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of Critical Care Nurses
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 family-centred care by meeting educational needs of critical care
nurses.
Engages and empowers nurses through education and networking 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.

Critical care nurses plan, coordinate and implement care with
the health care team to meet the physical, psychosocial, cultural and spiritual needs of the patient and family. The critical care
nurse must balance the need for the highly technological environment 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 professional 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

■

Research

Membership

■

Communication
and partnership

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

Education

Values and beliefs statement

Leadership

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

STRATEGIC PLAN

■

■

■

■

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 critically 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 interprofessional 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 critically ill patient must be cared for with an appreciation of his or her
wholeness, integrity, and relation to family and environment.
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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

CRITICAL THINKING

Our voice… It is in our stories...
I just got back from a wonderful evening spent with critical care
colleagues whom I once worked with at the IWK Health Centre.
We came together as a group to share a meal and to enjoy each
other’s company, as we reminisced about the years we worked
together in the PICU. As the evening progressed, inevitably many
of our conversations centred around the patients we cared for
that were memorable for us, as a group and as individuals. Shared
memories. It would start with, “Do you remember the little guy
in Bed 4 with…” and someone would add… “Yes, he was the
one who…” and the story would be recounted and the memories
of caring for that patient and family would be easily recalled by
the group. The stories we retold to one another described many
tough shifts where those around the table had worked together
to save a child’s life, to comfort a frightened family or to care for
a child at the end of life. Shared stories. As we relived the events
of those shifts when we worked together, we spoke highly of the
role each of us had played in that patient and family’s experience
as we worked together. Mutual respect. Teamwork at its best. In
these stories are snapshots of the lived experience of a critical care
nurse working alongside expert colleagues inside the intensive
care units across our country. We speak to one another easily as
we recall these stories, and it is in the telling of these stories we
can ﬁnd our voice. These are the stories that portray the kind
of bold courage, risk-taking, skilfulness, knowledge and absolute
expertise that are the hallmarks of critical care nurses everywhere.
These are the real stories that need to be told. These are the kind
of stories that will provide the public with a more accurate view
of what the role of the nurse is, instead of TV dramas like Nurse
Jackie (an RN with a substance abuse problem) or Grey’s Anatomy
(where you seldom even see a nurse caring for a patient).
In recent months there have been some well publicized stories sensationalized by the media about patients at the end of
life. Baby Joseph in London, Ontario, is one such case. A very
diﬃcult situation played out in the newspapers and television
stations, nationally and internationally. In creating a provocative story the media attempted to portray the medical care team
negatively, which resulted in threats to the care providers and
the organization. Imagine! All the while behind the story, we
knew, as critical care nurses, that our colleagues in London in
the PICU were quietly, eﬀectively and respectfully providing the
support and compassionate expert nursing care this patient and
his family needed. Because that is just what we do... every day.
The National Board of Directors decided to speak up on what
was being said in the media in support of our colleagues speciﬁcally, but also to provide a more balanced view of what goes
on inside the ICU when such tragic cases present ethical challenges. As president, I wrote a letter to the editors and reporters
of the Globe and Mail and The London Free Press where the stories were in the news daily. I wanted to share with our members

what was sent, as, alas, the letters were not printed, no doubt
because the true picture was in contrast to what was being portrayed in the papers at the time. Here is what was sent:
Dear Editor,
The Board of Directors of the Canadian Association of
Critical Care Nurses (CACCN), with our home office in
London, Ontario, has been following the media coverage of the unfortunate case of Baby Joseph. We are the
professional interest association representing critical care
nurses in Canada and, as such, we are the voice of excellence for critical care nursing practice in Canada. CACCN
has developed standards of practice that guide critical care
nurses in many aspects of bedside care and, in fact, we have
recently updated our position statement on “Providing Endof-Life Care in the Intensive Care Unit” in January 2011.
These can be viewed on-line on our website available at
http://www.caccn.ca/en/publications/index.html along
with our Standards of Practice document.
However, as a pediatric critical care nurse for 29 years, I
can speak from experience that the case of Baby Joseph at
London Health Sciences Centre is one that, sadly, has placed
the family and the health care team in the media spotlight
at a time when that would be very distressing to both parties
as the organization’s team strives to provide compassionate
end-of-life care for this child and his family while the family
grieves the last days of this child’s life. As critical care RNs
caring for such patients and families, our practice is guided
by the Canadian Nurses Association Code of Ethics and our
professional standards of care, which endorses that nurses
strive to foster comfort, alleviate suﬀering, provide adequate
pain and symptom relief, and support a dignified and
peaceful death. The health care team and family share these
goals. The family are experts in their child and the health
care team are experts in the medical care of the patient and
together they form a partnership to develop a plan for the
dying patient that enables all to feel that they have done
the best thing for the patient when neither can ultimately
change the outcome. Finding the balance to do what is best
for the patient while honouring the family’s wishes is not well
served by becoming a media or political event. The burden
for both the family and the health care providers is already
great enough without it becoming a social media topic that
can place both parties needlessly in conﬂict at a time when
they need to be building a trusting relationship and working
closely together to do what is in the best interests of this baby
at the end of his life. There are no villains in this story but,
indeed, there are a lot of people trying to do what is right for
Baby Joseph at this diﬃcult time.
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CACCN would encourage the media to find this true
aspect of the story, as it is really where the greatest courage
is being enacted every day by families and their health care
providers in the intensive care units across Canada to do
what is right for dying patients.
If you wish to contact me further, I may be reached in
Halifax at my cell phone number or through our London
oﬃce by contacting our Chief Operating Oﬃcer, Christine
Halfkenny-Zellas (at 1-519-649-5284 or toll free at
1-866-477-9077), who can direct your enquires on this
topic or any other critical care story you may have in the
future.
Sincerely,
Kate Mahon, RN, BN, MHS,
President, Canadian Association of Critical Care Nurses
In addition to this letter to the editor, the National Board of
Directors (BOD) sent a personal message of support to the staﬀ

Dynamics 2012 conference
planning committee members

The Dynamics of Critical Care Conference 2012 Planning
Committee has been selected, as follows:
Chair: Tricia Bray, Calgary, AB
Planning Committee Members:
Cecilia Baylon, Burnaby, BC
Judith Fraser, Surrey, BC
Michelle House-Kokan, Vancouver, BC
Laurel Kathlow, Coquitlam, BC
Karen LeComte, Vancouver, BC
Shawn Mason, Vancouver, BC
Christine Halfkenny-Zellas, CACCN COO
The planning committee looks forward to planning an
exciting conference from September 23 to 25, 2012, in
Vancouver, B.C. Thank you to all members who showed
interest in the Dynamics 2012 Planning Committee.

Notice of Annual General Meeting
The National Board of Directors of the Canadian
Association of Critical Care Nurses extends an invitation
to the membership to attend the 27th Annual General
Meeting. The meeting will be held:
Sunday, October 16, 2011, approx. 1630 hours
London Convention Centre, London, Ontario,
in conjunction with Dynamics 2011.
All CACCN Members and interested parties are invited to
attend. Please note: Associate and Student Members do not
hold voting rights and are ineligible to vote. If you are unable
to attend the meeting, you may participate by completing
the CACCN Proxy form, found on page 8 of this issue of
Dynamics.
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of the PICU at the London Health Sciences Centre to let them
know that we were thinking of them and we were proud of the
work they were doing under such intense media coverage.
The BOD will continue to proactively speak up using the media
as a forum when the opportunity presents itself. Likewise, I
encourage each of you to think about when you need to speak
up locally to have your voice heard. Within your unit, perhaps
there are opportunities to speak united as a team of critical care
nurses on issues that aﬀect your practice environment or consider working with your public relations departments to have
the patient stories that need to be told, heard. Oﬀer to speak to
a high school or nursing class at your university on what the
rewards are working with critically ill patients and their families. Let’s make what we do visible... as our voice... it is in our
stories!
Take care of yourself and each other,
Kate Mahon,

Call for participation:
2011 Census and National
Household Survey (NHS)

Starting in May 2011, the 2011 Census and the new National
Household Survey (NHS) will take place. Statistics Canada
is encouraging all residents of Canada to participate in
the upcoming census, stating that “Census information
is important for all communities and is vital for planning
services such as schools, daycares, police services and ﬁre
protection. The NHS is needed to plan family services,
housing, roads and public transportation, and skills training
for employment.”

“Since these sur veys are an essential source of
information about Canada and the people who live here,
they must be complete and accurate. It is, therefore,
imperative that everyone complete and return their
questionnaires.”
For more information, contact:
Lily Eisenberg
Census Communications Manager
Telephone: (416) 954-7177
Email: Lily.Eisenberg@statcan.gc.ca

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

CACCN calendar of events

DATES TO REMEMBER!
June 1: BBraun Sharing Expertise Award deadline

October 10: CACCN Annual General Meeting
Proxy Vote deadline

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

October 13–14: Board of Directors F2F Meeting, London, ON
October 15: Chapter Connections Day, London, ON

June 1: The Brenda Morgan Leadership
Excellence Award deadline

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

June 1: Spacelabs Innovative Project Award deadline

June 1: Cardinal Health Chasing Excellence Award deadline
July 4: Dynamics 2011 online conference registration
available

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

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

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

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

January 31: Call for abstracts, Dynamics 2012 deadline

September 1: Smiths Educational Award Application
deadline
September 2: Dynamics 2011 Early Bird Conference
Registration deadline
October 3: Dynamics 2011 Conference Registration deadline

January 31: Smiths Medical Canada Ltd. Education Award
February 15: CACCN Research Grant deadline

Awards available to CACCN members
Criteria for awards available to members of the Canadian
Association of Critical Care Nurses are published on pages
60–65 of this issue of Dynamics.
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Annual General
Meeting
Proxy Vote 2011

CACCN Board
of Directors
Call for Nominations

Every active member may, by means of proxy, appoint a
person (not necessarily a member of the association), as
his/her nominee to attend and act at the annual general
meeting in the manner and to the extent and with the power
conferred by the proxy. The proxy shall be in writing in
the hand of the member or his/her attorney, authorized in
writing, and shall cease to be valid after the expiration of
one (1) year from the date thereof.

The election of directors to the Canadian Association of
Critical Care Nurses (CACCN) National Board of Directors
will take place at the CACCN annual general meeting on
October 16, 2011, for a two-year term commencing April
2012 and running to March 2014.

Proxy votes must be received in the national oﬃce no later
than 2359 hours, October 10, 2011. Proxies received after
the deadline will be ineligible for voting at the AGM.
The following shall be a suﬃcient form of proxy:
I, _____________________, of _____________________,
an active member of the Canadian Association of Critical
Care Nurses, hereby appoint
_____________________ of ______________________,
or failing her/him,
_____________________ of ______________________,
as my proxy to vote for me and on my behalf at the meeting
of members of the association to be held on the 16th day of
October, 2011, and at any adjournment thereof.
Dated at ____________________, this _____ day
of ____________________, 2011.
Signature of Member: ____________________________
CACCN Membership Number: ____________________
Chapter:_______________________________________
Return completed proxy forms to:
Canadian Association of Critical Care Nurses
P.O. Box 25322, London, ON N6C 6B1
Fax: 519-649-1458
Scanned/emailed to: caccn@caccn.ca
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There are three positions available:
• One in the Western Region: British Columbia,
Alberta, Saskatchewan, Manitoba,
Northwest Territories and the Yukon
• Two in the Eastern Region: New Brunswick,
Nova Scotia, Newfoundland/Labrador and
Prince Edward Island
CACCN members interested in letting their names stand
for election to the board of directors should contact the
national office at (866) 477-9077 or caccn@caccn.ca or
visit the website at www.caccn.ca/aboutCACCN to obtain
nomination forms.
Completed forms must be received in the national oﬃce
no later than 2359 hours on July 5, 2011. Forms may be
sent via:
• email at caccn@caccn.ca
• facsimile to 519-649-1458 (photo must be sent by mail or
.jpg, .gif or .ai attachment), or
• mail to CACCN, PO Box # 25322,
London, ON N6C 6C1
Each nominee will be asked to address the membership at
the Annual General Meeting
Please note: Associate and Student Members may not hold
oﬃce at the national level and are ineligible to vote.
Notiﬁcation of Nominees:
The Association will notify members of nominations to the
Board in the following manner:
• In order to receive the nominees’ bios and photos into
the hands of the members in the most expedient manner,
all information will be posted on the CACCN website in
the Members’ Only area and in the Critical connections
Bulletin, after the close of the Call for Nominations.
• If the open position has one nomination at the close of
the Call for Nominations, the nominee will be acclaimed
to the open position.
• If the open position has two or more nominees at the close
of the Call for Nominations, an election by secret ballot at
the next Annual General Meeting will take place.
• If no nominations have been received at the close of the
Call for Nominations, a call from the ﬂoor will occur at
the next Annual General Meeting.

����
����

Find a member!

CACCN is pleased to announce our membership
recruitment program will now run all year long!
Current CACCN members are eligible to receive a $10 coupon toward your next CACCN renewal, for each new member
you refer to CACCN.

Let’s work together and continue to GROW!

Criteria:
1. Current / Active CACCN members may participate.
2. Applicable on NEW member applications only. A new member is one who has not been a CACCN member
previously/has not been a CACCN member for a minimum of 12 months.
3. To qualify, 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
sponsor / recommending information is not included when the member application is processed.
4. Members may receive a maximum of seven (7) coupons towards their next renewal. Coupons expire on the member’s
renewal date.

Future sites
of Dynamics
conferences
Dynamics 2011:
October 16–18, London, ON
Dynamics 2012:
September 23–25, Vancouver, BC
Dynamics 2013:
September 22 –24, Halifax, NS
Dynamics 2014:
September 20–23,
Quebec City, QC
Dynamics 2015:
TBD, Winnipeg, MB
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CACCN Board of
Directors 2011–2012
Kate Mahon
President

I am pleased to begin my ﬁfth and ﬁnal year as a member of the
national board of the CACCN, and the second year of my term
as president. My association with CACCN goes back many
years, as I was a founding member of the Nova Scotia Chapter
in 1986. I have served the Nova Scotia Chapter in the roles of
president, secretary and chair of various committees. I have
also been a planning committee member for Dynamics when
it was in Halifax in 1992, and will be Chair of Dynamics in
Halifax again in 2013. Being a member of CACCN has always
been an important part of my nursing career, as a critical care
nurse. It has also provided the opportunity to connect with colleagues in critical care across the country to share our practice
and experience. And with those connections lasting friendships have formed.

The intent of this phrase is to encourage critical care nurses to
speak up and to be heard on issues of local, national or global
importance with a goal to raise the proﬁle of critical care nursing with the media so our opinion on issues is sought, and to
raise awareness of the public on what we do behind the closed
doors of the ICUs across the country.
It has been a wonderful journey serving on the national board
and one I would encourage any of our members to seriously
consider as an opportunity to use your talents and have your
voice shape the future direction of the CACCN. I look forward
to my ﬁnal year as your president working for our members
with the National Board of Directors.

Teddie Tanguay
Vice-President (Website)

I am very excited to begin my second term as Vice-President on
I am a native Nova Scotian, graduating in 1980 from Dalhousie
the National Board of CACCN. As part of my interest and drive
University in Nova Scotia with my nursing degree. I have a
for furthering critical care nursing, I became involved in the
post-graduate certiﬁcate in critical care nursing and, in 2004,
Canadian Association of Critical Care Nurses. I am a foundI completed my Master of Health
Studies degree from Athabasca
University in Alberta. I have worked
in pediatrics my entire career, ﬁrst
in beautiful Vancouver, B.C., as
a staff nurse at the Vancouver
General Hospital, Health Centre
for Children, before returning
to Nova Scotia in 1982 where I
began my critical care career as a
staff nurse in PICU in Halifax at
the Izaak Walton Killam Hospital
for Children (IWK). I immediately knew I had found my niche in
critical care and it has remained a
part of my career path ever since.
Since 1985, I have held a variety
of management positions, always
with a critical care focus. I have
recently left the IWK and I am now
embarking on a pre-retirement
career in consulting, leadership From left to right: Tricia Bray, Director (Publications), Teddie Tanguay, Vice-President
development, and speaking on top- (Website), Ruth Trinier, Director (Awards and Corporate Sponsorship), Kate Mahon,
President, Céline Pelletier, Secretary (Director at Large), Joanne Baird, Treasurer
ics related to being a nurse.
Inset right: Karen Dryden-Palmer, Director (w. resp. Dynamics Conferences)
In 2010, I established my presiInset left: Christine Halfkenny-Zellas, CACCN COO
dent’s theme as “Find Your Voice!”
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ing member of the Greater Edmonton Chapter and have held
many executive positions at the chapter level. Over the years, I
have been involved in organizing various Dynamics conferences and was the Dynamics conference chair for Dynamics 2010
in Edmonton, AB.
Being a member of CACCN is extremely rewarding. CACCN
membership provides an opportunity to be a voice for critical care nursing to policymakers and other professional
organizations, and also provides the opportunity to network
with colleagues across the country. The ability to network with
critical care nurses from coast to coast has assisted in implementing best practice in my work environment. More importantly I
have made many life-long friends through CACCN.
I obtained my nursing diploma from the Royal Alexandra
Hospital School of Nursing in 1982. I began my career by
working in orthopedics. In 1983, my interest in critical care
was born when I accepted a position in general systems ICU.
There, I worked in many different capacities including staff
nurse, educator and management. In 1993, I graduated from
the University of Alberta with a Bachelor of Science in Nursing.
In 1994, I helped write the Canadian critical care certiﬁcation
exam and obtained my certiﬁcation in 1995. Following writing the certiﬁcation exam I was a member of the examination
committee until 2008. Eventually, my passion for critical care
and thirst for new knowledge led to a return to the University
of Alberta where I obtained a Master’s degree in nursing. I then
began working as a nurse practitioner in critical care. As a
direct caregiver to critically ill adults I see daily the impact critical care nurses have on their patients’ and families’ lives. The
combination of expert knowledge and caring is what makes a
diﬀerence in our patients’ lives.
I look forward to working with the board and our President
Kate Mahon to “Find Our Voice” as we increase awareness of
critical care nursing in Canada.

Joanne Baird
Treasurer

I am a native Newfoundlander and Labradorean, and graduated from the General Hospital School of Nursing in 1984.
Immediately after graduation I started my career as a critical
care nurse working in several ICUs within the province. I have
worked in Grand Falls-Windsor for the past 23 years, as a direct
patient care provider in our nine-bed ICU. I recently accepted
the position of Clinical Educator for the ICU and emergency
departments. I completed a post-graduate intensive care course
in 1986, Bachelor of Nursing in 2005, and certiﬁcation and recertiﬁcation in critical care nursing.
I bring to the board a wide range of experiences including being
a member of the Newfoundland and Labrador Nurses’ Union
provincial board of directors for the past 12 years. I was a member of the 2005 Dynamics NL planning committee, which
was enjoyed by all, and had poster presentations at Dynamics
Halifax and Ottawa.

Personally, I have been married for 23 years and have two terriﬁc children. I have been involved in my community serving

in many organizations including Girl Guides of Canada and
Junior Curling. I enjoy all that Newfoundland has to oﬀer with
my favorites being ﬁshing, snowmobiling and weekends at our
cabin.
This is my last year on the board of directors and it has been
a wonderful ride. The experiences and the people I have met
have helped me to grow, as a critical care nurse. I have been the
treasurer for the past three years and will continue with this
portfolio. It has been a challenging position, but I am proud of
the work that I have done.
There has been growth in the organization, partly due to the
leadership of President Kate Mahon and a very dedicated and
motivated board of directors. I look forward to continuing to
serve this exceptional organization.

