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Vision statement
The voice for excellence in Canadian Critical Care Nursing

mission statement
The CACCN is a non-profit, specialty organization dedicated 
to maintaining and enhancing the quality of patient- and 
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:
• Excellence and Leadership

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

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

promote excellence
• Integrity and Honesty

n	 Accountability and the courage to speak for our beliefs 
n	 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 critically 
ill patient is continuous and intensive, aided by technology. 
Critical care nurses require advanced problem solving abilities 
using specialized knowledge regarding the human response to 
critical illness.

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

and environment. Critical care nurses plan, coordinate and 
implement care with the health care team to meet the physi-
cal, psychosocial, cultural and spiritual needs of the patient and 
family. The critical care nurse must balance the need for the 
highly technological environment with the need for safety, pri-
vacy, dignity and comfort.

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

pathways to success: Five pillars
1. Leadership:

• Lead collaborative teams in critical care interprofessional 
initiatives

• Develop, revise and evaluate CACCN Standards of Care 
and Position Statements

• Develop a political advocacy plan

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

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

members 

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

of critical care

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

membership 

canadian association 
of critical care Nurses
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As the end of my first year as president is drawing near, 
I am amazed at how quickly the year has passed. The 
Spring Board of Directors meeting is upon us and we 

will welcome two new members to the board. These members 
may be new to the Board of Directors, but are certainly not new 
to the association, as they are both longtime members and sup-
porters of CACCN. Along with the current Board of Directors, 
I am delighted to welcome Marie Edwards, PhD, RN, from 
Manitoba representing the Western Region and Renée Chauvin, 
MEd, BA, BScN, RN, CNCC(C), from Ontario, as Director at 
Large. I am also delighted Ruth Trinier, BScN, RN, CNCCP(C), 
from Ontario, is returning to the board for a second term repre-
senting the Central Region.

Sadly, at this time we will also say good-bye to two valued 
members of the Board of Directors, Tricia Bray, MN, RN, 
CNCC(C), from Alberta, representing the Western Region 
and Céline Pelletier, MN-ACNP, NP, RN, CNCC(C), from 
Northwest Territories, as Director at Large.

Tricia Bray has been a member of the national board for five 
years. During her time on the board, Tricia has been responsible 
for the awards and corporate sponsorship and the publications 
and research portfolios. Tricia was also the Chair of the 
Standards Revision Committee, completing the revision and 
publication of the CACCN Standards for Critical Care Nursing 
Practice (4th Ed), as well as the redesign of Dynamics: Journal 
of the CACCN. Tricia has ensured that the voice of critical care 
nurses has been heard by facilitating CACCN’s involvement 
in research studies, such as PEPup (nutrition), AKTion Net 
(knowledge translation), and a study to develop an evidence-
informed intensive care unit discharge tool.

Céline Pelletier has been a member of the national board for 
two years. During Céline’s time on the board, she has been 
responsible for the association’s communication, membership 
and certification portfolios. Over the past two years, we 
have seen an increase in communication with our partner 
organizations, a continued increase in our membership 
numbers, and a strengthening of our relationship with 
the Canadian Nurses Association (CNA) and critical care 
certification. 

On behalf of my board colleagues and the members of CACCN, 
I thank Tricia and Céline for their dedication, enthusiasm and 
contributions to CACCN. I look forward to their continued 
involvement as active CACCN members.

Over the past year I have had the opportunity to correspond 
and speak with many of you through the CACCN President’s 
blog, the CACCN members’ only forum and in person at 
Dynamics. I am always in awe of the passion and commitment 
to critical care that our members channel into positive change 
in their units. It is this energy that ensures that the care we 
deliver everyday in units across this country is evidence-based 

and patient-family focused. It is you, the members, who are 
Speaking with Conviction to improve service delivery and 
patient and family outcomes.

I recently attended an interesting talk by Dr. D. Scales from 
Toronto, ON, discussing the challenges of implementing 
quality initiatives across multiple organizations. Interestingly, 
Dr. Scales notes that some teams are successfully bridging 
practice between units without the benefit of educational or 
system infrastructure. So, the question is, “What makes those 
units different? Perhaps it is the work environment or the 
leadership mold? Maybe moral climate or practice culture 
nurtures an innovative best practice perspective? That best 
care is the unit norm?” I think it is not just the leadership, but 
also the front-line staff who are engaged, like the members of 
CACCN. 

As many of you know, the cost of implementing change across a 
system is not insignificant. Therefore, we really need to ensure 
the improvement targeted is measured and significant and, if 
judged valuable, sustained. The health care funders are more 
and more tuned into the need to extend resources for long-term 
gain within the larger system changes that are implemented 
to improve patient care. The cry for change to the health care 
system is increasingly loud. It is this cry that prompted the 
Nursing Call for Action from CNA in spring 2012.

Critical Care should not be immune to these responsibilities. 
We are being asked to account for and evaluate the care we 
deliver through many lenses. Is it patient focused? Is it family 
focused? Is it more focused on the health care team? If we evaluate 
our system and it is more focused on the health care team, I can 
ensure you that we will be asked to change the mode of delivery 
to be more patient/family focused.

Other questions that we will be asked are: Do we have the right 
staff mix caring for patients? Do we have enough staff? This does 
not just mean nursing, but all disciplines including medicine. 
There is a lot of research about the right mix, right number 
of staff for an ICU, but it is scattered and not collated for easy 
access by the managers who require this information when 
putting their business case for staffing forward to the funding 
agencies.

What we do know is if we don’t put forward the solutions or 
changes that are needed based on the evidence, others will 
implement these changes for us. It is time for our voice to be 
heard. CACCN is in the process of developing a position 
statement on Models of Care including staffing mix for critical 
care units. We require engaged CACCN members who want to 
Speak with Conviction. This position statement will be based on 
the available research from North America and the world. This 
is your time to have a voice in change for our health care system. 
We look forward to hearing from you. 

Take care and Speak with Conviction

Teddie Tanguay

criTical THiNkiNg
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Wiegand, D.L., & Funk, M. (2012). Consequences of clinical situ-
ations that cause nurses to experience moral distress. Nursing 
Ethics, 19, 479–487. doi:10.1177/0969733011429342

purpose and research questions
In this study, the researchers explored clinical situations that 
caused critical care nurses to experience moral distress, defined 
as “a type of moral conflict that occurs when one knows the 
right thing to do, but can’t pursue the right action” (Wiegand 
& Funk, 2012, p. 481). Three research questions were posed: a) 
what situations cause nurses to experience moral distress; b) 
what are the consequences of those situations; and c) what, if 
anything, would nurses do differently if faced with a similar sit-
uation again?

research design
A descriptive survey design was used to answer the research 
questions.

methods
A four-page, open-ended questionnaire was developed by the 
researchers. Moral distress was defined on the first page and 
then nurses were asked if they had encountered situations that 
caused them to experience this distress. If they responded yes, 
they were asked to describe a situation that led to moral dis-
tress, any actions taken to address the situation, the impact of 
the situation on the patient, family, and nurses, and what they 
would do if faced with this type of situation again. The ques-
tionnaire also contained demographic questions.

Posters with information about the study were posted in six 
critical care units in one university medical centre in the United 
States and questionnaires and return envelopes were placed in 
the unit mailboxes of critical care nurses (204) working in these 
units. The responses on returned questionnaires were typed out, 
read line-by-line by one of the researchers, and coded. Codes 
were then collapsed and themes identified, although limited 
information is provided regarding how this was actually done. 
The other researcher reviewed and coded 10 randomly selected 
surveys to confirm consistency in the analysis. Descriptive sta-
tistics were used for the demographic questions.

