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Vision statement
The voice for excellence in Canadian Critical Care Nursing

Mission statement

The CACCN is a non-profit, specialty organization dedicat-
ed 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 net-
working to advocate for the critical care nurse.

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

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

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

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

Philosophy statement

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

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

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

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

Strategic plan: Five pillars
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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:
o Provision of excellence in education
o 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:
o Strive for a steady and continued increase in CACCN
membership €



CRITICAL THINKING

The impressions we leave...

N RECENT MONTHS I have spent a lot of time in hospitals
with my two elderly parents, both with health issues. Sadly,
my dad passed away recently at the age of 85 in a Veteran’s
long-term care dementia unit. He had been cared for lovingly
at home by my mother, 83, until March of this year. As I write
this article in mid July, my mother is recovering in a geriatric
“restorative care” unit after having her artificial, but septic knee
joint removed in emergency surgery in June, on the very day
and hour that my father died. She will face further surgery to
replace the joint in the fall when she is infection-free, so I know
that I will be spending more time in hospitals in the months
ahead, as I assist her. I have met many health care profession-
als and providers in this time, and I have been left with a lot of
impressions that I think are important to appreciate about how
the family “sees” us, as nurses, when we work with them. What
we say and do are noticed and can make a positive difference
for our patients and their families in ways that we may not real-
ize and may never know.

During the many hours my family has been navigating the
health care system for both of our parents, we have come across
some outstanding examples of nurses who have been exempla-
ry in their care coordination of the needs of my parents and
their family. And at other times (thankfully not many), I have
been disappointed when some of the most basic information
about my family was not known by a nurse caring for my moth-
er. My dad was already palliative and had a DNR order in place
when my mom was taken by ambulance to hospital unable to
walk and in great pain and distress. When she was admitted
from the emergency department at 2 a.m., five days before her
surgery, she was initially placed in a four-bed room. I had a
quick chat the next morning with the charge nurse explain-
ing that we were dealing with my dad’s last days (he was in the
same facility) and would appreciate being moved to a private
room. It took only 10 minutes to organize and this request was
accommodated. Great impression. The nurses that shift imme-
diately saw more than the lady with the septic knee. Three days
later, the same nurses worked with my family to ensure that
my mom had the opportunity to be brought to my dad’s room
for one last time together to hold hands and say good-bye to
her husband of 62 years. The nurses on two nursing units (one
acute care and one long-term care) made that happen, and we
will forever treasure and remember how important that was for
both of them to be able to reach out and hold hands one last
time. Dad died two days later, while mom was on the operat-
ing table. In her immediate post operative period, the physical
care provided to my mother was attentive, expert, vigilant and
constant on the orthopedic unit. For the most part, everyone
knew “her story” and was sensitive to the additional emotional
burden she carried while she struggled to recover from her sur-

gery. Photos of our family and my dad’s obituary were posted
on her bulletin board, so I was surprised when it was appar-
ent that several very skilled and knowledgeable nurses caring
for my mother were unaware that my dad had died when they
inquired about how he was doing or where he was several days
after he had died. The continuity of information was not car-
ried through shift after shift. Not a great impression. It left me
thinking... what else is not being passed along?

As mom began to recover and become more aware of her sur-
roundings, she took notice of what was being said by nurses

and I took notice of the impact this was having on her confi-
dence that she would get the attention and care she needed. She

felt vulnerable when she was told “We are short staffed today”
or “We are very busy, as we had two sick calls” She worried

that she would not get the care she needed, and she tried to

be the “good” patient not making too many demands on the

already overburdened nursing team. This strategy would mean

that requesting a pain medication was delayed until she felt it

would not be an imposition to the nurse, or waiting too long to

ambulate. Of course, the nurses did not see it as an imposition,
but that is the impression my mother had when she knew they

were short-staffed.

Patients and their families need to be able to maintain confi-
dence in their nurses and do not need to be burdened with the
daily staffing challenges. That leaves the impression that their
care could be less than optimal. We hold a sacred trust with our
patients and we cannot undermine that trust by sharing our
staffing issues.

Our patients’ world is very small, they are very limited in their

view while in hospital and all their impressions are formed as

they see and watch and listen to what is happening around

them. As nurses, they watch us closely and trust us explicitly—
so, when we worry, they worry. When we are confident, they
are confident.

Many years ago, I had to “counsel” a critical care nurse who
was in-charge on a busy shift, because of the impression she left
when she had been assigned the care of a family whose child
had died on the previous shift, but who continued to want to
stay and hold and rock the child several hours later. It was a
busy night shift and the nurse initially checked in on the fam-
ily, but then had to help out elsewhere, as more admissions
arrived. She was finding it increasingly hard to continue to
have the deceased child assigned to her and, in her efforts to
assess how the family was doing, she poked her head through
the curtain and inquired to the mother very matter-of-factly,
“How much longer are you going to be?” The mother was hor-
rified being asked that question, and was very distressed in my
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follow-up with her that she had been approached in this man-
ner. Her impression was that the nurse was cold, uncaring and
insensitive. The nurse was equally horrified that she had caused
this distress to the mother when I made her aware of what the
mother had told me. I am sure, to this day, the mother remem-
bers those words spoken to her, and I hope the nurse has never
repeated a similar comment.

Patients and families notice what we say, what we do and
even what we are wearing some days. Conversations around
patients between staff about social events attended or how late
you have been out do not belong near the patient. Burdening
the patient with conversations about staffing shortages does
not belong near the patient. Sitting at the bedside using a cell
phone to have text conversations with others is time taken away
from learning something about your patient and their family
when you are not busy performing technical tasks. Personal
cell phones do not belong at the bedside when you are on duty.
How you dress for work, how you introduce yourself as the RN,
and how you speak to families all form impressions that speak
volumes about who you are, as a professional RN. Casual dress
days at work that allow you to wear jeans do nothing to create
a positive impression of an RN and it is something we need to
think about.

It is a challenging environment in the ICU to provide the kind

of holistic care we wish to on some shifts when our patients are

very unstable and the technology that has advanced the care

also competes for our attention in monitoring, recording and

documenting information. There are many tasks to be done for
the critically ill patient that keep us busy. Yet, as the bedside

critical care nurse, you are responsible to coordinate everything

that possibly goes on in the universe of your patient and that is

a role that belongs solely to the RN in the ICU. It is one of our
most important responsibilities to do well. Although it is neces-
sary to master the myriad of technical skills and to acquire the

education and knowledge one needs to be competent to work
in critical care, it is equally important to be the coordinator of
care for the patient and family. If we define ourselves by the

tasks we perform, then many of these tasks can be delegated to

other professionals or health care providers. When the “busy
work” is done by others, it is what the RN does with the time

she/he now has to provide the kind of holistic care that criti-
cally ill patients and their families need. If we can’t describe this

role as one of our most important duties, then why are we sur-
prised when others may think that we are “replaceable” with

other health care professionals (i.e., LPNs) or assistive per-
sonnel (Patient Support Workers) who can peform the tasks?
When we have time to have text conversations, yet say we have

no time to talk to our patients, who are we really fooling?

I have had the privilege in my career to watch so many critical
care nurses who embrace a holistic model of care for critically
ill patients and their families, performing their jobs with the
technical expertise and knowledge one would expect, but able
to combine this with an amazing ability to “be there” for their
patients in the quieter moments. One on one. They have used
their time to find out the needs of the patients they serve. These
are the nurses who develop the programs and the holistic mod-
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els of care in many of our ICUs that are innovative and improve
the lives of patients. They are the nurses that patients and fami-
lies remember positively.

We often do not know what impression we have left with a
patient or family, but it is there. This reality was demonstrated
to me last fall when I was travelling. I was passing through secu-
rity at the airport in Halifax and the woman who was screening
me asked, “Are you a nurse at the IWK in PICU?” I told her I
was. She then told me that she remembered me from the time
her daughter had open heart surgery there in 1992. She said
that one day she was having a very low day and felt she could
not cope anymore and that I had sat with her and told her how
strong she was, as a mother, how resilient she was, and how that
was helping her daughter to recover. She said I gave her the
strength to carry on that day. She said she never forgot it and
when she has had low days since, she remembers that conver-
sation. She went on to tell me that her daughter (now 21) was
moving away to Alberta and she was having to be strong again...
but she knew she could be. We reconnected. I did not remem-
ber that conversation... but the mother did.

In the critical care unit, our patients and their families often are
sitting in the middle of all the activity and conversations going
on around them. They become very attuned to the daily rhythm
of the unit and acutely aware when there are issues among the
staff. Each conversation they overhear forms an impression.
They notice many things. Each observation they make forms an
impression of the nurse who provides care to them.

What impression do you want to leave? *

Take care of yourself and each other.
Kate Mahon, RN, BN, MHS
CACCN President

Dynamics 2013 conference
planning committee

Call for participation

Dynamics 2013 will be held September 22-24, 2013, at the
World Trade and Convention Centre in Halifax, Nova Scotia.
Dynamics 2013 will be chaired by Kate Mahon. CACCN
members interest in working on the conference planning
committee should submit a resume/CV and summary
of conference planning experience (planning experience
is appreciated, but not a requirement for submission) to
the CACCN National Office by March 1, 2012. Planning
Committee selection will take place in March 2012.
Consideration will be given to planning committee applicants
who are local to the conference venue or are from chapters/
provinces/adjacent to the conference venue. For further
information on this exciting opportunity, please contact
the CACCN National Office, P.O. Box 25322, London, ON
N6C 6B1, www.caccn.ca, email: caccn@cacen.ca, phone:
(519) 649-5284, fax: (519) 649-1458. For frequently-asked
questions regarding Dynamics conference planning, please
visit www.caccn.ca.
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Bawmanville  Find them both'at Lakeridge Health As'ofie of Ontario’s largest hospital networks,
Oshawa we foster a culture that promotes the best of both worlds: great career opportunities
Port Perry  and great quality of life. Threugh our four hespital campuses, Regional Cancer Centre
Whitby  and specialized Mental Health and Addictions program, we provide a broad range of
HOSPITALS  healthcare services and work as one to ensure excellence in patient care;

Critical Care Nurses

It's an exciting time to join Lakeridge, the recipient of an honourable mention in the 2010 Canadian Murses Association Employer
Recognition Awards. We are the dedicated thoracic surgery centre for the Central East LHIN, and are achieving our vision to be the
neweast academic tertiary and critical care unit in Ontario. Our Critical Care services {level 2 and level 3) provide high-quality intense
observation, assessment and hemodynamic monitoring for patients, and as we continue to expand and redevelop our services and
facilities throughout our four hospital campuses, we have various opportunities for dedicated Murses, CNO registration, current BCLS
and significant recent experience are required. As a member of our interdisciplinary team, you will apply your proven organizational,
teaching and communication skills in a supportive environment that promotes self-development and career advancement

For mare information, visit our website. Apply online, or send your resume by
fax to 905-721-4755 or e-mail to careers@lakeridgehealth.on.ca.

LAKERIDGE HEALTH

FROM THE EDITOR

N THIS ISSUE we have two articles where nurses have found

their voices. Natalie Degenhardt writes about an interesting

phenomenon of increased mortality for patients admitted
to an ICU on the weekend. I couldn’t help but reflect with these
summer months, and individuals and families travelling and
participating in vacation activities, how often we see critically
ill and injured patients admitted on weekends. Degenhardt has
provided us with an extensive review of the literature on this
subject.

Our second article is the dissemination of results from Frankie

Wongs study regarding which port is better to collect CSF sam-
ples for a patient with an external ventricular drainage system

in situ. Wong shares the results of his study so nurses caring for
critically ill and injured neurological patients will have some

evidence on which to base their practice. We also include our

regular ISMP Canada.