Tricia Bray
Director (Publications)

It is with mixed feelings that I begin my ﬁnal year on the board
of directors: excitement when I look back on what has been,
friendships formed, goals accomplished and working with different groups of nurses from across our country. And with some
regret that this tremendous opportunity to serve our association
has passed so quickly. I will be sorry to see it come to a close. I
am continuing in the Publications and Research portfolio and
look forward to continuing to work with Paula Price, Dynamics
Editor, and the Editorial Review Board. I am also excited to be
working with a group of nurses enthusiastic about research, as
we build the CACCN Research Network together with a goal to
advance Canadian nursing research in critical care. As chair for
Dynamics 2012 in Vancouver, this promises to be a busy year as
the planning committee and I work hard to organize CACCN’s
annual conference in one of Canada’s most beautiful locations.

I have spent most of my nursing career over the past 25 years
in critical care and have enjoyed the many opportunities it
has provided. I am currently an instructor with the Advanced
Studies in Critical Care Nursing program at Mount Royal
University in Calgary.
I have lived in Western Canada all my life and, as a member of
the board, I have enjoyed the honour and privilege of working
with critical care nurses from across Canada. Even though it
is a large country, our critical care community is a small one
with many common challenges and successes, and it is together
that we are strongest. I am proud to be part of The Voice for
Excellence in Canadian Critical Care Nursing and I am thankful for the opportunity to Find My Voice as a member of the
board of directors.

Ruth Trinier
Director (Awards and
Corporate Sponsorship)

It with great pleasure that I begin my second year serving on
the board of directors as one of the directors from the central
region. I particularly look forward to continuing with the portfolio for awards and corporate sponsorship, as this position
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has provided me with the opportunity to witness and recognize some of the truly amazing work that our members provide
on a daily basis. I will also continue as the liaison for the New
Brunswick and Nova Scotia Chapters.
I have worked at the Hospital for Sick Children in Toronto since
1984, originally as a clerk in the emergency department. It was
my exposure there to nursing that inspired my return to school.
While continuing my work at SickKids, I have continued to
reﬁne my knowledge in nursing through pursuit of a diploma,
followed by a Bachelor of Science and, currently, through the
pursuit of a Master’s in Nursing.
For the past 12 years I have had the privilege of caring for the
children and families who have been admitted to the pediatric
intensive care unit as a direct care provider. I can say with all
honesty that I love my work. It is here that every day, I witness the
impact of the care that a nurse can provide. Nurses just like you.
In addition to patient care, I have had the advantage of being
exposed to numerous opportunities for growth in the profession including conference planning, education, preceptorships,
research and more. Many of these opportunities have come as
a result of my association with CACCN and its members; compassionate, dedicated, incredible nurses from across Canada
who provide care to the critically ill.

Céline Pelletier
Secretary (Director at Large)

I have been a critical care nurse for more than 26 years, having ﬁrst obtained my BScN at the University of Ottawa in 1981.
During the ﬁrst 10 years of my practice I took two certiﬁcates
in critical care nursing to satisfy my thirst for knowledge in the
fast-paced world of critical care.
Through various attempts at diﬀerent nursing positions, I realized that my strength and passion lie at the bedside providing
expert care and compassion to clients immersed in an uncontrolled world of tubes, lines, catheters and noise.
In 1991, I relocated to Yellowknife, NT, where I helped set up
and open a four-bed ICU. I now work as a Nurse Practitioner in
this ICU, a position that I pioneered.
I am very fortunate to always have been surrounded by professionals who have believed in my abilities and I hope to be able
to give back to those who are striving to be bigger and better.

Karen Dryden-Palmer
Director (Dynamics conferences)

I am humbled by the opportunity to take on the challenge and
responsibility of membership on the Board of Directors of the
Canadian Association of Critical Care Nurses. I will strive to
contribute to a professional environment that supports excellence in critical care nursing practice and the advancement of
the specialty of critical care nursing in Canada. The role of the
critical care nurse is ever evolving. Therefore, I am committed
to providing our membership with the tools, information and
advocacy that contribute to the development of critical care
nursing expertise.
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Foundational to my work as Pediatric Consultant and then
President of the Toronto Chapter is my desire to heighten the
proﬁle of critical care nursing at local, national and international venues. I will seek to lead in initiatives that advance expertise
and best practice in all domains of care. Critical care nursing is
also the provision of mutually participatory patient- and familycentred practice, the recognition of nurse-sensitive outcomes
of critical illness and forwarding the voice of the critical care
nurse in the creation of health policy and administration of
health care resources.
I have been committed to the specialty of critical care for
20 years. I will continue in every capacity to work towards
Canadian Association of Critical Care Nurses’ objectives and
build a foundation of our shared future.

Christine R. Halfkenny-Zellas
Chief Operating Ofﬁcer

It has been my pleasure to work for the National Board of
Directors and the members of CACCN for the past three years.
With more than 25 years of administration, corporate, government and human resources experience behind me, I feel my
skills blend well with the goals of the association. The past and
current board members have aﬀorded me the opportunity to
learn and grow in this position.
I am a graduate of the Canadian Institute of Management,
holding the designation of Certiﬁed in Management (C.I.M.).
Over the past 18 years, I have been employed as a Constituency
Assistant for a Cabinet Minister in the Ontario Legislature, a
Program Oﬃcer for youth sport, recreation and development
with the Ontario Ministry of Tourism, Culture and Recreation,
and the corporate/human resources administrator for a midsize international van/ﬂatbed trucking company. I have many
years of experience with non-proﬁt associations, having been
secretary of our local community growth foundation, a leader
for Girl Guides of Canada, Group Committee Chair for Scouts
Canada, Secretary for ChildFind Ontario and a canvasser for
several organizations in our community.
My roots are in the same community where CACCN began,
as I was born and raised for a good part of my life in London,
Ontario. As my father was in the military, I was also aﬀorded
the good fortune to travel in Canada and abroad during my
childhood. This has led to a love of travel, as well a deep appreciation of setting down roots and raising my children in one
place. My husband, David, and I have two wonderful teenage
children, Chelsea and Hunter, as well as a very pampered golden retriever, named Remington. As a family, we spend most of
our time out of doors, enjoying the many activities available to
us in Southwestern Ontario.
My time with the CACCN has been extremely enjoyable and I
learn something new every day. I have had the pleasure of meeting many of our members, corporate sponsors and conference
exhibitors via email, telephone and in person at the past three
Dynamics conferences. I look forward to working with our
members, the National Board of Directors and the Dynamics
Conference Planning Committees for many years to come.

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 position
statement was approved by the CACCN National Board of Directors on March 22, 2011. Please visit www.caccn.ca to view all
CACCN position statements.

Canadian
Association of
Critical Care Nurses

POSITION STATEMENT:
Structure of Critical Care Units
CACCN Document: Structure of the ICU Unit. Statement date: March 22, 2011. Permission to reproduce statement is granted. Please acknowledge the
Canadian Association of Critical Care Nurses (CACCN).

CACCN Position

Nursing care for critically ill patients and their families requires
a unique environment that is structurally diﬀerent from other
clinical units. While it is acknowledged that there are numerous variables contributing to patient outcomes, the appropriate
environment enables the process (Rashid, 2006; Schmalenberg
& Kramer, 2007).
When planning new or renovated critical care units, the health
care facility should incorporate an evidence-based design in
which critical care nurses have been provided an opportunity
to participate (Gregory, 1993; Runy, 2004; White, 2006). The
design should incorporate the needs of the population that
it hopes to serve. (Gregory, 1993; Williams &Wilkins, 1995).
Enhanced patient and caregiver safety needs to be given prime
consideration (Runy, 2004).
For each individual patient care area the health care facility
must provide:
• A design that allows for constant visualization while providing privacy for the patient and family (Rashid, 2006;
Schmalenberg & Kramer, 2007; Surrey Memorial Hospital,
2006; White, 2006; Williams & Wilkins, 1995).
• Minimized traffic flow past individual patient care areas
(White, 2006).
• Adequate spacing to allow for equipment and procedures
commonly performed at the bedside (Rashid, 2006; Surrey
Memorial Hospital, 2006; Williams & Wilkins, 1995).
• Spacing should accommodate family presence at the bedside
in addition to the patient and caregiver zones.

• Equipment, with the capability to provide both advanced
monitoring and therapy, that is both functioning and contemporary and will allow for the evolution of technology
(Brown & Gallant, 2006; Schmalenberg & Kramer, 2007;
Surrey Memorial Hospital, 2006; Williams & Wilkins, 1995).
Facilities and specifically skilled staff to maintain, test,
update and clean the equipment routinely must also be provided (Rosenberg & Moss, 2004).
• Information technology linking the critical care unit with
lab, pharmacy, diagnostic imaging, health records and other
departments/services in such a way as to facilitate the input
and retrieval of patient information seamlessly (Lapinsky,
Holt, Hallett, Abdolell, & Adhikari, 2008; Surrey Memorial
Hospital, 2006; White, 2006; Williams & Wilkins, 1995).
• Equipment and supplies organized to ensure patient and
caregiver safety and easy access (Gurses & Carayon, 2007;
Rashid, 2006; Rosenberg & Moss, 2004; Runy, 2004; Surrey
Memorial Hospital, 2006; White, 2006; Williams & Wilkins,
1995).
• Ability to provide for patient isolation including airborne
infection isolation (Rashid, 2006; Rosenberg & Moss, 2004;
Surrey Memorial Hospital, 2006; White, 2006).
• A method of direct nurse-to-nurse communication from
within isolation rooms, in addition to the unit-based call
system.
• Private patient rooms to facilitate noise reduction, privacy,
sleep quality and lower nosocomial infection rates (Brown &
Gallant, 2006; Gurses & Carayon, 2007; Rashid, 2006; Surrey
Memorial Hospital, 2006).
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• Adequate lighting for caregivers to perform required tasks.
• As much natural light as good functional design allows, using
windows where possible, to facilitate feelings of well-being
for patients, family members and staﬀ (Rashid, 2006; Surrey
Memorial Hospital, 2006; White, 2006).
• Waste disposal systems that minimize staﬀ and patient exposure to contaminants close to the bedside (Rashid, 2006;
Surrey Memorial Hospital, 2006).
• When possible, toilets should be provided at each bedside.
• Unrestricted unit access should be provided to sanctioned
visitors while protecting the privacy of patients (Rosenberg
& Moss, 2004; Surrey Memorial Hospital, 2006; White, 2006;
Williams & Wilkins, 1995).
Family
• Unit and family waiting area design that allows the family to
remain close to the patient to facilitate active involvement
in the plan of care throughout the duration of the patient’s
admission (Brown & Gallant, 2006; Rashid, 2006; Runy, 2004;
Schmalenberg & Kramer, 2007; Surrey Memorial Hospital,
2006; White, 2006).
Medication area
• Narcotics storage that meets Health Canada requirements.
• Appropriate resources to ensure proper storage, preparation

and dosing of unit prepared medications—temperature controlled fridges, access to drug monographs, dosing charts,
etc.
• Area to prepare necessary medications that has adequate
lighting, limited distractions/quiet (Rosenberg & Moss,
2004; Runy, 2004).
Staﬀ
• Equipment to facilitate the preservation of the health and
safety of staﬀ providing care, including, but not limited to
personal protective equipment, lifting devices and work surfaces at appropriate heights (Rashid, 2006; Surrey Memorial
Hospital, 2006).
• Staff lounge to allow for privacy and to assist the physical and mental restoration of the health care staﬀ (Rashid,
2006; Surrey Memorial Hospital, 2006; Williams & Wilkins,
1995). An area with some degree of privacy that allows staﬀ
to consult with each other, or with patient families, regarding patient issues, plans of care and education (Rashid, 2006;
Rosenberg & Moss, 2004; Surrey Memorial Hospital, 2006;
Williams & Wilkins, 1995).
Approved by the CACCN Board of Directors
Date: March 22, 2011
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RESEARCH REVIEW
Schmalenberg, C., & Kramer, M. (2007). Types of intensive care
units with the healthiest, most productive, work environments.
American Journal of Critical Care Nursing, 16, 459–469.

Research question or purpose

The purpose of this study was to examine the extent that ICU
nurses conﬁrm a healthy work environment and to determine
whether diﬀerences exist between diﬀerent types of ICUs. The
study aimed to uncover elements of a critical care nurses’ work
environment that lead to a productive work environment where
nurses can also achieve personal satisfaction in their work.

Research design

A cross-sectional descriptive survey design was used.

Setting

This study was conducted in the U.S. and contained participants from 34 critical care units in eight magnet hospitals.

Participants

The participants in this study were 698 critical care staﬀ nurses
from medical and coronary care units (labelled MICU), surgical, cardiovascular and trauma ICUs (labelled SICU), as well as
neonatal and pediatric units (labelled NICU), and mixed medical-surgical critical care units (labelled MSICU). The sample
was drawn from eight regions in the U.S. and included academic and community hospital samples. The majority of the sample
had a baccalaureate or higher degree and the mean years of
experience ranged from 12 to 14 years among clusters. Among
the sample of nurses, 60% held a CCRN certiﬁcation.

Method

The Elements of Magnetism (EOM) survey was administered to the sample over a six-month period. The EOM is a
37-item instrument that measures eight functional processes
essential to a productive work environment. The eight attributes of healthy work environments that the EOM measures
are working with clinically competent peers, collegial/collaborative relationships between nurses and physicians, clinical
autonomy, nurse manager support, control over nursing practice, perception that staﬃng is adequate, support for education
and a culture in which concern for the patient is paramount
(Kramer & Schmalenberg, 2004).

Main ﬁndings

The results of this study showed that neonatal and pediatric
units scored signiﬁcantly higher on the healthy work environment attributes than did other types of intensive care units in
the sample. Nurses who had more than 20 years’ experience
scored higher on nurse-physician relationships than did those
nurses with three to ﬁve years of experience. Nurses from community hospitals scored higher on adequacy of staffing and
control over practice.

Conclusions

The mean scores in this study were higher than reported in similar studies and in an earlier National Magnet Hospital Proﬁle
(Kramer, Schmalenberg, & Maguire, 2004). More studies are
needed to determine the role of critical care certiﬁcation and
level of education and its inﬂuence on a healthy work environment. Since NICU nurses in this study scored the highest on
overall job satisfaction and MSICU nurses scored among the
lowest on most variables, more investigation needs to be done
to ﬁnd out what aspects cause nurses to rate the NICU as the
ideal work environment.

Commentary

Unhealthy work environments have been linked to decreased
work satisfaction and turnover among nurses (Hayes, O’BrienPallas, Duﬃeld, Shamian, & Buchan, 2006). This study extends
previous studies of critical care nurse work environments by
examining differences in work environments among a variety of ICU practice settings. Magnet hospital accreditation is
unique to the U.S. and that speciﬁc type of designation does not
exist within the Canadian hospital context. However, studies
examining the Canadian nurse work environment have demonstrated similar inﬂuential work environment aspects such as
manager support (Cummings, MacGregor, Davey, Lee, Wong,
et al., 2010). CACCN currently has a work group in place that
is working toward producing a position statement on the essentials of a healthy work environment for Canadian critical care
nurses.
Sandra Goldsworthy, RN, BScN, MSc, CNCC(C), CMSN,
Nursing Professor, Durham College/UOIT Collaborative
BScN Program, Coordinator, Critical Care e-Learning
program
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WHAT’S HAPPENING at www.caccn.ca?
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.

Visit us today at www.caccn.ca!

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-ﬁ ll positions with the brightest, most qualiﬁed Critical Care Nurses
in Canada.
Job Seekers: This new job site provides you with the opportunity 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 opportunity 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 website 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 banner advertisement on the homepage of the CACCN website
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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.

CRITICAL CARE NURSING ABSTRACTS
Four of the strategic goals of CACCN are: 1) to provide educational opportunities for critical care nurses; 2) to optimize
quality of critical care nursing practice; 3) to provide varied opportunities to proﬁle critical care nursing research; and 4)
to provide opportunities for nursing colleagues to network.
CACCN’s national conference, Dynamics of Critical Care, provides an excellent venue for accomplishing all of these
goals. However, only a portion of CACCN members are able to attend a Dynamics conference annually. Cognizant of this,
CACCN is pleased to be printing its 11th annual “Special Dynamics of Critical Care Issue”, which includes the abstracts
from Dynamics of Critical Care 2011.
The following abstracts represent the concurrent session and poster abstracts being presented during Dynamics of Critical
Care 2011 being held in London, Ontario, October 16–18, 2011.
It is our hope that CACCN members interested in pursuing a proﬁled topic will contact our national oﬃce at (519) 649-5284
or e-mail caccn@caccn.ca to receive information regarding how to contact the author about the work.
We hope you will carefully consider the critical care nursing topics currently being investigated and discussed in various
centres across Canada!
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ABSTRACTS: ORAL PRESENTATIONS
Critical Care Response Teams and
End-of-Life Discussions: Collaboration
for Patient-Centred Care

Historically, the role of a Critical Care Response Team is to
provide critical care intervention for in-patients, regardless of
their location. In keeping with patient-focused care this now
includes enabling timely discussions about end of life, integrated by policy and practice into our culture and the care plan of
every patient.

this multidisciplinary team of critical care experts arrives at
the bedside to implement aggressive interventions aimed at
stabilizing the patient. Evaluation of our team reveals demonstrated achievement of outcome targets that include: decreased
in-patient cardiac arrests, decreased length of stay in the
intensive care unit (ICU), decreased number of pre-arrest situations, and decreased ICU readmission rates. However, the
team has also noted a large number of patients with no clearly
documented end-of-life discussion, potentially contributing to
inappropriate admission to the ICU. The purpose of this presentation is to discuss the plan of action taken by the CCRT
to address the delicate, but critical issue of the need for endof-life discussions, supporting the philosophy of patient- and
family-centred care.