Sample
A total of 47 (out of 204) critical care nurses returned the sur-
vey, a return rate of 23%. Seventy per cent of the nurses who 
responded were female. The mean age of respondents was 41 
years and the mean years of experience were 15 in nursing and 
13 in critical care.

main results
Of those who returned the questionnaire, 37 out of 47 (79%) 
nurses indicated that they had experienced moral distress, with 
27 of the 37 identifying end-of-life situations as the cause of 
their distress. One exemplar from the data was provided by the 

reSearcH reView
researchers to illustrate an end-of-life situation in which con-
flict was evident over a patient’s code status. Other situations 
that resulted in moral distress involved disclosure/nondisclo-
sure of information (n = 4), respect for the patient (n = 3), safety 
of the patient and nurse (n = 2), and work ethic (n = 1). The 
nurses described their perceptions of the consequences of these 
situations for patients (e.g., suffering, prolongation of dying, inap-
propriate care, and disrespect), families (e.g., suffering, grief, 
guilt, financial consequences), and nurses (e.g., frustration, sad-
ness, helplessness, mental and physical exhaustion). A total of 12 
nurses indicated that they had intervened or tried to intervene in 
the situations they described, but the nature of that intervention 
was not described. Fourteen indicated that they would change 
their practice in the future: two nurses who had tried to intervene 
in the situation indicated they would not intervene again and 12 
nurses indicated that they did not intervene in the situation, but 
would intervene if faced with a similar situation in the future.

implications for practice
The researchers have highlighted implications for practice in the 
discussion and conclusion sections of the report. Although the 
most common type of situation described as causing nurses to 
experience moral distress involved end-of-life care for patients, 
no nurses mentioned the use of a palliative care team for guid-
ance or support. It is suggested that integration of such a team 
in critical care settings would prove beneficial for all involved. 
Acknowledging the potential negative impact of situations that 
cause nurses to experience moral distress, it was also recom-
mended “a system needs to be in place so that nurses know who 
and where to turn to for help” (Wiegand & Funk, 2012, p. 485). 
This system could include opportunities for debriefing and 
learning from situations that cause moral distress and individual 
counselling, as needed. The researchers also identified the need 
for further research regarding nurses’ interventions in situations 
that cause them to experience moral distress.

commentary
Moral distress was described in the nursing literature almost 
three decades ago by philosopher Andrew Jameton (1984) in 
a textbook for undergraduate students on nursing ethics. As 
Hamric (2012) noted, there has been “an explosion of interest 
in moral distress in the last decade, both within nursing and in 
other disciplines” (p. 40). A number of the studies in this area 
have involved critical care nurses. The study by Wiegand and 
Funk (2012) is an interesting addition to the growing body of 
literature, particularly for the beginning understanding it pro-
vides of nurses’ interventions in the face of situations causing 
them to experience moral distress. A total of 12 of the 37 nurses 
who had experienced moral distress indicated they had inter-
vened in the situations they described. We do not, however, get 
a clear sense of how these nurses intervened or the outcome 
of those interventions. We also learn that 15 out of 37 nurses 
indicated they would not intervene in the future if they found 
themselves in a situation similar to the one they described for 
this study. What are we to make of that? As is pointed out by 
the researchers, face-to-face interviews would help us to better 
understand nurses’ thinking and actions in these challenging 
situations and this type of research is needed.
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The researchers acknowledge that there are limitations to their 
study, including the low response rate and the potential for bias 
in the sample. They do not, however, comment on validation 
of the questionnaire used and, while the researchers indicate 
that themes were identified in the data analysis process, there 
is no evidence of themes in the presentation of the findings. A 
gap in their discussion of this topic is any mention of the cri-
tiques emerging in the literature related to the concept of moral 
distress and research related to it. For example, McCarthy and 
Deady (2008) have expressed concern with the lack of concep-
tual clarity in some of the research in this area and asked if it 
is time for “a conceptual overhaul of the term ‘moral distress’ ” 
(p. 260). Repenshek (2009) questioned the highly subjective 
nature of the reported themes associated with nurses’ moral 
distress (e.g., patient best interests, suffering) and called for a 
“more precise characterization of moral distress” (p. 741). 

Overall, Wiegand and Funk (2012) have provided us with an 
interesting research report on an important problem: moral 
conflict in clinical practice in the intensive care unit. More work 
is needed to help us understand this type of conflict and nurses’ 
and other health care providers’ responses to it. In addition, as 
has been pointed out by others, critical reflection on the con-
cept of moral distress is needed to clarify both its dimensions 
and how it adds to “understanding the moral realm in which 
nurses and health professionals generally engage” (McCarthy & 
Deady, 2008, p. 260). 

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

Hamric, A. (2012). Empirical research on moral distress: Issues, 
challenges, and opportunities. HEC Forum, 24, 39–49. 
doi:10.1007/s10730-012-9177-x

Jameton, A. (1984). Nursing practice: The ethical issues. Englewood 
Cliffs, CA: Prentice-Hall.

McCarthy, J., & Deady, R. (2008). Moral distress reconsidered. 
Nursing Ethics, 15, 254–262. doi:10.1177/0969733007086023

Repenshek, M. (2009). Moral distress: Inability to act or discom-
fort with moral subjectivity? Nursing Ethics, 16(6), 734–742. 
doi:10.1177/0969733009342138

Wiegand, D.L., & Funk, M. (2012). Consequences of clinical situ-
ations that cause nurses to experience moral distress. Nursing 
Ethics, 19, 479–487. doi:10.1177/0969733011429342

reFereNceS

CACCN calendar of events

DaTeS To remember!
March 1: Dynamics 2014 Planning Committee application 
deadline

March 20–22: BOD F2F meeting, Toronto, ON

March 31: CACCN Fiscal Year End

April 20: CNA Certification Examination

April 30: Chapter (Q4/Annual) Reports deadline

May 31: Draeger Chapter of the Year application deadline

June 1: Spacelabs Innovative Project Award deadline

June 1: BBraun Sharing Expertise Award deadline

June 1:  The Brenda Morgan Leadership Excellence Award 
deadline

June 1: Cardinal Health Chasing Excellence Award deadline

July 5: CACCN Board of Director Nominations deadline

July 31: Chapter (Q1) Reports deadline

September 1: Smiths Medical Canada Ltd. Educational 
Award deadline

September 19–20: BOD F2F meeting, Halifax, NS

September 21: Chapter Connections Day, Halifax, NS

September 22–24: Dynamics 2013 Conference, Halifax, NS

September 22: CACCN Annual General Meeting, Halifax, 
NS

September 23: CACCN Annual Dinner, Halifax, NS

October 31: Chapter Q2 Reports deadline

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.

cNcc(c) and cNccp(c)  
certification 2012
CACCN would like to congratulate Lori Wakeman, 
Winnipeg, MB, on successfully attaining her Certified 
Nurse in Critical Care—Canada (CNCC(C)) designation 
in April 2012. CACCN regrets the above-noted member 
was not included on the initial listing printed in Volume 
23, Number 4, Winter 2012, Pg. 16, and apologizes for the 
oversight.

Please note: Only CACCN members who provided 
permission to CNA to release their information to CACCN 
and were active CACCN members as of September 1, 2012, 
are included on the certification listing. 

caccN  
annual general meeting

The National Board of Directors of the Canadian Association 
of Critical Care Nurses extends an invitation to the mem-
bership to attend the 29th Annual General Meeting.

The 29th Annual General Meeting of the CACCN will be 
held Sunday September 22, 2013, at the World Trade 
and Convention Centre, Halifax, NS, in conjunction 
with Dynamics 2013. If voting by proxy, please note Proxy 
Vote forms are due by September 6, 2013, at 2359 EST.
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annual general meeting  
proxy Vote Form 2013

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 con-
ferred by the proxy.  The proxy shall be in writing in the 
hand of the member or his/her attorney, authorized in writ-
ing, and shall cease to be valid after the expiration of one (1) 
year from the date thereof.

Proxy votes must be received by CACCN  
National Office before Friday, September 6, 2013,  

at 2359 EST. 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 him/her,

_____________________ 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 22nd day of 
September, 2013, and at any adjournment thereof.

Dated at ____________________, this _____ day

of ____________________, 2013.