Watch for our next issue of Dynamics. It will be our special issue
on end-of-life care in the ICU. If you have ideas for other spe-
cial issues, please contact me. We would be delighted to publish
additional special issues. b

P. Price, RN, PhD
Editor

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 10
of this issue of Dynamics.
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CACCN Board of Directors Nominee

Western Region

Lissa Currie, RN, BN, CNCC(C),
Tle-des-Chénes, MB, Coordinator,
Critical Care Education,
Winnipeg Regional Health
Authority

Nominated by: ]. Mintenko,

T. Sidloski, and B. Kline

care in 1990 after complet- |¢

ing the collaborative Adult
Intensive Care Nursing Program
at St. Boniface Hospital (SBH).
My expertise and passion for critical care flourished over the
following 11 years while working in the surgical intensive care
unit at SBH. I then had the opportunity to combine my criti-
cal care expertise with my passion for teaching, as I took on
an educator role for ICU and the post-anesthesia care unit and
then became an educator for the adult intensive care nursing

@

l BEGAN MY CAREER in critical

program. I feel very blessed in my nursing career and, recent-
ly, have taken on a new challenge in the role of Coordinator,
Critical Care Education with the Winnipeg Regional Health
Authority. I obtained my certification in critical care and I am
currently pursuing my master’s degree.

I have been involved with CACCN Manitoba Chapter at the
local level since in 1996, as a conference planning committee
member and previous conference planning chair for our local
conference and recently served as president for three years. I
have frequently attended Dynamics and Chapter Connections
over the years.

I have a strong belief in forming a strong, unified voice for
critical care nursing, patients and their families. I feel very pas-
sionate about critical care nursing and have worked hard at
increasing our visibility, promoting CACCN membership and
advocating on behalf of patients and families.

I would find it a privilege to work with such a dedicated group
of individuals on the National Board. *

FIND YOUR
VOICE!

Design the new CACCN logo

CACKCN is looking for a fresh, new logo!
Submit your logo design ideas to CACCN National Office at

caccn@caccn.ca by no later than

(midnight EST)

Logos will be displayed at Dynamics 2011 and on the CACCN website.
Members will be provided with the opportunity to vote on the logo design via the
polling feature in the Members Only area November 1 to December 31, 2011.
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Annual General
Meeting
Proxy Vote 2011

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.

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 N6C6B1

Fax: 519-649-1458

Scanned/emailed to: caccn@caccen.ca
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CACCN calendar of events

DATES TO
REMEMBER!

September 1:

September 2:

October 3:

October 10:

October 13-14:

October 15:

October 16-18:

October 16:

October 31:

November 13-16:

December 31:

January 31:

January 31:

February 15:

March 1:

March 27, 28, 29:

April 12:

Smiths Educational Award
Application deadline

Dynamics 2011 Early Bird
Conference Registration deadline

Dynamics 2011 Conference
Registration deadline

CACCN Annual General Meeting
Proxy Vote deadline

Board of Directors F2F Meeting,
London, ON

Chapter Connections Day,
London, ON

Dynamics of Critical Care 2011,
London, ON

CACCN Annual General Meeting,
London, ON

Chapter Quarterly Reports
(July-Sept. 2011) due in
National Office

Critical Care Canada Forum

Chapter Quarterly Reports
(Oct.—Dec. 2011) due in
National Office

Smiths Medical Canada Ltd.
Education Award

Call for abstracts,
Dynamics 2012 deadline

CACCN Research Grant deadline

Dynamics 2013 Planning Committee

Application deadline
BOD F2F Meeting, London, ON

CNA Certification Examination

Awards available to CACCN members

Criteria for awards available to members of the Canadian
Association of Critical Care Nurses are published on pages
28-33 of this issue of Dynamics.



Future sites of
Dynamics conferences

Dynamics 2012
September 23—25, Vancouver, BC

Dynamics 2013
September 22—-24, Halifax, NS

Critical Care: Our Kaleidoscope Dynamics 2014 .
Dynamics of Critical Care September 20-23, Quebec City, QC
London, Ontario Dynamif:s 2015
October 16-18, 2011 TBD, Winnipeg, MB
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CACCN Membership Recruitment Program

Current CACCN members are eligible to receive a $10 coupon toward your next CACCN renewal, for each new member
you refer to CACCN.

Lets 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 notbeen 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.
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Confessions of a Critical Care Nurse

I talk to myself
Part of getting ready for work each day
Means a little self-talk on my drive to the unit
T wait for the almost traffic-less stretch where I can think, and I mumble out loud
I'm going to Work, I tell my simple self
And Work ... is important
It’s important for all sorts of reasons—the rest of the team, society
I know what I will do that day reflects our nation’s values
And oh, yeah, its important to me
The rest of the non-poetic chant goes like this:
Mental alert! Think. Pay attention. Be careful. Be vigilant and meticulous.
Be positive and efficient. Stand up straight ... and go like Hell

I have trouble discerning left from right
& And remembering if norepinephrine is compatible with morphine
. And if it’s infusing through the medial or the proximal lumen
And by which among that crowd of IV pumps it is being delivered
And ... well, it goes on
I go through contortions
I trace lines and stopcocks, cables, drains, and waveforms
Until the connections are meaningful
Each member of my patient’s Team is also there to contribute
Until we know exactly where we are,
And all is well
Like an “X” on a map, we are here -
Our map has an “X” for each who has chosen to care for the critically ill P

And although we are sea to sea to sea | K

We are travelling together 1 i‘
And are exactly here in the middle - RES Y

Our destination is here, where we started J ¥
Close to the hearts of those we serve oy 1 \‘1
Fa
I receive (take and keep!) so much more than | give
Precious things
Like Trust
Like the privilege of accompanying individuals
On some of the most important stretches of their unique journeys
Iam given tools and knowledge and support
To allow me to help turn fear to calm,
Pain to comfort, and despair to hope
I share in the success of goals reached
I am given smiles, generous words, stories, and memories
I see things that fill me with quiet joy:
The young man who beat dire odds going home to his children,
An elderly person who “made the bounce’,
Someone who suffered complication after complication now back to visit,
A picture of health
I recognize crises prevented, protection in place
I enjoy personal and professional
Satisfaction, growth, and companionship
When I drive home after a particularly difficult shift,
I might reflect on its challenges and opportunities and countless tasks

By then I'm too tired to mumble
But I might suddenly smile—

We did it. And we did it well

Kathleen Herzig, London Regional Chapter, May 2011

Winner—CACCN 2011 Nursing Week Contest promoting “Nursing: the Health of Our Nation” and Critical Care Nursing. Kathleen receives
Early Bird Tuition to Dynamics of Critical Care 2011, London, ON October 16-18, 2011
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WHAT’S NEW at www.caccn.ca?

Bonnes nouvelles!

Afin de répondre aux besoins de tous nos membres PACIISI
a le plaisir de vous annoncer que certaines pages du site Web
sont maintenant disponibles en frangais! Vous navez qua cli-
quer la languette “Francais” placée au coin supérieur droit de
la page. LACIISI est aussi fier de pouvoir vous offrir le Guide
détude pour lexamen de certification infirmiére en soins inten-
sifs. Bonne lecture!

Great news!

CACCN has been actively working to enhance the CACCN
website for all of our members and now has select pages avail-
able in French! If you see the “Francais” button in the upper

right hand corner of the page that you are on, click on it for
the French version of the information! CACCN is very pleased
to announce the CNCC(C) Certification Study Guide is NOW
available in both official languages!

CACCN Members Only!

o Start or join a discussion! The CACCN Members Only
Discussion Forum is available to share information and meet
nurses from coast to coast.

27 Like

CACCN Facebook Page!
o Visit us on Facebook for
updated information!  *#

Visit us today at www.caccn.ca!

DYNAMIC CAREER CONNECTIONS
on www.cacch.ca

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

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

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

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

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

JOB LINKS on www.caccn.ca

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

Website banner advertising

CACCN is offering the opportunity to have your logo and
website link accessible to our members and the general public

24 hours a day, seven days a week. Why not consider a ban-

ner advertisement on the homepage of the CACCN website

at www.caccn.ca? If you are interested in taking advantage
of this new service, please email CACCN National Office at
caccn@caccn.ca for more information. %
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Increased mortality among the critically ill
patients admitted on weekends: A global trend

BY NATALIE DEGENHARDT, BSCN(STUDENT)

Abstract

Critical illness and injury have no concept of time and do not
always occur within regular business hours or at times conducive
to optimal hospital function. In fact, it is a global trend that criti-
cally ill patients admitted to hospitals on weekends suffer higher
mortality rates than those admitted during the week. Using a
Canadian nursing lens, it is clear that there are some obvious dif-
ferences in hospital function on weekends that include decreased
hospital staffing, access to diagnostic services, intensivist coverage
and the reluctance of patients to seek care on weekends. However,
the exact differences contributing to the increased mortality in
this patient population on weekends and the solutions remain

Degenhardt, N. (2011). Increased mortality among the critically ill patients

unclear in the literature, and further research is needed. Possible
solutions include moving to a “closed” ICU system, increasing
nurse staffing, intensivist coverage and diagnostic accessibil-
ity, and creating a true seven-day hospital system. Finally, it is
unclear exactly how to solve the nurse staffing portion of this
problem, as it appears internally linked to the nursing profession
and externally to hospital management, recruiting difficulties
and financial restraints, and a problem that will take more than
change in nursing management strategy to resolve.

Key words: critically ill, nursing implications, nurse staffing,
patient mortality, weekend

admitted on weekends: A global trend. Dynamics, 22(3), 14-18.

RITICAL ILLNESS AND INJURY have no concept of time

and often strike unpredictably. Initially, Alspach’s

(2010) editorial prompted a literature analysis, as the
thought of poorer quality weekend care left the writer feeling
uneasy about the health care system. The purpose of this arti-
cle is to look at the global trend of increased mortality among
critically ill patients admitted on weekends. The author uses a
Canadian nursing lens to discuss barriers to adequate weekend
care, possible solutions to these barriers, and the implications
for nursing practice, as discovered through a literature analysis.

Background and description of the trend
In the last 10 years, there has been an abundance of research
published about increased morbidity and mortality among criti-
cally ill patients admitted to hospitals in the developed world on
weekends. Depending on hospital practice and function, patient
outcomes may be significantly worse on the weekends. A land-
mark Canadian study by Bell and Redelmeier (2001) was the
first where the researchers examined this phenomenon in depth
and has been the basis for most of the studies that have followed.
Bell and Redelmeier (2001) knew that hospitals functioned on
a decreased model of service on weekends and discovered that
while patients with less-serious conditions were usually unaf-
fected by weekend care, those with more critical conditions
were more likely to die in hospital if admitted on a weekend.

Others followed Bell and Redelmeier’s (2001) general research
study by seeking to answer more in-depth questions regard-
ing this phenomenon. A literature review revealed that general
hospital mortality on weekends is minimal (Barba et al., 2006;
Ensminger et al., 2004; Laupland, Ball, & Kirkpatrick, 2009;
Sheu et al., 2007). However, weekend mortality among the crit-
ically ill population is significantly higher than on weekdays.