Since 2006, the Critical Care Response Team (CCRT) in our
hospital has functioned to empower ward staff to call for
help at the first signs of patient deterioration. Once called,

ABSTRACTS

Rhonda Barber, RN BScN, Nathalie Needham-Nethercott, BSc,
MD, FRCPC (Critical Care), and Lynn Voelzing, RN, BScN,
MBA, CNCC(C), Grand River Hospital, Kitchener, ON
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This presentation will begin with a summary of the current
literature on end-of-life discussions, comparing the practice
at our hospital with that of the medical community at large,
and providing the foundation for our study objectives. Next,
end-of-life discussions data, collected by retrospective and prospective audit, will be analyzed, revealing interesting ﬁndings
including patient demographics. Then, the phases of strategy
development will be detailed, including: appreciation for the
special considerations inﬂuencing practice change for all disciplines of caregiver, and the numerous challenges encountered
along the way.
The presentation summary will recap several major conclusions
that were critical to the success of such a huge paradigm shift.
These include: support from the highest levels of administration, collaboration with other project mandates, the leadership
demonstrated by the CCRT to educate and mentor, and the
corporate commitment to the belief that advanced care planning is associated with enhanced quality at the end-of-life care:
patient and family satisfaction; and reduced stress, anxiety and
depression in surviving relatives.
Historically, the role of the CCRT has been to provide critical
care at the bedside of any in-patient, regardless of their location. In keeping with the goal of all caregivers in our institution,
CCRT-enabled patient focused-care translates into consideration for timely discussions about end of life, integrated by
policy and practice into the culture and the care plan of each
and every patient.
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Biomarkers In and Of
Critical Illness—What Do
They Mean and Are They Useful?
Rand Butcher, RN, BA Health Sci(Nursing),
IC Nursing Certiﬁcate, The Tweed Hospital/School
of Nursing, Griﬃth University, Cudgen, New South Wales
The early identiﬁcation of disease, facilitating rapid access to
appropriate treatment, is often the most important prognostic indicator for the critically ill. Myocardial infarction, heart
failure and sepsis are examples of disease processes that rely
on rapid identiﬁcation and timely intervention. Unfortunately,
the ability to diagnose these conditions is often impaired by
vague, non-specific symptoms. Patients with myocardial
infarction, for example, often present with signs of upper gastrointestinal disease making accurate diagnosis more diﬃcult.
Likewise, the early signs of sepsis, such as fever and leukocytosis, are non-speciﬁc and common amongst hospitalized
patients. More speciﬁc signs of septic shock, such as lactic acidosis and hypotension, occur late in the course of the disease
and are associated with a poor outcome. In order to improve
the recognition of critical illness a list of potential markers
have gained attention over recent years. Biological markers, or
“biomarkers”, such as troponin and B-type natriuretic peptide
(BNP) have gained acceptance as useful indicators for patients
presenting with myocardial infarction and heart failure,
respectively. Biomarkers for sepsis, such as serum lactate, lipopolysacharide, c-reactive protein (CRP), procalcitonin (PCT)
and interleukin 1, 6 and 8 have also recently emerged as potential biomarkers of sepsis. The sensitivity and speciﬁcity of each
of these biomarkers is variable and aﬀected by the nature of the
patients’ critical illness. Many of these biomarkers are available
as “point of care” tests, making them particularly applicable to
the clinical setting. While such biomarkers may assist in the
rapid detection of critical illness, an understanding of the factors that aﬀect them is required to assess their utility in the
critically ill. Fortunately, many of these biomarkers have a high
degree of speciﬁcity and sensitivity, while being relatively inexpensive, and are widely available for use in the critical care
environment.
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Management of Acute
Severe Asthma—What the
Evidence Tells Us and
What Really Works!
Rand Butcher, RN, BA Health Sci(Nursing), IC Nursing
Certiﬁcate, The Tweed Hospital/School of Nursing, Griﬃth
University, Cudgen, New South Wales
One of the most diﬃcult, if not the most diﬃcult patients
to ventilate in the emergency department or the intensive
care unit are those presenting with acute severe asthma. The
high airway resistance coupled with the presence of autoPEEP makes the patient vulnerable to the development of
high airway pressures, extra pulmonary air, hemodynamic instability and poor gas exchange. The risk of the patient
developing these complications is relatively high with potentially disastrous consequence. One of the main management
strategies for this group of patients is too avoid intubation and mechanical ventilation. This may be achieved by a
number of pharmaceutical and supportive strategies aimed
at reducing airway resistance and work of breathing. If
these strategies fail and the patient requires intubation and
mechanical ventilation it may be necessary to employ a number of advanced ventilation techniques to eﬀectively manage
the patient. Strategies that have been described include the
administration of anesthetic agents or heliox through a
mechanical ventilator, tracheal gas insuﬄation, and the judicial use of applied positive end expiratory pressure (PEEP).
The evidence relating to strategies used in the management
of acute severe asthma will be reviewed.
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Without a Cure:
Supporting Hope,
Creating Memories
Colleen Collier, RN, BScN(c), CNCCP(C), and Neil McBride,
RN, CNCCP(C), Children’s Hospital, London Health Sciences
Centre, London, ON
“Hope is oxygen for the human spirit.” Many children suﬀer
from life-threatening conditions and, at times, a cure cannot be found. Beginning with a powerful story of one family’s
life journey following their son’s diagnosis with a life limiting illness to his death, the meaning and constant presence of
hope is discussed. Nurses have a meaningful role in supporting families through crisis, change, and death, inﬂuencing
their coping. Strategies for identifying and supporting hope
are outlined. Results from a staﬀ and family hope survey are
reviewed, outlining key strategies for creating a milieu of
hope. Innovative ideas for creating meaningful memories
for children and families are demonstrated, with examples.
Participants are encouraged to identify their definition of
hope and ideas for inspiring special memories for children
and families.
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Preceptorship in Critical Care:
Facilitating Growth,
Empowering Potential

Colleen Collier, RN, BScN(c), CNCCP(C), and
Karen Laidlaw, RN, BScN, MN, CNCCP(C),
Children’s Hospital, London Health Sciences Centre,
London, ON
Based on a structured relationship between an experienced
nurse and novice nurse, preceptorships develop skills through
experiential learning. With an increasing shortage of experienced critical care nurses, preceptorships may become more
important in the future. Communication is an essential component of a successful preceptorship. Based on Benner’s Model
Novice to Expert, this presentation will outline the structured
development of a successful preceptorship between an experienced nurse and a fourth-year nursing student, with a focus on
the development of a creative preceptorship communication
tool. Roles of the clinical educator and clinical advisor will be
outlined. Challenges in preceptorship development and management strategies will be discussed with suggestions for future
research.
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Model of Care
Lynn Coolen, RN, BScN, CNCCP(C), MBA, Karen LeComte,
RN, CNCCP(C), MSN, Anna Hong, RN, BScN, Alison Swallwell
Franks, RN, MSN, Olivia O’Hara, RN, Sarb Randhawa, RN,
BScN, and Kathy Rasmussen, RN, BScN, British Columbia
Children’s Hospital, Vancouver, BC
Delivering eﬀective, safe, high-quality health care that is cost
eﬃcient and sustainable is undoubtedly on the minds of most
health care leaders today. In addition, engaging and improving
the patient and family experience while increasing the vitality, satisfaction and retention of frontline staﬀ are other key
issues to be considered in planning a care delivery model for
the future. With continued growing demands on the health
care system, innovation and creativity in health care design
are required now to be able to meet service delivery. By examining the structures and processes that underpin the delivery
of care, a new Model of Care for a large pediatric intensive
care unit has been proposed, developed, studied and recently
implemented.
With increasing costs in overtime and increasing numbers
of OR cancellations at this facility, a review of the literature
revealed some possible solutions to stabilizing the workforce
and planning for the future. As noted by the Institute for Health
Improvement Transforming Care at the bedside, measures to
increase the percentage of time in direct care by the RN not
only generated quality improvements, it also satisﬁed overall
care delivery challenges.
The predominate change that was introduced in this pediatric intensive care unit was the integration of non-regulated
health care providers into a Model of Care. These care aides,
with a deﬁned role, were introduced into an all RN model in
the pediatric intensive care unit. To ensure the utilization of a
thorough change management strategy, this was ﬁrst tested by
way of a rapid process improvement methodology similar to
a Plan-Do-Study-Act cycle. Further, a two-week trial of one
to two care aides per 12-hour shift facilitated a deeper understanding of the potential success of this model. Following an
extensive data analysis, a plan was set in place to select, hire,

train and integrate care aides into the staﬃng complement in
a tertiary level, university-aﬃliated pediatric intensive care
unit.
Evaluation of the success of this implemented model will come
by way of quality and quantitative measures aimed at understanding patient, staﬀ and system outcomes.
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“From the Line to the Lab”:
Improving Practice in Blood Collection
from Vascular Access Devices
Susan Csatari, RN, BD Canada, Mississauga, ON
Best practice in blood collection from vascular access devices
will improve laboratory test result accuracy, increase patient
safety and decrease time lost to redraws. This presentation
addresses the key issues pertaining to specimen quality and
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promotes understanding of the factors that contribute to
hemolysis, contamination and other common problems.
It is vital to patient outcomes that nurses have this knowledge,
to ensure optimal specimen quality. Between 70% and 85% of
all clinical decisions are based on laboratory results. Studies
have shown that 68% of all specimen errors occur in the preanalytical phase before the blood is analyzed in the lab. Nurses
now routinely collect blood samples, yet little formal training
is available to them on how they can deliver the highest quality
specimen possible. A specimen that is an accurate reﬂection of
the patient’s on vivo status should be the goal every time blood
is drawn.
Central vascular access devices have an increasing presence
in many practice settings: critical care, acute, sub-acute longterm care, ambulatory clinics, and community and home care.
It is essential for best patient outcomes, therefore, to provide
nurses with the knowledge that will reduce errors in the preanalytical phase of specimen collection.
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The Use of Hybrid Simulation
Education Focusing on
Organ Donation after
Cardio-Circulatory Death

Karen Dryden-Palmer, RN, MSN, Afrothite Kotsakis, MD,
FRCPC, The Hospital for Sick Children, and Jennifer Berry, RN,
CPTC, Trillium Gift of Life Network, Toronto, ON

Background: Organ donation after cardio-circulatory death
(DCD) is a new phenomenon in pediatric critical care.
Typically in organ donation after neurological determination of death, death is determined in the critical care unit
and withdrawal of therapy occurs in the operating room. In
22 Dynamics • Canadian Association of Critical Care Nurses

DCD death is declared and the withdrawal of life sustaining
therapy is carried out in the operating room (OR). OR nurses who care for these children have had limited exposure to
this process. This presentation shares the implementation of
a hybrid simulation education session for OR nurses related to enhancing their preparedness to care for DCD organ
donors and their families. Critical care nurses are well positioned to provide essential support along the continuum of
care in DCD. Findings of pre and post session questionnaires
have shown knowledge needs related to understanding the
process of DCD, consent, pre withdrawal support of family members and the OR nurse role in the DCD process. The
session methodology of high emotional and physical ﬁdelity
simulation coupled with group discussion was very powerful
for participants.
Purpose: To share the development of an education program
for OR nursing staff in preparations for the introduction of
DCD.
Methods: Pre and post session questionnaires. Pre session
questions focused on exposing informational needs related to
DCD. Post questions evaluated the eﬀect the education session
had on meeting individual nurses’ needs. Participants completed a separate evaluation of the education session after the
intervention took place.
Results: Results indicated that the majority of nurses (90%)
report the education session contributed positively to their
conﬁdence at dealing with DCD. However, a signiﬁcant number (25%) reported the session to be emotionally unsettling.
Conclusions: Using a hybrid simulation during the DCD education session provided high emotional and physical ﬁdelity
that positively engaged the learners.
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Nurses’ Level of Moral Distress and
Perception of Futile Care in the Critical
Care Environment
Danielle Dunwoody, RN, BSc, BScN, MSc, Toronto General
Hospital, Toronto, ON

Almost half of all health care providers in 2003 suﬀered a high
degree of work stress, with nurses, physicians, and laboratory technicians reporting the highest amounts. Chinn and

Kramer’s (2008) theoretical framework was used to investigate
the occurrence of moral distress in a medical-surgical intensive care unit (MS-ICU). The study was a non-experimental,
descriptive study that used the Moral Distress Scale (MDS) to
measure moral distress. Statistical analyses revealed a statistically signiﬁcant relationship between the intensity of moral
distress and years in nursing practice for the categories of
futile care and institutional factors. Overall, a moderate level
of intensity of moral distress and a relatively low frequency
of encounters was found. It is not clear if, and to what extent
the eﬀects of moral distress continue to aﬀect nurses. What is
clear is that moral distress exists within the scope of nursing
and aﬀects registered nurses within the critical care setting at a
moderate to high intensity. Research on how nurses cope with
moral distress in everyday practice or in situations such as a
pandemic, needs to be conducted prospectively and longitudinally with a larger cohort than the current study. This type
of research would assist in accommodating the fluctuating
nature of morally distressing situations and their outcomes for
nurses.
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National Survey of Critical
Care Nurses’ Experiences of
Conﬂict in the Intensive Care Unit

Marie Edwards, RN, PhD, University of Manitoba,
Karen Throndson, RN, BN, MN Student, Health Sciences
Centre, and Julie Girardin, BN Student, University of
Manitoba, Winnipeg, MB

Studies have shown that conﬂict of various types is common
in the intensive care unit (ICU). In a large multinational survey, Azoulay, Timsit, Sprung, Soares, Rusinova, Lafabrie et al.
(2009) found that 72% of respondents (n=7,358) had experienced at least one situation of conﬂict within the week the
questionnaire was completed. In studies carried out in adult
ICUs in the United States, conﬂict arose in the care of 32.1% of
656 patients with prolonged ICU admissions (Studdert, Mello,
Burns, et al., 2003) and 78% of the 102 cases where discussions had taken place regarding withholding or withdrawing
life-sustaining treatment (Breen, Abernethy, Abbott, & Tulsky,
2001). The purpose of this study was to enhance our understanding of Canadian critical care nurses’ experiences of and
responses to situations of conflict in the ICU. The research
objectives were to: a) identify the types, causes, and frequency
of conﬂict experienced by critical care nurses in ICU settings;
b) identify the nursing interventions critical care nurses ﬁnd
most helpful in situations of conﬂict; c) describe the knowledge and skills required by critical care nurses when working
in situations of conﬂict; and d) identify the resources critical
care nurses ﬁnd helpful in responding to situations of conﬂict.
Based on an extensive review of the literature, a questionnaire was developed and reviewed by a sample of critical care
nurses, advance practice nurses, educators, and researchers
(n=11). The questionnaire was revised based on their feedback, research ethics board approval was obtained, and, with
the approval and assistance of the Canadian Association of
Critical Care Nurses (CACCN), an e-mail recruitment message was sent out to members of CACCN inviting them to
complete the on-line survey. A total of 241 critical care nurses responded to the survey. The majority of respondents were
female (94.3%), and worked full-time (78%), as general duty
nurses (66.4%), in mixed medical/surgical intensive care units
(66.4%). Approximately 49% of respondents had more than
20 years of experience in nursing and approximately 30% had
worked more than 20 years in critical care. In this presentation, we will discuss the results of this study, with a particular
emphasis on respondents’ perceptions of: the factors associated with conﬂict; critical care nurses’ roles in situations of
conﬂict; the most helpful resources for patients/families and
nurses in situations of conﬂict; and strategies for dealing with
conﬂict.
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Exploring the Use of a
Family Assessment Tool by
Nurses in an Intensive Care Unit

Frances Fothergill Bourbonnais, RN, PhD, School of Nursing,
University of Ottawa, Ottawa, ON

Implementing family nursing in critical care settings poses
unique challenges. The urgency of decision-making related
to physiologic crises mandates focus on the patient. However,
providing support to the family is crucial. Time constraints
can limit opportunities for nurses to build relationships with
patients, as well as families in intensely stressful situations.
Family members may need to become the patient’s spokesperson and this new role may aﬀect the family’s stability, resources
and coping abilities (Gavaghan & Carroll, 2002). Lack of communication is a major reason for challenges between health
care professionals and families, between patients and families and among members of the family themselves. Families
require attention, information and assurance (Van Horn &
Kautz, 2007). Critical care nurses need to promote a communication process that involves the family early on so that future
decisions can be facilitated. The author has developed a family
assessment tool to help enter the world of the family so that this
relationship can be established.
A pilot study was conducted that utilized this family assessment tool to determine its applicability in helping nurses work
with families. The tool includes sections on family structure,
information needs and support, as well as speciﬁc questions
pertaining to areas such as why their loved one is in intensive care. Seven families utilized the tool and their nurses were
interviewed to obtain feedback regarding the tool. Families
were able to complete the tool with minimal guidance from
the nurse and provided information that gave them a voice for
their family member. The nurses, when interviewed, cited that
information gathered from the tool assisted them in family
assessment and engagement. This engagement with families
is important as nurses accompany patients and their families
on an uncertain journey from aggressive treatment through to
recovery or to palliation and a peaceful death.
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Wound Care…What to
do with what you see

Nancy Giles-McIntosh, RN, CNCC(C), IIWCC,
London Health Sciences Centre, London, ON
Critical care is a busy and ever-changing environment in which
the clinical nurse is responsible for providing holistic patient
care. Nurses are trained to recognize early signs of complications and act to promptly and accurately halt or minimize
these complications.
In the critical care setting, the patient’s ability to heal is often
impaired due to many factors such as pre-existing wounds,
poor glycemic control, infection, inotropic support and nutritional deﬁciencies. These factors increase the patient’s risk for a
variety of complications, including skin tears, pressure ulcers,
complex surgical wounds and wound deterioration due to
infection.

These wound complications can become a challenge since,
often, the focus of attention is on supporting the patient in
the acute care setting where clinical knowledge required
for up-to-date wound care has not been a major focus. The
advanced wound care product market has developed significant improvements in managing skin/wound care over
the past 10 years, which has been matched by the increased
expectation of evidence-based practice. Nurses in the critical
care area need the support of experienced wound care specialists who can use the expertise of industry representatives
to develop knowledge and confidence in using the appropriate skin/wound treatment for this challenging patient
population.
Although many areas have access to and use advanced wound
care products, a lack of knowledge about how to use these products properly creates expense, both in terms of the dressings
themselves and in nursing time. This can lead to frustration
for patient/family, staﬀ and administrators. as this knowledge/
practice gap can contribute to a delayed recovery.
This presentation will review wound care basics, using case
studies and examples of diﬀerent wounds one might see in the
ICU. Appropriate treatment options for a variety of wound
care scenarios will be examined. Audience participation will
be encouraged as the diﬀerent cases are presented and wound
care plans reviewed. Suggestions will be made on how these
wounds can be treated using wound care products and technologies available on the market today. Best practice guidelines
and team work will be emphasized.
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tional support, fecal and urinary support will be addressed.
Appropriate critical care nursing interventions and challenges faced by the wound care team caring for this patient will
be highlighted.
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Necrotizing Fasciitis
Complicated by Extreme Morbid
Obesity in the ICU Setting

Ruth Haydock, RN,BScN, CNCC(C), and Coleen Karr, RN,
BScN, MScN, CNCC(C), Toronto East General Hospital,
Toronto, ON
The Amazing Story of Mrs. B.
Necrotizing Fasciitis in the Extremely
Morbidly Obese Patient
Mrs. B. is a 40-year-old, 800-pound woman, who comes
to hospital presenting with severe abdominal pain. She is
assessed and admitted to a medical ﬂoor for further investigations. During this time, the Outreach Team (Rapid Response
Team) is seeing another patient on the same ﬂoor and hears
someone crying in pain. The Outreach Team investigates the
crying patient and, with a critical eye, quickly suspects that
Mrs. B.’s pain is stemming from necrotizing fasciitis. As necrotizing fasciitis progresses rapidly and has a high mortality
rate, early diagnosis and treatment are essential for positive
outcomes.
This presentation will discuss the pathophysiology, early
disease detection, diagnostic and treatment challenges in
the setting of an extreme morbidly obese patient. Care for
this patient required a team approach from surgery, critical
care, wound care specialists, and nurses. Critical care management including initial ﬂuid resuscitation, antimicrobial
therapy, pain management, wound care management, nutri26 Dynamics • Canadian Association of Critical Care Nurses
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Family Presence During
Resuscitation In Intensive Care—
A Collaborative Effort Promotes
Holistic Family-Centred Care

