies related to treat-
ment withdrawal, and the authors put forward an argument for 
improvements in the education of nurses and standardization 
of procedures based on practice guidelines and evidence.

Commentary
This study is an interesting extension of the work of Karin 
Kirchhoff and colleagues on end-of-life care in the ICU 
(Beckstrand, Callister, & Kirchhoff, 2006; Kirchhoff, Palzkill, 
Kowalkowski, Mork, & Gretarsdottir, 2008; Kirchhoff et al., 
2002). The strengths of Kirchhoff et al.’s (2008) study include 
the use of a small number of ICU nurses and experts in survey 
development to assess the questionnaire prior to sending it out 
and the use of a random sample of nurses. The researchers pro-
vide a solid discussion of the limitations of the study, including 

RESEARCH REVIEW



18   Dynamics   •   Canadian Association of Critical Care Nurses

concerns regarding the clarity of some questions, the length 
of the questionnaire, and selection bias, given that all respon-
dents were members of AACN. One limitation not discussed 
is the absence of evidence of open-ended questions to enable 
respondents to explain some of their answers. While it is useful 
to learn that a high percentage of nurses reported emotional, 
ethical, and procedural difficulties in the withdrawal process, 
it is also important to understand the nature of those difficul-
ties, information best obtained through follow-up open-ended 
questions. The same holds true for the data presented regarding 
emotional support. We learn who provides the most support 
to nurses in this process, but would also benefit from knowing 
what it is that nurses, other team members, and patients’ fam-
ily members do to make nurses feel supported. These data may 
have been collected, but it is not presented in the report.

The findings of Kirchhoff et al.’s (2008) study draw attention 
to concerns regarding nurses’ preparation for withdrawing life 
support in ICUs in the United States and the guidance provided 

to nurses in this process. One wonders how similar or different 
the responses to this questionnaire might be in Canada. There 
have been calls in this country for more education for nurses 
and physicians, quality improvement initiatives, and research 
related to end-of-life care in the ICU (Canadian Association 
of Critical Care Nurses, 2001; Cook, Rocker, & Heyland, 
2004; Mawdsley & Northway, 2007). Indeed, end-of-life care 
was chosen as an area for improvement by the Canadian ICU 
Collaborative for Patient Safety (Mawdsley & Northway, 2007). 
The Canadian Nurses Association (2008) has identified that 
nurses have “an important and integral contribution to make in 
the provision and enhancement of end-of-life care” (p. 1). The 
authors of this study reinforce that we (e.g., educators, mem-
bers of the interdisciplinary team, administrators, researchers) 
have work to do to assist and support critical care nurses in the 
pursuit of quality end-of-life care in the ICU.                                

Marie Edwards, RN, PhD, Assistant Professor,  
Faculty of Nursing, University of Manitoba

REFERENCES
Beckstrand, R.L., Callister, L.C., & Kirchhoff, 

K.T. (2006). Providing a “good death”: 
Critical care nurses’ suggestions for 
improving end-of-life care. American 
Journal of Critical Care, 15, 38–45.

Canadian Association of Critical Care 
Nurses. (2001). Withholding and with-
drawing of life support. Retrieved from  
http://www.cna-nurses.ca/CNA/
documents/pdf/publications/PS96_End_
of_Life_e.pdf

Canadian Nurses Association. (2008). 

Position statement: Providing nursing care 
at the end of life. Retrieved from http://
www.caccn.ca/en/publications/position_
statements/ps2001.html

Cook, D., Rocker, G., & Heyland, D. (2004). 
Dying in the ICU: Strategies that may im-
prove end-of-life care. Canadian Journal 
of Anesthesia, 51, 266–272.

Kirchhoff, K.T., Palzkill, J., Kowalkowski, 
J., Mork, A., & Gretarsdottir, E. (2008). 
Preparing families of intensive care pa-
tients for withdrawal of life support: A 

pilot study. American Journal of Critical 
Care, 17, 113–121.

Kirchhoff, K.T., Walker, L., Hutton, A., Spuhler, 
V., Cole, B.V., & Clemmer, T. (2002). The 
vortex: Families’ experiences with death in 
the intensive care unit. American Journal of 
Critical Care, 11, 200–209.

Mawdsley, C., & Northway, T. (2007). The 
Canadian ICU Collaborative: End-of-life 
care in the ICU: Does end-of-life care get 
enough attention in your ICU? Dynamics, 
18(4), 32–33.

Twin and Win 2011
“Twin” with a new member  
and everyone “wins”!
Current CACCN members are eligible to receive  
a $10 coupon toward your next CACCN renewal,  
for each new member you refer to CACCN from 
January 1–April 30, 2011

Let’s work together to  
increase our membership!

Contest Rules:
1. Current / Active CACCN Members may participate
2. Each member is eligible to win a maximum of seven coupons
3. Applicable on NEW member applications only
4. To quality, your name must be included on the new member’s application form or included in the online application 

submission, as the “sponsor” or “person who recommended joining CACCN”. Coupons cannot be awarded if the spon-
sor/recommending information is missing when the original application is processed.

5. Twin and Win runs from January 1 to April 30, 2011 inclusive
6. Applications cannot be postmarked earlier than January 1, 2011, and no later than April 30, 2011—with no exceptions



Volume 22, Issue 1, Spring 2011   •   www.caccn.ca   19

The intensive care unit as  
an untapped learning resource:  
A student perspective
By Elaine Doucette, RN, MScN, Danielle Brandys, BScN Student, Bea Kristine Canapi, BScN Student,  
Allison Davis, BScN Student, Jessica DiNardo, BScN Student, and Isabelle Imamedjian, BScN Student

The intensive care unit (ICU) has not traditionally 
been considered an ideal placement for undergraduate 
nursing students (Ballard & Trowbridge, 2004). However, 

some nurse authors strongly support placing students in a criti-
cal care environment during the early stages of their clinical 
education (Cochrane, Heron, & Lawlor, 2008; Swinny & Brady, 
2010). This unique experience has been shown to strengthen 
the link between theory and practice in a challenging environ-
ment. It can provide ample opportunity to observe and perform 
a variety of skills, and the one-on-one mentoring facilitates a 
supportive learning environment. It has also been shown to 
reinforce the knowledge and skills of staff by giving them the 
opportunity to verbalize and share their knowledge while dem-
onstrating care and skills to a patient and family. Ultimately, it 
becomes a win-win situation, where the student benefits from 
the new learning opportunities, and the role of mentor allows 
the staff to showcase their expertise. Finally, in our current 
environment of nursing shortages, it can certainly enhance 
recruitment to this specialty care area after graduation (Swinny 
& Brady, 2010).

The purpose of this article is to share the students’ journey and 
progression through their first medical-surgical clinical place-
ment—the ICU and, subsequently, to discuss why we believe 
this experience can contribute to the enrichment of future 
nursing education and practice.

Students in the ICU were exposed to a multitude of beneficial 
learning opportunities. From the beginning, each worked with 
a nursing preceptor. This gave access to the thinking and deci-
sion-making processes of the critical care nurse. In addition, 
the constant presence of a mentor enhanced the acquisition of 
many technical skills.

The ICU setting also provided exposure to multisystem health 
issues, demonstrating the complex interactions of the human 
body. This direct application of in-depth physiology promoted 
their ability to provide holistic patient care. High acuity ICU 
cases pushed them to meet the demands of critically-ill patients 
and their families. In addition to challenging their knowledge 
of physiology, working with families in their most vulner-
able states enriched their therapeutic skills, inspiring greater 
insight into a humanistic approach to caring for the critically ill 
(Ballard & Trowbridge, 2004).

These critical care areas also exposed the students to a wealth 
of knowledge and experience by allowing them to work within 
a multidisciplinary care team. Drawing from the expertise of 
specialists such as critical care nurses, physicians, respiratory 
therapists, dietitians, pharmacists, and occupational and physi-
cal therapists, learning was enhanced beyond the scope of basic 
nursing tasks. Participation in multidisciplinary rounds further 
increased confidence as patient advocates and set a precedent of 
interdisciplinary respect and teamwork (Cochrane et al., 2008).