Barnett, Kaboli, Sirio, and Rosenthal (2002) cite weekend mor-
tality rates as being “moderately” higher than weekday mortality
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rates. Analysis of several research studies revealed that weekend
mortality from ICU admissions ranges from 1.09 to 1.62 times
higher than weekday ICU admissions (Aujesky et al., 2009;
Barba et al., 2006; Barnett et al., 2002; Cavallazzi et al., 2010;
Clark & Normile, 2007; Laupland, Shahpori, Kirkpatrick, &
Stelfox, 2008; Maggs & Mallet, 2010; Uusaro, Kari, & Ruokonen,
2003). To further demonstrate the difference between weekend
and weekday mortality, Bell and Redelmeier (2001) cite the
chance of death if admitted with a ruptured abdominal aortic
aneurysm as being 1.28 times higher on weekends and of acute
epiglottis as being 5.28 times higher on weekends.

Researchers have investigated why ICU patients are so much
more susceptible to changes in hospital function on weekends
when compared with general hospital admissions. The con-
sensus has been that due to the severity of illness, outcomes
of critically ill patients are susceptible to even small changes in
health care delivery in a way that less-critical illnesses are not
(Barnett et al., 2002; Ensminger et al., 2004). Sheu et al. (2007)
describe the crucial nature of immediate diagnostics and early,
evidence-based treatment in ensuring positive outcomes for
critically ill patients. Bell and Redelmeier (2004) demonstrated
that the longer patients admitted on weekends have to wait for
critical procedures, such as ventilation-perfusion imaging, the
greater the likelihood of mortality. Thus, on weekends, when
timely access to diagnostics and treatment is not always avail-
able due to greater patient demand of resources coupled with
insufficient staff ratios, unit familiarity and experience, patient
outcomes are negatively affected by the greatest amount in the
sickest patients: our ICU population (Barnett et al., 2002; Bell
& Redelmeier, 2001; Laupland et al., 2008).

This is a trend that we must reverse. Increased weekend mortal-
ity for those admitted to ICU appears to be a trend that spans
Canada, the United States and Europe and, as such, does not
seem directly tied to the method of health care delivery, its



policies or procedures (Barba et al., 2006; Bell & Redelmeier,
2001; Ensminger et al., 2004; Maggs & Mallet, 2010; Uusaro
et al., 2003). It appears to be a problem with difficult solutions,
because we can’t pinpoint the exact reason(s) for its existence.
Further, it is a problem that requires an immediate and lasting
solution, as it compromises patient safety and quality of care
(Laupland et al., 2008).

Barriers to excellent weekend care

Hospital staffing and diagnostic accessibility. Quantitative
evidence in hand, researchers sought to discover differenc-
es between hospital function on weekends and weekdays that
could be detected by the ICU population and account for less
favourable outcomes.

In addition to decreased nursing staff overall that is guided by
patient numbers instead of acuity, Hamilton, Eschiti, Hernandez

and Neill (2007) noted that on weekends nurses have limited

access to support services, decreased support from management

and nursing supervisors, and strained relations with on-call phy-
sicians. Bell and Redelmeier (2001) also noted that weekend staff
are often less experienced and less familiar with their patients,
as often they work only casually or part-time. These were noted

to be factors in increasing ICU mortality on weekends in other
studies, as well (Barba et al., 2006; Barnett et al., 2002; Cavallazzi,
2010; Clark & Normile, 2007; Ensminger et al., 2004; Laupland

et al., 2008; Sheu et al., 2007; Uusaro et al., 2003).

Intensivist coverage. During the week, intensivists are almost
always available for nurses to consult with regarding patient sta-
tus. The approach to intensivists varies greatly among countries
and within Canada, as well. While the Society of Critical
Care Medicine and the American College of Critical Care
Medicine published critical care guidelines in 2003 that
outlined 24-hour in-house staffing by ICU intensivists as
ideal in achieving positive patient outcomes, many ICUs
in Canada still fail to meet these guidelines (Parshuram,
Kirpalani, Mehta, Granton, & Cook, 2006). Hill et al.
(2009) studied ICUs in Ontario and discovered that
only 63% of level 3 (highest level of ICU service) ICUs
had intensivists available for all admissions, with level 2
ICUs using them to an even lesser degree. Parshuram et
al. (2006) did not look directly at intensivist coverage on
weekends but, instead, at day-to-night coverage differenc-
es and revealed that 85% of the Canadian ICUs studied
did not have continuous staffing by an ICU physician and
that only 60% had overnight ICU physician coverage.

Although neither of these studies relate directly to the
availability of intensivists in Canadian ICUs on week-
ends, one can hypothesize that if we are not meeting the
standards overall, there would be even less coverage than
average on weekends, assuming that the best coverage is
provided during regular business hours.

Patient reluctance to seek weekend care. Several
researchers noted possible differences in patient popu-
lations during the week and the weekend (Barnett et al.,
2002; Bell & Redelmeier, 2001; Maggs & Mallet, 2010).
Although no researchers set out with it as their research
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question, each suggested that there may be inherent differenc-
es in ICU patients admitted during normal weekday hours as
compared to those admitted on weekends.

Bell and Redelmeier (2001) noted that many major accidents
requiring critical care interventions, such as motor vehicle
crashes, injuries from handguns and recreational activities
occur more frequently on weekends than during weekdays.
Maggs and Mallet (2010) suggested that patients who present
to hospitals and are admitted to ICU out of normal business
hours may be in a more acute state of emergency than those
who arrive during business hours. Further, the researchers
noted an increase in mortality not only on the weekend, but
also on Mondays owing to this “waiting it out” technique of
patients to see if issues resolve themselves (Maggs & Mallet). If
it is the case that hospitals may, in fact, be busier or admit more
severely ill and injured patients on weekends, it builds perhaps
an even stronger case for resolving the issue.

Possible solutions

Analysis of the literature could not reveal the exact formula of
factors contributing to increased mortality among weekend
critical care admissions, but through analyzing many different
hospitals that function in many different ways, several sugges-
tions were offered to optimize patient outcomes, with the hope
that once implemented, future research could deny or confirm
their role in this global trend.

Moving to “closed” ICU systems. The issue of “closed” ver-
sus “open” ICUs is discussed at length in American literature
and appears to be an issue of contention in that country where

Regional Recruiter:
recruiter@brha.mb.ca

www.brha.mb.ca
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some ICUs operate according to each structure. Using the
‘open” model, patients are cared for by their primary care physi-
cian, who may or may not be an expert in critical care, whereas
the “closed” model allows intensivists to manage patient care
while in the ICU (Multz et al., 1998). In the study conducted
by Multz et al. comparing “open” and “closed” ICUs, a narrow
decrease in patient mortality was found in units that operated
according to a “closed” method.

Due to limited research findings, it is difficult to determine
whether this is an issue in Canada. As hospitals are funded and
operated provincially, there is no nation-wide standard for ICU
operating practices. In Alberta, however, it appears that closed
ICUs comprise the majority of ICUs, as various studies of ICUs
in the major cities included only “closed” ICUs (Billington,
Zygun, Stelfox, & Peets, 2009; Rockwood et al., 1993). However,
a broad-based Ontario study indicated that only 44% of the
ICUs sampled functioned using a “closed” system (Hill et al.,
2009). Further evidence was unavailable for Canada, but a
Canadian commentary revealed that many Canadian ICUs do
continue to function as part of an “open” system, thereby pos-
sibly making the American literature generalizable to at least
some Canadian ICUs (Piquette, Fowler, & Slutsky, 2010).

Increasing intensivist coverage. Some studies have demon-
strated better patient outcomes when intensivists are available
in the ICU 24 hours a day, seven days a week (Blunt & Burchett,
2000; Provonost et al., 2002; Young & Birkmeyer, 2000). In
one American analysis, estimated mortality rates in ICUs
were reduced by an estimated 15% to 60% just by implement-
ing full-time intensivist coverage (Young & Birkmeyer, 2000).
Arabi, Alshimemeri and Taher (2006) studied weekend and
weekday outcomes for critically ill patients and found no differ-
ence between the two when qualified intensivist coverage was
provided continuously. Although academic consensus has not
been reached, there is an indication that weekend intensivist
coverage is an important factor in patient outcomes.

Hill et al. (2009) recognized that the largest probable factor
for decreased intensivist coverage is associated with cost, but
noted that the cost of the intensivists could likely be off-set by
potential health care savings due to better patient outcomes
and better utilization of critical care resources, although fur-
ther research is needed to substantiate this hypothesis.

Increased nursing staff. Increasing nursing staff and, therefore,
decreasing workload is a strategy that almost every researcher
identified as being a likely solution to this trend. Provonost et al.
(2001) found that decreasing nurse-to-patient ratio decreases
all medical complications, including pulmonary insufficiency
and re-intubation. However, Provonost et al. recognize that
nurse-to-patient ratios are a crude measure of workload and
suggest that it may be greatly affected also by staft mix, experi-
ence, certification and fatigue.

Hill et al. (2009) suggested that “enhanced” nurse staffing be
available to improve patient outcomes in the ICU. It is unclear
exactly what Hill et al. meant by the term “enhanced”, but one
could hypothesize that it means staffing ICUs with nurses who
have taken extra training in the form of CNA certification or
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other advanced studies in critical care nursing. Hill et al. sug-
gests that hiring more intensively trained nurses and improving
technology may be both more efficient and cost-effective than
hiring more intensivists in reducing mortality among critically
ill patients.

Another possible solution, suggested by Barba et al. (2006) is
to implement higher standards for nurse staffing on weekends
and to motivate greater numbers of staff and those with more
experience to work on the weekends by providing a greater
economic benefit. In addition, Barba et al. suggests manage-
ment put more resources and energy into the development of
protocols and guidelines to help staff act in accordance with
current evidence-based practice during all shifts, but especially
on weekends when staff may have less experience to draw on
with regard to decision making.

Increased accessibility to diagnostic services. Nichols et
al. (2007) discussed the need for rapid diagnostic therapeutic
turnaround time to improve patient outcomes in critical care.
However, a review of Canadian literature suggests that defer-
ring testing to weekdays is not an uncommon practice (Bell
& Redelmeier, 2004; Laupland et al., 2008). Neither of these
Canadian studies suggested possible ways to decrease this
problem, as it is probably more of a financial issue than one
that can readily be solved within the hospital system (Bell &
Redelmeier, 2004; Laupland et al., 2008). However, Bell and
Redelmeier (2004) did recognize that interventions address-
ing this issue could have important effects on patient outcomes
within the hospital.

Building the seven-day hospital. As this is a current trend,
there is a little research proving the benefit of moving to a
seven-day hospital service whereby hospital function remains
standard on any given day of the week. However, research does
show that many hospitals are attempting to introduce seven-day
hospital service in order to improve patient care, productivi-
ty and outcomes (Aylin, as cited in Healthcare Events, 2011).
Further, although the research advocating for seven-day hos-
pital service has not been completed, scholarly conferences
are often the precursor to changing hospital standards and
functioning. On March 24, 2011, London, England, hosted a
conference showing hospital administrators how to introduce
and deliver true seven-day hospital service in their facilities
(Healthcare Events, 2011). Perhaps following this and other
worldwide conferences, hospital administrators will begin to
implement the strategy, and in doing so, research will be con-
ducted comparing true seven-day service to our current model
of health care delivery.

Implications for nursing

It has been identified that while the solutions to preventing
increased mortality on weekends among the critically ill are not
certain, nursing plays an important role. Research clearly sug-
gests that by increasing unit nursing staff in both number and
experience, patient outcomes can be improved (Berkow, Jaggi,
Fogelson, Katz, & Hirschoff, 2007; Eschiti & Hamilton, 2011;
Hamilton, Mathur, Gemeinhardt, Eschiti, & Campbell, 2010;
Hill et al., 2009; Provonost, et al., 2001). What has not been



extensively studied is the ability of nursing to adapt to these
changes and the impact these changes may have on the profes-
sion, as a whole.