Sherry Hergott, RN, Lisa Pell, RN, and Lynn Voelzing, RN,
BScN, MBA, CNCC(C), Grand River Hospital, Kitchener, ON
Today, many health care institutions are placing more value on
family-centred care, even in intensive care unit (ICU) settings,
recognizing the importance of patient and family needs during
a time of crisis. Historically, family presence during resuscitation was taboo. Patient care was focused on the health care
team’s skill and ability to provide life-saving measures such
as cardiopulmonary resuscitation, giving little thought to the
families’ well-being and ability to cope. Consequently, there
is a clear absence of policy and procedure within health care
organizations supporting the opportunity for family presence
during such crises. This presentation will address the problem:
why is family presence during resuscitation not supported in
the ICU setting?
Discussion will begin with a brief snapshot of our end-of-life
care program, the building blocks that provided the foundation for the work that followed. Then, the concepts of family
presence during resuscitation will be highlighted: how families were viewed during a critical event, attitudes and beliefs of
health care providers, and the beneﬁts and challenges inher-

ent in having family present during resuscitation. This will be
followed by an in-depth review of the development and implementation of a policy and procedure within our organization
that allows for the option of family presence during resuscitation. Furthermore, a review of incidences of family presence
during resuscitation, evaluation of education provided to staﬀ
members, and survey results of the health care team members and family member experiences of resuscitation will be
revealed.
The presentation summary will recognize several major conclusions including the rationale for policy and procedure
development, and recognition of the education requirements for the health care team regarding skills related to
grieving and bereavement. Additionally, the appreciation
for this major paradigm shift will be shared: the notion of
allowing families to be present during resuscitation in critical
care settings, which is strongly supported by evidence-based
practice.
Nursing leaders had the opportunity to demonstrate leadership in the ICU by questioning previous practices,
interventions and family involvement. This, the ﬁnal phase
of our end-of-life care project, provided nurses the chance to
develop a policy and procedures, and implement education
that enabled change in practice and support family presence
during resuscitation. Going forward, a commitment for further scrutiny of family presence during resuscitation will
ensure that families are supported during the crisis and the
grieving process.
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Achieving Excellence
in Treatment: Stemming the
Tide for Heart Failure Patients

Claire Holland, BScN RN, Toronto General Hospital, Suzanne
Moore, RN, University Health Network, and Jennifer Requindin,
BScN, MScN, York University/University Health Network,
Toronto, ON

Heart failure (HF) is a cardiovascular syndrome affecting
Canadians and is the most common cause of hospitalization of patients over the age of 65 (Lepage, 2008). Statistics
demonstrate that the numbers of patients requiring admittance to hospital due to HF will triple by the year 2050 with
a similar correlation to health care costs of an estimated 1.4
to 2.3 billion dollars (Lepage, 2008). This cost is, in part, due
to recurrent hospitalizations and is estimated at 23.6% within
one year (Lepage, 2008). Of these hospital admissions, 20% of
patients will receive care in either intensive care units (ICU)
or coronary intensive care units (CICU) due to acute decompensated heart failure (ADHF) with the median length of stay
being 2.5 days.
HF is a complex syndrome in which the heart is unable to
pump sufficient amounts of blood through the circulatory system to meet the peripheral oxygen demands; clinically
recognized by decreased cardiac output and accompanied by
pulmonary and systemic congestion. HF is predominately
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caused by a defect in myocardial contraction and relaxation
accompanied with increased ﬁlling pressures within the heart.
HF is a chronic condition that is progressive wherein periods
of asymptomatic stability and acute decompensation eventually lead to increased mortality. The patient facing ADHF is
experiencing a serious medical condition and may require a
number of intensive treatments with the possibility of heart
transplant.
The purpose of this presentation is to provide an overview
of HF, discuss best practice guidelines for treatment of this
syndrome and provide nurses with the knowledge of HF in
order to provide excellent nursing care for patients and their
families within a traditional non-cardiac ICU. Heart failure is
diﬃcult to diagnose and manage. Recognition of a deteriorating patient requires astute observation and assessment skills
from practitioners. The CICU adapts a collaborative, interprofessional approach to providing care of patients experiencing
ADHF. The experiences of nurses facing the complexity of
treating these patients in the CICU will be highlighted.
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The Devastating Effects
of Protein Metabolism
Disorder in an ICU Patient

Sheila Hunt, BScN, RN, and Jill Pikul, Registered Dietitian,
London Health Sciences Centre, London, ON
The diagnosis of protein metabolism disorders is classically
made in newborns. However, under certain circumstances an
enzyme deﬁciency can come to light in adulthood. The balance
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of nitrogen in the body can be tipped, causing ammonia levels to rise to dangerous levels. After increasing protein intake
and taking an anabolic steroid, a young athlete presented to an
emergency department with a one-week history of nausea, vomiting, increasing confusion and agitation. The patient seized,
required intubation and was thus transferred to our intensive
care unit for neurological assessment and treatment. It was
discovered that his ammonia level was critically high and he
was subsequently diagnosed with Orthinine Transcarbamylase
Deﬁciency (OTC), a urea cycle disorder. The care of this patient
challenged all members of the health care team, as we collaboated to understand the physiological process, stop seizure
activity, reduce ammonia levels, maintain hemodynamics, and
support a devastated family.
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A Synopsis of the 2010 Advanced
Cardiac Life Support Guidelines

Darlene Hutton, RN, BScN, MSN, QRS Educational Services,
Whitby, ON
In October 2010, the new Advanced Cardiac Life Support guidelines were published by the American Heart Association. This
presentation will include an overview of the new guidelines and
rationale for changes.

References

American Heart Association. (2010). 2010 American Heart
Association Guidelines for Cardiopulmonary Resuscitation
and Emergency Cardiovascular Care Science. Circulation, 122,
S640–S861.

The Importance of Ongoing
Education for the Routine
Measurement of the QT Interval
Darlene Hutton, RN, BScN, MSN,
QRS Educational Services, Whitby, ON

From September to November 2007, the ﬁndings from a survey from 180 nurses working in critical care areas throughout
a variety of rural and urban hospitals in Ontario and British
Columbia demonstrated that less than 20% of nurses working
with patients requiring cardiac monitoring or electrocardiograms routinely measured the QT interval. Reasons identiﬁed
on the pre-implementation survey for this finding were a
lack of understanding the importance of QT interval measurement and not having a clear understanding on how to
measure this interval. Surveys conducted post-implementation resulted in 100% of the respondents identifying that
they would now routinely measure QT interval when doing
rhythm interpretation.
In ongoing surveys of 1,570 nurses from a variety of rural
and urban hospitals in Ontario, British Columbia, Alberta,

and Saskatchewan between 2008 and 2010, less than 30% of
respondents indicated they routinely measure QT interval
measurement.
Conclusion: A large nursing practice gap continues to exist
in nurses working with patients requiring cardiac monitoring
specific to the routine measurement of QT interval measurement. Policies on QT interval measurement need to be
developed universally. Ongoing education to nursing staﬀ on
the importance of this measurement and the method of measuring this interval will help to increase understanding and
adherence.
This presentation will include an overview of the literature available on QT and QTc interval measurements, a discussion on the
various medications and other conditions that may increase the
QT interval leading to the development of Torsades de Pointes,
and the important issues to include in staﬀ education on QT
interval measurement.
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Health Care Providers’
Perceptions of Family
Presence in Resuscitation

Susan Launder, RN BScN, Janelle Plouﬀe, RNEP, Kimberly
Fraser, RN, and Helen Cooper, RN BN, Health Sciences Centre,
Winnipeg, MB
Background: A pediatric intensive care unit (PICU) team
strives to achieve the family-centred care philosophy consistent
with vision and mission of their institution. In 2006, a team of
nurses began exploration of the evidence on family presence
during pediatric resuscitation with the primary goal to integrate this knowledge into practice. From the literature search,
it was apparent that there was limited published research on

this topic, especially from a Canadian pediatric setting. This
led to a staged research project over the subsequent three years
to explore and integrate family presence during resuscitation
into the culture of the PICU. Objectives 1) To explore health
care providers’ perceptions of family presence during pediatric resuscitation (2007); 2) Develop and integrate a guideline
to best support this practice (2008–2009); and 3) Re-examine
health care providers perceptions post guideline implementation (2010).
Methodology: Following approval from an academic ethics
review board and the site research coordinating committee, survey methodology was utilized to gather data at baseline (2007)
and again post-implementation (2010). Data were analyzed
independently at each time interval and then in comparison to
explore the quantitative and qualitative responses.
Findings: In 2007, data demonstrated suﬃcient support to
move this project forward. In addition, the survey indentiﬁed facilitators and barriers to assist in both the development
of an evidence-based guideline and the successful integration
into practice. In 2010, the post implementation survey supported that the evidence-based practice guideline for family
presence during pediatric resuscitation had achieved its goal
despite significant changes in both the unit personnel and
physical layout.
Success factors: Several factors were evident: 1) strong leadership support, 2) consistency with the mission and vision,
3) clear comprehensible guideline, 4) research being done by
the frontline nurses, and 5) topic important to staﬀ and the
families.
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Gray’s Anatomy for the ICU

Kara Livy, RN, MN, CCNP, Royal Alexandra Hospital,
and Daniel Livy, PhD, Edmonton, AB
Anatomy is one of the foundational subjects in nursing.
Although many of us have taken an anatomy course, for most
this was a cursory examination using only a textbook with
coloured drawings. Most of the time this was not a true anatomy course, but rather one paired with the equally important

ABSTRACTS
Volume 22, Number 2, Summer 2011 • www.caccn.ca 29

��������
�������������������������������
topic of physiology. Very few have had the privilege of participating in the dissection of human bodies in a gross anatomy
laboratory, an opportunity more often associated with the
training of physicians. However, as critical care nurses and
nurse practitioners, we are expected to provide similar levels of advanced care to our patients, including performing
advanced procedures. Although we are provided with the
basics of landmarking for the execution of these techniques,
it is often unclear how our landmarking skills relate to the
underlying anatomy of our patient. This understanding is critical, not only to perform the procedure, but also to understand
the potential for, and correction of, possible complications of
these procedures.
In two sessions, we will introduce you to surface anatomy
and landmarking as it relates to the underlying structures
involved with some of our most common, yet demanding clinical procedures. The ﬁrst session will include a guided visual
anatomical tour of oral/nasal gastric tube insertion, femoral/
subclavian/internal jugular central venous line insertion, and
PICC line insertion. The second session will continue with
oral/nasal intubation, chest tube insertion, lumbar puncture
and foley catheter insertion. Diagnostic imaging will be used
to provide a more classic view of how we usually see the deep
structures of our patients. This session will enable critical
care nurses and nurse practitioners to integrate and relate the
surface anatomy of their patients with those important anatomical structures lying deep to the surface, allowing them to
perform these advanced procedures with greater conﬁdence
and skill.
Session one: Take a guided visual anatomical tour through
your patient’s body during invasive procedures such as nasogastric, orogastric, central venous line, and PICC line insertions
to enhance your knowledge of surface, gross and radiological
anatomy while improving your ability to perform these procedures safely and skillfully.
Session two: Take a guided visual anatomical tour through
your patient’s body during invasive procedures such as oral/
nasal intubation, chest tube insertion, lumbar puncture and
foley catheter insertion to enhance your knowledge of surface,
gross and radiological anatomy while improving your ability to
perform these procedures safely and skillfully.
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ICU Nurses’ Perceptions
of Nutrition Education
and Training

Gwynne MacDonald, RN, MN, CNCC(C), Cathy Alberda,
MSc, RD, Royal Alexandra Hospital, and Leah Gramlich, MD,
Alberta Health Services, University of Alberta
Despite evidence-based clinical practice guidelines (CPGs) for
nutrition therapy in the intensive care unit (ICU), delivery of
optimum nutrition provisions remains diﬃcult to achieve in
most ICUs. The role of the ICU nurse with respect to optimizing nutrition therapy has not been clearly deﬁned. Recognizing
that critical care nurses are key stakeholders in facilitating adequate and safe provision of nutrition in the ICU, we conducted
three focus groups to target strategies to enhance nursing performance in the delivery of nutrition therapy to critically ill
patients.
ICU nurses were asked to discuss the following questions in
an open format:
• What is your role with respect to nutrition in the ICU
patient? Identify the knowledge, skills and attitudes an ICU
nurse should have for nutrition therapy.
• What are your biggest challenges with respect to delivery of
nutrition to the ICU patient?
• Are there any gaps in your training, with respect to nutrition therapy? Can you think of any strategies to address the
gaps?
Information was gathered and analyzed using a framework
developed by N. Cahill to understand barriers/challenges in
adhering to nutrition CPGs.
The ICU nurses indicated they had virtually no nutrition
training in formal education programs; nutrition knowledge is
gained during ICU orientation. With respect to training, nurses have suggested:
• They learn best through personal communication with other
nurses.
• CPGs need to address nursing concerns such as management of diarrhea, skin breakdown and wound management.
The guidelines must be developed to allow the nurse to utilize critical thinking skills that permit best practice.
The level of uncertainty surrounding nutrition guidelines
needs to be addressed to allow the nurse to make the best decision at the bedside in a rapidly changing clinical context.
Identiﬁed strategies to enhance nutrition therapy include:
• Engaging formative nursing programs and continuing
education programs to address knowledge gaps especially
around outcomes related to nutrition;
• Developing “clinically credible” nursing resource experts to
facilitate ongoing education in the ICUs;
• Developing evidence-based feeding protocols based upon
the perspective of the bed-side nurse; coupling protocols
with suﬃcient educational materials to enable critical thinking and independent decision-making at the bedside;

• Sponsoring more research on topics pertinent to nursing
nutritional management issues; and
• Evaluating and improving organizational characteristics that
impact on teamwork and interdisciplinary communication.
Ultimately, the goal is to enhance delivery of nutrition therapy
to ICU patients and improve their outcome.
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Did That Really Happen?
Delusional Memories and the
Impact of an ICU Patient Diary

Gwynne MacDonald, RN, MN, CNCC(C), Kara Livy, NP, and
Allan Shustack, MD, Royal Alexandra Hospital, University of
Alberta, Edmonton, AB
Anxiety, numbness, helplessness, horror, ﬂashbacks and fear.
These are some of the most powerful post-traumatic stress disorder (PTSD) symptoms described by intensive care unit (ICU)
survivors following their ICU experience. Vivid, bizarre, and
sometimes painful memories may haunt the survivor of critical
illness for an unknown period of time following their ICU discharge. Did That Really Happen? Delusional Memories and the
Impact of an ICU Patient Diary will explore the idea of sharing
an ICU-created diary in combating these agonizing thoughts
and fragmented recollections. The presentation will focus on a
review of ICU survivor literature, with an emphasis on patient
recollection of their ICU experience. Contributing factors associated with the occurrence of delusional memories, and, the
creation of an ICU Diary to deal with these reminiscences will
be explored. ICU survivor memories from two PTSD studies,
at diﬀerent points in time during patient recovery, will be used
to highlight the ability of such an endeavour to restore missed
periods of time and hopefully decrease PTSD symptoms in
those who survive ICU.
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Critical Care… On the Path

Janet MacIntyre, RN, Parish Nurse, and Pamela Westover,
RN, BHScN, Juravinski Hospital, Hamilton Health Sciences,
Hamilton, ON
The Juravinski Hospital of Hamilton Health Sciences was
in the enviable position of opening a new ICU and CCU in
2010. This necessitated a physical move from a small antiquated ICU and CCU to a new state-of-the-art facility to manage
the complex and changing health care needs of our community and patient population. This change required planning,
coordination, collaboration and leadership of all health care
providers at multiple levels.
At the unit level the Kouzes and Posner’s model, titled the
Leadership Challenge, was used to guide the project and transition to the new units. The model’s components include the
following elements:
• Inspiring a vision
• Modelling the way
• Challenging the process
• Enabling others to act
• Encouraging the heart.
An interactive oral presentation highlighting how the utilization of a model contributed to the success of this project
will be shared. The presentation will highlight the successful
strategies utilized to address each model element including
remembering the past, experiencing the present, and stepping
into the future, thereby allowed the staff to prepare themselves emotionally for this transition. The presentation will
include a video used to create a vision, engage and challenge
the frontline staﬀ as they set forth to… Be Part of the Journey.
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The integration of the concept of… Being Part of the Journey
into all aspects of the project including education, communication, and development of a logo will be shared.
The move to our new unit is now complete. However, the
journey continues and the lessons learned will provide the
framework for other challenging changes. Sharing our experience of Critical Care… On The Path will enable us to reﬂect
and share our practical strategies with you as we continue to
provide critical care in these challenging times.
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Change Theory and Spontaneity—
Must They be Opposing Forces?

Liane Manz, RN, BScN, CNCC(C), and Kara Livy, NP,
Royal Alexandra Hospital, Edmonton, AB
We all know about change theory. Lewin’s Three-Step Change
Theory, Lippitt’s Phases of Change Theory, and Social Cognitive
Theory are the backbone of behaviour change and form the
foundation for nursing interventions. These change theories
are based on a very structured paradigm that requires assessment, planning, implementation and evaluation.
But have you ever wanted to throw caution to the wind? Have
you ever had a “great” idea that you wanted to implement
immediately, without waiting? Or do you daydream during
your dreadful planning committee meetings for the day you
will march through the ICU hoisting a banner touting the
phrase “Just Do It”?
Well we did it! This presentation will produce a lively discussion
regarding the beneﬁts and challenges of spontaneous change
and how to harness the positive energy it can create. We will
also share the very real consequences of challenging assumptions in both ourselves and our colleagues in the eﬀort to create
meaningful change.
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Nursing Care of the Patient
Post-Apicoaortic Conduit Surgery

Rachelle Mccready, RN BScN CNCC(C), University Hospital,
London Health Sciences Centre, London, ON
Patients who require aortic valve replacement due to severe
aortic stenosis are often elderly and present with several
comorbidities such as left ventricular dysfunction, coronary
artery disease, porcelain aorta, etc. The traditional aortic valve
replacement surgery requires a median sternotomy, cardiopul-

monary bypass, cardioplegic arrest and aortic cross-clamping.
Thus, it has substantial morbidity and mortality in these highrisk patients. An alternative option for some of these high-risk
surgical patients may be the transcatheter aortic valve implantation (TAVI) procedure, which is less invasive. However,
patients with signiﬁcant peripheral vascular disease may not
be candidates for the TAVI procedure.
Another option is the apicoaortic conduit (aortic valve bypass)
procedure. Although this surgical approach is not new, better
techniques have emerged making the procedure less risky than
before. New cardiac surgical procedures challenge critical care
nurses to upgrade their knowledge and skills to provide care to
these patients.
This oral presentation will:
• discuss pathophysiology, symptoms, and treatments for aortic stenosis;
• describe the apicoaortic conduit procedure;
• outline the nursing care post procedure;
• present a case study of a patient who had the apicoaortic procedure performed at our institution.
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Critical Care in Kandahar:
Nursing in a Combat Zone

Lt(N) Melissa Mertens, BN, RN, and Lt(N) Joanna Streppa,
BScN, RN, Oﬃcer Commanding Treatment Company, 1
Canadian Field Hospital, Canadian Forces Base, Petawawa, ON
Nursing with the Canadian Forces (CF) means you can be called
upon to perform a variety of duties, such as management, education, research, bedside and emergency care—all at the same
time. Canadian Forces Health Services (CFHS) provides support to humanitarian and combat missions. CFHS took the role
of Lead Nation for the Role 3 Multinational Medical Unit at
Kandahar Airﬁeld in 2006. From May to September 2010, more
than 800 battleﬁeld casualties were treated. Nursing challenges speciﬁc to the mission in Afghanistan highlight some of the
diﬃculties of providing care to traumatic injuries in an active
combat zone. The following is a presentation of experiences of
two CF nurses over ﬁve deployments.
Challenges to providing quality nursing care included personal, patient care and administrative stressors. Personal stressors
experienced by nurses include sleep deprivation, rocket attacks,
sirens and drills, carrying a personal weapon (9 mm pistol)
everywhere, compassion fatigue and dealing with catastrophic
injuries and deaths of Canadian soldiers, not to mention being
away from home, family and social support networks.
Patient care challenges include caring for insurgents/detainees,
not having the required supplies/staﬀ when they were needed,
lack of access to diagnostic testing, specialist care and interventions, such as dialysis. As well, short evacuation times mean
extremely busy shifts coordinating critical care evacuation
teams. The hospital is located right on the airﬁeld, so it is noisy
all the time and it can be diﬃcult to hear changes in patient
status, monitors and alarms. Mass casualty situations occur frequently, many requiring massive transfusions and the use of the
walking blood bank.
Ethical dilemmas are also common. Withdrawal of care or
having to turn patients away because they don’t meet the
rules of eligibility for treatment is diﬃcult to process, but is
a necessity.
Administrative challenges include the requirement to perform/
manage secondary duties such as policy review and writing and
workload measurement tools. The presence of multinational
staﬀ is also a challenge, not just due to the obvious language
and cultural barriers, but due to differences in training and
experience.
It is not all doom and gloom for deployed CF nurses. It is very
rewarding to see patients, especially kids, go home knowing
that without our care they would have died. As well, seeing
Canadian soldiers with horriﬁc injuries leave theatre and then
hearing that they made it back to Canada and are doing well—
that truly makes it all worthwhile.
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with abdominal compartment syndrome, including surgical
options, will be discussed. This presentation will be of interest
to critical care nurses who wish to enhance their knowledge of
this unique condition.
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It’s Big, It’s Bad, and It’s Ugly:
Abdominal Compartment Syndrome