Signature of Member*:  ___________________________

CACCN Membership Number:  ____________________

Chapter: _______________________________________

Return completed proxy forms to:
Canadian Association of Critical Care Nurses
P.O. Box #25322, London, ON  N6C 6B1
Fax: 519-649-1458
Scanned/emailed to: caccn@caccn.ca

Name of CACCN Member (please print) City, Province

Name of Proxy (please print) City, Province

Name of Proxy (please print) City, Province

membership Fees/Tuition Taxation 
change, effective January 31, 2013

At the 2012 Annual General Meeting on September 23, 
2012, the CACCN Board of Directors advised that CACCN 
Members will note a difference in how tuition and member-
ship fees are charged in this fiscal year.  In response to varying 
taxation rates across Canada, CACCN will be standardizing 
our budgeting process. In an effort to be fair and transparent 
to the membership, the Board of Directors determined effec-
tive January 31, 2013, all CACCN fees will be charged at a 
base rate plus applicable taxes.

(GST/HST are charged based on the member’s province of 
residence.)

caccN 
position Statements

The CACCN National Board of Directors is developing the 
following position statements:

Patient and Family Centred Care 
The Patient and Family Centred Care Committee is working 
on a new statement and is seeking the following volunteers:
• One (1) pediatric critical care nurse and 
• One (1) adult critical care nurse to participate on the 

committee

Models of Care
Interprofessional Model of Care in the Intensive Care Unit

The creation of this position statement will encompass a 
revision of the CACCN Non-Regulated Health Personnel 
Statement (1997) with the addition of principles of staffing 
and staffing models for critical care units/ICU. The state-
ment will provide evidence-based recommendations for 
interprofessional models of care in the CCU/ICU to ensure 
quality patient outcomes utilizing all health professionals.

The Interprofessional Model of Care in the ICU Committee 
is seeking interested volunteers from:
• Adult
• Pediatric
• Administration
• Advanced practice.

If you are interested in participating on either of these state-
ments, please contact CACCN National Office at caccn@
caccn.ca or via facsimile to 519-649-1458, with the follow-
ing information:
• Your name
• Contact information, including email address
• The statement you are volunteering for
• Brief resume, CV
• A brief (one page) outline of your interest in the topic, 

your area of practice and what you believe you can con-
tribute to the project.
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Dynamics 2013 conference brochure
The Dynamics 2013 conference brochure will be offered online through the CACCN web-
site at www.caccn.ca. The summer abstract edition of the Dynamics Journal will include 
the session abstracts, together with a colour flyer providing information on the conference, 
accommodation and travel. This information will also be available on the CACCN commu-
nication boards. Look for the flyer, electronic brochure and online registration to be available 
by June 1, 2013. We look forward to welcoming you to beautiful Halifax, NS, and Dynamics 
2013 where we will Shatter the Silence!

Shattering the Silence: Voices of  
advocacy in critical care Nursing

September 22–24, 2013 
world Trade and convention centre, Halifax, Nova Scotia

“My time on the National Board of Directors for CACCN has been very rewarding and has provided opportunities I would not have 
experienced, had I not put my name forward for nomination. I have had the opportunity to network with Critical Care Nurses in 
Canada, across North America and the world through our partner organizations such as CICF, AACN, and WFCCN. Over the past 
year, my position as president of the board has afforded me the opportunity to grow as a writer, speaker and leader. Last, but cer-
tainly not least, I have made lasting friendships with some incredible people across this country through my attendance at the annual 
Dynamics conference, my participation on behalf of CACCN on various committees and through my various roles on the CACCN 
board. It has been an honour and a pleasure to serve the membership of CACCN!

I encourage you to be open to the many opportunities available and consider submitting your name for nomination to the Board of 
Directors… I can guarantee you will not be disappointed!” 

—Teddie Tanguay, CACCN President and Board Member since 2008.

caccN board of Directors call for nominations
The election of the Canadian Association of Critical Care Nurses (CACCN) National Board of Directors will take place at the 
CACCN annual general meeting on September 22, 2013, for a two-year term commencing April 2014 to March 2016. 

There are three positions available:
• One in the Western Region: British Columbia, Alberta, Saskatchewan, Manitoba, Northwest Territories, Nunavut and the Yukon
•	 Two in the Eastern Region: New Brunswick, Nova Scotia, Newfoundland-Labrador and Prince Edward Island 

CACCN members interested in letting their names stand for election to the board of directors should visit the website at www.
caccn.ca/aboutCACCN or contact National Office at (866) 477-9077, caccn@caccn.ca to obtain nomination forms.

Completed forms must be received in the National office no later than 2359 hours on July 5, 2013.

Forms may be sent via:
• email at caccn@caccn.ca 
• facsimile to 519-649-1458 (photo must be sent by mail or .jpg, .gif or .ai attachment) or 
• mail to CACCN, PO Box 25322, London, ON  N6C 6C1 (photo suitable for scanning)

Please note: Associate and Student Members may not hold office at the national level and are ineligible to vote.

Notification of nominees
The Association will notify members of nominations to the Board in the following manner:
• In order to deliver the nominees’ bios and photos into the hands of the members in the most expedient manner, all informa-

tion will be posted on the CACCN website in the Members Only area, and in the Critical Connections Bulletin, after the close 
of the Call for Nominations.

• If the open position has one nomination at the close of the Call for Nominations, the nominee will be acclaimed to the open 
position. 

• If the open position has two or more nominees at the close of the Call for Nominations, an election by secret ballot at the next 
Annual General Meeting will take place. 

• If no nominations have been received at the close of the Call for Nominations, a call from the floor will occur at the next 
Annual General Meeting.
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Future sites of  
Dynamics conferences
Dynamics 2013:  
september	22–24,	halifax,	ns

Dynamics 2014: 
september	21–23,	Quebec	city,	Qc

Dynamics 2015:  
september	27–29,	winnipeg,	mb

Dynamics 2016:  
september	25–27,	charlottetown,	pei

caccN membership / renewal
JoiN uS! 
To become a member of the Canadian Association of Critical Care Nurses, please visit the CACCN website at  
www.caccn.ca – JOIN US/Renewals.  

One Year Membership – $ 75.00 plus applicable GST/HST*
Two Year Membership – $ 140.00 plus applicable GST/HST

Student Membership – $ 50.00 plus applicable GST/HST
(*GST/HST is dependent on the member’s province of residence)

New membership and renewal processing is available online using a Visa or MasterCard. Student Membership cannot be 
completed online. Membership applications are available on our website. All Membership applications and renewal forms 
may be faxed to 519-649-1458 or mailed to CACCN National Office at CACCN, P.O. Box 25322, London, ON N6C 6B1. 

We look forward to welcoming new and returning members to CACCN!

Dynamics 2014  
conference planning 

committee — 
call for participation 

Deadline is fast approaching!
Dynamics 2014 will be held September 21–23, 2014, at the 
Société du Centre des Congrès de Québec/Quebec City 
Congress Centre in Quebec City, QC. Planning committee 
selection will take place in March 2013. Please note, consid-
eration will be given to those who are Montreal Chapter or 
Central Region members.

CACCN members interested in working on the confer-
ence planning committee should submit a resume/CV and 
summary of conference planning experience (planning 
experience is appreciated but not a requirement for submis-
sion) to the CACCN National Office by March 1, 2013.

For further information on this exciting opportunity, 
please contact the CACCN National Office, P.O. Box 25322, 
London, Ontario N6C 6B1, www.caccn.ca, e-mail: caccn@
caccn.ca, phone: (519) 649-5284, fax: (519) 649-1458. For 
frequently asked questions regarding Dynamics conference 
planning, please visit www.caccn.ca.

caccN mentorship program
The CACCN Mentorship Program was successfully 
launched on January 21, 2013. The following programs 
are being offered:
• Writing for Publication—Mentor: Paula Price, 

Dynamics Journal Editor, and
• Professional Presentation Skills—Mentor: Eugene 

Mondor, Clinical Nurse Educator

Applications are now being accepted for the CACCN 
Mentorship Program. For more information and to 
review/complete the mentorship application, please visit 
the CACCN Mentorship Program on the CACCN web-
site at www.caccn.ca.
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advertising opportunities
caccN Dynamic career 
connections
CACCN is offering the opportunity to 
post individual employment opportuni-
ties on the CACCN website. If you are 
interested in taking advantage of this 
advertising opportunity, please visit 
CACCN Advertisting Opportunities on 
the CACCN website at www.caccn.ca 
for rates and information.