In one qualitative article, Eschiti and Hamilton (2011) spoke with
nurses across the United States about what they believe are the
biggest factors contributing to inadequate staffing during non-
peak times and how, or if these factors can be alleviated. Several
themes emerged relating to financial constraints, the unpredict-
ability of critically ill patients, and levels of nursing competency.

Financial constraints. Financial constraint is a topic that

seems never to tire in health care. First, staffing intensive care

areas adequately is difficult from a budget perspective because

novice nurses are paid significantly less than more senior nurs-
es. Thus, it requires managers to weigh the risks and benefits of
having greater numbers of nurses or greater levels of experience

(Eschiti & Hamilton, 2011). Despite this inherent difficulty, it is

reassuring to note that according to Berkow et al. (2007), expe-
rience and education levels are the primary driving force taken

into consideration when addressing nursing needs in the criti-
cal care area, with actual staffing numbers coming next. With

this information in mind, one could suggest that for staffing to

become less problematic, change must occur at the fundamen-
tal level in which health care funding occurs. This is to say that

it may become easier to balance nursing skill mix if funding

was based less on concrete dollar amounts and moved to an

actual skill-based funding model to reflect actual costs per full-
time equivalent including experience levels and staff numbers

required to safely run an ICU.

Unpredictability of critically ill patients. The unpredictability
with critically ill patients is another factor affecting the ability of
nurse managers to effectively staff ICUs. One issue brought to
light is that even if at 1500 hr there appears to be sufficient staff-
ing, a patient can take a dramatic turn for the worse, there can
be unexpected admissions, or planned discharges may not occur
due to unplanned changes in acuity, which can wreak havoc on
staffing needs and nurse workloads (Eschiti & Hamilton, 2011).

One strategy that has not been further researched, but
appears admirable in reducing negative patient outcomes, was
described by nurses in Eschiti and Hamilton’s (2011) study.
They described how charge nurses on their units attempted to
make rounds early in the shift so that they could gauge patient
status and adjust assignments, if staffing allowed, in an attempt
to improve patient care and outcomes (Eschiti & Hamilton).

There is limited research in the area of managing this nursing
challenge, but one can only hypothesize that if staffing were
able to be more flexible, perhaps by ‘overstaffing’ in an attempt
to be prepared for the instability of critical illness, that out-
comes during typically understaffed times, such as weekends,
could be improved.

Various levels of nursing competency. Finally, nurses stud-
ied by Eschiti and Hamilton (2011) discussed the difficulties in
staffing that arise due to various levels of competency among
staff. They discussed the management challenges of ascertain-
ing which patients were appropriate for each nurse according
to their competency, comfort level and experience (Eschiti
&Hamilton). This final theme solidifies the fact that basing ade-
quate nursing staff merely on the numbers oversimplifies the
issue, and that while a novice nurse may be competent to care
for a septic patient, he/she may not be competent to care for
a patient with acute respiratory distress syndrome. The broad
and varied skill sets of registered nurses only act to solidify
the need for further education and strong nurse mentorship
(Clauson, Wejr, Frost, McRae, & Straight, 2011).

Conclusion

The global trend of increased patient mortality among criti-
cally ill patients admitted on weekends appears to be one
that researchers have not yet been able to fully understand.
Although various studies exist throughout the world, research-
ers have not yet been able to identify a single, or combination
of factors that can be shown to cause the discrepancy in patient
outcomes. Decreased hospital staffing, access to diagnostic
services, intensivist coverage, and the reluctance of patients
to seek care on weekends have been described in this article
as possible causal factors. The author of this article has also
investigated possible solutions that have been presented in the
literature, such as moving to a “closed” ICU system, increas-
ing nurse staffing, intensivist coverage, diagnostic accessibility,
and creating a true seven-day hospital system. However, much
of the research to identify and measure the causes, as well as
to identify and substantiate these interventions, has yet to be
completed. Finally, the author discussed the nursing implica-
tions of alleviating the staffing issue on weekends and pointed
to the problem being both internally and externally linked
and, in being so, one that will take more than change in nurs-
ing management strategy to resolve. Individually, nurses must
begin by advocating for patient safety through adaptation of
inadequate staff mixes, recognizing mentorship needs and by
enhancing critical thinking based on current, evidence-based
practice so that timely intervention and care can be provided to
critically ill patients. *
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Cerebrospinal fluid collection:
A comparison of different collection
sites on the external ventricular drain

By FrRankIE W.H. Wong, RN, BN, MHS, CNN(C)

Abstract

Background: Intracranial pressure monitoring using an exter-
nal ventricular drainage (EVD) system is the most commonly
used technology to monitor intracranial pressure or drain cere-
brospinal fluid (CSF) in neurological and neurosurgical patients.
CSF samples are collected routinely from the EVD system for
laboratory tests. No study has been conducted to identify where
the most appropriate site for CSF collection is in order to reduce
the disruption of the closed EVD system and reduce the risk of
infection.

Purpose: The purpose of this study was to identify a CSF sam-
pling port in the EVD system that is easily accessible, provides
accurate results, and minimizes disruption to the closed EVD
system.

Sample: Fifty patients admitted to the neurological and neurosur-
gical intensive care step-down unit with the EVD system between
July 2007 and September 2009 agreed to participate in the study.
There were 21 women and 29 men. Forty-seven patients’ data
were analyzed.

Method: The design was quasi-experimental using a convenience
sample. Two samples of CSF were collected daily. One sample

was collected from the proximal port and another sample was
collected from the distal port. The second sample was collected
immediately after the first. Each set of samples (proximal and dis-
tal) was tested and compared for any differences in appearance,
culture results, and concentrations of protein, glucose, and white
cell count.

Results: Using a two-tailed paired t test with 95% confidence
interval, there was no statistically significant difference between
the samples obtained from the two collection sites for protein,
glucose, white cell count, appearance, and culture. Pearson’s cor-
relation coefficient was also used to analyze the correlation for
the continuous measures. Both protein and glucose had very high
correlations. However, the white cell count, and white cell counts
and culture had very low correlations.

Conclusion: The distal port of the EVD system is safe and easy
for CSF collection. It also provides accurate results for CSF
samples. When the CSF sample is collected from the distal port,
the entire volume of CSF in the drip chamber should be col-
lected and tested to obtain an accurate WBC count per unit of
volume.

Wong, EW.H. (2011). Cerebrospinal fluid collection: A comparison of different collection sites on the external ventricular drain. Dynamics, 22(3), 19-24.

N EXTERNAL VENTRICULAR DRAINAGE (EVD) SYSTEM is
Athe most commonly used technology to monitor intra-
cranial pressure (ICP) and drain cerebrospinal fluid

(CSF) to control rising intracranial pressure in patients with
traumatic brain injury, subarachnoid hemorrhage, hydro-
cephalus, brain tumour, or neurological disease (Dasic, Hanna,
Bojanic, & Kerr, 2006; Korinek et al., 2005; Pfisherer, Miihlbauer,
Czech, & Reinprecht, 2003; Sloffer, Augspurger, Wagenbach, &
Lanzino, 2005; Zabramski et al., 2003). The external ventricular
drainage system can detect changes in ICP and nurse practi-
tioners can implement appropriate interventions promptly to
prevent complications resulting from intracranial hypertension.

Background

Cerebrospinal fluid samples are frequently collected from
the EVD system and sent for laboratory studies such as
white cell count, red blood cell count, protein, glucose con-
centration, and cultures. Depending on policy and practice,
frequency of CSF sampling varies among institutions (Arabi

et al., 2005; Hader, & Steinbok, 2000; Holloway et al., 1996;
Pfisherer et al., 2003; Wong, Poon, Wai, Yu, & Lam, 2002).
Also, methods for CSF sampling vary among institutions. In
some institutions, CSF samples are collected through the
access port closest to the patient, some are collected from the
port below the CSF collection chamber, and some policies
require the entire CSF collection bag be sent to the labora-
tory for testing (Bader, Littlejohns, & Palmer, 1995; Franges,
& Beideman, 1988; Winfreld, Rosenthal, Kanther, & Casella,
1993). There is no consistency in practice for CSF collection
among institutions.

Purpose
This study was conducted to evaluate the differences of CSF
samples (protein, glucose, white cell count, appearance, and
culture) obtained from two commonly used CSF collection
ports on the EVD system. They were the patient line stopcock
(proximal port) and stopcock below the drip chamber (distal
port) (see Figure 1).
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Method

This study was a quasi-experimental design. A convenience
sample (non-randomized) was selected from the neurologi-
cal/neurosurgical intensive care step-down unit at the Foothills
Medical Centre. The study protocol was approved by the
Calgary Health Region Conjoint Health Research Ethics Board
and University of Calgary Bioethics Committee (Ethic ID: E-
20687).

Sample

With 50 pairs of samples at any given time, the lower tails of
the 95% confidence intervals (CIs) for these correlations will be
0.67 or greater (Price, 2000). The continuous measures taken
from the two sites will show a high level of similarity if Pearson
correlation coefficients are >0.8.

Patients who were 18 years or older, who had an EVD insert-
ed and were admitted into the neurological/neurosurgical
intensive care (ICU) step-down unit at the Foothills Medical
Centre were invited to participate in the study. Patients who
had been diagnosed with meningitis, ventriculitis, or any sys-
temic infection before data collection were excluded from the
study.
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Figure 1: The external ventricular drainage system
Reprinted with permission from Medtronic PS Medical, Inc.
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Informed consents were obtained from the potential subjects
or their surrogates by the principle investigator or delegate
(nurses who were assigned by the principle investigator and
had received detailed instructions about the study) once
the patients were admitted to the neurological/neurosurgi-
cal intensive care step-down unit after the EVD system was
inserted.

Data collection

Two samples of CSF were collected at midnight daily. One
sample was collected from the proximal port and another
sample was collected from the distal port immediately after.

One hundred and ninety-six samples were collected from 47
patients. Each set of samples (proximal and distal) was test-
ed and compared for differences in protein, glucose, white
cell count, appearance, and culture. Blood in the CSF made
analysis of protein and glucose concentrations unreliable
(Pfisherer et al., 2003). Therefore, samples with blood were
excluded from data analysis. Also, only samples with labora-
tory results available from both sites were used for analysis.
Therefore, the sample size varies for the laboratory tests (see
Table 1).

Data analysis

Pearson’s correlation coefficients were calculated to determine
the correlation of the continuous variables, which included
white cell count, protein, and glucose between the two sam-
ples of data. A high level of correlation was demonstrated if
Pearson’s correlation coefficients were > 0.8 (Price, 2000). The
two-tailed paired f test with 95% Cls was used to calculate the
significance of all laboratory results.

Results

Fifty patients admitted to the neurological and neurosurgical
intensive care step-down unit with the EVD system between
July 2007 and September 2009 agreed to participate in the
study. In this group, there were 21 women and 29 men. Three
patients were excluded from the study. Patient number 25
developed respiratory distress and was transferred to the inten-
sive care unit after his wife signed the research consent form.