Eugene Mondor, RN, BScN, MN, CNCC(C), Royal Alexandra
Hospital, Edmonton, AB
It can occur suddenly and without warning. It may be associated with surgery, trauma, or may occur for reasons that are
not entirely understood. And it frequently remains unrecognized in the critical care patient population, as it is often
attributed to some other condition aﬀecting the patient. But
it’s big, it’s bad, and it’s ugly. It’s abdominal compartment syndrome, and the critical care registered nurse must be able to
respond to this potentially life-threatening condition with
both knowledge and skill to prevent devastating consequences. The purpose of this presentation is to identify and describe
abdominal compartment syndrome. The physiology of intraabdominal pressure and intra-abdominal hypertension will
be reviewed. In addition, the pathophysiology of abdominal compartment syndrome, risk factors, clinical signs and
symptoms, and diagnosis will be described. Most importantly, medical and nursing care management of the adult patient
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Is My Patient Having the
Big Jammer? Recognition,
Assessment, and Diagnosis of
Acute Myocardial Infarction in ICU

Eugene Mondor, RN, BScN, MN, CNCC(C),
Royal Alexandra Hospital, Edmonton, AB

The ability to recognize that a critically ill or injured patient
is experiencing a myocardial event is of considerable importance. While prompt recognition and treatment of myocardial
infarction (MI) is often considered routine in coronary care
units (CCU), the appearance of electrocardiographic (ECG)
changes coupled with the complexity of a multisystem problem patient may make identification of MIs much more
diﬃcult in the general ICU. The purpose of this presentation
is to assist critical care registered nurses to recognize, assess,
and assist with the diagnosis of acute myocardial infarction. A
brief examination of the physiology of the heart and the pathophysiology of myocardial infarction will be reviewed. The
important components of a patient history and the essential
elements of a focused cardiac physical assessment will be identiﬁed. More speciﬁcally, this presentation will focus on how
to recognize and interpret signiﬁcant changes in the 12-lead
electrocardiogram (ECG), understand the meaning of a rise
in cardiac biomarkers (Creatine Kinase Myocardial Fraction
B [CK-MB], Brain Natriuretic Peptide, C-Reactive Protein,
and Troponin), and how to assist the ICU team in establishing a diagnosis of acute myocardial infarction. The ability of
all critical care nurses to “put the pieces of the cardiac puzzle”
together will only enhance care of the patient with acute MI in
the general ICU.
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Brain, Heart and Courage:
Leading from where you Stand

Linda Nusdorfer, RN, BScN, MN, CNCC(C),
Sunnybrook Health Science Centre, Toronto, ON
Today’s demanding health care environment requires resiliency, creativity and innovation in the delivery of patient
care and service. Hospitals must create a workplace where
staﬀ feels supported to develop professionally, as knowledge
workers.
Using the story of the Wizard of Oz, as an allegory to illustrate
current workplace environment, we are introduced to Dorothy.
Dorothy first encounters a wicked witch. The wicked witch
symbolizes the inner voice of insecurity, as well as highly critical colleagues. Glinda, the good witch, is the mentor, leader, or
friend who supports Dorothy as she follows her yellow brick
road of career path enlightenment.
Along her journey, she befriends a scarecrow, a tin man and
a cowardly lion. Together they venture to the Emerald City to
meet the Wizard of Oz who bestows a brain, a heart and courage to the three companions. Dorothy, in turn, becomes the
leader of the group.
The brain represents nurses as knowledgeable, critical thinkers who incorporate evidence into their daily practice. The
heart represents the passion and caring needed to sustain an
individual throughout their career. Our passion reﬂects determination to sustain personal and professional growth and
therein lies job satisfaction. Without, passion we will becomes
detached and dissatisfied, as represented by the Tin Man.
Finally, courage is indicative of patient advocacy, nursing voice
and leadership. No matter what position a nurse holds, from
bedside to corporate oﬃces, we are all leaders from our various vantage points.
This presentation will incorporate seminal points from Stephen
Covey’s Seven Habits of Highly Effective People and John
Maxwell’s Laws of Leadership. In adopting key ideas outlined

in these references, nurses can positively impact their career
development and career planning. By engaging the participants
to create an individualized career vision and identify characteristics of leadership; individuals will feel empowered to lead
from where they stand.
Learning objectives:
• Reﬂect on their speciﬁc work place environments and identify individuals who emulate characters represented in the
Wizard of Oz
• Identify personal strengths and weakness as areas for personal and professional development
• Adopt the seven habits of eﬀective people
• Describe characteristics of eﬀective leadership.
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Uncharted Territory:
Our Family’s Experience
with Life-Threatening H1N1

Christine O’Leary, RN, MN, PNP, Alberta Children’s Hospital,
Alexandra Kroetsch, BA, and Anna-Marie Lyons, BA, MBA,
Vancouver, BC
A., an otherwise healthy 26-year-old, was diagnosed with HIN1
in October, 2009. She was urgently intubated, ventilated and
would be on extra corporeal membrane oxygenation (ECMO)
for 25 days. She was sedated for seven weeks, dialyzed, had a
tracheotomy and a pneumonectomy. She left hospital 25 weeks
to the day from her admission, down one lung and ﬁve-and-ahalf toes, but grateful to be alive.
She remembers:
• Am I dying?
• No idea of a timeline for my illness
• Being unable to move by myself, constantly needing to be
boosted up in bed
• I want water, I want my voice!
• Some moments when I felt I would never be able to breathe
on my own again
• I hate my life!
• Moments of Zen—This too shall pass
• “I needed to trust the nurses, doctors, and RTs, then they
needed to learn to trust me”
• “We all learn to breathe and walk and ﬁgure out what we’re
going to do in life, I got to do it twice.”
A.’s family was thrown into the ICU world. A.’s mother wrote
poignantly in a daily blog: part diary, part therapy. She describes
interactions with medical personnel that were most eﬀective,
how she managed the fear, the confusion, and even unexpected
moments of hope and joy.
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“I sat by her bed for much of the day and watched her nostrils
ﬂair with each breath, much like I did when she was a newborn
baby.”
“A. turned towards my voice and looked at me for the first
time since October. It was a brief moment, but a very precious
one.”
For A.’s aunt C., who is a nurse practitioner, her professional
world became personal. She felt burdened by knowledge she
had about prognosis and recovery that her family did not yet
understand. Her experience is not unique: few nurses will go
through their lives without being the medical supporter and
interpreter for a family member or a friend.
“I see where people can lose their way in a crisis and I feel less
judgment. I now know that strength is something you can borrow, because lots of my colleagues gave theirs to me.”
We would like to share our three diﬀerent perspectives via a
story-telling conversation. It’s foundation is A.’s H1N1, but we
believe the themes are universal and will inform the art of complex critical care nursing.

The Sleep/Wake Patterns of
Critical Care Nurses: A Pilot Study

Asha Pereira, RN, MN, CNCC(C), Health Sciences Centre,
Diana E. McMillan, RN, PhD, University of Manitoba, Wendy
M. Fallis, RN, PhD, and Eleni Giannouli, MD, Section of
Respirology/Critical Care, Winnipeg Regional Health Authority,
Winnipeg, MB
Sleep is part of our kaleidoscope and is part of how critical care
nurses care for themselves, as they work to care for the critically
ill. Yet, sleep can be disrupted for a variety of reasons, including shift work. The purpose of this pilot research study was to
describe sleep-wake patterns of critical care nurses who practise within a 12-hour shift work schedule.
The Revised Symptom Management Model (Dodd et al., 2001)
was used as the conceptual framework to guide this non-experimental, descriptive correlational study. Demographic data
from a convenience sample (N = 18) of the target population
were collected. Perception of subjective and objective symptoms was measured using a variety of instruments.
The study sample corresponds to the national average, as 78% of
nurses were between 31 and 60 years of age, more were female
(83.3%), more than half (55.6%) worked full-time, and all
worked a day/night rotation. Surprisingly, only 33.3% reported
having one or more dependents.
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Subjects demonstrated sleep/wake patterns observably poorer
than sleep/wake patterns in the normative adult population.
Immediately after working night shift, the average Epworth
Sleepiness Scale (ESS) was 16.57, indicating signiﬁcantly high
daytime sleepiness. Poorer quality sleep was reported, with
a mean global Pittsburgh Sleep Quality Index (PSQI) score
of 8.42, almost three points higher than “good sleepers”, and
fewer hours of sleep per night (<6.5 hours), than the National
Sleep Foundation (2005) recommended 7-9 hours per night.
Subjects slept better during night shifts than during, or before
day shifts. On work days, sleep times were very stable, but on
days oﬀ, nurses went to bed later and slept in later than when
working.
There was a positive relationship between subjective measures
of sleep and wake, and objective rest and activity measures.
Mean actual sleep time data are considered strongly, positively
correlated (rs =.560, p = .016, two-tailed), between the Sleep
Log and Actigraphy.
This study provides fertile information to guide research into
the health and performance of nurses and the domestic factors related to sleep. Development of policies and education
may help nurses to deal with the complexity of sleep, and oﬀset
the potential risks to safety associated with sleep deprivation.
Priority must be given to ensure the safety of those who live and
work within the healthcare system.
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Avatars and Technology for
Interprofessional Education-Preventing
Ventilator-Associated Pneumonia (VAP)
and Central Line Infections (CLI)
in Critical Care
Brenda Ridley, RN, BScN, MA(Ed), CCN(C ), Elizabeth
Gordon, BEd, BScN, Janine Boston, BScN, CCN(C ), and
Susanne Nelson, RN, MScN, CNS Vascular Access, University
Health Network, Toronto, ON

A key component in the advancement of patient safety in
Canada is the work of the Safer Healthcare Now (SHN) campaign to improve health care delivery by focusing on patients
and their safety while in the care of health providers. SHN is
a collaborative eﬀort aimed at reducing the number of injuries and deaths related to adverse events, such as infections
and medication incidents. Ventilator-associated pneumonia
(VAP) and central line infections (CLI) are key elements of
SHN and have become a big focus of interprofessional practice and care standards in critical care at our academic acute
care centre. Previous benchmark statistics indicated that
didactic format lectures and policies were not enough to create
a paradigm shift in health care practices. Developing education programs that focus on content delivery to meet current
technology expectations is a challenge for educators in critical care. The focus of this presentation will be to present our
innovative approach to interprofessional education reaching
more than 500 critical care staﬀ in our centre. The use of digital characters in a simulated environment can provide life-like,
exploratory learning that is enhanced by video, character scenarios and other learning activities. Our program allows for
24-hour access to learning using multimodal media. E-learning technology oﬀers learners control over content, learning
sequence, pace of learning, time, and often media, allowing
them to tailor their experiences to meet their personal learning
objectives (Ruiz, Mintzer, & Leipzig, 2006). The success of our
educational program has been demonstrated by the reduction
of VAP and CLI rates at our centre.
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U.O.U. A Call to Action

Elaine Rose, RN BN MHS,
Mount Royal University, Calgary, AB
Providing safe patient care is a priority in all health care facilities but, for safe patient care to be realized, nurses cannot be
fatigued, malnourished, ill (physically, emotionally, or mentally), or over-stressed. We, as nurses, must care for ourselves to
safely care for others. The Canadian Nurses Association (CNA)
and Registered Nurses Association of Ontario (RNAO) (2010)
stated “undoubtedly, nurse fatigue is a signiﬁcant problem that
disrupts nurses” physical and mental health, jeopardizes the
quality of patient care delivery and, ultimately, undermines the
Canadian health care system (p. 33).
Recommendations for the system, the organization, and the
individual are presented in the report. This report coupled
with the 2005 American Association of Critical-Care Nurses
(AACN) guidelines for developing and sustaining a healthy
work environment to foster patient safety and enhance worker satisfaction are foundations on which each nurse can build.
Among the AACN (2005) standards are appropriate staﬃng
and authentic leadership. But this is not enough! The CNA/
RNAO (2010) report stated:
Few women of this era know how to take care of themselves
and many do not think they are “worth it”, always putting
themselves last. If you do exercise self-care you become a
target for women who are unable to give themselves selfcare and actively resent those who strive for balance in
personal and professional spaces (p. 20).
You are important, you owe yourself to care for you, I owe
myself to care for me.
Whether you go to work when you are not well, or stay home
you will not be doing the right things according to someone.
You will be sharing your germs making others sick, or you will
be leaving the unit short and are not pulling your weight if you
stay home. This type of culture must change.
Patient safety, your safety, and the safety of others on the road
when you drive home are all aﬀected by your fatigue. An examination of some of the facts related to fatigue and poor health
will be discussed with the audience. Included in the discussion
will be the issues involved in the decisions we make, as nurses,
to work that 16-hour shift, that extra overtime shift, or come
to work when we are ill. How can we change the culture to one
where we respect and care for ourselves.
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Interprofessional Preceptorship—
Partners in Learning
Mary Elizabeth Roth, RN, BScN,
Conestoga College, Wellesley, ON

Preceptors play a vital role in the successful orientation of new
learners, whether these learners are students or new employees. Preceptors contribute to safe, quality client care and
advancement of their profession and are an integral part of
any orientation program. The purpose of preceptorship in any
profession is to provide the student/new learner with the best
possible real world experience while still being supported and
guided by a clinical expert. A preceptored experience is crucial
to facilitate personal and professional development in a novice
professional, by promoting valid career choices and successful clinical practice. Teaching and learning, the core principles
in preceptorship, extend far beyond conveying knowledge
and skills. The preceptor is a role model who encourages the
preceptee to value attaining exemplary clinical skills and to
embrace the signiﬁcance of evidence-informed nursing practice. Because of the perceived rigours in critical care practice,
many newcomers may be discouraged from choosing that
focus if there is a dearth of constructive, sincere individuals who are willing to partner with them on their journey to
achieve their highest potential. To motivate a learner to greater
understanding, a preceptor must be inspired to share his/her
knowledge and expertise. The professional practice guideline
states that nurses have a professional obligation to support
learners to develop and reﬁne the competencies needed for
safe, ethical and eﬀective practice and to support the development and socialization of colleagues who are learning (College
of Nurses of Ontario, 2009).

Some things are better “caught than taught”. Collegial
relationships amongst colleagues multiply learning opportunities—preceptees learn from their preceptors, in addition to
interprofessional colleagues, as long as there is clear evidence
of a cohesive, interconnected environment. It’s important to fan
the ﬂames of a preceptee’s enthusiasm and nudge them forward
to reach their maximum capability. If they are not encouraged,
their interest and passion will be extinguished.
It is worthwhile to remember that in this role, a preceptor is
preparing future leaders and in turn, shaping the direction of
the future (Myrick & Yonge, 2005)!
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The FACT about PACT:
Factors in Assembling Coordinated
Treatment—The Creation of a
Post Arrest Consult Team

Orla Smith, RN, BScN, MN, CNCC(C), Karen Wannamaker,
RN, BSc, CNCC(C), Maria Teresa Diston, RN, BScN, CNCC(C),
Cindy Eikens-Staﬀord, RN, BScN, CGN(C), Lee Barratt, RN,
BScN, MN, Michelle Gaudio, BSc, Chris Hayes, MD, MSc, Med,
FRCPC, Laurie Morrison, MD, MSc, FRCPC, Steven C. Brooks,
MD, MHSc, FRCPC, St. Michael’s Hospital, Toronto, ON
Out-of-hospital cardiac arrest (OHCA) is a common problem
with high mortality. In patients who are successfully resuscitated from a cardiac arrest, anoxic neurologic injury and other
organ damage are important causes of morbidity and mortality. Induced controlled moderate hypothermia in patients with
coma after cardiac arrest from ventricular tachycardia (VT) or
ventricular ﬁbrillation (VF) has been shown to improve morbidity and mortality (1, 2). Yet, based on the literature and our
own local experience, it is known that there are signiﬁcant barriers to the timely delivery of therapeutic hypothermia in this
population of patients (3). Our local data indicate that only
50% of eligible patients receive therapeutic hypothermia postcardiac arrest. Lack of clinician familiarity with best practices,
workload, and sub-optimal collaboration between emergency
and intensive care staﬀ have been identiﬁed as barriers in the
translation of this therapy into practice (4).
In an attempt to optimize the delivery of best practices and
improve patient outcomes two academic health sciences centres in Toronto, Ontario, are piloting a post arrest consult
team (PACT). The PACT consists of specially trained nurses and physicians who will respond to all out-of-hospital
cardiac arrests and collaborate with clinicians from the emergency department, intensive care unit, respiratory therapy, and
cardiology to provide timely evidence-based therapy for postcardiac arrest syndrome. The PACT will provide collaboration,
expert guidance, and “hands-on” human resources focused on
speciﬁc aspects of post cardiac arrest care (5). The PACT will

use standardized clinical pathways to guide recommendations
to the team in charge of the patient’s care, including the rapid
induction of mild therapeutic hypothermia. PACT will use a
standardized trouble shooting algorithm for patients who are
not achieving cooling rates. PACT will encourage goal-directed
therapy with respect to hemodynamic optimization, oxygenation, and ventilation to mitigate reperfusion injury.
Thirteen critical care response team nurses, two medical-surgical intensive care unit resource nurses, ﬁve staﬀ physicians,
and six respiratory therapists have been trained as PACT
members at St. Michael’s Hospital. The team will be available
24 hours a day/7 days a week to respond to OHCA. The purpose of this presentation is to describe the development and
implementation of the PACT initiative at St. Michael’s Hospital
including PACT nurse selection, team training, and the process
of hospital-wide marketing and communication of this active
knowledge-translation strategy.
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Continuous Renal Replacement Therapy:
Overcoming Challenges in Children
Cecilia St. George-Hyslop, BA Gen, BScN, RN, MEd,
CNCCP (C), Karen Dryden-Palmer, RN, BSN, MN(C), CNS,
Dr. Hadi Mohseni-Bod, MD, FRCP, and Dr. Elizabeth Harvey,
MD, MRCPCH(Uk), FAAP, The Hospital for Sick Children,
Toronto, ON

Timely initiation of CRRT therapy and eﬀective treatment in
children relies upon a well-trained team. Understanding principles of fluid/electrolyte management, and complexities of
technology and its application to a unique pediatric population
is critical.
Objectives: This session will review the history of CRRT therapy in the critical care unit, including our collaborative model,
interprofessional team training and evaluation, development
of policies/procedures/guidelines/order sets, overcoming
challenges and implementing strategies for improvement.
Identiﬁcation of systems issues that lead to error will be discussed and opportunities for improvements shared.