The nursing student’s clinical experience serves to form a bridge 
between the theoretical knowledge of the classroom and its 
application to patient care. The intensive care unit (ICU) has not 
traditionally been considered an ideal placement for undergraduate 
nursing students (Ballard & Trowbridge, 2004). However, in the fall 
of 2008, with a rise in enrolment, the school was faced with finding 
more clinical sites to accommodate our placement needs. Twelve 
of our students in the first semester of their second year of the 
baccalaureate program were challenged with meeting the objectives 
of our curriculum in four of the ICUs located in our partnering 

hospitals at the McGill University Health Centre. The successful 
outcome of this rotation, from both a student and a faculty 
perspective, was that this critical care experience facilitated a strong 
clinical foundation, a comprehensive view of health and illness, and 
a direct link between theory and practice (Hoffman, 2001).

The purpose of this article is to share the personal experiences 
of the student nurses who completed their first medical-surgical 
rotation in a critical care setting. We will also discuss how this 
setting can contribute to the enrichment of future nursing educa-
tion and practice.
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Clinical rotation description
Several variables in the health care environment are currently 
limiting the availability of clinical placements. These include com-
petition among universities and colleges for settings, increased 
enrolment, staffing shortages and bed closures, and heavy work-
loads on medical-surgical units. This situation prompted the 
McGill University School of Nursing to approach the critical care 
settings as potential placement sites for their students.

The clinical rotation consisted of 13 weeks, with two days per 
week spent in the ICU. A total of 12 second-year baccalaureate 
students were placed in four different critical care sites for their 
first medical-surgical rotation. A clinical instructor was present 
in each setting to guide students through their experience. Every 
clinical day, the instructor paired each student with a nurse pre-
ceptor. The day ended with a post-clinical conference, where all 
of the students met with their clinical instructors to debrief on 
the day’s events. Students were also expected to write a weekly, 
literature-based, clinical case study about a patient/family expe-
rience that they were directly involved with, along with personal 
reflections on their practice.

The McGill Model of Nursing
Despite having differences in client populations, students found 
they were united by their theoretical foundation in the McGill 
Model of Nursing. This model consists of several concepts that 
provide a framework for practice. At this point in their educa-
tion, the students’ hospital experience was limited to a six-week 
rotation in maternal-child care. Thus, students relied heavily on 
this framework’s unique approach to guide their nursing prac-
tice. For instance, students entered the clinical rotation with 
the perspective that health and illness are not two distinct enti-
ties, but rather, the two coexist. Despite the high acuity of the 
critically ill patients, students stated that they were perpetually 
mindful of the fact that health exists in illness, even when the 
circumstances seemed discouraging (Gottlieb & Feeley, 2000).

During the critical care rotations, students identified three 
other main concepts from the McGill Model that became 
extremely influential in their nursing practice. One of these, 
situation responsive nursing, is an approach that requires the 
nurse to respond to each patient’s individual concerns, recog-
nizing that every patient and every clinical situation requires 
a tailored approach (Kravitz & Frey, 1989). Another concept 
from the McGill Model stresses that the client should be viewed 
in his or her unique context, taking into account the inter-
actions between the client and his or her environment. This 
places a particular weight on the importance of the family, and 
necessitates that nurses take a family-centred approach to care 
(Gottlieb & Gottlieb, 2007). In accordance with this approach 
to nursing, a final concept from the McGill Model states that 
nurses should collaborate with clients and families in order to 
develop goals that are valued by both the health care team and 
the client/family (Gottlieb & Feeley, 2000).

The ICU Experience
Students described several common themes relating to their 
ICU experience once they were immersed in the clinical setting. 
They were struck by the constant application of the theoretical 

knowledge learned in the classroom, the myriad of opportuni-
ties to practise and master technical skills, the great opportunity 
to be incorporated into a diverse and highly skilled inter-pro-
fessional team, and the constant challenge to offer psychosocial 
support to clients and families during periods of acute distress. 
These themes will be explored.

Application of theoretical knowledge. As university stu-
dents in a demanding science program, it was not uncommon 
for them to be overwhelmed by all the formulas and theories 
taught in courses such as microbiology, physiology, pharmacol-
ogy, pathology and more. After completing a 13-week clinical 
rotation in the ICU, the students found the critical care envi-
ronment facilitated the application of classroom knowledge. 
These critical care settings also provided constant exposure to 
a wide variety of high-acuity cases, where critical thinking and 
thorough analysis of the patient’s physiological status was not 
only encouraged, it was the standard.

The concept of using the ICU as a learning environment is rein-
forced by the basic principles of adult learning theories. These 
theories suggest that the adult learner is best facilitated when he 
or she is self-directed, and there is immediate value and appli-
cation of the new knowledge (Knowles, Holton & Swanson, 
1998). Thus, the ICU provided a perfect learning environment, 
as students were able to go beyond their textbooks and draw on 
personal experience in the immediate application of the knowl-
edge they received in the classroom. One student reflected on 
her semester with an experience from the Neonatal Intensive 
Care Unit:

While I was doing my head-to-toe assessment with my 
nurse preceptor, our patient began to have arrhythmias. 
My nurse preceptor acted instantly by drawing blood elec-
trolytes that showed elevated levels of serum potassium. As 
the arrhythmias worsened and the infant began to go into 
ventricular tachycardia, calcium gluconate was adminis-
tered. Later in the semester, while taking my pharmacology 
midterm, I had no problems remembering the connection 
between potassium and the heart’s electrical system.

Cochrane et al. (2008) validate these reflections: 
Recognizing when a child is critically ill, and the changes 
that occur during deterioration, can be learned in the lec-
ture theatre, but these facts are brought to stark reality in 
clinical practice. This first hand experience is unforgetta-
ble; the knowledge can be transferred to any other setting 
and may be life-saving if it aids early recognition of a prob-
lem (p. 26).

One student also confirmed this idea: “What better place is 
there to explore human physiology and the complexity of illness 
than in an ICU setting?” The patients’ critical states often result-
ed from multi-system complications. This helped the students 
understand the relationships between various body systems 
and to appreciate human physiology, pathology, and pharma-
cology beyond what was taught in the classroom.

Historically, the critical care nurse delivers patient care in a 
way that is unique to the critical care setting. Rather than being 
assigned four or more patients, the critical care nurse provides 
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care to one or two patients. This allows nursing students time for 
in-depth analysis of their patient’s emotional and physical con-
dition. The students stated that they felt less pressure to master 
technical skills immediately. This also allowed them to collabo-
rate with their nurse preceptor, while focusing their efforts in 
exploring the complex multi-system cases they encountered. 
Approaching each patient in this manner provided a daily 
review of classroom knowledge, as well as allowing students 
to link information from different disciplines into a complete 
understanding of body-systems interactions. In the words of 
one student: “It was extremely empowering to be exposed to so 
much information, and to be able to witness and be involved in 
the different aspects of illnesses and procedures that are unique to 
this setting”.

Mastery of technical skills. One of the most striking realities 
for students in the ICU is facing the multitude of new machin-
ery and technology (Cochrane et al., 2008). ICUs rely on the 
technological support of ventilators, multiple IV pumps, car-
diac monitors, dialysis machines, tracheostomies, and more. 
The critical care setting also requires the nurse to perform daily 
head-to-toe assessments, blood procurement, monitoring of 
vital signs, dressing changes, tracheostomy care, cardiac moni-
toring, et cetera. Consequently, it is not surprising that students 
may feel overwhelmed when initially faced with the equipment 
and skills encountered in the ICUs.