Table 1: Two-tailed paired t test results
with 95% Confidence Interval (CI)
. of

Items No.o t= p= Standard error

samples
Protein 91 0.3051 | 0.7610 0.018
Glucose 92 1.0782 | 0.2838 0.095
Whitecell |0, 10,3399 | 07343 95665589.262
count
Red cell 189 |0.9992 | 0.3190 | 17857006948415.168
count
Appearance | 192 | 1.6079 | 0.1095 0.065
Culture 194 1.4179 | 0.1578 0.007




Patient number 38 had a blocked catheter and it was removed
before the sample was collected. Patient number 39 pulled
out her EVD catheter and the physician decided not to insert
another catheter. Data from 47 patients were analyzed. The
patients’ ages ranged from 18 to 81 years with a mean of 48.98
years. The admitting diagnoses of these patients were subarach-
noid hemorrhage (n=15, 30%), brain tumour (n=13, 26%),
hydrocephalus (n=9, 18%), stroke (n=8, 16%), intra-cerebral
hemorrhage (n=2, 4%), colloid cyst (n=2, 4%), and arteriove-
nous malformation (n=1, 2%).

The EVDs were inserted in the operating room, intensive care
unit, or the procedure room on a neurological/neurosurgi-
cal ICU step-down unit under sterile procedures. The length
of time the catheter was in place ranged from one to 23 days
(mean 3.88 days).
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Figure 4: Correlation of white cell count (per litre) obtained
from the proximal and distal port

The two-tailed paired ¢ test analysis on all laboratory tests
showed no statistically significant differences between the sam-
ples obtained from the two collection sites for protein, glucose,
white cell count, appearance (clear, bloody, yellowish), and cul-
ture (see Table 1).

Pearson’s correlation coefficient was used to analyze the agree-
ment for the continuous measures between the two collection
sites (Bland & Altman, 1986). Both protein (r= 0.908) (see
Figure 2) and glucose (r=0.874) (see Figure 3) had high correla-
tions. However, the white cell count between the proximal port
and distal port (r=0.1222) (see Figure 4) and white cell counts
and culture (r=-0.0195) (see Figure 5) had low correlations.
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Figure 5: Correlation of white cell count (per litre) between
the proximal and distal port with the CSF sample volume
<2mL or > 10mL
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Discussion
Cerebrospinal fluid culture is the most commonly used

method to identify CSF infection (Muttaiyah, Ritchie, Upton,

& Roberts, 2008). However, it may take several days to have
the CSF culture results. In our hospital, gram stain results
are reported on the same day of specimen collection and

culture and sensitivity results are reported on day four after
the specimen collection. Some researchers have suggest-

ed that changes in CSF glucose and protein concentration

and WBC count may indicate EVD system-related infec-

tion (Leverstein-Van Hall et al., 2010). In this study, both
glucose and protein concentrations from the proximal and
distal ports were highly correlated. That means the glucose
and protein concentrations were unaffected by the collection
site.

The white blood cell (WBC) count

compensated for the WBC settlement effect and gave a more
accurate result on WBC count per unit of volume. When
Pearson’s correlation coefficient was calculated on samples
with volumes < 2mL and > 10mL combined, the result showed
a higher correlation (r=0.81) (see Figure 5). This result indi-
cates that when the CSF sample is collected from the distal
port, the entire volume of CSF in the drip chamber should
be collected and tested to obtain an accurate WBC count per
unit of volume.

An increased WBC count in the CSF or CSF pleocytosis is
believed to be an indicator of infection (Pfisherer et al.,
2003; Sloffer et al., 2005). Some physicians and nurse clini-
cians use the trends of CSF WBC count to detect possible
infections. However, some authors have argued that CSF
pleocytosis might be related to the body responding to the

had a very low correlation between
the proximal and distal ports (see
Figure 4). After a detailed review
of the results, it is clear that the
WBC count from the distal port
was higher than the proximal port.
The possible reason for this varia-
tion might be that the CSF samples
collected from the distal port were
usually sitting in the drip chamber
for a period of time, perhaps up to
an hour. The extra time that CSF
sits in the drip chamber might
lead to WBCs settling on the bot-
tom of the drip chamber. If nurses
only collected a portion of CSF
from the drip chamber instead
of the full amount, a falsely high
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Figure 6: Correlation of white cell count (per litre) and culture obtained from the

In order to find out the cause that
contributed to the differences

distal port

in the WBC counts between the
proximal and distal ports, all WBC
count results were recalculated
according to the sample volume
(see Table 2). The results demon-
strated that when the CSF sample
volumes were <2mL or >10mL,
Pearson’s correlation coefficients
of the WBC count from the proxi-
mal port and distal port had higher
correlations. The reasons may be
that if the volume of samples col-
lected were <2mlL, it indicated the
entire amount of CSF from the
drip chamber was collected (unit
policy recommends a minimum
of 2mL of CSF should be obtained
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Figure 7: Correlation of white cell count (per litre) and culture obtained from the



foreign-body such as the ventricular catheter, or respond-
ing to some CNS insult from the ventriculostomy other than
infection (Pfausler et al., 2004). In the Mayhall et al. (1984)
study, 23% of patients developed pleocytosis and were with-
out infection. In addition, blood contamination of CSF in
patients with traumatic injury or subarachnoid hemorrhage
may have influenced the accuracy of the CSF WBC counts
(Boeer, Siegmund, Pfister, Isenmann, & Deufel, 2008). In this
study, with the smaller number of positive culture results, it
was difficult to identify the relationship between the WBC
count and cultures (see Figures 6 & 7). Pearson’s correlation
coefficient of the WBC count and culture from the distal port
had a low correlation.

Pearson’s correlation coefficient of culture between the
proximal and distal port had a high correlation. Two CSF
samples from the distal port had positive culture results. In
one patient, staphylococcus aureus was identified in both the
proximal and distal port samples. Patient number 18 had a
positive culture of gram negative bacilli from the distal port
sample, but not from the proximal port. Interestingly, this
patient had a positive culture of coagulase-negative staph-
ylococcus (contamination) on the proximal port four days
before the distal port had the positive culture result. To
ensure the accurate culture result, the entire EVD system was
changed (without changing the EVD catheter) and CSF sam-
ples from the proximal and distal port were recollected 12
hours after the system was changed. These samples obtained
from both the proximal and distal ports showed a negative
result for bacterial culture. This indicates that the positive
culture from the distal port of patient number 18 was a false
positive result.

With two positive culture results from the distal port, which
included one false positive related to upper stream con-

Table 2: Pearson’s correlation coefficient

of white cell count according to the

volumes of the CSF samples

Volume of CSF Pearson’s Correlation
Specimens Coefficient

<2mL 0.8017
<2mL 0.7876
>3 mL 0.037
>4 mL 0.1163
>5mL 0.0939
>6mL 0.0813
>7 mL 0.655
>8 mL 0.2183
>9mL 0.2206
>10mL 0.907

tamination, Pearson’s correlation coeflicient was r=0.7053.
When the positive result related to the upper stream con-
tamination was excluded, Pearson’s correlation coefficient
was r=1. However, this study has a very small number of
positive culture results, further research to verify the rela-
tionship between CSF WBC count and positive culture may
be required.

In the Hader and Steinbok (2000) study, CSF samples
were collected from the proximal port of the system. Their
results indicated that 30.6% patients had positive culture
results. However, 41 (85%) of these cultures resulted from
contamination (coagulase-negative staphylococcus and pro-
pionibacterium). Our results identified the same issue: eight
patients had positive culture results from samples collected
from the proximal port and seven positive culture results
(87.5%) are related to contamination (coagulase-negative
staphylococcus in six patients, micrcoccus in one patient).
This indicates that CSF samples collected from the proximal
port were at high risk of contamination and may have the
chance of introducing infection into the system.

The reason the proximal port had a higher incidence of con-
tamination during CSF collection may be related to its close
proximity to the patient’s hair, clothing, and bed linen. Most
EVD system-related infections are related to skin organisms
(Coplin, Avellino, Ki, Winn, & Grady, 1999; Sandalcioglu &
Stolke, 2003; Wong et al., 2002).

Limitations

Due to the low infection rate in this study, it is difficult to
establish the relationship between infection and different
CSF sample collection sites. Also, this study had a small sam-
ple size and was conducted on only one unit. A study with
a larger sample size and involving several centres may be
required to establish a more generalizable result especially
with the relationship between the WBC count and culture
results.

Conclusion

The external ventricular drainage system is one of the most
commonly used tools in clinical practice to monitor ICP or
for drainage of CSF to control ICP. CSF is collected routine-
ly from the EVD system to monitor for CSF infection. CSF
samples have been collected from different ports from the
EVD among institutions. Improper handling of the EVD
system during CSF sampling may increase the risk of infec-
tion. External ventricular drainage system-related infection
prolongs patients" length of hospital stay, mortality and mor-
bidity rates, and increases the health care cost (Sloffer et al.,
2005). CSF sampling is one of the procedures performed by
nurses. Prevention of CSF infection should be the priority
of critical care and neurosciences nurses. Identifying a site
that is safe, easily accessible, and able to provide accurate
results for CSF collection is essential (Pfisherer et al., 2003).
Collection of CSF from the proximal port of the EVD may
increase the risk of CSF infection. The distal port is the pre-
ferred spot for CSF sampling because it is more secured
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(clamped on the IV pole) and further away from the patient.
The results of this study indicated that the distal port of the

EVD system is a safe and easily accessible site for CSF sample

collection. In addition, when a CSF sample is collected from
the distal port, the entire volume of CSF in the drip chamber
should be sent for testing to obtain an accurate WBC count

per unit of volume.
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ISMP CANADA

Drug name alert: Potential for
confusion between Pradax and Plavix

By CHRISTINE KoczMARA, RN, BSc, AND SyrLvia HyLanDp, BScPuM, MHSc (BIOETHICS)

Abstract

In this article, the authors highlight an incident that involved
a mix-up between the oral anticoagulant medication Pradax
(dabigatran etexilate) and the antiplatelet medication Plavix
(clopidogrel). Because critical care nurses may admit or care

for patients who are receiving (or have received) one of these
medications, it is important that they be aware of the potential
for confusion between these two drug names throughout the
medication-use process.

Koczmara, C., & Hyland, S. (2011). Drug name alert: Potential for confusion between Pradax and Plavix. Dynamics, 22(3), 25-26.

HE INSTITUTE FOR SAFE MEDICATION PRACTICES CANADA

(ISMP Canada) has received four reports from health care

practitioners and one report from a consumer related to
the brand names Plavix (clopidogrel) and Pradax (dabigatran
etexilate). Two of these reports identified concerns about the
potential for confusion between the brand names. Two other
reports involved mix-ups that occurred during verbal commu-
nication. The fifth report involved a medication incident that
occurred during preparation for a procedure to treat a brain
aneurysm. In this article the authors focus on the factors lead-
ing to this medication incident and the lessons that can be
learned from it.

Medication incident

An otherwise healthy patient was scheduled for an endovascu-
lar coiling procedure to treat a brain aneurysm. Several days
before the procedure, the neurosurgeon wrote a prescription
for Plavix 150 mg daily with acetylsalicylic acid (ASA) 325
mg daily. The patient was to take these medications to prevent
platelet aggregation and clot formation during, and as a result
of, insertion of a foreign substance (the coils) into the vascu-
lar system.

The day before the scheduled procedure, the patient was
admitted to the hospital as planned. Fortunately, the patient
had remembered to bring all current medications to the
hospital. During medication reconciliation, the pharma-
cist noticed that the patient was taking Pradax 150 mg daily
instead of the intended Plavix 150 mg daily. The hospital
pharmacist called the community pharmacy to discuss the sit-
uation. It was determined that the order for Plavix had been
misinterpreted and that Pradax had been dispensed in error.
The neurosurgeon was notified of the error, and the procedure
was postponed.