JobliNkS on  
www.caccn.ca
JobLINKS is a simplified web link page 
on the CACCN website designed to 
provide immediate links to critical care 
nursing career opportunities in Canada 
and around the world. If your facility is 
interested in taking advantage of this 
service, please visit www.caccn.ca. 

website banner 
advertising
CACCN is offering the opportunity to 
have your logo and website link acces-
sible to our members and the general 
public 24 hours a day, seven days a week. 
Why not consider a banner advertise-
ment on the homepage of the CACCN 
website at www.caccn.ca? If you are 
interested in taking advantage of this 
advertising opportunity, please visit 
www.caccn.ca. 

president’s blog
Check out the President’s blog at www.caccn.ca.

caccN members only!
• Start or join a discussion! The CACCN Members Only 

Discussion Forum is available to share information and meet 
nurses from coast to coast.

caccN Facebook page
Visit us on Facebook for updated 
information!

Follow us on Twitter:  
@caccN1

what’s new at www.caccn.ca?

Visit us today at www.caccn.ca!

Find us on
Facebook!

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. By working together, we are building a stronger Association!

criteria:
1. Current/Active CACCN Members may 

participate.
2. Applicable on NEW member applications 

only.
a. A new member is one who has not been 

a CACCN member previously or 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 join-
ing 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.

5. Coupons expire on the member’s renewal date.     

www.caccn.ca
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an exploration of knowledge, attitudes  
and beliefs toward organ and tissue donation 
among the adult Haitian population living  
in the greater montreal area
By Wendy Sherry, BScN, RN, Bernard Tremblay, RN, and Andréa Maria Laizner, PhD, RN

Registered nurses (RNs) working in critical care are 
caring for families from different cultures who are 
faced with the option of organ and tissue donation 

(OTD) (Lagacé, 2010). Not knowing how people from spe-
cific ethno-cultural groups feel about OTD makes it difficult 
to tailor messages and interventions in a culturally sensitive 
manner. An example of a community that nurses would ben-
efit from having increased knowledge about is the Haitian 
community. With the exception of Dunleavy’s study (2007) 
that explored consent and barriers to organ donation among 
Haitian immigrants living in Miami, Florida, no other 
research was found that explored Haitians’ opinions regard-
ing OTD.

Haitians are at higher risk for kidney transplants due to docu-
mented prevalence of hypertension and diabetes within their 
community (Desilets & Sodjinou, 2006). Telephone calls to RN 
colleagues working in Montreal hospitals’ dialysis units deter-
mined that approximately eight per cent of patients receiving 
pre-dialysis support and monitoring were of Haitian origin 

while 12% of dialyzed patients were of Haitian origin. These 
figures are important because ethnic minorities are reported 
to not donate as frequently as Caucasians (Morgan, Hooper, 
Mayblin, & Jones, 2006). Having fewer donors from a specific 
ethnic minority makes it difficult to identify suitable donor-re-
cipient matches. Not having the proper match leads to double 
the transplant wait times and proportionally more deaths (Press 
et al., 2005). The human leukocyte antigen (HLA) is used to 
find suitable matches as they often differ from one ethnicity 
to another (Press et al., 2005). HLA differences between spe-
cific ethno-cultural populations underscore the importance of 
exploring the knowledge, attitudes and beliefs of a particular 
community.  Tissues, unlike organs, are universally shared so 
HLA matching is unnecessary. 

Montreal is Canada’s third largest city and home to 90% 
of Haitian immigrants (Statistics Canada, 2007).  They are 
the largest Black community in Montreal and Quebec’s 
eighth largest ethno-cultural group (Statistics Canada, 
2010). Creole is the fifth most common language spoken 

Background: The decision to donate organs and tissues has the 
potential to save and improve the quality of life of the transplant 
recipient. Previous studies suggest lack of information, fears, and 
prejudices have prevented some cultural minorities from par-
ticipating in organ and tissue donation (OTD). There is scarce 
information about the views of those who might be approached 
for potential donation in the Haitian community. In fact, Haitians 
are the largest Black ethno-cultural community in Montreal and 
are at higher risk for needing a kidney transplant (Desilets & 
Sodjinou, 2006).

Purpose: To learn what Haitians know and believe about OTD 
in order to enable registered nurses to develop culturally appro-
priate approaches and interventions.

Design: A qualitative descriptive design was used to explore the 
knowledge, beliefs, and attitudes toward OTD among the adult 
Haitian population in the Montreal area. Focus groups were held 
with 24 members of the Haitian community and moderated by 
Haitian registered nurses who spoke French and Creole.

Data analysis: Group interviews were transcribed verbatim and 
analyzed for themes. Adult participants represented younger and 
older members of the community. They were from different socio-
economic backgrounds. 

Findings: Knowledge about donation was influenced by the 
media, personal beliefs and experience, and level of trust in 
the health care system. Participants’ recommendations on how 
to address OTD issues within the Haitian community were 
shaped by beliefs about wholeness, perceived need for dona-
tion and key persons who could influence decision-making 
behaviour.

Conclusion: The level of distrust with the health care system 
and the study consent process used with participants might 
have affected the degree of participation and disclosure in 
discussions.

Key words: Haitian, organ and tissue donation, knowledge, 
attitudes, beliefs, qualitative, exploration

abstract

Sherry, W., Tremblay, B., Laizner, A.M. (2013). An exploration of knowledge, attitudes and beliefs toward organ and tissue donation among the adult 
Haitian population living in the Greater Montreal Area. Dynamics, 24(1), 12–18.
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in Quebec other than French or English (Statistics Canada, 
2011). Therefore, an exploration of the knowledge, attitudes 
and beliefs towards OTD of Haitians living in the greater 
Montreal area was needed. Not knowing how people from 
specific ethno-cultural groups feel about OTD makes it dif-
ficult to tailor messages and interventions in a culturally 
sensitive manner.

literature review
Accreditation Canada has standardized OTD policy and 
procedures across Canada (Accreditation Canada, 2012). 
Practices in Quebec reflect these standards, which expect that 
all families whose deceased family member meets eligibility 
criteria are identified and approached about possible OTD 
(Transplant Quebec, 2011). When a death is not due to natural 
causes, approval for release of the body for OTD is required 
of a Quebec coroner (Bureau du coroner, 2012). Chambers-
Evans and Carnevale (2005) conducted a qualitative study 
about surrogate decision-making at the end-of-life and con-
cluded that personal values, cultural and religious/spiritual 
beliefs can influence the outcome. This is also supported by 
the summary report prepared by the Canadian Council for 
Donation and Transplantation (CCDT), which consulted 
diverse ethno-cultural communities about their perspectives 
on OTD (CCDT, 2005).

Organ and tissue donation studies
Studies involving African-Americans that explored opinions 
on OTD demonstrated that they believed talking about death 
could be seen as tempting fate, that health care professionals 
might not make efforts to save a life if an organ donor card was 
signed, and they feared their organs would be removed before 
they were dead (Davis & Randhawa, 2004). In 2004, Morgan 
found that the willingness to engage in family discussions on 
organ donation was predicted by levels of knowledge, attitude 
toward donation, and perceived religious and social norms. 
African-Americans who talked about organ donation reported 
lower levels of medical mistrust and higher levels of altruism 
than non-talkers.