Cochrane et al. (2008) state that critical care nursing aims to 
maintain focus on the patient, rather than being distracted by 
the amount of technological equipment. Overall, students felt 
that the vast array of nursing interventions in the ICU provid-
ed them with numerous opportunities to perform technical 
skills, which allowed them to overcome the anxiety related to 
skill acquisition and to gain a broader view of their patient’s 
health situation. One student stated: “I realized by the end of 
my ICU rotation that I was able to do a dressing change, talk to 
the family of my patient, and make accurate assessments all at 
the same time”. Indeed, once comfort with new technology and 
skills was attained, students were better able to see and care for 
their patients and families in a holistic way. The student contin-
ued by saying:

Due to the high acuity of ICU patients, I had many oppor-
tunities to practise such skills. For example, many of my 
patients required blood work every hour, giving me plenty 
of opportunities to gain confidence in my skills. Gaining 
confidence in technical skills allowed me to focus on the 
other aspects of nursing, such as time management and 
emotional support of the patient and family.

Inter-professional teamwork. As patient care requires a holis-
tic approach, effective teamwork can have a significant impact 
on patient well-being. For instance, studies have shown that 
patient rounds with multidisciplinary teams often result in deci-
sion-making that welcomes input from all members of the team 
(Jain, Belt, King, & Berwick, 2006). This approach to rounds has 
also been shown to decrease the number of adverse events, while 
improving overall patient outcomes (Jain et al., 2006). In fact, 
multidisciplinary rounds are standard practice across the critical 
care settings of the McGill University Health Centre.

Students stated that during their ICU clinical rotations, one of 
the most valuable lessons stemmed from the opportunity to col-
laborate with, and to learn from the expertise and input of the 
various members of the health care team. This included critical 
care nurses, physicians, respiratory therapists, physical therapists, 
occupational therapists, pharmacists, dietitians, social workers, 
pastoral services, as well as other professionals who were con-
sulted. The following quote illustrates a student’s perspective on 
the interdisciplinary approach to care: “One of the things that 
struck me the most about the pediatric ICU was the overwhelm-
ing sense of being part of a kind of family, bound together by the 
unique experience of caring for critically ill children and their fami-
lies.” Thus, being placed in this environment fostered a greater 
appreciation within the students of the importance of the nurse’s 
role as the hub of the interdisciplinary team.

Psychosocial support. Chan (2002) stated that supportive, 
non-judgemental clinical environments are essential for pro-
viding the required learning atmosphere and for facilitating 
an overall positive experience for students. Nursing graduates 
specifically recommended that students seek a supportive envi-
ronment when choosing an undergraduate clinical placement 
to maximize their learning experience in the clinical setting 
(Hartigan-Rogers, Amirault, Cobbett, & Muise-Davis, 2007).

Students in the ICU setting felt the additional pressure to excel, 
and were also anxious about this high-acuity placement due to 
their lack of previous experience. Instructors and preceptors 
were supportive and eased this stress by being open to questions 
and allowing a period of observation when learning new skills. 
One student said: “Our instructor was open and responsive to our 
concerns. She encouraged us to talk to her, provided reassurance 
when needed, and worked with us to find ways around our issues”. 
Henderson, Twentyman, Heel, and Lloyd (2006) found that “the 
main components of the more successful clinical placement 
models appear to relate to staff consistency and the establish-
ment of relationships” (p. 569). Consequently, it was seen that 
students who perceived their clinical learning as positive, and 
experienced supportive relationships in their placements, often 
returned to practice in that area after graduation (Edwards, 
Smith, Courtney, Finlayson, & Chapman, 2004).

In addition to receiving psychosocial support from clinical 
instructors, preceptors and staff, students also found support and 
strength among themselves. This came from their common expe-
riences in caring for the critically ill in their first medical-surgical 
placement. Drawing from each other’s strengths allowed them to 
provide much-needed support to patients and families. This was 
demonstrated in the following quote from a student placed in 
the neonatal ICU: “Being at the bedside of a dying newborn baby, 
and being able to support the family is something I never thought I 
would be able to do. It’s something we would never be able to learn 
from a textbook or in the classroom.”

Coping with challenges. Being placed in an ICU for a first med-
ical-surgical rotation prompted many emotions. Witnessing 
families in distress, patients receiving devastating diagnoses, 
as well as participating in cardiac arrests, dealing with ethical 
dilemmas, and withdrawing and withholding treatment are all 
difficult situations that commonly occur in an ICU setting. In 
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particular, students unanimously expressed that encountering 
death in their practice for the very first time was a jarring, yet 
defining experience. An example of such a challenging situa-
tion was described by one student:

I remember attending a family meeting where the decision 
was made to stop my patient’s life-sustaining Levophed. I 
watched his blood pressure slowly drop and he died two 
days later. This was really challenging because it was so 
engrained in my mind that we were supposed to save lives 
no matter what, and there I was, watching my patient die.

It was helpful to be exposed to distressing situations, as stu-
dents, rather than to fear experiencing them for the first time as 
staff nurses. One student stated: 

As difficult as it was for me, as a student, to be a part of 
these moments, I found that the opportunity to do it while 
I still had the support of a preceptor and a clinical instruc-
tor was extremely valuable, and will set me up to cope with 
difficult situations as an independent nurse in the future.

As such, students placed in the ICU setting shared the belief that 
the stress of various difficult situations enriched their learning. 
In fact, experiencing and subsequently overcoming challenges 
filled the students with a sense of satisfaction that motivated 
them to succeed:

One of the biggest challenges I faced during the semester was 
witnessing a family grieve as a 23-year-old girl, a girl my own 
age, was being taken off a ventilator due to irreversible brain 
injuries she sustained in a car crash. The family’s suffering 
was so intense, it was palpable. I carried some of this suffer-
ing home with me. But my fellow nursing students and my 
instructor supported me and encouraged me to talk about the 
experience. Although I am pretty sure that this part of nursing 
will never get any easier, I now know that I have the strength 
to cope with the tragedies I will inevitably face.

These hardships contributed to a more holistic understanding 
of nursing practice. Another student stated:

Confronting these challenges has helped me to develop my 
own passion for nursing. As I have come to realize, the rea-
son that we all love nursing so much is the knowledge that 
today, maybe, I helped make a family’s, or patient’s, or best 
friend’s worse day a little less scary or a little less hard.

In retrospect, the students shared feelings of anxiety and appre-
hension prior to commencing their ICU rotations, but all were 
equally grateful for the experience; one student even called it 

“the best learning experience I have ever had as a nursing student”.

Despite often feeling stressed and overwhelmed, students 
found ways to cope with the great psychological and physical 
challenges of intensive care nursing. Strategies that minimized 
the negative impact of challenging situations included debrief-
ing sessions after each clinical day, writing weekly case studies, 
observation periods with the preceptor prior to participating in 
patient care, and a non-judgemental attitude adopted by clini-
cal instructors and preceptors. In fact, Cochrane et al. (2008) 
maintained that “the support of others and opportunities to 
talk can help put any emotions that arise as a result of painful 
experiences in perspective” (p. 27).

Implications for future practice
The authors believe that the ICU environment is suitable for 
nursing students at any level of their education, even as a 
first medical-surgical rotation. However, as with any clinical 
placement, it is essential to determine whether a nursing stu-
dent is compatible with an ICU placement. These individuals 
and their clinical preceptors felt that displaying the charac-
teristics of maturity, independence, self-motivation, and the 
readiness to take on a challenging rotation, helped them to 
embrace this critical care rotation as an opportunity to better 
themselves and to increase their learning, despite the stressful 
demand of this high tech and fast paced environment.

Furthermore, most students reported that feeling over-
whelmed was a significant challenge in their ICU experience, 
and that additional preparation prior to the rotation would 
have been beneficial in reducing anxiety related to this steep 
learning curve. This may have involved activities such as 
introducing students to ICU equipment and technology, or 
a presentation to acquaint them with common clinical cases 
that they can be expected to encounter in the setting. Also, 
the formation of peer support groups between students in 
ICU settings could be valuable, as it would provide a non-
intimidating environment for students to openly discuss their 
experiences. 

Finally, ensuring continuity with the same nurse preceptor not 
only allowed the students to form a trusting relationship with 
their nurse preceptors, but also it enhanced learning by provid-
ing ample opportunity to evaluate student progress.