Discussion

Plavix (clopidogrel) is a platelet aggregation inhibitor that was
initially approved in Canada in 1998 for the secondary pre-
vention of vascular ischemic events (myocardial infarction,
stroke, vascular death) in patients with a history of symptom-
atic atherosclerotic disease. The indications for Plavix were
expanded to include acute coronary syndrome (ACS), unstable
angina, non-Q-wave myocardial infarction, and ST-segment
elevation acute myocardial infarction. For the ACS indication,
Plavix is to be administered in combination with acetylsali-
cylic acid (ASA). Most recently, on February 16, 2011, Plavix
in combination with acetylsalicylic acid (ASA), was approved
for the prevention of atherothrombotic and thromboembolic
events, including stroke in patients with atrial fibrillation who
have at least one risk factor for vascular events and for whom
treatment with an anticoagulant is unsuitable (sanofi-aventis
Canada Inc., 2011).

Pradax (dabigatran etexilate) is an oral anticoagulant (direct
thrombin inhibitor) that was initially approved in Canada in
2008 for the prevention of venous thromboembolic events
in patients who have undergone elective total hip or knee
replacement. An additional indication for the use of Pradax,
the prevention of stroke and systemic embolism in patients
with atrial fibrillation, was approved on October 26, 2010
(Boehringer Ingelheim [Canada] Ltd., 2011).

Plavix is indicated for patients for whom treatment with an
anticoagulant is unsuitable. Because Pradax is an antico-
agulant, it should not be given to such patients. A mix-up
between Plavix and Pradax could have serious consequences.
If a patient is supposed to receive Plavix, but Pradax is sup-
plied (e.g., the prescription is written incorrectly or the wrong
drug is dispensed) the patient will not experience the desired
antiplatelet effect and could be at increased risk of bleeding.
Similarly, if a patient is supposed to receive Pradax, but Plavix
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is supplied, the patient will not experience the desired antico-
agulant effect.

The incident highlighted also demonstrates the importance
of practitioners correctly identifying and verifying the medi-
cation that a patient has been taking as this can impact the
treatment plan.

Both Plavix and Pradax begin with the letter “P;” so the two
drugs may be stored in close proximity in medication storage
areas. In addition, the typical dosage strength for Pradax may
overlap with the dosage strength for Plavix, which increases the
potential for mix-ups.

Plavix is available in 75 mg and 300 mg tablets. Pradax is avail-
able in 75 mg, 110 mg, and 150 mg capsules.

S uggested strategies
Include the generic name (clopidogrel for Plavix, dabigatran
etexilate for Pradax) throughout the medication-use process
(e.g., prescribing, transcribing, dispensing).

o If the brand name is being communicated verbally, include
its spelling. Consider using a phonetic alphabet (e.g., “R as
in Roger”) to verify the brand name whenever it is verbally
communicated.

o If these two drugs must be stored in a care area, consider
opportunities to differentiate the products, such as ensuring
that they are not stored in close proximity and/or using a
warning label.

o Consider an automated alert (e.g., for computerized pre-
scriber and pharmacy order entry systems).

« Involve patients (and their family members) in the medica-
tion-use process. Informed patients and family members can
prevent mix-ups. A consumer alert about this issue is also
available at http://www.safemedicationuse.ca/alerts/index.
html and may be shared.

o Support initiatives that foster the use of medication rec-
onciliation. Medication reconciliation is an important safety
initiative, and the incident described above highlights its
value.

o Share this information to alert other practitioners and to
raise awareness of this issue.

ISMP Canada has notified the manufacturers of Pradax and
Plavix, as well as other stakeholders about the potential confu-
sion between these drug names. bt
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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.

SORIN

AT THE HEART OF MEDIGAL TECHHOLOET

Award funds available: $500.00 plus a plaque

Criteria for the award program:

o 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

o The award program will be for the period of April 1 to
March 31 of each year

o Chapters may win the award for one year followed by a two-
year lapse before winning again.

Conditions for the award program:

« A point system has been developed to evaluate chapter activ-
ities during the year

 Chapters will be responsible for ensuring National Office
receives all required documentation to validate accumulated
points

o The chapter with the most points will be the successful recip-
ient of the Chapter of the Year Award

o CACCN reserves the right to adjust points depending upon
supporting materials submitted

o In the case of a tie, CACCN reserves the right to determine
the recipient of the award

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

o Announcement of the successful chapter will be published
in CACCN publications

o The successful chapter will be profiled at Chapter
Connections Day and Dynamics.

Categories and their corresponding points:
« Educational programming—please provide an accompany-
ing 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

o Recruitment: points are calculated based on the percentage
of new members recruited, as compared to the total mem-
bership 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%: 60 points
61-70%: 70 points
71-80%: 80 points
81-90%: 90 points
91-100%: 100 points

Points will be calculated for chapter members who have contribut-
ed presentations atlocal, 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 con-
tributed 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 proj-
ects 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

Send applications to CACCN National Office 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:

« Beamember of CACCN in good standing for a minimum of
one year

« Note: where a student is submitting the research grant appli-
cation 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

 Belicensed to practise nursing in Canada

« Conduct the research in Canada

o 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:

o 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

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

« Proposals are reviewed for potential contribution to the prac-
tice of critical care nursing, feasibility, clarity and relevance

o The recipient of the research grant will be notified in writing.

Terms and conditions of the award:

o Theresearch 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

o 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

o 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

o 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 eth-
ical review board for research involving human subjects
and/or access to confidential records. Refer to CNA publica-
tion Ethical Guidelines for Nursing Research Involving Human
Subjects

o A brief curriculum vitae for the principal investigator and co-
investigator(s) describing educational and critical care nursing
background, CACCN participation, and research experience.
An outline of their specific research responsibilities

o Proof of CACCN active membership and Canadian
citizenship

o 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@caccen.ca.

The CACCN Board of Directors retains the right to amend the
award criteria.

D& Edwards

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 &Y SPACELABS
Project Award

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.

Award funds available: $1,500.00 total

 $1,000.00 will be granted to the Award winner

 $500.00 will be granted for the runner up

o A discretionary decision by the review committee may
be made, for the award to be divided between two equally
deserving submissions for the sum of $750.00 each.

Deadline for submission: June 1 each year

Send applications to CACCN National Office 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 June 1
Do you have a unique idea?

Award criteria:

o The primary contact person for the project must bea CACCN
member in good standing for a minimum of one year

o Applications will be judged according to the following criteria:
= the number of nurses who will benefit from the project
= the uniqueness of the project
= the relevance to critical care nursing
= consistency with current research/evidence
= ethics
= feasibility
= timeliness
= impact on quality improvement.

o Ifthe applicant(s) are previous recipients of this award, there
must be a one-year lapse before submitting an application.

o Members of the CACCN board of directors and the awards
committee are not eligible.

Award requirements:

« Within one year, the winning group of nurses is expected
to publish a report that outlines their project in Dynamics,
Journal of the Canadian Association of Critical Care Nurses.

The CACCN Board of Directors and Spacelabs Healthcare retains
the right to amend the award criteria.

Smiths Medical
Canada Ltd.

Educational Award
Award value: $1,000.00 each (two awards)

smiths medwcal

bringing technology to life

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.
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Criteria for application:

1. Be an active member of CACCN in good standing for a
minimum of one (1) year

2. Demonstrate the equivalent of one (1) full year of
recent critical care nursing experience in the year of the
application

3. Submit a letter of reference from his/her current employer

4. Beaccepted 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:

o Minimum of 25% of membership is new between April 1 to
March 31, the chapter will receive one (1) full Dynamics tuition

o 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:

o 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



o 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

o 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 funds available: $ 1,000.00

B/BRAUN

Deadline for submission: June 1 each year

The BBraun Sharing Expertise Award will be presented to an
individual who exhibits stellar leadership and mentoring abili-
ties 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 commit-
ment 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 candi-
date to be in a formal leadership or education role to qualify for
this award.

Send applications to CACCN National Office at caccn@caccen.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 June 1

Eligibility criteria:

» Nominee must be a CACCN member for a minimum of one
(1) year

« The nominee must have at least three (3) years of critical care
nursing experience

o At least one nomination letter must be written by a CACCN
member

o Preference is given to a mentor who has CNA Certification

« The nominee must demonstrate an awareness of, and adher-
ence to, the standards of nursing practice as determined by
the provincial nursing body, and the Standards of Critical
Care Nursing (2009)

« CACCN board of directors are not eligible to apply for the
award.

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);

o All three letters must be sent by electronic mail by each per-
son on the same day with the subject matter: “BBraun Sharing
Expertise Award—Candidate’s Name” to the Director respon-
sible 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 & Sponsors

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

o 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 Official Journal of
the CACCN

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

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

o The Awards Committee reserves the right to withhold the
award if no candidate meets the criteria outlined

The CACCN Board of Directors & BBraun Medical retain the
right to amend the award criteria.

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

Baxter

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:

o Be an active member of CACCN in good standing for a
minimum of one year

« Belicensed to practise nursing in Canada

o Members of the award review committee and/or the board of
directors are not eligible.

Application Requirements:

o 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

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

A complete application form that includes:

o 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

o 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
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o 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

o Ifthis project requires ethics approval, please submit evidence
of approval with your application.

Review process:

o 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

o The successful candidate will be chosen and notified in
writing by July 1.

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

o An article related to the project is to be submitted to
Dynamics for publication.

Budget and Financial Administration

o One half of the awarded funds will be available to support the
project expenses immediately

o 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.

The Brenda Morgan Leadership

Excellence Award
Award funds available: $1,000.00 plus award trophy

Deadline for submission: June 1

The Brenda Morgan Leadership Award was established in June
2007 by the CACCN Board of Directors to recognize and hon-
our Brenda Morgan, who has made a significant contribution
to CACCN and critical care nursing over many years. Brenda
was the first recipient of the award. Brenda is highly respect-
ed 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 outstand-
ing 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 profes-

32 DyNamics ¢ CANADIAN ASSOCIATION OF CRITICAL CARE NURSES

sion 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.

The Brenda Morgan Leadership Excellence 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.

Send applications to CACCN National Office 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 June 1

Eligibility criteria:

Persons who are nominated for this award will have consis-
tently demonstrated qualities of leadership and are considered
visionaries and innovators in order to advance the goals of crit-
ical care nursing.

The nominee must:

o Have been a member of CACCN for a minimum of five (5)
years

o Have a minimum of five (5) years of critical care nursing
experience

« Be registered to practice nursing in Canada

« Have demonstrated volunteerism and significant commit-
ment to CACCN

« Have participated in CACCN activities at local or national
levels

o Beenamember of the CACCN Chapter executive or National
Board of Directors

« Have helped to plan a workshop or a conference or indirectly
provided support of CACCN activities through management
activities—supporting staff to participate in CACCN proj-
ects or attend conferences

« Hold a valid adult or pediatric specialty in critical care cer-
tification—Certified Nurse in Critical Care—CNCC(C) or
CNCCP(C) from the CNA (preferred)

« Have demonstrated a leadership role or have held a key lead-
ership position in an organization related to the specialty of
critical care

o Consistently conducts themselves in a leadership manner

« Have effectively engaged others in the specialty of critical
care nursing

« Have role modelled commitment to professional self devel-
opment and lifelong learning

« 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.



Application process:
o The application involves a nomination process
« Please submit two letters describing how the nominee has dem-
onstrated 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 pro-
vided in the nomination letters to select award winners
from amongst many deserving candidates
» Members of the CACCN board of directors and the awards
committee are not eligible
o Award recipients will be notified in writing of their selection
for the award
« Recipients will be honoured during the awards ceremony, at
the annual Dynamics Conference
 Recipient names and possibly a photo will be published in
Dynamics, the official Journal of the CACCN

Selection process:

 Each nomination will be reviewed by the award committee
in conjunction with the CACCN Director of Awards and
Sponsorship

o The Brenda Morgan Leadership Awards committee will con-
sist of:
= Two members of the board of directors and Brenda

Morgan (when possible)

o The Awards Committee reserves the right to withhold the

award if no candidate meets the criteria outlined

Terms and conditions of the award:

o The award recipient will be encouraged to write a reflective
article for Dynamics: the Journal of the CACCN, sharing
their accomplishments and describing their leadership expe-
rience. The article should reflect on the recipient’s passion to
move critical care nursing forward, their leadership qualities
and how they used these effectively to achieve their outcome.