Methods: Complexities faced included: high risk patients, relative infrequency of treatments, maintenance assessment of
competency, multiple delivery systems (machines and ﬁlters),
need for adaptation of adult technology for pediatrics, delays
in initiation, citrate therapy and hemodynamic instability in
the infant population. A review of system errors, interdisciplinary team collaboration and enhanced training, testing and
evaluation over an 18-month period resulted in significant
improvements.
Results: Strategies for improvements in pediatric CRRT programs are feasible and endorsed by CRRT team members.
Identiﬁed system errors resulted in changes to our processes.
Technology/equipment errors: Adopting a single model of
machine decreased errors.
Knowledge/experience errors: Lectures, Wetlabs, OSCE testing resulted in enhanced staﬀ training and skill retention.
Complexities of orders/policies/procedures: Revision
of order sets, policies, guidelines improved usability and
communication.
Conclusions: Continuous renal replacement therapy is an
eﬀective technology for managing ﬂuid and electrolye imbalances, and/or removal of toxins. A quality program and optimal
patient outcomes depend upon eﬃciencies in performance of a
large interdisciplinary team.
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Benzo’s and Blockers,
Coma and Cardiac Arrest:
What’s a Nurse to Do?

Teddie Tanguay, RN, MN, NP, CNCC(C), Royal Alexandra
Hospital, Edmonton, AB
The admission of an unstable, post-cardiac arrest patient to
the ICU can be overwhelming for even the most seasoned
critical care nurse. While the primary goal post-admission is
to address airway, breathing, circulation, and achieve hemodynamic stability, it is essential that critical care staff also
attempt to determine the cause of the cardiac arrest. The
purpose of this presentation is to review the approach to the
patient with a sudden, acute, and unexplained onset of coma
followed by cardiac arrest and subsequent admission to the
critical care unit. A real-life case study will be presented to
highlight several key elements of the admission and diagnostic investigation which ultimately revealed a diagnosis
of benzodiazepine and beta-blocker overdose as the primary cause of the patient’s acute coma and Pulseless Electrical
Activity (PEA) arrest. The pathophysiology of beta-blocker
toxicity, signs and symptoms, diagnosis, and evidence-based
management and treatment plan for the patient with betablocker overdose will be discussed.
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Donation after Cardiac Death:
Our Journey Through the Last Five Years
Barbara vanRassel, BScN, Trillium Gift of Life and Janet Taylor,
RN, CNCC(C), London Health Sciences Centre, London, ON
The objectives of the presentation will be to provide a brief
history of Donation after Cardiac Death, the consent process, patient management and testing, the withdrawal process,
organ recovery and transplant, and the recipient outcome. Only
through education and sharing of experiences can health care
professionals come to understand the complexity and rewarding
outcome of Donation after Cardiac Death (DCD) (Steinbrook,
2007; Csele, 2010).
Hospitals have focused much energy and resources on
improving their end-of-life care for patients and families. The
opportunity for organ and tissue donation provides families
with comfort, and literature has shown that it helps families
with the grieving process.(Trillium Gift of Life Network, n.d.).
Health care providers need to have complete understanding
of the choices they can oﬀer families with end-of-life care and
what those choices entitle.
With the introduction of Donation after Cardiac Death in 2005,
many families have been allowed to fulﬁll their loved ones’ wishes
for organ donation, but this would not have been possible in previous years. Prior to 2005, donor patients had to have progressed
to Neurological Determination of Death which accounted for
1.5% to 2% of hospital deaths (Trillum Gift of Life Network,
n.d.). DCD patients do not meet the criteria for Neurological
Determination of Death. These patients have suﬀered a severe
head injury or have an end stage disease (Steinbrook, 2007;
Csele, 2007). Once a decision has been made to withdraw care
(a mutual decision between the health care team and family),
the option for DCD organ donation can be oﬀered. Though the
total number of potential donors remains low in this group (1%
to 3%), these opportunities did not exist for such families in the
past (Trillium Gift of Life Network, n.d.).
Though Donation after Cardiac Death is still in its infancy, the
commitment from health care professionals to support families
who have made the decision to proceed with donation has been
overwhelming. Community hospitals that have never been
part of organ donation now can oﬀer such an opportunity to
families without having to transfer their loved ones to another
facility (Trillium Gift of Life Network, n.d.).
As with all new initiatives, Donation after Cardiac Death has not
been without some learning curves. Throughout the years we
have trialed, documented and shared information to improve the
donation process and the outcome of the recipients. It is only by
sharing our experiences that we can improve our skills, as well as
provide a solid base for other centres willing to learn.
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POSTER PRESENTATIONS
Facilitating the Care of Families:
ICU Nurses’ Perspectives

Joanna Bailey, BA, RN, MSc(A), Che Pang, BSc, MSc(A), Milla
Kerusenko, BSc, RN, MSc(A) and Margaret Purden, N, PhD,
Jewish General Hospital, Montreal, QC
Extending care to family members of the critically ill has
become the standard expected of critical care providers, yet
there is considerable evidence that nurses struggle in their
eﬀorts to do so. Despite this challenge, no previous work was
found that examined what ICU nurses believe would assist
them in meeting the needs of family members. This presentation reports on a descriptive qualitative study that explored
what ICU nurses believe would facilitate the care of family
members of critically ill patients. A convenience sample of 15
nurses employed in the adult medical-surgical Intensive Care
Unit of a university-aﬃliated teaching hospital participated
in focus group discussions on the topic. Verbatim transcripts
were analyzed using thematic content analysis. The nurses
acknowledged the importance of extending care to families.
However, they also emphasized that the realities of critical care
sometimes made this diﬃcult or impossible. The challenges
nurses faced in caring for families, along with their suggestions for facilitating family care were categorized into three
main themes. Sharing the load included diﬃculties and suggestions related to workload. Collaborative approach to care
focused on issues and strategies related to the manner in which
the health care team collaborates and communicates both with
each other and with families. Relevant expertise encompassed
challenges and suggestions related to ICU nurses’ expertise
and the availability of other experts to assist families in crisis.
These ﬁndings are shared as a valuable ﬁrst step towards developing the necessary resources and supports for nurses faced
with balancing the care of both critically ill patients and their
families on a day-to-day basis.
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In-Vitro Studies Demonstrate that Fecal
Management Systems (FMS)* Effectively
Contain and Prevent C. Difﬁcile from
Spreading into the Environment
Philip G. Bowler, MPHIL, BSc, Samantha Jones, BSc, Victoria
Towers, BSc and Sarah Welsby, BSc, Convatec Wound
Therapeutics, Deeside, Flintshire, UK

The global threat of Clostridium diﬃcile (C diﬃcile) highlights
the need for eﬀective measures of bacterial control. The purpose
of this study was to evaluate the ability of the FMS to contain
C diﬃcile in vitro. In the ﬁrst study, FMS devices were challenged with C diﬃcile over 31 days, with swab samples taken
daily along the device to determine penetration of the bacterium.(1) The containment properties were compared to those of
disposable, absorbent underpads. The second study tested the
containment properties of the (FMS-S) device and collection
bags with (two collection bags) two types of charcoal ﬁlters.(2)
Swab samples were taken daily for 11 days. For both studies, air
and settle plate counts were taken to determine environmental contamination and one device was deliberately punctured to
serve as a positive control. The FMS and FMS-S devices and collection bags eﬀectively contained C diﬃcile, while the positive
controls did not. For the absorbent underpads, lateral spread of
the bacterium across the inner challenged side was observed.
The use of fecal management systems to contain stool may play
a role in a protocol of care to help reduce the environmental
contamination of C diﬃcile.
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What are the Attitudes, Perceptions
and Experiences of Critical Care Nurses
who are Engaged in a Unit-Speciﬁc
Mentorship Program (Mentorship in
Nursing Development [MIND])?

Liz Butorac, BScN, MN, Julie Kruchowski, BScN, Steve Manning,
RN, and Mary Mutuna, BScN, St. Michael’s Hospital, Toronto, ON
The current nursing shortage aﬀects critical care (Cavanagh &
Huse, 2004) where 1:1 and 1:2 nurse-patient ratios are required
46 Dynamics • Canadian Association of Critical Care Nurses

to manage high patient acuity. Literature demonstrates that
nurses who are dissatisfied with their work and leave their
profession often do so due to lack of peer and workplace support (Funderburk, 2008.) One strategy that addresses nursing
shortages is mentorship programs (Bally, 2007).
In January 2010, a study was conducted in the MSICU to
explore the attitudes, perceptions and experiences of nurses who were engaged in the inaugural MIND program. This
program, piloted in 2008, was developed to address workplace satisfaction and retention of MSICU nurses. All nurses
involved in the program were invited to participate in audiotaped interviews, and participant data were analyzed for
emergent themes.
Seven themes depicted from the study involved the importance of providing support and socialization, embracing a
learning environment; asking questions, job satisfaction; fear
of the environment; nervousness; as well as program improvements. Also, woven within the themes were numerous positive
comments about male mentors. It was found that male mentors were frequently chosen over female mentors.
Study findings to be applied to the next MIND program
involve alleviating fear and nervousness in mentees and promoting them to ask questions. Promoting the need for mentee
support and socialization, as well as exploring the importance
of embracing a learning environment may further beneﬁt the
program. Also of interest for future study is the role of male
mentors in mentorship relationships. Overall, all seven themes
suggested that mentorship programs contribute to elements of
nurses’ job satisfaction.
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PACE (Practice Advancing through
Continuing Education) Days Two: Keeping
up the Pace of Nurse Education to Ensure
Evidence-Based Knowledge and Advanced
Nursing Competencies in the Medical
Surgical Intensive Care Unit (MSICU)
Liz Butorac, BScN, MN, Julie Kruchowski, BScN, Orla Smith,
MN, Karen Wannamaker, BScN, and Maria Teresa Diston,
BScN, St. Michael’s Hospital, Toronto, ON

Nurses need to be well-informed with evidence-based knowledge. However, sending them away from the bedside for
education can result in sub-standard patient care (Picton,
2009.) In 2008, the MSICU developed educational PACE Days
to promote nursing evidence-based practice and advanced skill
competency. As PACE Days feedback was very positive, a decision was made to continue this practice on a biannual basis.
Continuing with the original PACE Day format and feedback
from PACE Days evaluations, a new and improved PACE Days
Two was created. Six eight-hour sessions, also open to multidisciplinary team members, were held over a three-month period.
Based on pre-session survey results, session topics included sepsis,
spinal cord testing, anterior cervical decompression and fusion,
therapeutic hypothermia, wound care, lumbar drains, epidurals,
pacemakers, cervical collars and rapid infusers. Clicker technology questions were introduced to assess nurse knowledge.
Eighty-nine nurses attended the sessions. An evaluation
response rate of 76% showed that 94.3% found the sessions relevant to their learning needs. Evaluation comments suggested
that the sessions were the best ever; annual sessions are needed, and although information was compressed, it was valuable.
Verbal comments included that there was no time to get tired
and clicker testing was fun.
Based on the success of PACE Days Two, it was conﬁrmed that
education days are needed to provide nurses with evidencebased knowledge and competent practice. PACE Days will
continue to be part of MSICU’s education plan to assist nurses
with maintaining competency.
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Use of Phototherapy in Circadian
Rhythm Regulation in the Intensive
Care Unit: Application of the Symptom
Management Theory

Alanna Chau, RN, BScN , University of Manitoba, Winnipeg, MB
Sleep in the Intensive Care Unit (ICU) is a challenging and
often elusive experience for patients. Despite health care providers’s best eﬀorts, environmental factors such as prolonged
light exposure can suppress the patients’ natural sleep hor-

mone melatonin, leading to a shift in their circadian rhythm.
This change in the body’s natural clock is ultimately responsible
for causing sleep deprivation and a host of neurophysiologic
symptoms. The use of phototherapy has been demonstrated to
eﬀectively shift the natural circadian rhythm, although no previous research has studied this intervention in an ICU setting.
The Symptom Management Theory (SMT) can be utilized as
a tool to direct such an intervention. Developed by nurses,
the theory was established to facilitate collaboration between
health care providers to eﬀectively manage patients’ symptoms.
The theory has three main concepts: symptom experience,
symptom management strategies and symptom status outcomes. These concepts will be used as a guide to implement
the use of phototherapy in the ICU and evaluate its eﬀectiveness. Measureable outcomes of the intervention will include
the patients’ level of confusion, restlessness and urine melatonin level. Since the SMT’s inception, an array of research has
validated this theory as an eﬀective tool in managing symptoms, though no studies have yet examined its eﬃcacy in an
ICU population. This poster study demonstrates the feasibility
of application of this well-established theory in this population, used to direct an intervention that has the capacity to
reduce the signiﬁcant and potentially life-threatening symptoms of sleep deprivation.
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Responding to the Needs of a
New Nursing Generation

Annie Chevrier, Royal Victoria Hospital, Elaine Doucette,
McGill School of Nursing, Marcel Lamontagne and Pascale
Fulcher, Royal Victoria Hospital, Montreal, QC

Introduction: Current orientation programs that are in place
in the acute and critical care settings are in the process of being
revised in order that they better reflect the unique needs of
our new nursing recruits. The challenges related to the nursing shortages, multigenerational nursing teams, combined with
the demands of these highly complex environments, require a
signiﬁcant review of educational and clinical practice strategies
that are currently in use to integrate our newer nurses.
Methods: A committee was formed with the speciﬁc mandate to
adapt the orientation program to current best practices for acute
and critical care settings. A literature review, as well as a needs
assessment, was conducted and from these results the orientation
program was modiﬁed to incorporate new clinical benchmarks
with the corresponding theoretical knowledge and practical
skills, as well as the clinical support required for each step.
Objective: The goal of this presentation is to describe the
process and the strategies that we undertook to implement a
program that utilized alternative strategies that were in part
guided by Benner’s (2010) conceptual model for the acquisition
of skills and knowledge over a modiﬁed time period. Ultimately,
this approach was deemed better suited to the level of preparation and clinical expertise of the recruits coming to our units.
Conclusion: The redesign of our current orientation program
has provided us an opportunity to review current practices
and to adapt to the needs of the changing workforce. As well,
it reinforced our commitment to delivering high-quality evidence-based, patient-centred care.
A research-based orientation program informed by the standards of professional practice for acute and critical care is a step
towards improved recruitment and retention of new nurses to
these settings.
48 Dynamics • Canadian Association of Critical Care Nurses
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Culture Assessment Survey Tools:
What Critical Care Nurses Need to Know
Craig Dale, RN, PhD(c), CNCC(C), Lawrence S. Bloomberg
Faculty of Nursing, Toronto, ON

According to the Institute of Medicine (2001), “the biggest challenge to moving toward a safer health system is changing the
culture.” Nowhere does this appear more apparent than in the
Institute of Medicine’s report on patient safety “To err is human,
building a safer health care system.” Its focus on preventable
morbidity and mortality led to high-level calls for increased
surveillance and the nascent science of cultural survey assessment (Pronovost & Sexton, 2005). Although culture is often
coined “the way things are done around here”, it is also a social
force impacting patient experiences and outcomes (Deal &
Kennedy, 1982). Not surprisingly, hospital and unit culture has
shifted into the forefront of hospital accreditation procedures
in Canada and the United States. Because critical care nurses
will be asked to complete a cultural assessment survey every
three years, as part of hospital accreditation, it is incumbent
on them to understand the strengths and weaknesses of these
tools. In general, culture assessment provides an organization
with a basic understanding of the perceptions and attitudes of
its managers and staﬀ. Cultural measures can be used as diagnostic tools to identify areas for improvement. In particular,
surveys may identify areas that are considered more problematic than others. In contrast to the number of cultural tools
available, information about their quality is currently diﬃcult
to ﬁnd. Evidence on instrument reliability is lacking for many,
and validity evidence is even more elusive. For many tools,
there is limited evidence establishing a linkage between positive

safety culture and positive clinical outcomes or medical error
reduction. However, some studies have shown linkages between
staﬀ perceptions of culture and outcomes such as central line
infection prevention, nursing retention and lower-risk adjusted
length of stay. Less considered to date are the material actualities
of critical care nursing that survey tool domains cannot capture.
Forces organizing work processes that may be detrimental to
patients and staﬀ may require other methods of inquiry.
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Implementing Skin Care Rounds:
A Hands-On Approach to Integrating
Knowledge into Practice at the Bedside

Maria Teresa Diston, RN, BScN, CACCN(C), Janice Hon,
BScOT, Meghan Hoult, BSc, Chiropody, Allison Rankine, RN,
ET, BScN, Sreenath Rave, BSc, Chiropody, Laura Teague,
RN(EC), MN, NP, and Karen Wannamaker, RN, BSc,
CACCN(C), St. Michael’s Hospital, Toronto, ON
Skin has historically been an under-appreciated organ in intensive care units even though pressure ulcers are often indicative
of poor overall prognosis and may contribute to premature
mortality. Risk assessment tools have been developed for the
general population to identify individuals who may be at risk
for developing pressure ulcers. None have been validated for
the critically ill population. The Braden Scale is one such tool,
but its value in the intensive care setting has been questioned,
as virtually all patients tend to be classiﬁed as “at risk”. Our local
data indicate that greater than 60% of the patients in the medical surgical intensive care unit (MSICU) at our academic health
science centre fall under this risk classiﬁcation. Individual subscales of this tool may be more predictive of pressure ulcer
development in the ICU population.
In April and May 2010, 90 nurses (approximately 75% of the
nurses employed in the MSICU) engaged in a full-day educational curriculum designed to promote evidence-based
practice. In response to an alarming rise in pressure ulcers in
our MSICU in 2009, a one-hour session was included focusing
on risk assessment linking the Braden subscales to best practice
preventive strategies and the availability of supplies and equipment for prevention.
The MSICU Skin Care Committee then developed Skin Care
Rounds. The rounds were implemented to build on existing

knowledge and integrate key learning into skin care at the bedside. Partners from the corporate Wound Care Team (nurses,
occupational therapists and chiropodists) were engaged to
share their expertise and participate in the rounds. A Skin Care
Team member and the bedside RN worked together to review
risk assessment, assess patients’ skin, evaluate preventive strategies in place and need for additional interventions.
In addition, a tool for data collection was developed based on
the Braden subscales. Through this process, gaps could be identiﬁed in order to inform the need for future wound care quality
improvement initiatives recognizing that not all pressure ulcers
are avoidable and appreciating that engagement in best practice
minimizes pressure ulcer development.
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Symptom Congruence among Patients
with Acute Myocardial Infarction:
Contribution of Symptom Experiences
and Demographic Characteristics
Susan Fox-Wasylyshyn, RN, PhD, Faculty of Nursing,
University of Windsor, Windsor, ON

Symptom congruence, or the extent of match between one’s
AMI symptom experience and preconceived ideas about the
nature of heart attack symptoms, can inﬂuence when AMI victims seek medical care (references 1–5). Lengthy delays impede
timely receipt of medical interventions and result in greater
morbidity and mortality. However, little is known about the
factors that contribute to symptom congruence. Hence, the purpose of this study was to examine how speciﬁc AMI symptoms
and demographic characteristics are associated with symptom
congruence. Secondary data analyses were performed on data
from 135 AMI patients. Using hierarchical multiple regression
analyses, chest pain and other symptom variables (type and
location) were included in step one, while symptom severity
and demographic factors were included in step two. Chest pain,
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the only signiﬁcant variable in step one, became non-signiﬁcant in step two. Severe discomfort (Î² = .29, p < .001), history
of AMI (Î² = .21, p < .01), and male gender (Î² = .17, p < .05)
were the only signiﬁcant predictors of symptom congruence
in the ﬁnal model. In a second analysis, quality descriptors of
discomfort were included in step one of the analysis. The significant variables in step one (heaviness and cutting) again
became non-signiﬁcant in the ﬁnal model, which included only
severe discomfort (Î² = .23, p < .01) and history of AMI (Î² = .17,
p < .05) as signiﬁcant predictors of symptom congruence. The
ﬁndings suggest that, although descriptors of discomfort (i.e.,
chest pain, heaviness and cutting) were important components
of symptom congruence, symptom severity and a positive history of AMI negated their inﬂuence. Implications pertaining to
the ﬁndings are discussed.
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Appropriate Sedation
in Critically Ill Patients