Conclusion
The insight and experience students gained into the critical care 
nursing process positively influenced subsequent clinical expe-
riences and nursing education. Students found that the clinical 
experience in the ICU increased their confidence to handle 
future situations. Furthermore, the skills and knowledge gained 
in these critical care settings were valuable and transferable to 
other settings, such as medical-surgical floors, psychiatry and 
community health placements.

Guided by the McGill Model of Nursing, students were pro-
vided with a broader perspective on the spectrum of illness 
when faced with the challenge of promoting health in a setting 
where illness is notoriously complex. This unique opportuni-
ty to apply the concepts of this model in a high-acuity setting 
enhanced their understanding of the all-too-delicate balance of 
health and its counterpart.

The writers strongly believe that critical care clinical place-
ments can be pivotal in helping to shape the knowledge and 
skills of future nursing students and, in doing so, serve as an 
essential step in the current pursuit to redefine a higher stan-
dard of care and higher expectations of all those in the nursing 
profession.                                                                                                  
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An ISMP Canada Safety Bulletin was published  
 in 2002 about two incidents where patients received  
 conventional (non-lipid) amphotericin B desoxycholate 

(Fungizone®) IV, instead of the intended lipid formulation 
amphotericin B product (Abelcet® and AmBisome®). The safe-
ty bulletin highlighted information about such mix-ups, and 
included information about deaths that had been reported in the 
United States (ISMP Canada, 2002). Since then, there have been 
other similar errors reported internationally (Groeneveld, Verweij,  
Hek, Bökkerink, & Warris, 2008; Mohr, Hall, Ericsson & Ostrosky-
Zeichner, 2005) including two fatal cases in the United Kingdom, 
where non-lipid amphotericin B was ordered and administered, 
but at doses calculated using lipid-based amphotericin B dos-
ing guidelines (NPSA, 2007). An overview of the learning from a 
review of the ISMP Canada incident database involving ampho-
tericin errors is shared here. Learning from an incident report 
recently received from the critical care setting is also shared, along 
with system improvement opportunities.

Intravenous amphotericin is currently marketed in Canada 
as conventional (non-lipid) amphotericin B (Fungizone®) and 
as lipid formulations (AmBisome®—a liposomal formulation, 
and Abelcet®—a lipid complex formulation). ISMP Canada has 
received a total of 41 voluntary reports of incidents involving 
intravenous (IV) formulations of amphotericin B over a period 
of almost 10 years (January 2001 to November 2010 inclusive); 
reports include those received from the intensive care unit (ICU) 
setting. Of the 41 incident reports received, 22% (n=9) were 
reported to have resulted in patient harm. The majority of these 
harmful incidents (n=5) involved mix-ups between conventional 
(non-lipid) amphotericin B and lipid formulations of ampho-
tericin B. (The other four incidents reported with an outcome of 
harm were: two incidents in which the amphotericin B doses were 
administered too quickly IV, one incident in which the amphoter-
icin B was administered at the wrong frequency, and one incident 
in which the first dose was inadvertently omitted in a patient diag-

nosed with cryptococcal meningitis.) In four of the five incidents 
involving mix-ups between the conventional and lipid formula-
tions, conventional (non-lipid) amphotericin B was administered 
when the lipid formulation was intended; (the remaining incident 
lacked the detail needed to determine the mix-up type). Although 
it is impossible to infer or project the probability of specific inci-
dents on the basis of the voluntary reports received by ISMP 
Canada, the information available can be used to identify issues 
that may require additional investigation or attention.

Information from an incident recently reported is shared:
An ICU patient weighing approximately 60 kg was receiv-
ing 300 mg IV daily of lipid complex amphotericin B 
(Abelcet®). After seven days of therapy, a specialist reviewed 
the patient’s treatment and suggested that the amphoteri-
cin B be continued (i.e., ‘continue amphotericin B’). After 
approval by the most responsible physician, a copy of the 
order was inadvertently not sent to pharmacy. For the next 
two days, nurses caring for the patient retrieved a supply 
of the conventional (non-lipid) formulation of amphoteri-
cin B (Fungizone®) from an automated dispensing cabinet 
(ADC) and administered 300 mg IV daily. During admin-
istration of the Fungizone®, the patient suffered episodes 
of hypotension requiring treatment. On the third day, the 
error was identified when the ADCs in the ICU required 
replenishment of amphotericin B (Fungizone®). The 
amphotericin B was put on hold and the patient’s renal 
function was monitored closely. The patient experienced 
acute renal failure, which, fortunately, resolved over time.

The guidelines for conventional (non-lipid) amphotericin B 
note that the dose should never exceed 1.5 mg/kg/day (Bristol-
Myers Squibb Canada, 2009). Doses of the lipid formulations 
of amphotericin B are higher, but vary among products and 
indication. For example, the usual dose for the lipid complex 
Abelcet® is 5 mg/kg/day (Sigma-Tau Pharmaceuticals, 2010) 
and the usual dose for liposomal AmBisome® is 3 to 6 mg/kg/

ISMP CANADA

ALERT: Mix-ups between conventional and lipid 
formulations of amphotericin B can be extremely dangerous
By Christine Koczmara, RN, BSc, Heather Richardson, RN, BScN, MSN, Sylvia Hyland, BScPhm, MHSc (Bioethics), 
Carol S.Y. Lee, CHIM, and Nicky Hillebrand, BPharm (Hons)

Abstract
In this column, the authors review Amphotericin B incidents reported 
to ISMP Canada. In particular, we focus on incidents reported to have 
resulted in patient harm due to mix-ups between the conventional 
(non-lipid) formulation and lipid formulations of amphotericin B. 

Although amphotericin B may be less commonly used today because 
of alternative antifungal agents available, incident reports suggest 
there continues to be a need to alert practitioners to the different 
formulations, and to implement system safety strategies.

Koczmara, C., Richardson, H., Hyland, S., Lee, C.S.Y., & Hillebrand, N. (2011). ALERT: Mix-ups between conventional and lipid formulations of 
amphotericin B can be extremely dangerous. Dynamics, 22(1), 24–26.
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day (Astellas Pharma Canada, 2009). [Refer to the drug-spe-
cific drug product monographs for more information (Astellas 
Pharma Canada, 2009; Bristol-Myers Squibb Canada, 2009; 
Sigma-Tau Pharmaceuticals, 2010).] The inadvertent adminis-
tration of conventional non-lipid amphotericin B at the higher 
dose intended for a lipid-based formulation can lead to per-
manent renal damage and also to potentially fatal cardiac or 
cardio-respiratory arrest (Bristol-Myers Squibb Canada, 2009).

Amphotericin B (Fungizone®)—conventional (non-lipid) 
formulation:

“Under no circumstances should a total daily dose of 
1.5 mg/kg be exceeded. Amphotericin B overdoses can 
result in potentially fatal cardiac or cardio-respiratory 
arrest.” (Bristol-Myers Squibb Canada, 2009, p. 7).

A number of potential contributing factors to the incident high-
lighted above were identified by the facility, including:
• Similar names of the two products: amphotericin B and lipid 

complex amphotericin B.
• The suggested order to continue therapy with lipid complex 

amphotericin B was incomplete.
• A copy of the new order was inadvertently not sent to the 

pharmacy.
• Six vials, each containing 50 mg of conventional non-lipid 

amphotericin B (Fungizone®), were available in each of the 
two ADCs in the ICU.

In an effort to prevent a similar mix-up from recurring, the 
pharmacy now places only one vial of non-lipid amphotericin B 
(Fungizone®) in each ADC in the ICU—a maximum of 100 mg or 
two vials in total. A warning also appears that requires confirma-
tion that the non-lipid amphotericin B is the correct medication. 

The following are suggested strategies that can be used by nurs-
es, as well as physicians and pharmacists in an effort to prevent 
mix-ups between the conventional (non-lipid) and lipid-based 
formulations of amphotericin B: 
• When writing orders or communicating order information, 

use additional identifiers and both the complete generic 
name and the brand name: amphotericin B (Fungizone®) 
or liposomal amphotericin B (AmBisome®) or lipid complex 
amphotericin B (Abelcet®). For Fungizone®, ideally additional 
descriptors such as “conventional” or “regular” should also be 
added to the generic name (ISMP, 2007; ISMP Canada, 2002).