There are three important Canadian studies on organ dona-
tion. Molzahn, Starzomski, McDonald and O’Loughlin 
(2004) conducted a naturalistic inquiry to obtain viewpoints 
on organ donation from the Coast Salish Nation in British 
Columbia. The themes that emerged were accepting fate, 
death routines/rituals, importance of body wholeness, not 
wanting to talk about organ donation, beliefs in transfer of 
the spirit and wanting to help others. In 2005, Starzomski 
and Curtis met with Aboriginal elders and used open-ended 
questions to collect information on their perceptions of death 
and donation. They reported that it was important to consult 
family members and elders, as the community mistrusted 
the white medical community. In addition, it was import-
ant to remain culturally connected; to have an intact body 
when entering the spirit world and to know who the trans-
plant recipients were to facilitate informed decision. When 
conducting a similar study, Molzahn, Starzomski, McDonald 
and O’Loughlin (2005) met with a Canadian Chinese com-
munity. Themes highlighted family decision making and the 

avoidance of discussions on death. Traditional values, beliefs 
and superstitions within this community played a major role 
in their decision to donate. Although some themes cut across 
different ethno-cultural groups, each had some specific val-
ues and beliefs that would be important when considering an 
OTD discussion.

objectives and research questions
The purpose of this study was to gain an understanding of the 
knowledge, attitudes and beliefs toward OTD among the adult 
Haitian population in the greater Montreal area. The goal was 
to be able to provide culturally sensitive care and to develop 
tailored community messages. The following research ques-
tions were developed: 1) What are the knowledge, beliefs, and 
attitudes toward OTD among the adult Haitian population? 2) 
What are their suggestions for improving culturally appropri-
ate OTD messages?

methods
Design
A qualitative descriptive design was chosen to allow partici-
pants to express in their own words, their knowledge, attitudes 
and beliefs concerning OTD (Streubert & Carpenter, 2011). 
This particular study design was chosen due to its usefulness in 
generating rich data in the Canadian OTD studies. Permission 
was obtained from Starzomski and Curtis (2005) to use their 
open-ended questions about beliefs regarding organ dona-
tion to gather the same type of information from the Montreal 
Haitian community. The questions were modified to ensure 
appropriateness (Table 1) and translated into French using for-
ward and backward translation techniques (Streiner & Norman, 
1995).

Recruitment strategies and participants
A purposive snowball technique was chosen for recruitment 
of participants, as it allowed observing and interviewing 
people who were part of a particular culture and who could 
motivate others in their culture to take part (Streubert & 
Carpenter, 2011). Once ethics approval was obtained, a mem-
ber of the Haitian community attended local cultural events 
and an interview was set up with a local Haitian radio sta-
tion to invite community members to take part in the study. 
While neither of these was successful, a pastor and a Haitian 
community centre were able to identify a number of willing 
participants. The 24 people who chose to participate iden-
tified themselves as Haitians and were at least 18 years of 
age. All participants were asked to sign a consent form that 
included the study objectives, a section on the freedom to 
withdraw consent at any time, and the contact telephone 
number of the university hospital Ombudsman should they 
have any concerns.

Focus groups and moderators
Focus groups were chosen, as this format helps initiate discus-
sions on a community’s views, and depersonalizes a subject with 
which participants may not be comfortable (Culley, Hudson, & 
Rapport, 2007). In addition, Lasch, Wilkes, Montuori, Chew, 
Leonard and Hilton (2000) noted that low literacy is not a fac-
tor in group discussions. Therefore, future groups might bridge 
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the gap for understanding different points of view between 
ethnic minorities and health care professionals. To assist with 
discerning any inter-generational differences on knowledge, 
attitudes and beliefs, the focus groups were divided into four 
different age groupings (18–30 years, 31–45 years, 46–60 years 
and 61 years and up). This was done because “having a gener-
ational mix in the groups might inhibit discussion” (Culley et 
al., 2007, p.104).

The focus group moderators were Haitian baccalaureate-pre-
pared nurses fluent in French and Creole with skills in dealing 
with grief and loss. Previous studies have demonstrated that 

minority focus group members value facilitators who are 
knowledgeable about the targeted ethno-cultural group and 
have some fluency in the language, which promotes trust and 
facilitates discussions (Coreil, Lauzardo & Heurtelou, 2004; 
Culley et al., 2007). Role playing prepared the moderators 
to deal with potential participant reactions, as the questions 
moved from broad and general to more specific ones related 
to the study’s objectives. For the focus groups that occurred 
during the supper hour, culturally appropriate food was pro-
vided as a way of showing respect for their participation 
(CCDT, 2005). 

Table 1: Open-ended questions for Haitian focus groups

The following questions are suggested to guide the discussion.  Once the dialogue begins, different questions might emerge as 
people share their views. 

Transition: 

1. Awareness of organ and tissue donation and transplantation:
“Think back to when you first heard about organ or tissue donation…”
Did anyone ever explain to you what is organ and tissue donation? 
What words did they use?
What do you know about organ and tissue donation?

2. Experience with organ and tissue donation and transplantation:
Does anyone know a person who has donated? Could you talk more about that? 
Personal experience or knowledge of someone who has donated or consented to donation? Could you talk more about that?
Did knowing someone who donated or consented to donation change your views [opinion] about it?
Donation while alive or after death?

3. Views toward organ donation and transplantation:
When would someone need to think about donation and transplantation?
What do you hear said about donation and transplantation in your community?
Help us to understand why someone might say yes or no to transplantation or donation for themselves or for their family 
members.

4. Views and traditional values and beliefs that influence Haitian people in regard to donation and transplantation. What do 
participants say about:
Traditional and non-traditional beliefs about death and life after death.
How the decision to donate organs or receive a transplant are made by individuals and within families.

5. From support to decision
In order to support individuals and families who do not want to donate organs or receive a transplant, what can be done to 
help them?
In order to support a family in the decision-making process, what can be done to help them at the consent, donation, and 
follow-up stages of the process?
Are there things that a health care provider should be particularly aware of when helping a family to make a decision?

6. Relationship Building
How do we go about continuing this dialogue with the Haitian community?
How should we develop relationships with the Haitian organizations and other individuals concerned with donation and 
transplantation? 

7. Closing
What did we learn today that we could take forward to other groups?
What worked and what did not work at this evening’s meeting?
Closing comments and follow-up connections.

Note: Adapted from the CCDT circle questions asked of Aboriginal elders (Starzomski & Curtis, 2005)
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Data collection and analysis
Data were collected over a 13-month period, from November 
2008 to December 2009. The focus group audio recordings were 
transcribed verbatim in French with bracketed Creole translated 
into French and then reviewed by the moderators for accuracy. 
The transcripts were coded to remove identifying nominative 
information and analyzed for themes by two of the investiga-
tors. QSR International’s (2010) NVivo 9 qualitative data analysis 
software was used to look for similarities and differences based 
on influences of age, education, role or position in society and 
past experience (Streubert & Carpenter, 2011). Member check-
ing was also conducted with two of the moderators to ensure 
that the responses were correctly classified. In the end, five major 
themes and 15 sub-themes were identified (Table 2).

results
Knowledge of organ and tissue donation
Knowledge of OTD was based on what the participants knew 
or thought they knew about the subject, as well as the source 
of that information. Three sub-themes were identified: media, 
past experience, and first time hearing about donation, but 
curious. Four participants stated that they knew nothing 
about donation. Five participants demonstrated some knowl-
edge on the subject, but also expressed some misconceptions. 
Their knowledge seemed to be based on movies like John Q 
(Cassavetes, 2002) and television documentaries that explored 
xenotransplantation. Three participants acknowledged that 
they personally knew someone who had benefitted from an 
organ transplant and three others had seen interviews with 
recipients on television. Only one participant openly acknowl-
edged that her deceased son was a tissue donor and reflected 
some understanding of the process. Although many partic-
ipants were limited in their knowledge, most were curious 
about the subject. One participant wanted to stay and listen to 
the discussion even though he felt that he had nothing to con-
tribute. Interestingly, five of the 24 participants tried to elicit 
information from the moderators during the focus groups to 
increase their knowledge on OTD.

Beliefs related to organ and tissue donation
Beliefs related to OTD were captured by asking about their 
personal views and about any views that might have been 
expressed within their families, their church or community. 
Several subthemes emerged from the discussions, including a 
belief in the integrity of the body or wholeness, the perceived 
need for OTD in the community, and the influence that reli-
gion and family would have on the process. One participant 
believed it was important to go to God whole and another 
said he would donate his organs, as long as it did not inter-
fere with him going to heaven. Five participants expressed the 
importance of religion in their community. Five others noted 
that Haitians generally do not talk about donation or trans-
plantation, as they worry about how others might perceive 
their decision. This may account for the fact that one partic-
ipant was under the impression that OTD is a “white” man’s 
issue. Family influences can be seen in a comment made by a 
participant who was under the impression that since his son 
had made his immigration arrangements to Canada for him, 

the decision to donate organs and tissues would also be his 
son’s responsibility. Two other participants noted that even if 
an adult child made the decision to donate, older Haitian par-
ents would likely try to override the consent to protect the 
integrity of the body.