The CACCN Board of Directors retains the right to amend the
award criteria.
Chasing

Excellence Award
Award value: $1,000.00

CardinalHealthCanada

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
$1,000.00 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:

o 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 the 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:

o 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

o Effective clinical decision-making supported by thorough
assessments

o 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)

o Integrates and coordinates daily patient care with other team
members

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

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

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

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

o Isarole model to new staff and students

o Shares clinical wisdom as a preceptor to new staff and
students

o 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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Intensive Core Unit Sedaticn

Preceden™ & infcated for sedotion of inifuolly indsbated ond mechonically venileted postsugionl posients duriag
mmmMmmbrM'mmhﬁmmwm"mmwm
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Poesedex™ hes beem coninuousty infused in mechanicolly venfilated pofients.prior fo extubofion, dwing exfubifion,
] pashextubation, It B not necessery o discontinne Frecedex™ prie 1o extubotion. Aber extubufion, the dows of
Precedex™ should be reduced by holf, The mean Sime of confinved infusion is approximately 6.6 hous.
Comscious Sedation

Poesede™ & indicmied for sedafion of nondintubated patiznts prior S ond for during surgicel ond ather peocedures by
confinycus inrovencus infusion fos the Fllowing proceduess;

* Monitored Anestesia Core (MAL) with m odequati nenve blodk ond /o lcel infiafion; ond

» Jiwake Fiberogtic Innsbation (AF() with odequass mpical praposesion of the upper cirwoy with lecol idecaine

Due o insffcient saety ond efficory dat, Frecedex™ is ot recommended for usa in pocedioes other hon e
v isted dhove.

CONTRAINDICATIONS

Petients wh are hypessearsifive 1o this dnug o o oy imgredient in e Sarmulision or component of the contcines, For
ummmnwrmmmh&mmmmm
SPECIAL POPULATIONS

Pregnont Women: Thee oz no odequate ond wellontrolled studs in preguond women, Frecadien™ should
hmﬁ&mmﬁlﬂemﬂh&%mﬁfemﬂdn&mhh

Lobor and Delivery: The safety of Precedar™ during lobor end defvery has mat bean shudiad. Theredrs,
Poeede™ & not sexnmmendad during lobor end deivery induding cesarenn sedtion delfveries,

Mursing Wemen: f & ot known whether Preczdes™ i excresed in homon milk. Rocierlobeled Precedes™
oiishesed] Soboutonepushy by loctuting Bemall rofs s exeted in mik, Bexnue mny dugs me exieted in
heman milk, coution should be exercisad when Precedex™ is odministerad 82 0 nursing women.

Pediatrics: Thens hove been no diniol shudies 1o estobiich the safety ond efficary of Preceden™ in pediofic
patients below 18 years of nge. Thershoes, Precedex™ should not be used in this papuletion.
mhum"amwmmemmmmmmmm
thcs drug may b reater in pafierts wifh impoved rendl Fnchon. Becowse ety pafiests are mere Bkely 1o have
decrensed venal fundticn, cove shoukd be fzken in dise selection in ekderly pofients, and i may be seful 1o monioe
tead it (see Desage and Administratien).

Safety Information
WARNINGS AND PRECAUTIONS

General

Poesedex™ shoukd be odminisered oy by persans skilled in the manogement of pasents in the infensive core oo
pesating eoam sering. Due 1o the known phermocolagicn] effscts of Pracaex™, pesients shoukd be continuosly
mentored while receiving Fracedex™.

Hypotension, Brodycardia oad Sieus arrest: Ciricaly signbant episades of bodyabo oo s ot
v been raported with Prscedex™ odminisiyolions in‘young, ety volunbsers with high vogal fone or with diffesent
ot of odmisisition i riapid imhiovenous o bolus odminisholion.

Reports of Bypalension ond banvez besan mssocited with Pracader™ infusion. If medicol infervention is
required, ragiment may indudss decreming of stopping the infirsion of Frecedax™ incensing the mte of intvvenaus
flod odministeation, slevofion of the lower exfremifis, md use of pressor egents, Becowsa Precsdes™ hos the
pateaticl o ougment brodycnsdia induced by vogel sfimul; dinidons shoud b prepared fo intervenz. The intvenaus
odministrafion of jic egents (.9, ycopywolots, aivoping) shoukd be considered fo madfy vagal fore,
In chricol ok, olycopyreokote of afroping wers effective in the eciment of miost eptiodes of Preceder™induced
bwordyoordia. Howeves, in some pafients with significant cordiovasculor dysfunchion, meee: odvanced resuscibofive
e were psgubed,

Coufign should be exercised when odminislering Precedzx™ bo pofients with odvonced beart block ond/ir severe
veriripulor dysfuncion. Baoouse Preeden™ destecses sympathedic nervous sysiem ocivity, hypatension ond /o
i il s v

ond in elcarly pafients. In shustions o magative L]

istered, coadminishoion of Freceder™ could hove o odditive phemmomdymamic effect ond should b odministered

with pouion,

Tronsieat Trarsient hypsertension bats been ohiserved primasly during te looding dose in essode-
fion with ey il periphercl vasoconsrictive effects of Pracedex™,

Tetmert of the Sonsiest hypertension has generaly nat been necessary, cithough seduction of the looding dime
infusion rofe moy be desinable,

Precedex™ is not o oeivolled subsionce. The dapendence potenifcl of Precedza™ hos mot been studied in hemons,

Endocrine ond Metabolism
The pveioble evidence & Podequete  confiem if dexmediomiding & nssocioted with sgeiioont adrenecoeticn
;wm.lhmaummmmwﬁhmmwmm

Hepotic /Biliary /Poncreatic

Sinde Precaden™ chooronie decrenses with sevesily of hepotic impuirmet, dose veduction shoukd be cossidesed in
gmmwmw.

Prisgediex™ b known to be substonly excsshed by the kidoey, ond the rik of ndversa recxtiens to this drug may be
;mem pmnsimpuai ru:lfm:im[mhugmd Administrotion)

s Smmmmnm'-mmmmmwmmm
Thdwﬁmﬂmtemmdwmmdmufhﬁdﬁmmhdmeduﬂwhdmﬁm
Withdrawel

Intensive Care Unit

Precadex™ is indicetad only for sedetion of inifily imtuboted ond mechonicaly vensileted postopercive pofierts

reqoeing in @ posopeinive core unil or on intersive core sil, During e 1se of Precedin™ in on nlensive cove

st the patients must be menitored continucusly, perSculory Bor e condiovesouker softy indioatoss,

i Prsced™ wee b be eckvinistersd for more thom 24 hoers ond stopped sbruptly, withérwel symptors simior 1o

those neported for csher clpherDadienergic ogents mey resull, These symptoms indude nervousness, agitofion, end

Bipdaches, ocenerpeniad of followed by o ropid et in bloce pressure ond elevated cotecholomine concentations in

the plesme. Preceden™ infusion must ot extead 24 houws.

Conmsciows Sedation

Withckowal symyioms wese not seen e chsconfinutien of short term infision of Preceder™

Patient Information

Preceder™ si for e e intrrvencis sechtion. Disage must be indriduckined and finoted bo the dsied

il et Bload pressure, hesartrote ond aeynen kevels will s moniterad ok contimucusly dusing the infusion of

Precedex™ and os disically sppropriote ofier discontirpaion.

@ When Preceden™ is infised for mons then & howrs, patients should be informed % report nanvousness, ogiftsion,
and heododhes ot may oco for up to 48 hours.

* Additionally, patients showkd be infarmed 1o report symploms fat may acour within 48 heuss oftes the odminish-
s of Preede™ such os: wenkness, confision, entessive swesting, weight hoss, shéomingl pain, o covings,
dhorhe, consfipetion, dizziness of ighheadadhess.

Intensive Care Unit Sedation

A bt of 549 pesients in the dinicel shudies wene 5 yeors of oge ond over. A totl of 247 paliests were 75 yeors

of oge nd over, In pofiests crecter fhom 65 years of g, o bighes inddence of brodycendia end bypotension wes

elrsenved fllowing adminttraion of Poecede™, Therefors i dose reducion should be comsidersd in posients over 65

s of o0z (see Dosage and Administration).

Consciows Sedation

Aokl of 131 patients in e chricol shodies weere 65 years of age ond ovee. & tolal of 47 paients wese 75 yeors
of nge ond over, Hypotensinn occormad in o higher incidence in Preceden ™ seated patisnts 65 yeos or okles (72%)
ond 75 yeors or older (74%) o5 companad o pahients <55 yeors (47%). Prespeciied criterio for the vilal siges 1o
be reported o5 edverse reockons e foototed below Tobke 7 [see Adverse Reactions). & reduced loading
dise o 0.5 meg kg given ooner 10 minvshes & racommended ond o redoction in the mointznenos infision shoukd be
eovridered oo pafiests reates thon &5 yeors of nge (see Dosoge and Administration).

ADVERSE REACTIONS

Adverse Drug Reaction Overview

Use of Pracedzx™ has baen ossociated with the following ssfious ndverse recions:

o Hypatension, boodycordo ood s st (see Warnings and Precoutions),

® Timsizn! bypestenion (see Wornings and Precoutions).

Mot comiman teatmantamaigent adversa seachors, ocnerming in greates fhan 2% of patients in bath Insrive Cove
Urit ond cortscions sedation shudiss indhude hypatension, brodyoardin and dry mouth,
Intensive Care Unit Sedation

Adverse evenl information derived fom the ploceborcontolled, conlinuons infision frik of Precedes™ for sedosion
mhmmmwmhmwmmmm.mmﬁmm
tg,lmm Mmﬁumimlm‘ld:kll.
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Pregedes™. Treahmentemergent odverse events ocouming ot on inddsnas of = 2% are prowideed in Table 2. The most
frequent ndverse events wess hypotersion, brodyardia, ond doy meouth,
Post-Market Adverse Dreg Reactions

Hypetemsion cnd brodycordio wese the most common overse 1eachons ossadiated with the ise of Frecedes™ duing
gt epproval use of the dg,

DRUG INTERACTIONS

e i SR

(radmiisharion of Pracedex™ with cnestheSics, sedufves, hypnotics, and epioits is kel %2 kaed to on enbance
ment of effacts. Specific studies have confimed fhese effects with sevofiunane, isofiuane, propalel, elfenton, end
midnzolom. Mo phamnacokineti infesochions betweess Priceden™ ond isofirans, pepofol, elznion md midazolom
bive: been demorsialed. Howsver, dee b possible phosmacodynamic inteactions, when ovedminislesed with
w,thmﬁhmmuhmmrmmwuwm
b requined.

Nesromuscular Blockers

I one shudy of 10 healiby vohinfzers, odminisharion of Preceden™ for 45 minutes of o plosma concendafion of 1
(o) o/l resulted in no diniaaly mecningbl incresses in the mogaiudz of ewamsouler blockeds associated
with rocosium odminsffion.




Cytochrome P450

vt shodies in homion fver miceosomees demonstroted no evideace of oytodhome P45 medicted drog inferactions
thet are ikeby 1o be of chnical refevence.