• When re-ordering, rewrite the full order, including the brand 
name and dose. “Continue amphotericin B” should be con-
sidered an incomplete order (ISMP Canada, 2002).

• Ensure that the Medication Administration Record (MAR) 
includes both the complete generic name and the brand 
name (Cohen, 2007; ISMP, 2007; ISMP Canada, 2002).

• Ensure that both the generic name and brand name appear 
in computerized order entry systems for prescribers and in 
pharmacy. Computer systems, when optimized, can provide 
critical medication system safeguards, including preven-
tion of an excessive dose (ISMP Canada, 2002). (It may be 
of interest to note that a commentary submitted by an ICU 
pharmacist and published in the British Medical Journal 
highlights a reduction in the number of amphotericin for-

mulation mix-ups from several per year to none after several 
changes were implemented; one of these changes was the 
inclusion of the brand name in the computerized prescriber 
order entry system [Badman, 2007].)

• Add warning statements (or warning screens) describing the 
risk for error, and add maximum dose “flags” to comput-
erized medication order entry systems (ISMP, 1998; ISMP, 
2007; ISMP Canada, 2002).

• Amphotericin B products are best restricted to preparation, 
labelling, and dispensing by pharmacy, where there are built-
in checking processes (ISMP Canada, 2002). All labels used 
in dispensing should include both the generic and brand 
name (ISMP Canada, 2002).

• The storage of amphotericin B products in patient care areas 
and automated dispensing cabinets (ADCs) is discouraged 
(ISMP, 2007; ISMP Canada, 2002). However, it is recognized 
that an antifungal agent such as amphotericin B may need 
to be made available to areas such as critical care for urgent 
after-hours situations and where an on-call pharmacist is not 
readily available. Related risks with storage, however, must 
be minimized and may include:
■ Establishing a maximum quantity to be available.
■ Inclusion of the complete generic name and brand name 

on selection screen.
■ Ensuring a warning appears on the ADC about the error 

potential between amphotericin B and amphotericin B 
lipid formulations.

■ Establishing a requirement for an independent double-
check for use of the override function for automated 
dispensing cabinets (e.g., if order cannot be double-checked 
by a pharmacist and, thus, cannot be profiled for the patient) 
(ISMP Canada, 2007).

■ Ensuring that overrides occurring with medications such 
as amphotericin B are reviewed by a pharmacist as soon as 
possible (ISMP Canada, 2007).

 Similar considerations are also applicable to storage and 
access of amphotericin B from an “after-hours supply” or a 

“night cupboard”.
• The storage of different amphotericin products in phar-

macies needs to be well differentiated. Consider the use of 
cautionary labels or another mechanism (e.g., warning sign) 
to remind staff about the differences between the products 
(ISMP, 2007; ISMP Canada, 2002).

• Add a prominent warning statement to any intravenous manu-
als, drug charts, or other documents produced by the hospital, 
specifically describing the potential for error-induced injury 
with amphotericin B products. (ISMP Canada, 2002; ISMP, 
2007). One example of such a warning is the boxed warning 
found in the product monograph for conventional amphoteri-
cin B (Fungizone®) (Bristol-Myers Squibb Canada, 2009). 

• Ensure that drug information is easily and readily accessi-
ble for all practitioners (ISMP, 2007; ISMP Canada, 2002). 
Consider preparing an information document to be placed 
in the patient’s chart when amphotericin B is dispensed.

• Verify and double-check the dose prior to prescribing/dis-
pensing/administering amphotericin B, especially if you are 
unfamiliar with the drug or its dosing (Cohen, 2007; ISMP, 
2007; ISMP Canada, 2002).



26   Dynamics   •   Canadian Association of Critical Care Nurses

Astellas Pharma Canada, Inc. (2009, March 
7). AmBisome (liposomal amphotericin 
B) (product monograph) [electronic 
version]. Markham ON: Astellas 
Pharma Canada, Inc. Retrieved from 
http://www.astellas.com/ca/media/pdf/
AmBisome_Product_Monograph.pdf 

Badman, B.S. (2007, September 11). 
Amphotericin formulation confusion [elec-
tronic version]. British Medical Journal 
website rapid responses [commentary]. 
Retrieved from http://www.bmj.com/ 
content/335/7618/467.1/reply 

Bristol-Myers Squibb Canada. (2009, June 
1). Fungizone (amphotericin B) (product 
monograph) [electronic version]. Montreal 
QC: Bristol-Myers Squibb Canada. 
Retrieved from http://www.bmscanada.ca/ 
static/products/en/pm_pdf/Fungizone_
EN_PM.pdf

Cohen, M.R. (2007). Medication errors 
(2nd ed.). Washington, DC: American 
Pharmaceutical Association.

Groeneveld, S., Verweij, P.E., Hek, L.V., 
Bökkerink, J.P.M., & Warris A. (2008, 
March). Amphotericin B-deoxycho-
late overdose due to administration 

error in pediatric patients. Medical 
Mycology, 46, 185–187.

Institute for Safe Medication Practices. 
(1998, July 15). Ampho-terrible mix-up 
[electronic version]. ISMP Medication 
Safety Alert!, 3(14), 1. Retrieved from 
http://www.ismp.org/newsletters/
acutecare/articles/19980715.asp 

Institute for Safe Medication Practices. 
(2007, September 7). Worth repeating: 
Preventing mix-ups between vari-
ous formulations of amphotericin B 
[electronic version]. ISMP Medication 
Safety Alert!, 12(18), 3–4. Retrieved 
from http://www.ismp.org/Newsletters/
acutecare/articles/20070906_1.asp

Institute for Safe Medication Practices 
Canada (ISMP Canada). (2002, June). 
Warning: Prevent mix-ups between 
conventional amphotericin B (Fungizone) 
and lipid-based amphotericin B 
products (AmBisome or Abelcet) 
[electronic version]. ISMP Canada 
Safety Bulletin, 2(6), 1–2. Retrieved from  
http://www.ismp-canada.org/download/ 
safetyBulletins/ISMPCSB2002-06 
AmphotericinB.pdf 

Institute for Safe Medication Practices 
Canada (ISMP Canada). (2007, June 29). 
Automated dispensing cabinets in the 
Canadian environment. ISMP Canada 
Safety Bulletin, 7(3), 1–3. Retrieved from 
http://www.ismp-canada.org/download/ 
safetyBulletins/ISMPC2007-03ADCs.pdf 

Mohr, J.F., Hall, A.C., Ericsson, C.D., & 
Ostrosky-Zeichner, L. (2005). Fatal 
amphotericin B overdose due to admin-
istration of nonlipid formulation instead 
of lipid formulation. Pharmacotherapy, 
25, 426–428.

National Patient Safety Agency (NPSA). (2007, 
September 3). Non-lipid and lipid formula-
tions of injectable amphotericin. Retrieved 
from http://www.nrls.npsa.nhs.uk/ 
resources/?EntryID45=59874

Sigma-Tau Pharmaceuticals, Inc. (2010, 
March 29). Abelcet (amphotericin B lipid 
complex) (product monograph) [elec-
tronic version]. Scarborough, ON: Author. 
Retrieved from Health Canada Drugs 
Product Database using search of product 
name Abelcet http://webprod.hc-sc.gc.ca/ 
dpd-bdpp/index-eng.jsp

REFERENCES

• If staff, patients or family members notice a change in the solu-
tion’s appearance, stop and verify that the correct drug is being 
used. Lipid-based products may be seen as having a “milky” 
amber colour, rather than the clear amber-coloured solution of 
the conventional product. In one of the cases described by ISMP 
(U.S.), the patient’s spouse raised concerns on noticing that the 
colour of the IV solution (Fungizone®) was darker than what 
had previously been administered, that is, the lipid-based solu-
tion (Cohen, 2007; ISMP, 1998; ISMP Canada, 2002).