Decisions pertaining to organ and tissue donation
The participants’ views about potential decisions regarding OTD 
were captured by asking if anyone had any personal experience 
or knew someone in their community who donated. Decisions 
pertaining to OTD reflect the perceptions of involvement in deci-
sion-making. Four participants who were in the 46- to 60-year 
age groups were adamant that donation is a personal decision 
and that family members should not be providing consent if the 
potential organ donor had not personally expressed support 
for OTD. The only exception to this is if the potential donor is 
a child, then the decision is perceived as a parental responsibility. 
Four group members discussed the importance of helping oth-
ers regain their health, but when asked if they would personally 
donate, three of them clarified that while they thought it was a 
good idea for others, it was not something they would person-
ally support. The participants did highlight, however, that the 
younger generation would likely be more open to the idea, as 
they are influenced by Canadian societal values.

Societal and medical distrust of intentions  
for procedures involving consent
As forewarned by our ethno-cultural consultants, one of whom 
had conducted research in Haiti while the other was a Haitian 
minister, trust within a research agenda was not easily granted 
by focus group participants. This led to a study protocol vio-
lation for one of the focus groups. Two of the focus group 
members expressed strong reservations about signing the con-
sent to participate in the study prior to a discussion. They were 
worried that to provide consent for the study meant they were 
agreeing to donate their organs after they died. A third partic-
ipant then asked the moderator if the participants could sign 
a single consent as a group so that the burden of the consent 
procedure would not be perceived as a personal responsibility. 
The other six participants in the focus group rallied to support 
the three dissenting group members. Some of the participants 
admitted they were distrustful of the written word, as they had 
been taken advantage of due to low literacy skills. In the end, all 
participants voluntarily chose to take part in the study, but only 
signed the consent form when the discussion ended.

The second sub-theme related to the worry that the physi-
cians would save the organs, but not them. Three participants 
addressed this aspect of deceased donation, while three others 
stated that fate and God determined when it was your time to 
die, not a doctor looking for organs.

Suggestions for dissemination  
of information on OTD
Each of the focus groups was asked to provide suggestions for 
appropriate ways to provide information about OTD to the 
Haitian community. Five participants believed the Haitian 
community was not open to OTD information, stating that it 

continued on page 17…
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Table 2: Knowledge, beliefs and suggestions about OTD

Theme Sub-theme Example

Knowledge  
of OTD

Past experience They asked if it’s … he has never been sick, and then they asked, but all his 
(body) parts were already dead, it was only his eyes that were good. I gave the 
eyes.

Media (TV, radio, newspaper, 
movie)

I don’t remember. What’s her name, Diane Hebert?

First time hearing about 
donation but curious

No, if I go I won’t hear anything.

Beliefs related 
to OTD

Bodily integrity I would like to return to God the same way he sent me here.

Perceived need It doesn’t work, it’s always the white people, and more, but look, it is useful, as 
the lady said the (transplanted) person has 11 years now. It is better, but …

Influence on decision making

Religion If this isn’t something that will prevent me from going to heaven, I have 
nothing against that.

Family / parent Well, if a young adult says listen to me, I plan to sign my card, some parents 
will feel obliged to say no, don’t do that because Haitian parents think they 
have control over their offspring, whether the children are 10 or 30 years old.

Culture The community is very closed. We’re not open to suggestions. It’s more, I won’t 
say, but it’s more for other people.

Decisions 
pertaining to 
OTD

Willingness to discuss organ 
donation

Maybe one day it will raise awareness among the people …, but for us 
Haitians, we may know something today and tomorrow we’ll forget about it.

Need for information … he’s lacking awareness, people don’t really know, maybe if they were 
informed and educated about it, they would be motivated to do it.

A personal decision …in the end, it’s my choice, but I still think that it needs to be talked about…

Societal and 
medical 
distrust

Power of the written word Yes, but we can’t make that public! Don’t write it down! The spoken word goes, 
but the written word remains.

Doctors will save the organs, but 
not me

The medical team won’t fight or make any effort to save me because I signed 
my card, they need my organs to give to others, Haitians are ready to die, but 
we want to die last.

Suggestions for 
disseminating 
OTD 
information

Use of Haitian health care 
professionals

The presence of our health care professionals in the media ... and if our 
presence was guaranteed and we were heard, I think it would be easier to raise 
awareness.

Use of the media (radio, TV) Why not include in a two-hour program full of almost useless chatter, a five-
minute capsule?

Use of the Church It can begin in Church. Because it’s a big part of the (Haitian) community who 
are true believers, who are in church ...

Use of community centres When we meet like this, to explain, to talk, to converse, it’s ok, it gives you 
more knowledge.

Note: Words in brackets added to facilitate understanding of the text
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would be a challenge to communicate the relevance of OTD. 
Despite the reservations expressed by the participants older 
than 45 years, many made a number of suggestions to assist 
with disseminating OTD information to promote informed 
choices. Four participants supported the idea of asking Haitian 
health care professionals or community leaders to create com-
munity service announcements that could be disseminated via 
the radio and television to encourage family discussions. Three 
more participants strongly urged using the church to promote 
OTD, as many in the Haitian community are religious. The final 
suggestion, made by two participants, was to target community 
centres frequented by Haitians, as the organizers present on 
topics that are of interest and concern to the community.

Discussion
The lack of openness to a discussion about OTD appears to lead 
to a lack of perceived need for OTD by members of the Haitian 
community. A number of participants expressed that they did 
not have enough information to make an informed decision 
regarding OTD and tried through direct and indirect ques-
tions and comments to extract additional information from the 
moderators. This dichotomy highlights a vicious cycle, as par-
ticipants acknowledged that the community would need to be 
more open to learn about OTD and talk about it in order to 
dispel misconceptions and to make informed decisions. While 
there was general agreement that older Haitians were unlikely 
to donate, the participants believed that younger generations 
would be more open to the idea, as they had been exposed to 
different societal values.

The Tri-Council Policy Statement on ethical conduct for 
research involving humans (Government of Canada, 2010) 
was consulted to better understand approaches consistent 
for research. Article 9.8 states “Researchers have an obliga-
tion to become informed about, and to respect, the relevant 
customs and codes of research practice that apply in the par-
ticular community or communities affected by their research” 
(Government of Canada, 2010, p. 117). While the policy applies 
to Canada’s Aboriginal people, it can also be extrapolated to 
include other Canadian immigrant communities, as they, too, 
have customs, values, and life experiences that will affect their 
ability or willingness to become involved in research stud-
ies. Therefore, some flexibility in the consent procedure could 
facilitate clarity and comprehension, especially since informed 
consent is an ongoing process throughout the course of a study.

This study with members of the Haitian community provided 
rich details about the level of their knowledge and beliefs about 
ODT. It adds to the knowledge gained by the consultation con-
ducted by CCDT (2005) with Aboriginal peoples, Chinese 
Canadians, and South Asian Canadians. In fact, there were 
some similarities with themes that emerged across the four 
communities: Haitian, Aboriginal peoples, Chinese Canadians, 
and South Asian Canadians. Specifically they related to: (a) one 
must go into the afterlife whole, (b) showing respect for those 
who accept or decline, (c) the close connection between faith 
and a person’s decision to donate, and (d) distrust in the med-
ical system.

limitations
The study has a few limitations, the most important one being 
the level of trust with the consent process. While the use of the 
Haitian moderators who could communicate in French and 
Creole encouraged discussions, the level of distrust with docu-
ments requiring a signature might have negatively affected the 
degree of participation and disclosure from the participants. 
This was overcome by paying attention to their concerns and 
making sure they understood the nature of the research and 
how the information would be used.