Stephanie Gillis, RN, BScN, Cindy Cashman, RN, BScN, and
Theresa Hagerman, RN, Queensway Carleton Hospital, Ottawa,
ON

The adequate management of sedation and analgesia in a critically ill, mechanically ventilated patient is a topic of signiﬁcant
interest in the critical care environment. Eﬀective sedation and
analgesic management is imperative to improve patient outcomes and is best controlled using a patient-speciﬁc approach
encompassing the multidisciplinary health care team.
Over-sedation and prolonged sedative use negatively affect
patient outcome, delay return of functional status, and lengthen amount of time spent in ICU, whereas under-sedation of a
critically ill patient may result in anxiety, increased agitation,
and may place the patient at risk for injury.
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Adequate sedation and analgesic levels in a patient must be met
with the use of validated tools such as a sedation-agitation scale,
pain scale, and bispectral index monitoring. In addition, continuous monitoring of oxygenation and ventilation, heart rate,
and blood pressure are necessary to assess patient response.
Patient-focused sedation and analgesia is essential, as patients
possess unique comorbidities and chronic health issues; tailoring sedative needs to individually meet the requirements of each
patient is crucial. The evaluation of organ function, patient age,
drug metabolism, side eﬀects, and laboratory results, therefore,
must also be closely monitored.
There are several ways to sedate critically ill patients—uninterrupted or continuous sedative-analgesic infusions, intermittent
infusions, and daily interruptions of continuous infusions
(sedation vacations) are just a few. The latter two are the preferred methods. Prior to using pharmacological methods to
help with agitation, however, the health care team should evaluate what is causing the agitation. Subsequently, the stressor
should be controlled using non-pharmacological interventions
if possible. When treatment of the cause of distress with nonpharmacological interventions is not suﬃcient, then sedative
agents must be added. It is imperative that the multidisciplinary
team be involved in this process in a holistic manner.
Complications of prolonged and/or over-sedation of critically
ill patients can be prevented. Educating staﬀ on how to determine and assess if a patient needs sedation or analgesia, how to
select the appropriate medication for the individual and situation, maintaining infusions, and assessing those infusions to
determine whether the patient is being adequately managed are
essential. Incorporating scoring systems such as sedation and
pain scales into daily practice and tapering and withdrawing
sedation according to patient response is crucial. Furthermore,
it is necessary to acknowledge the complexity and uniqueness
of each individual and remember that each patient’s response
will be diﬀerent.
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Historical Development of Intensive
Care Nursing 1960–1985
Deborah Hamilton, RN, BN, MTS, MSN,
Vancouver General Hospital, Vancouver, BC

When the adult critical care unit (ICU) was established at a
large teaching hospital in a downtown hospital in 1968, nurses realized their undergraduate education and training did not
adequately prepare them to care for critically ill patients. Nurses
who cared for patients in the new ICU depended upon their
previous experiences to guide their practice, and physicians
taught nurses advanced pathophysiology at the bedside on a
need-to-know basis. As patient diseases became more complex
and new technologies were used in patient care, nurses sought
out ways to deepen their knowledge of patient care. They created critical care nursing theory from the ground up, eventually
moving critical care nursing education from the bedside into
the classroom. The process was not without its tensions.
In this paper, I analyze the social, political and economic forces
that inﬂuenced the development of specialty nursing education
and standards for practice.
Oral history accounts from nurses involved in the establishment of intensive care units and nurse educators form the
primary source material, augmented with archival records
and other primary and secondary sources. These stories reveal
how nurses incorporated the changes in nursing education
to patient care. The central categories for analysis include the
value of experience in practice, the transfer of nurses’ education into the hands of nurses, the eﬀect of the expansion of new
medical technologies upon nurses’ work, and a critical shortage of trained or experienced critical care nurses, all of which
became the catalysts for creating intensive care nursing, and the
standards of practice for intensive care nursing today.
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Maintaining Competency
in Critical Care Nursing

Heather Harrington, RN, BScN, CNCC(C), Barbara Duncan,
RN, Grace Walter, RN, BScN, CNCC(C), and Melissa
Adamson, RN, BScN, Sunnybrook Health Sciences Centre,
Toronto, ON
Background: Critical care nursing requires a high level of
qualifications and competencies (Riitta-Liisa et al., 2008).
Competency has been deﬁned as a level of performance demonstrating an eﬀective application of knowledge, skill and judgment
(Riitta-Liisa et al., 2008). As research generates new therapies
and technologies, ongoing education to maintain competency
in critical care nursing is becoming more challenging.
As a large academic, tertiary/quaternary care facility and a
major trauma centre we have ﬁve critical care units comprising 62 adult critical care beds. Several clinical nurse educators
and advanced practice nurses comprise the critical care central
nursing education team. We are responsible for managing the
learning needs of our individual units, as well as maintaining
advanced nursing competencies. As a group, the educators and
advanced practice nurses have developed a series of educational
days that provide roughly 130 nurses annually with the opportunity to maintain clinical and professional competence.
The Advanced Nursing Competency (ANC) renewal day takes
place in a large auditorium with several stations, each oﬀering
learning experience in an advanced nursing skill. In order to
provide optimal interaction and hands-on learning opportunities, the nurses rotate through each station in small groups.
Some of the stations are designed so the educators can provide
learning opportunities in unit specific skills. The educators
are committed to providing interesting and fun opportunities
to learn by offering a mix of didactic and interactive teaching modalities. Stations may consist of hands-on learning on
machinery used in the Critical Care setting, such as CRRT &
IABP; other stations may use interactive games or case-scenarios which provide staﬀ with the opportunity to hone their
critical thinking skills in a safe learning environment.
The institution is committed to nursing education and has supported this initiative. This annual event is now a mandatory
part of ongoing critical care education and each nurse is paid
for the 7.5-hour day. We begin planning the next year’s event
almost as soon as the current event is ﬁnished. Evaluation from
attendees assists us in directing the activities for the subsequent
sessions.
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Heparin-Induced Thrombocytopenia:
Immune Mediated versus Non-Immune
Mediated in Post-op Cardiac Surgery
Patients—A Case Study

Jagdeep (Nicki) Johal, RN, NP, MSc, Zdravko Zjalic, RN, NP,
MN, Karen Then, RN, ACNP, PhD, Nancy Gwadry, RN, ACNP,
MN, Leslie Poirier, RN, ACNP, MN, and Frances Krawiec, RN,
ACNP, MHSC, Alberta Health Services, Calgary, AB
Heparin-induced thrombocytopenia (HIT) is an uncommon
and serious complication of heparin therapy that can result in
fatal outcomes (Baker & Flattery, 2006; Cooney, 2006). In the
post-operative cardiac surgery population HIT is a common
complication due to the high doses of heparin that patients
receive intra-operatively (Levy & Winkler, 2010). Unfortunately,
the diagnosis of HIT in cardiac surgery patients is challenging
due to the variation and fluctuation of platelet counts compared to a typical presentation of HIT. A major drop in platelet
count of 40% to 50% routinely occurs in the ﬁrst 72 hours following cardiac surgery. Furthermore, 25% to 70% of patients
develop heparin antibodies detectable by immunoassays, but
only a small proportion of those patients develop clinically
evident HIT (Selleng et al., 2009). HIT can be further divided into immune mediated and non-immune mediated. This
is important in the post-operative cardiac surgery population
since the pattern of presentation varies (Cooney, 2006). The
clinical signiﬁcance is key; one is benign and one can be fatal.
Nurses can assist with the diagnosis and management of these
patients. Clinical exam is of extreme importance in monitoring
for signs and symptoms of HIT. This presentation/poster presents two cases, one of immune-mediated HIT and the other of
non-immune-mediated HIT. Both patients were post-operative
cardiac surgery patients and had very diﬀerent post-operative
courses. We will discuss clinical presentation, lab values, diagnosis, testing and treatment.
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Patient Conﬁdentiality
and a Password System

Mary Kroh, RN, BScN, London Health Sciences Centre,
London, ON

Patient conﬁdentiality and a need for increased awareness by
nursing staﬀ to protect the sharing of medical information in
response to requests by visitors or by telephone is challenging.
In the intensive care unit (ICU) many patients cannot communicate with their family members due to the critical nature
of their illness and the nurse is then called upon to share the
patient’s private medical details.
In our unit, we proposed a password system to control access to
patient information. It is a simple method to improve not only
the safety of the health care provider in sharing conﬁdential
information, but also to increase the trust between caregivers
and family. It demonstrates to family members that every eﬀort
to protect the privacy of their loved one is considered while
meeting their need for information.
A description of the collaborative process used to develop and
implement our password system will be outlined. Evaluation
through the use of surveys from family and nursing staﬀ will
be included.
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Experiences and Practical Lessons
Learned from Conducting a Canadian
Survey of Critical Care Nurses

Elena K. Luk, RN, BScN, PhD Student, Louise Rose, RN, BN,
MN, PhD, and Craig Dale, RN, PhD(C), CNCC(C), Lawrence
S. Bloomberg Faculty of Nursing, University of Toronto,
Toronto, ON
Survey research provides information regarding clinician
opinions and perspectives, adherence to evidence-based recommendations, and practice variation. Yet, the conduct of
large surveys can present numerous challenges. Practical chal-

lenges such as establishing a sampling strategy consistent with
a population’s distribution may be anticipated and addressed.
However, unanticipated challenges may emerge during survey
implementation that require immediate attention and action.
Our objective is to inform nurse clinicians and researchers of our
experiences in the conduct of a large, national survey of critical
care nurses across Canada. Speciﬁcally, we describe administrative, ﬁnancial, and logistical considerations and challenges.
Administrative challenges included obtaining approval from and
continuous correspondence with each provincial and territorial
nurse registering body to facilitate survey distribution. Coding
to identify nurses working in adult intensive care units diﬀered
in each province, as did the regulations and time required to
release contact details for research purposes. This meant survey distribution methods and schedules diﬀered and additional
costs were incurred due to the inability to track responses in
those provinces/territories that did not release contact details
directly to the research team. Financial considerations included
budgeting for large mailing costs associated with the delivery
of multiple rounds of survey and follow-up reminders to maximize response rates, as well as other costs associated with nurse
registering body fees, printing, shipping, and clerical work.
Logistical challenges included maintaining the survey package
under the weight of a standard letter to limit costs, and eﬃciently coordinating the matching and stuﬃng of numbered surveys
to numbered and/or pre-addressed envelopes. Other logistical
challenges included survey tracking to regulate survey delivery and response, and translation of all survey materials and
returned comments for bilingual provinces.
Conduct of this large, national survey required considerable
ﬁnancial resources, as well as time, energy, and coordination.
We anticipate a greater understanding of the work and cost
associated with planning and implementing such surveys may
cause critical care nurses to consider responding to future practice surveys.
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Management of patient agitation
with dexmedetomidine in the ICU

Rachelle Mccready, RN, BScN, CNCC(C), University Hospital,
London Health Sciences Centre, London, ON
The causes of agitation and anxiety in the ICU setting are well
documented. Outcomes such as length of stay are signiﬁcantly
inﬂuenced by the management of anxiety and agitation. Nurses
provide comfort with both non-pharmacological methods and
medications. Critical care nurses must be expert “balancers”,
providing comfort while being cognizant of the adverse eﬀects
the medications may produce. Many medications are available
to prevent and treat agitation and anxiety but there is no perfect sedative and analgesic regime. The perfect sedative would
allow the patient to be easily arousable, cooperative, sustain
spontaneous ventilation and protect their airway with minimal
adverse eﬀects. Traditional medications such as benzodiaze-

pines, propofol, opioids and antipsychotics may not be eﬀective
in some patients and have many adverse eﬀects.
Dexmedetomidine is an alpha 2 adrenoreceptor agonist which
produces sedation, anxiolysis and analgesia. It has a rapid onset
with no respiratory depression. The patient will be sedated but
is easily arousable. It is often compared to clonidine.
This poster presentation will describe:
a) common treatments of agitation and anxiety
b) pharmacology of dexmedetomidine
c) administration and side eﬀects of dexmedetomidine.
A case study will demonstrate the use of dexmedetomidine
with an agitated, delirious critical care patient at our centre.
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A Checklist for Dynamic,
Real-Time Change Management

Mary Mustard, RN(EC), MN, CCN(C), CNCC(C), Ellen Lewis,
RN, and Richard Bowry, MB, BS, FRCA, FRCPC, St. Michael’s
Hospital, Toronto, ON
Although health care practice strives to improve patient outcome,
errors occur at a staggering rate. According to the Institute of
Medicine (Kohn et. al., 1999), medical errors result in as many as
98,000 preventable deaths per year in the United States. The critical care environment is especially vulnerable given the complexity
and high acuity of the patient: fast-paced decisions and actions are
mandatory. Rothschild et al. (2005) reported an average of 149.7
serious errors/1,000 patient days and 36.2 preventable adverse
effects/1,000 patient days in an ICU at a university-affiliated
hospital. Errors of omission are associated with failure to implement “routine” ICU evidence-based practices (Ilan et al., 2007).
To address these safety concerns, many hospitals have developed
tools to reduce errors and promote evidence-based care.
Standardization of “routine” critical care activities in the
CVICU ﬁrst occurred during the 1990s through the development of preprinted order sets and protocols. In 2004, following
a visit by Dr. Jean-Louis Vincent, nurses spurred the rapid
adoption of his mnemonic “FAST HUG” (Vincent, 2005), as a
nursing-driven quality assurance protocol. Routine audits of all
critical care areas were performed in the summer of 2004. Since
then, staﬀ has been educated in each of the components of the
mnemonic and a “FAST HUG” has been implemented as a part
of the daily, multidisciplinary rounds.
With the introduction of “safety bundles” to reduce the incidence of central line-associated infections, ventilator-associated
pneumonia, and surgical site infections, it became evident that
many components of the “bundles” did not fall into the FAST
HUG review. An online daily checklist was developed to facilitate data collection during rounds and allow daily, weekly,
monthly or quarterly analysis. Discussions at the bedside
helped improve compliance with best-practice guidelines.
The use of a website format with server-based data storage
allows iterative change and the ability to adapt to practice
changes. Over time, this tool has evolved from a quality implementation checklist to a daily knowledge translation tool to
assist the rapid implementation of practice change.
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Challenges of Nursing Morbidly
Obese Patients in Critical Care—
A Growing Problem

Art Lopez, RN, BScN, and Linda Nusdorfer, RN, BScN, MN,
CNCC(C), Sunnybrook Health Science Centre, Toronto, ON

Obesity is recognized as a chronic disease at epidemic proportion
(Lau, Douketis, Morrison, Haramiak, Sharma,et al. 2007; Peavy,
2009). In 2005, World Health Organization projections indicated that globally there were approximately 1.6 billion adults (age
15+) overweight and at least 400 million adults were obese (Lau
et al., 2007; Peavy, 2009; Starky, 2005). At least 20 million children
under the age of ﬁve years are overweight globally (Peavy, 2009).
In 2004, approximately 6.8 million Canadian adults ages 20 to 64
were overweight, and an additional 4.5 million were obese (Lau et
al, 2007; Starky, 2005). Obesity is the second leading cause of preventable death, exceeded only by cigarette smoking. Obesity has
been established as a major risk factor for diabetes, hypertension,
cardiovascular disease and some cancers in both men and women
(Lau et al, 2007). Other co-morbid conditions include sleep apnea,
osteoarthritis, infertility, idiopathic intracranial hypertension,
lower extremity venous stasis disease, gastro-esophageal reﬂux
and urinary stress incontinence. This presentation will address
the complex care needs of the morbidly obese.
The complex list of co-morbid conditions experienced with
morbidly obese patients increases the likelihood of an admission into a critical care setting. Understanding the multifaceted
interplay between respiratory stabilization, compromised cardiac function, increased circumferential adipose tissue, fatty liver,
predisposed risk of infections, skin integrity, vascular issues,
and nutritional needs confound the overall management of this
patient population (Winkelman, Maloney, & Kloos, 2009).
Not only are the physical ailments a challenge to critical care
nurses, but intricate life-long psychological issues. Depression
and anxiety are among some of the mental health issues experienced by the morbidly obese. This is also compounded by
societies weight bias. False perceptions within our society and
health care system that limits resources to adequately care for
this population. Patients with excess weight need specialized
knowledge and technologies if we endeavour to create safe environments for patients and nurses (Winkelman et al., 2009).

Nurses caring for patients with morbid obesity must learn of
the complex chronic health issues that confronts one out of ﬁve
Canadians. Challenges in caring for this patient population
necessitate we have the access resources, such as equipment,
diagnostic devises, medication dosing to name a few. With
increase interest in bariatric surgery, critical care nurses need
to be informed of the unique challenges to morbidly obese
patients present. This presentation will address these issues.
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In today’s complex and rapidly changing health care system, there
are many components that aﬀect the delivery of family-centred
care, to list a few: time allowance; level of staﬀ ’s family theory
knowledge; level of experience and comfort; institute policy; and
interdisciplinary team commitment. Recognizing and validating
a commitment to family-centred care’s best practice would be
to designate a Family Clinical Nurse Specialist. A FCNS would
demonstrate leadership in family care by providing, promoting,
and educating others about family-centred care in coordination
and collaboration with the interdisciplinary team.
In this presentation, the FCNS would be presented as a strategy to enhancing family-centred care. Discussions on the many
multiple benefits this role can have, for example, enhanced
family communication and therapeutic relationship; knowing
patients’ wishes about end-of-life decisions earlier in course of
stay; and family crisis management, to list a few, will be presented. I hope that with this presentation an increased awareness
to family-centred care and a FCNS will encourage further
research and a national understanding about our current practices. Limitations are recognized that not all intensive care’s can
provide a FCNS, but the overriding principles can be utilized.
Questions to promote dialogue and future research:
1. Within your intensive care unit, what strategies are in
place to promote family-centred care and what barriers
exist to prevent it?
2. A FCNS is a designated role to improve FCC. Do you have a
comparable role in your intensive care unit? Who currently
helps families manage crisis?
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Enhancing Family-Centred
Care in Intensive Care: The Family
Clinical Nurse Specialist

Transitioning Staff through Change
Utilizing a Shared Governance Approach

Families and family-centred care have been an integral component in intensive care since watershed research acclaimed
ﬁve family needs: information, assurance, proximity, hope, and
support (Molter, 1979). Unfortunately, family needs are not
being satisﬁed and while family-centred care is the ideal model,
it is not delivered eﬀectively, consistently, and it lacks clearly
deﬁned standards.

Critical care environments are in a constant state of change.
Growing communities support the need for health care facilities
that provide quality care. Health care organizational restructuring coupled with new treatments, therapies, and advancing
technology promote ever-changing work processes that,
like the patterns of light within a kaleidoscope, redeﬁne, and
reshape the work design of a critical care unit. Transitioning
staﬀ through these and other large change processes requires
professional leadership that promotes and enhances shared
governance and participative decision-making.