• Share this information widely in an effort to raise awareness 
about the availability of different formulations of amphoteri-
cin B and that these products require different dosing and 
are NOT interchangeable. It is especially important that any 
staff required to handle amphotericin be familiar with the 
various formulations that are available (Cohen, 2007).

It is hoped that this article raises awareness among critical care 
practitioners about the potential for serious patient harm if a 
mix-up occurs between conventional and lipid formulations of 
amphotericin B, and the need for system safeguards.                  
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CACCN Chapter of
the Year Award Program
Award value: $500.00 plus a plaque

Deadline: There is no application process, rather the award 
program will be for the period of April 1–March 31 each year.

Purpose: The Chapter of the Year Award is to recognize the 
effort, contributions and dedication of a chapter of CACCN in 
carrying out the purposes and goals of the association.

Criteria for the award program:
1. Chapters may win the award for one year followed by a two-

year lapse before entering again
2. A point system has been developed to evaluate chapter 

activities during the year. The chapter with the most 
points will be the winner of the Chapter of the Year Award. 
CACCN reserves the right to adjust points depending upon 
supporting materials submitted

3. The award winner will be announced at Chapter Connections 
Day and at the annual awards ceremony at Dynamics.

Conditions for the award program:
All chapters of CACCN are eligible to participate provided they 
have on file at national office all of their financial (quarterly) 
and activity (annual) reports required for the qualifying period. 
Chapter website must be current. If the above conditions are 
not met, the entry will be disqualified.

Announcement of the winner will be published in CACCN 
publications.

Categories and their corresponding points that will be used 
to determine the winning chapter are as follows:

1. Any educational programs that occurred during the fiscal 
year.
Programs between:
1–3 hours ..........25 points each
3–8 hours ..........50 points each
> 8 hours 100 points each

2. A list of new members recruited during the fiscal year, 
including national CACCN membership numbers. 
Calculate your points based on the percentage of new 
members recruited as compared to the total membership of 
the previous fiscal year (prior to the qualifying period).
1–10% ...............10 points
11–20% .............20 points
21–30% .............30 points
31–40% .............40 points
41–50% .............50 points
51–60% .............60 points
61–70% .............70 points
71–80% .............80 points
81–90% .............90 points
91–100% ...........100 points

3. Evidence of chapter members who have contributed articles 
to either the chapter newsletter, or had a paper published in 
Dynamics.
25 points for each article/paper

4. Projects that provide public education, community 
service and/or promote the image of critical care nursing. 
These projects must be presented under the auspices of 
the CACCN chapter (i.e., participating in blood pressure 
clinics, teaching CPR to the public, participating in 
health fairs). Validation must be provided that the 
event was a CACCN-sponsored project by, for example, 
submitting a letter from the receiving group or a picture 
of the event, etc.
50 points for each project

In the case of a tie, CACCN reserves the right to determine 
the winner. Good luck in your endeavours!

Sorin Group sponsors this award

CACCN Research Grant 
Award value: $2,500.00

Deadline for submission: February 15 of each year.

Grant available: A CACCN research grant has been established 
to provide funds to support the research activities of a CACCN 
member that are relevant to the practice of critical care 
nursing. A grant will be awarded yearly to the investigator of 
a research study that directly relates to the practice of critical 
care nursing.

Eligibility: 
The principal investigator must:
• Be a member of CACCN in good standing for a minimum of 

one year
• Be licensed to practise nursing in Canada
• Conduct the research in Canada
• Publish an article related to the findings in Dynamics. 

CACCN members enrolled in graduate nursing programs may 
also apply. Members of the CACCN board of directors and the 
awards committee are not eligible.

Application requirements:
• A completed application form
• A grant proposal not in excess of five pages exclusive of 

appendices. Appendices should be limited to essential 
information, e.g., consent form, instruments and budget

• A letter of support from the sponsoring agency (hospital, 
clinical program) or thesis chairperson/adviser (university 
faculty of nursing)

AWARD INFORMATION
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• Evidence of approval from an established institutional ethical 
review board for research involving human subjects and/or 
access to confidential records. Refer to the CNA publication 
Ethical Guidelines for Nursing Research Involving Human 
Subjects

• Brief curriculum vitae for the principal investigator and 
co-investigator(s) describing educational and critical 
care nursing background, CACCN participation, and 
research experience. An outline of their specific research 
responsibilities is to be included

• Proof of CACCN active membership.

Budget and financial administration:
• Funds are to be issued to support research expenses
• Funds must be utilized within 12 months from the date of 

award notification.

Review process:
• A research review committee will review each proposal. Its 

recommendations are subject to approval by the board of 
directors of CACCN

• Proposals are reviewed for potential contribution to the 
practice of critical care nursing, feasibility, clarity and 
relevance

• Deadline for receipt of application in CACCN national office 
is February 15. The recipient of the research grant will be 
notified by mail.

Terms and conditions of the award:
• The research award is to be initiated within six months of 

the receipt of the grant. Any changes to the study timelines 
require notification in writing to the board of directors of 
CACCN

• All publications and presentations arising from the research 
study must acknowledge CACCN

• A final report is to be submitted to the board of directors of 
CACCN within three months of the termination date of the 
grant

• An article related to the research study is to be submitted to 
Dynamics for publication.

Editorial Awards
1st place award value: $750.00 Edwards

Runner-up award value: $500.00 CACCN

Deadline: None. Awards committee selection process.

The Editorial Awards will be presented to the authors of 
two written papers in Dynamics, which demonstrate the 
achievement of excellence in the area of critical care nursing. 
An award, provided by Edwards Lifesciences, will be given to 
the author(s) of the best article, and another award is given 
to the author(s) of the runner-up article. It is expected that 
the money will be used for professional development. More 
specifically, the recipient must use the funds:

1. Within 12 months following the announcement of the 
winners, or within a reasonable time

2. To cover and/or allay costs incurred while attending 
critical care nursing-related educational courses, seminars, 
workshops, conferences or special programs or projects 
approved by the CACCN, and

3. To further one’s career development in the area of critical 
care nursing.

Eligibility:
1. The author is an active member of the Canadian Association 

of Critical Care Nurses (minimum of one year). Should 
there be more than one author, at least one has to be an 
active member of the Canadian Association of Critical Care 
Nurses (minimum of one year)

2 The author(s) is prepared to present the paper at Dynamics 
of Critical Care (optional)

3. The paper contains original work, not previously published 
by the author(s)

4. Members of the CACCN board of directors, awards 
committee or editorial committee of Dynamics, are 
excluded from participation in these awards.

Criteria for evaluation:
1. The topic is approached from a nursing perspective
2. The paper demonstrates relevance to critical care 

nursing
3. The content is readily applicable to critical care nursing
4. The topic contains information or ideas that are current, 

innovative, unique and/or visionary
5. The author was not the recipient of the award in the 

previous year.

Style:
The paper is written according to the established guidelines for 
writing a manuscript for Dynamics.

Selection:
1. The papers are selected by the awards committee in 

conjunction with the CACCN board of directors
2. The awards committee reserves the right to withhold the 

awards if no papers meet the criteria.

Presentation:
Representatives of the sponsoring company or companies 
will present the awards at the annual awards ceremony during 
the Dynamics conference. Their names will be published in 
Dynamics.
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The Spacelabs  
Innovative  
Project Award
Award value: $ 1,500.00 (Total)

Deadline: June 1.

The award funds of $1,500.00 will be granted annually:
• $1,000.00 will be granted to the Award winner and $500.00 

for the runner up.

Do you have a unique idea?

The Spacelabs Innovative Project Award will be presented to 
a group of critical care nurses who develop a project that will 
enhance their professional development.

The primary contact person for the project must be an active 
member of CACCN (for at least one year).

If the applicant(s) are previous winners of this award, there 
must be a one-year lapse before submitting again.

Applications will be judged according to the following 
criteria:
1. the number of nurses who will benefit from the project
2. the uniqueness of the project
3. the relevance to critical care nursing
4. consistency with current research/evidence
5. ethics
6. feasibility
7. timeliness
8. impact on quality improvement.