A second limitation concerns the recruitment of participants. 
Researchers have discovered that although a focus group’s 
feedback is rich in content, getting people to participate often 
took longer than if the groups were Caucasian (Streubert & 
Carpenter, 2011). This has been attributed to complaints from 
some ethno-cultural group members who have reported feel-
ing exploited by research carried out in their communities 
when findings are not shared with them (Clark et al., 2003; 
Culley et al., 2007; Lasch et al., 2000). Therefore, we plan to 
disseminate the study results to Haitian community organiza-
tions, our ethno-cultural consultants and the media, such as a 
Haitian radio station, in 2013.

Finally, the weather became an important issue, as snow and 
ice caused the cancellation of two focus groups. The January 
2010 earthquake in Haiti put an end to any further attempts for 
consultation with the community, as people put their time and 
energy into helping loved ones.

implications for nursing practice
This study underscores the need to identify the starting point 
of any discussions and to tailor interventions for each Haitian 
family, as they will have different levels of knowledge and per-
ceptions of OTD. It is crucial to properly assess each family as 
to the relevance of OTD. If their belief system and religious 
convictions are contrary to OTD, the discussion might better 
focus on exploring needed support related to grief and loss. 
Participants also expressed that a supportive resource nurse 
who can spend time with and provide information to the family 
is invaluable. This was especially stressed by the donor family 
participant who would have appreciated more emotional sup-
port during and after the donation process. As with any offered 
medical or end-of-life option, it is always important to evaluate 
its potential impact on a person or family before initiating a 
discussion. A humanistic approach for dealing with someone 
experiencing acute grief is the first step to make, not the second.

conclusion
This study corroborated much of Dunleavy’s (2007) work and 
reflects many of the other concerns expressed by minority 
groups (CCDT, 2005; Molzahn, et al., 2004; Molzahn et al. 2005; 
Starzomski & Curtis, 2005) regarding the lack of knowledge, 
the need to maintain integrity of the body and the mistrust of 
outsider’s intentions. It is important for critical care nurses to 
keep in mind that when approaching a Haitian family to discuss 
OTD, an understanding of their culture and their value system 
does not mean it will translate into consent for donation, but it 
will ensure that the decision is an informed one. 

…continued from page 15
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The experience of critically ill children:  
a phenomenological study of discomfort and comfort
By Franco A. Carnevale, PhD, RN, and Josée Gaudreault, MSc(A), RN

background/pertinent literature

Bluebond-Langner (1978) and Sourkes (1995) have 
described the impressive depth and complexity of chil-
dren’s experiences with life-threatening illnesses such as 

cancer, including children as young as three-and-a-half years 
old. Children form rich and sometimes highly distressed con-
ceptions of their encounters with illness (Carnevale, 2012).

A growing body of evidence demonstrates that critically ill 
children may endure profound psychological harm (Board, 
2005; Gordon et al., 2002; Playfor, Thomas, & Choonara, 2000; 
Rennick & Rashotte, 2009). Many children experience delu-
sional memories of their critical illness (Colville, 2008; Colville, 
Kerry, & Pierce, 2008), increased medical fears, lower sense 
of control over their health and ongoing posttraumatic stress 
responses (Rennick, Johnston, Dougherty, Platt, & Ritchie, 
2002; Rennick et al., 2004), or significant dispositional and 
mental function changes (Carnevale, 1997; 1999).

Despite this evidence, which indicates that critically ill children 
are particularly at risk for incurring significant psychological 
harm, little is known about these children’s actual experience. 

purpose
The purpose of the study was to examine children’s experi-
ence of critical illness, to identify ways in which care can be 

improved. A broadly oriented focus was used: discomfort and 
comfort were used as principal experiential terms. These terms 
were selected in order to focus on experiential concepts that 
could be readily comprehensible by children across ages, while 
also directly relevant to the documented concerns about critical 
illness-related harms. Moreover, in keeping with phenomenol-
ogy, comfort was selected in addition to discomfort, to help 
ensure a broad understanding of children’s experiences—not 
one that was solely focused on problematic aspects. Additional 
terms that were used are outlined in the interview guide (see 
Table 1). The research question for the study was: What are a 
critically ill child’s sources of discomfort and comfort? 

Background: Emerging evidence indicates that critically ill chil-
dren are particularly at risk for incurring significant psychological 
harm. Little is known about these children’s actual experiences. 

Aim: The aim of the study was to examine children’s experience of 
critical illness. The research question was: What are a critically ill 
child’s sources of discomfort and comfort?

Design: Interpretive phenomenology was selected as the study’s 
method. Children’s accounts were examined to identify what they 
considered meaningful, in terms of their experienced discom-
fort and comfort. Data sources included formal and informal 
interviews with child-participants, drawings provided by some par-
ticipants, and field-notes documenting observed non-verbal data. 

Sample: Twelve children were enrolled in the study, ranging from 
3 to 17 years of age; including four girls and eight boys.

Findings: Although all participants were able to discuss the 
discomfort and comfort they experienced, they reported diffi-
culties in remembering part or most of their experience. Some 
participants characterized their Pediatric Intensive Care Unit 
stay quite favourably or as “not that bad”, while some described 

their experience unfavourably. Diverse types of discomforts were 
reported, including fears and worries, hurt and pain, invasive 
interventions, missing significant people, noise, food or eating 
problems, boredom, physical symptoms, as well as four additional 
discomforts reported by individual participants. Several sources 
of comfort were described, including parents, visitors and friends, 
hospital staff (principally nurses), stuffed animal/favourite blan-
ket, entertainment and play, food, selected medical interventions, 
thinking of going home, being able to walk or run, sleep, waking 
up, gifts, along with two other comforts reported by individual 
participants. Embodiment and a tension between aloneness and 
being with were identified as the principal phenomena underly-
ing these children’s experiences.

Conclusion: The findings complement existing knowledge regard-
ing the psychological impact of critical illness by highlighting how 
children regard specific phenomena as discomforting or comfort-
ing. This sheds light on future directions for practice and research 
development in pediatric critical care.

Key words: children, critical illness, experience, comfort, 
discomfort, phenomenology

abstract

Carnevale, F., & Gaudreault, J. (2013). The experience of critically ill children: A phenomenological study of discomfort and comfort. Dynamics, 24(1), 19–27.

Table 1: Sample questions from interview guide

Questions were adapted to the child’s  
developmental and functional level

Please make me a drawing of yourself of when you were/are in 
the ICU?
What made you uncomfortable? Unhappy? What made you 
comfortable? Happy? 
What was/is it like for you to be in the ICU? What did you not 
like? What did you like?
What things made you feel bad? What things made you feel good?
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methods
The methodological framework used for the study was an adap-
tation of Benner’s interpretive phenomenology (IP) (Benner, 
1994). Human experience is the principal focus of IP research, 
striving to uncover what matters most for participants and 
identifying conditions under which these meaningful elements 
are fostered or impeded. Although IP enables rich analyses of 
individual “cases”, this is complemented with comparative anal-
yses that elucidate significant patterns and similarities across 
cases—identifying “common” meanings. Children’s accounts 
were examined to identify what they considered meaningful, in 
terms of their experienced discomfort and comfort.

Sample
This study was conducted with children recruited from the 
pediatric intensive care unit (PICU) of one Canadian uni-
versity-affiliated children’s hospital. Charge nurses identified 
potential participants and asked parents if they would agree for 
one of the investigators to speak with them about the study and 
seek their consent for their child to participate. Sampling was 
structured to capture the experiences of children across devel-
opmental age groups excluding children under three years 
because of their limited expressive capacities (Christensen & 
James, 2000; Greene & Hogan, 2005). The researchers sought 
diversity in patient characteristics, to ensure that data would 
reflect a wide range of patient experiences. We sought diversity 
in age, severity of illness, levels of medical intervention (e.g., 
intrusiveness), duration of PICU stay, reason for admission to 
PICU, type of admission (planned surgery versus emergency 
admission), and gender. A minimum of 12 participants was 
considered necessary to provide a sufficiently rich body of data. 

Inclusion criteria. Parents were asked if their children could 
participate if they met the following criteria: (a) child was 
admitted to the PICU for a minimum of 24 hours, (b) child 
was between three and 18 years old, (c) child was able to speak 
English or French, and (d) child was expected to be verbally 
expressive within a few days from the time of family contact 
with the researcher (i.e., as assessed by the charge nurse). 