Lara Parker, RN, MSN, British Columbia Institute of Technology
and Vancouver General Hospital, Vancouver, BC

Family-centred care is a philosophical approach that encompasses the patient and patient’s family as the unit of care.
Family-centred care is necessary because: it broadens the traditional deﬁnition of family, impacting elements such as who
can visit and receive information; it endeavours to stabilize the
balance of power between the health care team and family; it
recognizes cultural diversity, intricacies, and complexities of
families; it promotes positive relationships; it recognizes families
are in crisis and need adaptive strategies; and it acknowledges
the value of having family present.

Lisa Rodger, RN, BScN, CNCC(C), Jennifer Wright, RN,
CNCC(C), Maharani (Rani) Thakoordeen, RN, MAed,
CNCC(C), and Carolyn Roche, RN, CNCC(C), William Osler
Health System, Brampton, ON

Shared governance and participative decision-making empowers frontline clinical staff to make decisions based on best
evidence regarding their daily professional practice. The forma-
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tion of a Unit Based Practice Council (UBC) creates a formal
structure that embodies ownership, partnership, and accountability through direct stakeholder involvement. Stakeholder
involvement is necessary to the success of any project and the
sustainability of the project changes.
Reintroducing a UBC after the opening of a large new health
care facility and the growth of a small eight-bed, level-three
intensive care unit (ICU) and six-bed, level-two intermediate
care unit (IMU) to that of a 24-bed, level-three ICU has been
highly beneﬁcial to providing support to the professional staﬀ
and the changing needs of the program and organization.
Frontline professionals from all supportive disciplines of care
in the ICU voluntarily participate on the council and in the
quality projects that are discussed, planned and designed,
implemented, and evaluated. Quality projects must have a focus
on one of the following four topics: patient/family satisfaction,
practice improvement, creating a healthy work environment,
and/or teambuilding. The projects are to build upon the supportive structure, processes, and outcomes for critical care
based on available best practice evidence or professional/
clinical guidelines. Also, the UBC provides a communication
network between all ICU team members that enhances collaboration and a sharing of formal and informal information in
a cross directional ﬂow. This process is indicative of a shared
governance model and participative decision making.
Quality-based projects such as a unit-based healthy workplace charter or structured visitation guidelines based on
family/patient-centred care provide clear expectations to all
stakeholders. Setting clear expectations are required in the
development of a highly functioning team. Highly functioning
teams can accomplish what no individual could ever dream of
doing alone.
So, although the light changes within the path of the kaleidoscope, the team controls the vision and focus of the
outcomes.
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Conversations about Challenging Cases:
Ethics Debrieﬁng in the Medical Surgical
Intensive Care Unit
Cecilia Santiago, RN, MN, CNCC(C), Steve Abdool, RN, BA,
MA, PhD(C), Christine Lee, MSW, RSW, Liz Butorac, RN, MN,
CNN(C), Rose Piacentino, BSW, RSW, Dorinda Sinnott, MSW,
RSW, and Jamie Villeneuve, BA, MTS, St. Michael’s Hospital,
Toronto, ON

Clinicians frequently encounter and grapple with extensive
ethical issues and perplexing moral dilemmas in critical care
settings. Further, intensive care unit (ICU) clinicians often
experience moral distress in situations in which the ethically right course of action is intuitively known, but cannot
be acted upon. For example, a common disconcerting issue
occurs when ICU clinicians and substitute decision-makers disagree on the benefit and value of the continuation
of aggressive medical interventions. Feeling that they are
incapable of advocating for their most vulnerable patients,
practically all clinicians experience tremendous anguish and
torment, which leads to compassion fatigue, moral distress
and burnout. Still, current literature shows that moral distress
and moral residue is most predominant among critical care
nurses. It is, therefore, essential that all ICU clinicians (and
nurses, in particular) need an ongoing opportunity to safely
work through these pressing ethical dilemmas and conﬂicts.
When ethical dilemmas occur, best practice guidelines recommend that ICU team members should have the opportunity to
decompress and confront their feelings. ICU clinicians ought
to have a safe “space” where they can safely express, validate
and process their experiences and emotions. The MSICU provides timely debriefing sessions by trained team members
after critical incidents as well as regularly scheduled monthly meetings. While inter-professional ethics round tables are
scheduled regularly and considered beneﬁcial by ICU clinicians, particularly nurses, attendance in these opportunities to
decompress is not optimized. Debriefs after critical incidents
are well attended, but attendance is much more varied at the
regular monthly sessions. This poster describes the MSICU
experience on this monthly ethics initiative and explores
the next steps to enhance its utilization through maximizing
greater attendance and value to MSICU clinicians. To optimize
attendance of staﬀ, a small focus group of critical clinicians
(n = 8) was conducted asking about their perceptions of the
debrieﬁng sessions and their suggestions on how to promote
its uptake. Process changes were implemented based on the
group’s suggestions. The process changes resulted in increased
awareness of its beneﬁts, increased frequency of sessions and
demonstrated utility. We plan to conduct a survey to systematically evaluate team members’ attitude and perception of
ethics debrief sessions, and to assess the feasibility of establishing a systematic mechanism to inform the team about the
outcomes of ethics round table discussions.
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Comprehensive Approach
to Promote and Engage Staff in
Patient and Family-Centred Care
(PFCC) in the Medical Surgical
Intensive Care Unit (MSICU)

Cecilia Santiago, RN, MN, CNCC(C), Maria Teresa Diston, RN,
BScN, CNCC(C), Pamela Greco, RRT, BA, BEd, Kattey Knott,
RPT, MSPT, Lorena Lazar, MSW, RSW, Karen Wannamaker,
RN, BSc, CNCC(C), and Christine Lee, MSW, RSW,
St. Michael’s Hospital, Toronto, ON
Families of critically ill patients experience emotional challenges often producing disruptions in the family systems.
Throughout patient’s critical care trajectory, family members
may experience anxiety, anger, sadness or resignation. The
literature identifies needs of family members during critical illness of patients, which include obtaining information,
honesty, caring, access to the patient and support. The interprofessional MSICU PFCC Committee strives to meet these
needs in ongoing bases through scientiﬁc inquiry in research.
The committee is also instrumental in the development of
patient education materials, staﬀ communication tools and
guidelines to improve the experience of patients and families
while in the MSICU.
The objectives of this poster are to:
1) describe the multifaceted best practice initiatives the interprofessional committee has undertaken through the years in
order to meet the patient, family and staﬀ needs,
2) present the evidence behind the committee’s initiatives, and
3) illustrate the committee’s next steps to advance therapeutic
relationships in engaging families as extension of the patient
and as part of the care team.
The committee’s current and future action plans include initiatives that build competencies among MSICU staﬀ to integrate
more family focused interventions through continuing education opportunities about family systems, viewing families
as helpful, resourceful systems that can bring strengths and
resources to a critical care situation, and taking the time to
engage and assess each family system’s dynamics, patterns,
needs, and resources.
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CLI BLITZ (Bring Line Infections
to Zero) in MSICU: Not as Easy
as One Might Think

Cecilia Santiago, RN, MN, CNCC(C), Julie Kruchowski, RN,
BScN, CNCC(C), Liz Butorac, RN, MN, CNN(C), and Gwen
Coulas, RN, St. Michael’s Hospital, Toronto, ON

Studies of catheter-related blood steam infections (BSI) suggest
that central line infections (CLI) are responsible for up to 20%
mortality rate and can prolong hospitalization. Considering the
potential sequelae of ICU acquired CLI BSI, the Ministry of
Health and Long-Term Care requires that CLI rates are reported publicly. In 2009, the medical surgical intensive care unit
(MSICU) faced the challenge of a rising CLI rates that ranged
from 2.24% to 2.93% despite the CLI bundle implementation
in 2008. This necessitated the team to review the Safer Health
Care Now best practice processes to reduce CLIs. In January
2010, we initiated the CLI BLITZ campaign. We administered
a CLI survey to MSICU nurses to determine their knowledge
gaps. Thirty-nine per cent of MSICU nurses (n=130) responded to the survey, out of which 84% obtained a score of greater
than 60%. Areas for education identiﬁed in the survey include
scrubbing catheter hubs and types and location of line pathogens. The education program includes providing emailed
literature, access to the hospital’s electronic central line learning package, and bedside in-services to review the central
line bundle and proper technique to drawing blood cultures.
In the spring of 2010, the hospital’s microbiology department
congratulated the MSICU for its reduction of contaminated
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blood cultures. Incidentally, in the spring of 2010, the MSICU
reported a decrease in its CLI rates to 1.55%. Our CLI rate continues to be lower than the National Healthcare Safety Network
benchmark of 2.0. To move forward with this quality improvement initiative, our team plans to trial devices that have been
shown to result in lower incidences of BSIs, such as split septum and chlorhexidine-impregnated dressing and provide
education on central line maintenance bundle. Given limited
research and costs associated with trialing new products, the
implementation of best practices to improve CLI BSI has proven to be a slow process. Our work has, however, resulted in
nurses becoming more aware of this costly and deadly problem
and may have contributed to our dropped CLI rates.
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Share the Passion, Share the
Commitment: Nursing Inﬂuence and
Contribution to Critical Care Strategic
Planning at St. Michael’s Hospital

Orla Smith, RN, MN, CNCC(C), Elizabeth Butorac, BScN, MN,
Cecilia Santiago, RN, MN, CNCC(C), Patrick Thomsen, MBA,
Andrew Baker, MD, FRCPC, St. Michael’s Hospital, and Sandy
Richardson, BSc, MEd, JETrichardson, Toronto, ON
In 2010, an inter-professional group from the intensive care
units within the Critical Care Department at St. Michael’s, an
academic health sciences centre in downtown Toronto, convened at regular intervals to collectively deﬁne and formalize
a shared mission and vision for our critical care services and to
articulate a clear, measurable plan for vision achievement (1).
Nurses from a variety of positions in the department including
front-line staﬀ, charge nurses, managers, and advanced practice
nurses, played a central role in the development of our strategic
plan and in the articulation of our mission statement: To provide excellence in critical care through our shared passion and
commitment. Organized with clear stakeholder, internal process, capability, and resource objectives, our values-based plan
provides a map by which we can track progress towards our
vision for 2014: To be an exemplary resource for the art, science, and practice of critical care.
58 Dynamics • Canadian Association of Critical Care Nurses

Nurses within the department are pivotal to the success of the
plan as front-line caregivers and formally accountable to the
plan as strategic objective owners for: optimizing the learning
and professional experience for our staﬀ; attracting, developing, and retaining excellent health care professionals; building
strong relationships and partnerships; and optimizing the care
experience and clinical care results for patients and families.
In order to trend our progress, we have developed a scorecard
for the department which colour codes each objective based
on measurable indicators. Indicators include: infection rates,
adverse events, readmission rates, staﬀ satisfaction, staﬀ turnover, staﬀ education, publications and presentations by staﬀ,
budget performance, receipt of evidence-based therapies by
patients, and patient and family compliments and complaints.
Objectives coded in green are on target; objectives in red and
yellow are oﬀ target and ﬂagged for further team conversation
and/or corrective action plans. The scorecard is reviewed every
three months at an open staﬀ meeting. It is also shared through
our intranet Webhub to encourage a sense of collective ownership and to foster strategic thinking and questioning on our
current and future states by all team members. The intent of this
presentation is to share our strategy journey, our resultant strategic plan and scorecard, and demonstrate the important role
of nursing in our strategy-oriented culture shift. Our process
and plan provide a framework for eﬀective inter-professional
engagement and collaboration in the strategic design and delivery of quality, evidence-based care to the critically ill that may
be useful to other departments and hospitals.
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Preferences and Outcomes of
Surrogate Decision-Making in the ICU:
A Review of the Literature

Orla Smith, RN, MN, CNCC(C),
St. Michael’s Hospital, Toronto, ON

Acute illness, mechanical ventilation (MV), and consciousness-altering medications render most ICU patients unable
to meaningfully participate in decision-making (DM). DM
responsibility, thus, falls to surrogates, usually family members
or close friends, who may be asked to make decisions about
commencing, withholding or withdrawing life-sustaining
therapy, administering blood products, authorizing surgery,
or consenting to research participation. The role of surrogate
decision-maker will become increasingly important as the baby
boomer population ages and demands for critical care services in Canada burgeon. Surrogate decision-makers (SDMs)
may not have the same preference for DM involvement across
decision scenarios and may experience differential levels of
certainty and comfort depending on decision type, knowledge
and understanding of beneﬁts and risks, personal values and
beliefs, and the degree of advice and support they receive from
the medical team and others. Heyland et al. (2003) and Gries
et al. (2010) in Canada and the United States (U.S.) respective-

ly have shown that DM preferences vary along a continuum
from passive to active and that SDMs of the critically ill do not
consistently achieve their preferred role in DM (1, 2). A recent
analysis of audio-taped recordings of family conferences in the
U.S. demonstrated that clinicians routinely miss opportunities
to probe patient and surrogate preferences and to explain the
process of DM to surrogates (3, 4). Furthermore, ICU clinicians are not always clear on who is assuming the DM role (5).
Importantly, recent literature has highlighted interesting associations between ICU DM processes and intra- and post-ICU
psychological morbidities including anxiety, depression, and
post-traumatic stress symptoms for SDMs of the critically ill (6,
7). The purpose of this presentation is to review the literature
on decision-making preferences and outcomes amongst surrogate decision-makers in the ICU and highlight research and
practice gaps for further study.
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the diversity, complexity and needs of an evolving community.
Looking into our kaleidoscope, we could see how each critical
care nurse shines, illuminates and brings a unique perspective
to end-of-life care. In addition, our kaleidoscope includes our
ongoing collaboration and relationship with the interprofessional team.
We continually examined our strengths and challenges. We
developed strategies, policies and programs to help improve
and excel in the end-of-life care that we provide for our patients.
This work has brought the team closer together and helped all
of us to reﬂect on our own end-of-life decisions.
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End-of-Life Care a Kaleidoscope:
Improving Communication and Practice

Suzanne Vanderlip, RN, BScN, CNCC(C), Lisa Huk,
RN, BScN, and Karen Pesce, RN, Markham Stouﬀville Hospital,
Markham, ON
End-of-life care is part of our role, as nurses in the critical care
setting. Every day somewhere a person dies in an intensive care
unit. End-of-life care is an emotionally charged topic and discussions have become increasingly challenging. We identiﬁed a need
to improve the quality of care at this time, as well as the communication, documentation, coordination and collaboration within
our interprofessional team. We examined how to maintain a balance between the technology we oﬀer in the ICU setting and the
ethical impact for our patients and their families.
As in a kaleidoscope, colours and shapes intertwine like the
roles of critical care nurses. We realized that to deliver better care it required a dynamic team approach that recognized
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AWARD INFORMATION
The Sorin Group
“Chapter of the Year”
Award

The Sorin Group “Chapter of the Year” Award is presented to
recognize the eﬀort, contributions and dedication of a CACCN
Chapter in carrying out the purposes and goals of the association.
Award funds available: $500.00 plus a plaque
Criteria for the award program:
• All chapters of CACCN are eligible for consideration of the
Chapter of the Year Award, provided all quarterly and annual
ﬁnancial/activity reports are on ﬁle with CACCN National
Oﬃce for the qualifying period. If the above conditions are
not met, the chapter will not be eligible for consideration
• The award program will be for the period of April 1 to
March 31 of each year
• Chapters may win the award for one year followed by a twoyear lapse before winning again.
Conditions for the award program:
• A point system has been developed to evaluate chapter activities during the year
• Chapters will be responsible for ensuring National Office
receives all required documentation to validate accumulated
points
• The chapter with the most points will be the successful recipient of the Chapter of the Year Award
• CACCN reserves the right to adjust points depending upon
supporting materials submitted
• In the case of a tie, CACCN reserves the right to determine
the recipient of the award
• The award winner will be announced at Chapter Connections
Day and at the annual awards ceremony at Dynamics
• Announcement of the successful chapter will be published in
CACCN publications
• The successful chapter will be proﬁled at Chapter Connections
Day and Dynamics.
Categories and their corresponding points:
• Educational programming—please provide an accompanying brochure/advertisement of events that occurred in the
award year:
Programs between:
1–3 hours:
25 points each
3–8 hours:
50 points each
> 8 hours:
100 points each

• Recruitment: points are calculated based on the percentage
of new members recruited, as compared to the total membership of the previous year:
01–10%:
10 points
11–20%:
20 points
21–30%:
30 points
31–40%:
40 points
41–50%:
50 points
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51–60%:
61–70%:
71–80%:
81–90%:
91–100%:

60 points
70 points
80 points
90 points
100 points

Points will be calculated for chapter members who have contributed presentations at local, provincial and national CACCN activities.
Points will only be awarded once for a presentation, regardless of
the number of times or venues at which it is presented.
Each Presentation: 25 points
Points will be calculated for chapter members who have contributed articles to either the chapter newsletter, or who have
had a paper published in Dynamics, Journal of the Canadian
Association of Critical Care Nurses. Please provide a copy of the
associated chapter newsletter.
Each article or paper: 25 points
Projects that provide public education, community service and/or
promote the image of critical care nursing or CACCN. 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, recruitment booths, etc.).
Each project: 50 points
Good luck in your endeavours!
The CACCN Board of Directors retains the right to amend the
award criteria as required.

CACCN Research Grant

The CACCN research grant has been established to provide
funds to support the research activities of a CACCN member
that is 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.
Award funds available: $2,500.00
Deadline for submission: February 15
S e nd appl i c at i ons to C AC C N Nat i on a l O f f i c e at
caccn@caccn.ca or fax to 519-649-1458 or mail to: CACCN,
PO Box 25322, London, ON N6C 6B1. Mailed applications
must be postmarked on or before February 15.
Eligibility:
The principal investigator must:
• Be a member of CACCN in good standing for a minimum of
one year
• Note: where a student is submitting the research grant application and is ineligible to act as the principal investigator, the
student 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 research study in Dynamics,
Journal of the Canadian Association of Critical Care Nurses

• CACCN members enrolled in a graduate nursing program
may also apply
• Members of the CACCN board of directors and the awards
committee are not eligible.
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:
• Each proposal will be reviewed by a research review
committee
• 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
• The recipient of the research grant will be notiﬁed in writing.
Terms and conditions of the award:
• The research 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
• The research study is to be submitted to the Dynamics,
Journal of the Canadian Association of Critical Care Nurses
for review and possible publication.
Application requirements:
• A completed application form
• A grant proposal not in excess of ﬁve single-spaced pages
exclusive of appendices and application form
• Appendices should be limited to essential information, e.g.,
consent form, instruments, budget
• A letter of support from the sponsoring agency (hospital,
clinical program) or thesis chairperson/advisor (university
faculty of nursing)
• Evidence of approval from an established institutional ethical review board for research involving human subjects
and/or access to conﬁdential records. Refer to CNA publication Ethical Guidelines for Nursing Research Involving Human
Subjects
• A brief curriculum vitae for the principal investigator and coinvestigator(s) describing educational and critical care nursing
background, CACCN participation, and research experience.
An outline of their speciﬁc research responsibilities
• Proof of CACCN active membership and Canadian
citizenship
• Facility approval for commencement of study
CACCN Research Grant Application located at http://www.
caccn.ca/en/awards/index.html or via CACCN National
Oﬃce at caccn@caccn.ca.
The CACCN Board of Directors retains the right to amend the
award criteria.

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
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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 Awards

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.

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 Leadership Excellence 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 was 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.
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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 selfdevelopment 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.

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 interprofessional 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.
October 2009
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