Within one year, the winning group of nurses is expected to 
publish a report that outlines their project in Dynamics.

Smiths Medical 
Canada Ltd. 
Educational Award
Award value: $1,000.00 each 
(two awards)

Deadlines: January 31 and September 1 of each year.

The CACCN Educational Awards have been established to 
provide funds ($1000.00 each) to assist critical care nurses to 
attend continuing education programs at the baccalaureate, 
master’s and doctorate of nursing levels. All critical care nurses 
in Canada are eligible to apply, except members of the CACCN 
board of directors.

Criteria for application:
1. Be an active member of CACCN in good standing for a 

minimum of one (1) year
2. Demonstrate the equivalent of one (1) full year of 

recent critical care nursing experience in the year of the 
application

3. Submit a letter of reference from his/her current employer
4. Be accepted to an accredited school of nursing or recognized 

critical care program of direct relevance to the practice, 
administration, teaching and research of critical care 
nursing

5. Has not been the recipient of this award in the past two 
years

6. Incomplete applications will not be considered; quality of 
application will be a factor in selecting recipient. 

Application process:
1. Submit a completed CACCN educational award application 

package to National Office (forms package online at 
www.caccn.ca)

2. Preference will be given to applicants with the highest 
number of merit points

3. Keep a record of merit points, dating back three (3) years
4. Submit all required documentation outlined in criteria—

candidate will be disqualified if documentation is not 
submitted with application

5. Presentations considered for merit points are those that are 
not prepared as part of your regular role responsibilities

6. Oral and poster presentations will be considered.

Post-application process:
1. All applications will be acknowledged in writing from the 

awards committee
2. Unsuccessful applicants will be notified individually by the 

awards committee
3. Recipients will be acknowledged at the Dynamics of Critical 

Care Conference and be published in the journal.

Chapter Recruitment
and Retention Award
This CACCN initiative was established to recognize the chapters 
for their outstanding achievements with respect to recruitment 
and retention.

Recruitment Initiative:
This initiative will benefit the chapter if the following 
requirements are met:
• Minimum of 25% of membership is new between April 1 to 

March 31, the chapter will receive one (1) full Dynamics tuition
• Minimum of 33% of membership is new between April 1 

to March 31, the chapter will receive one (1) full Dynamics 
tuition and one (1) $100.00 Dynamics tuition coupon. 

Retention Initiative:
This initiative will benefit the chapter if the following 
requirements are met:
• If the chapter has greater than 80% renewal of its previous 

year’s members, the chapter will receive three $100.00 
coupons to Dynamics of that year

• If the chapter has greater than 70% renewal of its previous 
year’s members, the chapter will receive two $100.00 coupons 
to Dynamics of that year

• If the chapter has greater than 60% renewal of its previous 
year’s members, the chapter will receive one $100.00 coupon 
to Dynamics of that year.
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BBraun Sharing 
Expertise Award
Award value: $1,000.00

Deadline for nominations: June 1 each year.

The BBraun Sharing Expertise Award will be presented to 
an individual who exhibits stellar leadership and mentoring 
abilities in critical care.

The candidate is an individual who supports, encourages, and 
teaches colleagues. The candidate must demonstrate a strong 
commitment to the practice of critical care nursing and the 
nursing profession. These qualities may be demonstrated 
by continuous learning, professional involvement, and a 
commitment to guiding novice nurses in critical care.

Each nomination must have the support of another colleague 
and the individual’s manager. It is not necessary for the 
candidate to be in a formal leadership or education role to 
qualify for this award.

Criteria:
• Nominee must be a CACCN member
• The nominee must have at least three (3) years of critical care 

nursing experience
• At least one nomination letter must be written by a CACCN 

member
• Preference is given to a mentor who has CNA certification
• The nominee must demonstrate an awareness of, and 

adherence to the standards of nursing practice as determined 
by the provincial nursing body, and the Standards of Critical 
Care Nursing (2009)

• Members of the CACCN board of directors are not eligible.

Three (3) letters of support are required:
• The nominator must outline the qualities of the candidate, 

and reasons the candidate should be chosen to receive the 
award

• Two additional letters must testify to the eligibility of the 
candidate, as well as outline his/her attributes (one must be 
written by the nominee’s manager)

• All three letters must be sent by electronic mail by each 
person on the same day with the subject matter: “BBraun 
Sharing Expertise Award—Candidate’s Name” to the director 
responsible for awards at National Office (caccn@caccn.ca).

Selection process:
• Each nomination will be reviewed by the awards committee 

in conjunction with the CACCN director of awards and 
sponsors

• The successful candidate will be notified by email and 
regular mail

• The successful candidate will be recognized at the annual 
awards ceremony at the Dynamics conference and her/his 
name will be published in Dynamics

• The awards committee reserves the right to withhold the 
award if no candidate meets the criteria

• The funds may be used to attend educational programs or 
conferences related to critical care.

The Guardian 
Scholarship –
Baxter Corporation 
Award for Excellence 
in Patient Safety
Award value: One award of $5,000.00 or two awards of 
$2,500.00 each

Deadline: June 1 of each year.

The Baxter Corporation Guardian Scholarship will be presented 
to an individual or an interdisciplinary team who proposes 
to make, or who has made, significant contributions toward 
patient and/or caregiver safety in the critical care environment. 
Recipients of this award will identify ideas that encompass 
safety and improve the quality of care in their practice area.

Eligibility:
The applicant must:
• Be an active member of CACCN in good standing for a 

minimum of one year
• Be licensed to practise nursing in Canada
• Members of the award review committee and/or the board of 

directors are not eligible.

Application Requirements:
• The project will describe an innovative approach, to develop 

new or revised processes, to encompass patient safety and 
improve the quality of care at the unit, hospital or health care 
system level

• The project/proposal will show evidence of collaboration 
among team members.

A complete application form that includes:
• A proposal of a project, or a description of a completed 

project, which makes a significant contribution toward 
patient and caregiver safety in critical care

• The proposal will include the background perspective, 
statement of the problem, and intended means to change 
practice. The proposal should include a timeline by which 
the project will occur

• Brief curriculum vitae for the principal applicant and team 
members describing educational and critical care nursing 
background and CACCN participation

• Proof of active CACCN membership 
• If this project requires ethics approval, please submit evidence 

of approval with your application.

Review process:
• Each proposal will be reviewed by the awards review 

committee and a representative of the Baxter Corporation
• Proposals are reviewed for their contribution to patient 

safety, evidence of transferability of the project, innovation, 
sustainability, and leadership within critical care practice 
areas

• Deadline for receipt of applications is June 1 of each year
• The successful candidate will be chosen and notified in 

writing by July 1.
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Terms and conditions of the award:
• A proposed project must be initiated within three months of 

the receipt of the scholarship
• Any changes to the timelines require written notification to 

the board of directors of CACCN
• All publications and presentations must recognize the Baxter 

Corporation and CACCN
• An article related to the project is to be submitted to 

Dynamics for publication.

Budget and Financial Administration
• One half of the awarded funds will be available to support the 

project expenses immediately
• The remaining funds will be awarded upon the publication of 

an article describing the project in Dynamics.

The total funds available are $5,000.00.

The award funds may be granted to a maximum of two 
applicants ($2,500.00 each).

NOTE: The CACCN Board of Directors & Baxter Corporation 
retain the right to amend the award criteria.

Revised March 24, 2010  
Board of Directors 

The Brenda Morgan 
Leadership Excellence Award
Award value: $1,000.00

Deadline: June 1 of each year

The Brenda Morgan Excellence Leadership Award was 
established in June 2007 by the CACCN Board of Directors 
to recognize and honour Brenda Morgan, who has made a 
significant contribution to CACCN and critical care nursing 
over many years. Brenda is the first recipient. Brenda is highly 
respected for her efforts in developing, maintaining and 
sustaining CACCN in past years.