REPORTING SUSPECTED SIDE EFFECTS
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Administration

Dosing Considerations

* Precedex™ shoud be used in only fodities odsquately steffad ond equioped for onssthesin, resuscitobon, nd
Pl g o

» Prasedec™ dosing shoukd be indiidualized ond tibated b the desired chinizel response.

® Pracedec™ is not indioated bor infusions losting longer then 24 howrs.

® Fragedec™ should be administered using o confrofled infusion device with edequote precision.

Recommended Dose ond tmeni

Intensive Core Unit Sedation

* Pragedes™ i indioshed for pestsurgical pefients in on inferive core saffing, &, in Prst Anzsthesio (oo Unid
o Inbersive: (ore Unit,

* iy assessmet of the level of sedafion and the nead for Precedex™ should precede the inificfion of Precedex™,

* Joother inirovenoes sedeiie (8. mmnw:muwﬂﬁm;mmmm
sediion ot the highest secommendzd dose level

. ﬂunmihﬁnah":mmmﬂmmer&ummh&mmm

If the cofinunes infuricn i+ needed poshexhubabion, the infision speed should be rehced by baf. The mam s of

confinued infusion & pproximotely 6.6 hours.

» Fracedec™ i shoud nal excsed 24 hours in on ICU setfing,

A dose reduction for bath the loding and maintznance: infusions should be considesed in pafiants with impared

hepetic er ranal foncion ond in pofents over &5 years of oge.

Initiartion: For odult patients, Precedex™ is gensrolly infisted with o looding infision of up fo one mag,kg over

Eﬁmimrmmnm:mmmmwummmm

Maintenance: Ault pasieats wil generally requise 0 maitenance infusion of 0.2 b 017 meg/eg/he. The rate of

the: mcirienance infusion shoukd be odjusted to ochiere e desined level of sedoion

Conscious Sedation

® Bosed on the Bomsoy ond Dbserver's Assessment of Martness,Sedafion Seoles, the looding infision providss
dirically efactive oasel of sedafion 10 to 15 minutes ofter stort of inusion,

# For ise in Manitored Anesthesia Core, on odequate nerve block end,for kool infltraion shoekd be ised.

® o esoske Fiberopiic Intobation, the upper aivwoy should be tapicolized with proper Biocaing foemulations.

Inititions For adult pofients, Precedas™ i gensrolly iifioted with o looding infusion of ane meg/kg owr

10 minutes. For patiests over 65 years of oge or thase undengoing less imsive: proceduses such os optbalmic

surgery, @ looding inhusion of 0.5 meg kg over 10 minutes may be sufsble.

Maintenance: The maistenance infsion of Precedex™ is genenaly initsted of 0.6 meg/hy/be ond siroted 10

ochieve desied dinicol elffect with dses from 0.2 12 1 meg,/kg,Br. The rate of the mointeagnce infusion

Mhmﬁmmumﬂoﬁm fcluﬁgﬂ'eho:lﬂmﬁlammbﬁmuﬁmd
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Dosoge Adjustmest: Dus %o phormocedymamic. infescfions, o 1 n o

it concomitont onesthesics, sedafiees, hypnatics of npioids miy be required when coodmintstered & dosa redlchon

for bath the looding oed momtencnce mfisions should be considered in pofients with impaieed hapafic or renal

fussticn ood in pualients over 65 yeors of oge.

Administratien

Poeced ™ must be: diutad in 0. %% sodium chloride solufion o ochieve sequited concentotion (4 mcg/m) prio o
odministnation. Preparofion of soufions is the same, whether for the looding dose of meintenanie infision.

Stict esepeic technique must abways be maintained during handiing of Precedan™.

To prepere the infusio, withdrow 2 il of Precedes™ ond edd b 48 mi of 0.9% sodiom chleride injection % o el
of 50 mL. Shake penthy to mix well. Forereral drug products should be inspected wiually for pariculate matter and
descokorntion pricr 10 odminisiosion, whenever solifion ond coafoiner permit,
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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:

o Author(s) name and credentials, position

o Place of employment

o If there is more than one author, the names should be listed in the order that they should appear in the published article
o 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:

o Length: a maximum of 15 pages including tables, figures, and references

o 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.

o Tables, figures, illustrations and photographs must be submitted each on a separate page after the references.

o 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

o 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:

o 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:
o 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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As an acute care academically
affiliated hospital with comprehensive
community based programs and
several tertiary programs - Advanced
Cardiac, Meurosciences (including
stroke and surgery), Sexual Assault/
Domestic Violence and Mental Health.

Qur 28 bed closed intensive care unit
(ICU) exemplifies a culture of shared
leadership that promotes decision-

Trillium Health Centres offers a
uniquely diverse practice setting

If you are experienced - or newly
graduated - and seeking to contribute
your Nursing skills to patient centered
care while building your career in a
an innovative, supportive, workplace,
join Trillium.

Wisit our website trilliumhealthcentre.
org to learn more about Trillium, as
well as current Critical Care Nursing
opportunities.

making as close as possible to the
point of care. We were one of the
first hospitals to implement a Medical
Emergency Team, which allows Murses
to take their critical care skills right to
the patients bedside. Trilliu H“ﬁ

HEALTH CENTRE

Your Health. Our Passion - for Life

trilliumhealthcentre.org

e
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Fraser Health is proud to be named
one of the Top 55 Employers in BC.

Fraser Health is the fastest growing health region in British Columbia, Canada. We invite you to join us as we build capacity to

address unprecedented population growth. Contribute to world class, integrated care delivered through 12 acute care hospitals and
extensive community based residential, home health, mental health and public health services. Located in Metro Vancouver on the
West Coast of Canada, we are often placed on the top three of the “Most Liveable Cities” in the world.

Our recruitment continues in order to meet needs for our capacity-building initiatives. The Critical Care Tower will increase Surrey
Memorial Hospital to 650 beds by 2014, providing a dedicated regional Perinatal Centre, helipad, expanded ICU, as well as a new
Emergency Department opening in 2013. Fraser Health has current needs in various locations for experienced Critical Care, ICU,
Emergency Room, Operating Room, PACU and Neonatal Intensive Care Unit Registered Nurses,

Successful candidates are eligible for relocation assistance of up to §5,000. Fraser Health offers you the opportunity to advance
your career while exercising your passion for family-centred care for our dients and families. We also offer a comprehensive benefits
package that includes four weeks vacation after one year, family extended health and dental coverage, and a defined-benefit

"\ sl

Apply online at: careers.fraserhealth.ca
Facebook: facebook.comffraserhealthcareers

2 0 ]j: Email: recruitment@fraserhealth.ca Toll-Free: 1.866.837.7099 fraserhealth
Mobile Job Alerts: Text greatjobs to 82442 Betfer health
BC's Top Employers wn&wmd?unmmml} B in healfh care.
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WHY CACCN?

Vision: The voice for excellence in Canadian Critical Care Nursing

CACCN 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.

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

CACCN Values
Statement

Our core values are:

Excellence and Leadership

 Collaboration and partnership

« Pursuing excellence in education,
research, and practice

Dignity & Humanity

o Respectful, healing and humane
critical care environments

« Combining of compassion and
technology to advocate and
promote excellence

Integrity & Honesty

o Accountability and the courage to
speak for our beliefs

o Promoting open and honest
relationships

Revised November 2010

Application for membership

Name:

Address:

(Street)

(City) (Province) (Postal code)
W ( ) - H( ) - F( ) -

E-mail:

Employer/School:

Position:

Area of Employment:

Nursing Registration No.: Province:

Chapter Affiliation (if known):

Sponsor’s Name:

. (If applicable)
Type of membership:

Please review types of membership noted below and check one

(all include applicable GST/HST):

(J New Member—one year $75.00 1 New Member—two years $140.00
(J Renewal—one year $75.00 (J Renewal—two years $140.00
CACCN Number

(J Student Member—one year $50.00

Are you a CNA member? (dYes [dNo

Signature:

Date:

Please Note: This application is for both national and chapter membership.

Make cheque or money order payable to:

Canadian Association of Critical Care Nurses (CACCN)

Mail to: CACCN, P.O. Box 25322, London, ON N6C 6B1

Or fax with Visa/MasterCard number, expiry date to: 519-649-1458
Telephone: 519-649-5284; Fax: 519-649-1458; Toll-free: 1-866-477-9077
e-mail: caccn@caccn.ca; website: www.caccn.ca

Types of Membership

Active Member: Any registered nurse who possesses a current and valid licence or
certificate in the province, territory or country in which the registered nurse practises.
Student Member: Any student in an accredited professional nursing program, who is cur-
rently not licensed as a registered/graduate nurse.

Associate Member: Any person with an interest in critical care, but who does not meet the
requirements for an Active Member.
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€ Interior Heart and Surgical Centre (IHSC, happening at
ospits I The new Interior Health Regional Cardiac Hmulartzaﬁon

e residents of the British Columbia Interior with the cardiac care they

d 0 2. We are building a team that ensures the highest standards of patient
Al Ily mi‘nr both critical care and cardiac services throughout our region. The first

5 now complete; the second phase is the introduction of open heart surgery by

2012, Kelowna General Hospital currently has 19 ICU beds with six additional beds

he brand new Cardiac Surgery ICU in late Fall of 2012. Come join our team!

e
B (P,

-

a General Hospital currently has the following permanent
ons available. [Comp. #214457):

¢
Intensive Care Unit

RNs, Cardiac Surgery
’lnfenswe Care Unit

h‘ We have what you want:

* competitive wages * pension plan
+ relocation assistance program * professional development and
- s excellent employee benefits educational leave
~_ (medical, dental, life, and * a larger-than-life landscape and
* disability insurance) — premiums ‘four-seasons’ playground with
N are 100%: paid by Interior Health first-rate schools and a pace
* four weeks of vacation that is simply...better
“ Jo view details or apply, please visit: ’

‘www.roomtogrowbc.ca _
%, or e-mail donna.weber@'interiqrhealth.éa

) Interior Health



/—" \!| A LEADING-EDGE SOLUTION FROM THE FLEXI-SEAL®
FFlexi-Seal® Y

FMS

s FMS FAMILY OF FECAL MANAGEMENT SYSTEMS

It can hit any hospital.

Flexi{Seal sicva

Thee sead of Innovation™

Contain C. difficile before it strikes.

C. difficile is a nosocomial infection that can cause diarrhea and life-threatening
intestinal conditions such as pseudomembranous colitis, toxic megacolon,
sepsis and death.' Flexi-Seal® is scientifically proven to contain C. difficile. 2

|
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\ Flexi-Seal® SIGNAL™ FMS is a closed system that minimizes
2 exposure to potentially infectious waste.
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For more information, please call our
Customer Relations Center (Registered

Murses on staff) at 1-800-465-6302,
o CR C Monday through Friday, 8:00 AM to 6:00
Customer Ralations Center PM (EST), or visit our Web Site at

Centre des relations avec [a clientdle WWW.convatec.ca CO nvaTec

Reference: 1. Jarvis WR, Schlosser JA, Jarvis AA, Chinn RY. National point prevalence study of Clostridium difficile in US health care facility inpatients, 2008. The Association
for Professionals in Infection Control and Epideriology, Ine. [APIC]. Am J Infect Control 2009:37:263-T0 2. Containment of Clostridiurm difficile by the Flaxi-Seal® Faecal Management
Systemn: an bn Vitro Study, WHRII 0T MAT0S. May 8 2008, Data on file, CorvaTec.

®/TM indicates registered trademarks and trademarks of ConvaTec Inc.
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