This award for excellence in leadership will be presented to a 
nurse who, on a consistent basis, demonstrates outstanding 
performance in the area of leadership in critical care. This 
leadership may have been expressed as efforts toward clinical 
advances within an organization, or leadership in the profession 
of nursing in critical care. The results of this individual’s 
leadership must have empowered people and/or organizations 
to significantly increase their performance capability in the 
field of critical care nursing.

This award has been generously sponsored by CACCN in order 
to recognize and honour a nurse who exemplifies excellence in 
leadership, in the specialty of critical care.

Eligibility criteria:
Persons who are nominated for this award will have consistently 
demonstrated qualities of leadership and are considered 
visionaries and innovators in order to advance the goals of 
critical care nursing.

The nominee must:
a) Have demonstrated a leadership role or have held a key 

leadership position in an organization related to the specialty 
of critical care

b) Demonstrated volunteerism and significant commitment 
to CACCN, i.e., have participated in CACCN activities 
at local or national levels (been a member of provincial 
executive or national board of directors, helped to plan a 
workshop or a conference), or indirectly provided support 
of CACCN activities through management activities—
supporting staff to participate in CACCN projects or 
attend conferences

c) Have been a member of CACCN for a minimum of five 
years

d) Have a minimum of five years of critical care nursing 
experience

e) Be registered to practise nursing in Canada
f) Hold a valid adult or pediatric specialty in critical care 

certification—Certified Nurse in Critical Care, CNCC(C) or 
CNCCP(C) from the CNA (preferred)

g) Consistently conducts themselves in a leadership manner
h) Have effectively engaged others in the specialty of critical 

care nursing
i) Have role-modelled commitment to professional self-

development and lifelong learning
j) Have inspired and mentored others to contribute to critical 

care nursing
k) On a consistent basis, exemplifies the following qualities/

values:
• pro-active/innovator/takes initiative
• takes responsibility/accountability for actions
• imagination/visionary
• positive communication skills
• interdependence
• integrity
• recognition of new opportunities
• conflict resolution skills/problem-solving skills
• committed/passionate/dedicated/motivator
• advocates for patients and families.

Application process:
The application involves a nomination process. Please submit 
two letters describing how the nominee has demonstrated 
the items under the criteria section of this award. Please use 
as many examples as possible to highlight what this candidate 
does that makes her/him outstanding. The selection committee 
depends on the information provided in the nomination 
letters to select award winners from amongst many deserving 
candidates.

The winner will be awarded The Brenda Morgan Leadership 
Excellence Award and honoured during the awards ceremony 
at the annual Dynamics Conference. The winner’s name will 
be published in Dynamics.
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Terms and conditions of the award:
The award winner will be encouraged to write a reflective 
article for the Dynamics, sharing their accomplishments and 
describing their leadership experience. The article will reflect 
on their passion to move critical care nursing forward, their 
leadership qualities and how they used these effectively to 
achieve their outcome.

Selection process:
Each nomination will be reviewed by the award committee 
in conjunction with the CACCN Director of Awards and 
Sponsorship. The Brenda Morgan Leadership Excellence 
Awards committee will consist of two members of the board of 
directors and Brenda Morgan (when possible).

The awards committee reserves the right to withhold the award 
if no candidate meets the criteria outlined.

Chasing
Excellence Award
Award value: $1,000.00

Deadline: June 1 annually.

This award is presented annually to a CACCN member who 
consistently demonstrates excellence in critical care nursing 
practice. The Cardinal Health Chasing Excellence Award is 
$1,000 to be used by the recipient for continued professional or 
leadership development in critical care nursing.

The Cardinal Health Chasing Excellence Award is given to a 
critical care nurse who:
• In critical care, has a primary role in direct patient care
• Has been a CACCN member in good standing for three or 

more years
• Holds a certificate from CNA in critical care CNCC(C) or 

CNCCP(C) (preferred)
• Note: Current members of national board of directors are 

not eligible.

The Cardinal Health Chasing Excellence Award recipient 
consistently practises at an expert level as described by Benner 
(1984). Expert practice is exemplified by most or all of the 
following criteria:
• Participates in quality improvement and risk management to 

ensure a safe patient care environment
• Acts as a change agent to improve the quality of patient care 

when required
• Provides high-quality patient care based on experience and 

evidence
• Effective clinical decision-making supported by thorough 

assessments

• Has developed a clinical knowledge base and readily 
integrates change and new learning to practice

• Is able to anticipate risks and changes in patient condition 
and intervene in a timely manner

• Sequences and manages rapid multiple therapies in response 
to a crisis (Benner, Hooper-Kyriakidis & Stannard, 1999)

• Integrates and coordinates daily patient care with other team 
members

• Advocates and develops a plan of care that consistently 
considers the patient and family and ensures they receive the 
best care possible

• Provides education, support and comfort to patients and 
their families to help them cope with the trajectory of illness 
and injury, to recovery, palliation or death

• Role models collaborative team skills within the inter-
professional health care team

• Assumes a leadership role as dictated by the dynamically 
changing needs of the unit

• Is a role model to new staff and students
• Shares clinical wisdom as a preceptor to new staff and 

students
• Regularly participates in continuing education and 

professional development.

Nominations:
Two letters describing the nominee’s clinical excellence and 
expertise are required, one of which must be from a CACCN 
member. The nomination letters need to include three concrete 
clinical examples outlining how the nominee meets the above 
criteria and demonstrates clinical excellence in practice. In 
addition, a supporting letter from a supervisor, such as a unit 
manager or team leader, is required.

Selection:
Each nomination will be reviewed by the awards committee in 
conjunction with the CACCN director of awards and sponsors. 
The successful recipient will be notified by mail, recognized 
at the annual awards ceremony at the Dynamics conference 
and her/his name will be published in Dynamics. The awards 
committee reserves the right to withhold the award if no 
candidate meets the criteria.                                                            

References:
Benner, P. (1984). From novice to expert. Excellence and power in 

clinical nursing practice. Menlo Park: Addison-Wesley.
Benner, P., Hooper-Kyriakidis, P., & Stannard, D. (1999). Clinical 

Wisdom and Interventions in Critical Care: A Thinking-in-action 
Approach. Philadelphia: Saunders.
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DYNAMICS

Information for Authors

Dynamics is distributed to members of the CACCN, to individuals, and to institutions interested in critical care nursing. The 
editorial board invites submissions on any of the following: clinical, education, management, research and professional issues 
in critical care nursing. Critical care encompasses a diverse field of clinical situations, which are characterized by the nursing 
care of patients and their families with complex, acute and life-threatening biopsychosocial risk. While the patient’s problems 
are primarily physiological in nature, the psychosocial impact of the health problem on the patient and family is of equal and 
sometimes lasting intensity. Articles on any aspect of critical care nursing are welcome.

The manuscripts are reviewed through a blind, peer review process.

Manuscripts submitted for publication must follow the following format:

1. Title page with the following information:
• Author(s) name and credentials, position
• Place of employment
• If there is more than one author, the names should be listed in the order that they should appear in the published article
• Indicate the primary person to contact and address for correspondence

2. A brief abstract of the article on a separate page. 

3. Body of manuscript:
• Length: a maximum of 15 pages including tables, figures, and references
• Format: double spaced, one-inch margins on all sides.  Pages should be numbered sequentially including tables, and figures. 

Prepare the manuscript in the style as outlined in the American Psychological Association’s (APA) Publication Manual 6th 
Edition.

• Tables, figures, illustrations and photographs must be submitted each on a separate page after the references.
• References: the author is responsible for ensuring that the work of other individuals is acknowledged accordingly.  Direct or 

indirect quotes must be acknowledged according to APA guidelines
• Permission to use copyrighted material must be obtained by the author and included as a letter from the original publisher 

when used in the manuscript

4. Copyright:
• Manuscripts submitted and published in Dynamics become the property of CACCN. Authors submitting to Dynamics are 

asked to enclose a letter stating that the article has not been previously published and is not under consideration by another 
journal.

5. Submission:
• Please submit the manuscript electronically as a Word attachment to the editorial office as printed in the journal. Hard copy 

manuscripts may also be submitted through the national office. Accepted manuscripts are subject to copy editing.
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