Participants were enrolled in the study from February 2010 to 
April 2011 (i.e., over a 13-month period).

Data collection
The primary data sources were formal and informal interviews 
with the participants; the latter are described below as informal 
conversations. A suitable and optimal time for the interview 
was planned with the parents and the child before the trans-
fer to the medical/surgical unit. If there were any change in 
the child’s condition, we would discuss postponing the inter-
view with the parent, and child when possible. If a child was 
not interested in being interviewed at a given time, we offered 
to return at a later time. No formal interviews were per-
formed while the child was receiving sedatives. Children were 
interviewed in their own room. We attempted to create a com-
fortable interview environment. 

Children, from all age groups, were invited to make a drawing 
of him/herself as critically ill because drawings are recognized 

means for facilitating discussion with children (Christensen 
& James, 2000; Greene & Hogan, 2005; Guillemin, 2004). For 
this reason, the audio-recorder was kept on while the child was 
drawing. Six of the 12 participants, 3 to 11 years old, agreed 
to make a drawing; a drawing of themselves while they were 
critically ill. Adolescent participants showed no interest in this 
activity. Drawing was a helpful process for fostering discussion 
with “younger” participants, as they related aspects of their 
drawing to their experiences. No attempt was made to inter-
pret the drawings for their potential meanings, as this was not 
within the aims of the study. Drawings have not been attached 
because they did not directly inform the substantive content of 
the identified themes.

Hand-written fieldnotes documented observed non-verbal 
data such as non-verbal communication, as well as contextual 
phenomena that appeared related to the child’s experience (e.g., 
interaction with others). Field-notes were transcribed into 
electronic files within 24 hours.

Informal conversations and observations were noted in the 
PICU as early as a participant was able to communicate through 
verbal or non-verbal communication. Each participant was vis-
ited in the PICU at times judged acceptable by the PICU charge 
nurse and the child’s parents. This provided opportunities to 
document the child’s critical care context and to develop a rela-
tionship with the child and parents.

Each child was formally interviewed for 30 to 45 minutes, as 
soon as possible after return of consciousness and verbal 
expression. Interviews were conducted either in the PICU or 
the unit that the child was transferred to, in their own room. 
The parents and child were asked if the interview could be 
audio-recorded. The recording was subsequently transcribed 
verbatim to facilitate data analysis.

All interviews were conducted by the second author who had 
daily contact with the setting. The first author also conducted 
general participant-observations to document general descrip-
tions of the study setting and the “layout” of patients’ bedsides. 

Data analysis 
IP is not a prescriptive methodology. It provides an orienting 
framework that guides data analysis (as well as data collec-
tion), which needs to be adapted for each specific study. For 
this study, initial data analysis consisted of coding and the-
matic analysis of all interview transcripts and fieldnote data. 
Although drawings were not analyzed, given the controversies 
surrounding the interpretive validity of such data (Guillemin, 
2004), conversational data relating to the drawings were ana-
lyzed as interview or fieldnote data.

Identified themes were arranged into meaningful categories. 
This was followed by a phenomenological integrative analysis 
(Benner, 1994) to identify the principal phenomena under-
lying children’s experiences of discomfort and comfort. This 
involved relating the identified themes to phenomena that 
could help articulate a phenomenological account of the par-
ticipants’ experiences. These phenomena were drawn from the 
related phenomenology literature (Benner, 1994).
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methodological rigour 
Methodological rigour was supported by Sandelowski’s tests of 
rigour in qualitative research (Sandelowski, 1986). The investi-
gators spent time with participants in “their world”, to observe 
experiences in context. During interviews, paraphrasing and 
reflective listening were used to verify interpretations of par-
ticipants’ accounts. Preliminary analyses and hypotheses from 
initial data collection were verified with subsequent partici-
pants. These measures supported the credibility, fittingness, and 
confirmability of the findings. Data collection and analysis were 
documented in detail, supporting the auditability of the study.

ethical considerations 
Parents who agreed to be contacted by the investigators were 
provided with a description of the study. Parents who agreed 
to enroll their child in the study were asked to sign a consent 
form. Children were provided an adapted explanation of the 
study and were asked to provide assent. Children who received 
opioids or sedation were asked for their assent only after the 
effects of these medications had dissipated. All data were kept 
confidential; only the investigators knew the identities of the 
participants. Ethical approval for the study was provided by the 
setting’s research ethics board.

results 
A total of 12 children were enrolled in the study, ranging from 
3 to 17 years of age, including four girls and eight boys (Table 
2). Two participants were interviewed in English; the rest were 
interviewed in French. PICU length of stay ranged from two to 
43 days. Four participants were interviewed alone (participants 
5, 9, 10, 12); parents remained for all other interviews, as pre-
ferred by participants and parents in each case.

Findings are reported according to (1) the types of data that 
were collected (i.e., participant observation account of patients’ 

“context of care”, interview findings), followed by (2) a phenom-
enological integration of the findings. This structure enables 
the reader to trace the data sources for the “Bennerian” phe-
nomenological interpretation in the latter section.

Understanding the setting. The PICU study setting admits 
children with diverse types of critical illness. This includes 
respiratory, cardiovascular, and neurological problems, sepsis, 
trauma, and cancer, as well as post-operative care for children 
having organ transplants, cardiac, orthopedic, or neuro surgery, 
among other critical illnesses. Patients range in age from 0 to 
18 years. 

Table 2: Description of participants (n=12; listed according to age)

Name* Age (yrs) Gender Reason for PICU admission PICU stay Selected principal interventions**

1 Tim 3¾ Male Fontan procedure (cardiac) 6 days Surgery, ETT, thoracic drain 
removal

2 William 8 Male Cardiac shunt change; pleural 
effusion

6 days Surgery, ETT, anticoagulation

3 Sebastian 8 Male Sepsis 5 days ETT, urinary catheter

4 Claudette 9 Female Kidney transplant 3 days Surgery, naso-gastric tube, urinary 
catheter, chest percussion 

5 Frank 9 Male Trauma 43 days Surgery, colostomy, ETT, 
tracheostomy, dressing changes, 
urinary catheter

6 Francis 11 Male Maxillo-facial surgery 2 days Surgery, ETT, urinary catheter

7 Camilla 12 Female Kidney transplant 3 days Surgery, naso-gastric tube, urinary 
catheter, chest percussion

8 Fred 14 Male Pleural effusion 3 days Blood procurement (venous & 
capillary)

9 Donny 15 Male Spinal fusion 6 days Surgery, ETT, urinary catheter

10 Laura 15 Female Septic shock 12 days Intubation, ETT, central line, 
arterial line, urinary catheter

11 Nathalie 16 Female Upper airway obstruction 3 days Surgery, ETT, urinary catheter

12 Sammy 17 Male Heart failure 3 days Capillary blood procurement

*: all names are pseudonyms (NB: Sebastian and Nathalie were interviewed in English; all other interviews were conducted in French)
**: See “Understanding the setting” section for more complete descriptions
ETT: Endo-tracheal tube (includes mechanical ventilation, regular airway suctioning, extubation)
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Detailed observations were recorded for some participants. 
The observations described below illustrate the common con-
text of a severely ill child in the study setting.

A three-year-old boy was admitted to the PICU two days 
earlier following cardiac surgery for a Fontan procedure. 
He was intubated and required mechanical ventilation. He 
had a gastric drain, a urinary catheter, the two peripheral 
intravenous catheters in a hand and foot, as well as cen-
tral venous access through two intra-cardiac lines. Twelve 
infusion pumps were connected to these lines to administer 
continuous infusions of analgesia, sedation, amino acid 
and lipid parenteral nutrition, three vasoactive agents, a 
diuretic, prostaglandin, high-concentration potassium, as 
well as several infusions of heparinized electrolyte solu-
tions. He had an arterial catheter in a foot. He also had 
adhesive skin electrodes connected to a cardiac moni-
tor, a skin temperature probe and two oxygen saturation 
probes; the latter were attached to a hand and a foot. In 
addition, he had a sternal dressing for his surgical incision, 

three thoracic drains, pacemaker wires, two near-infrared 
spectroscopy probes on his forehead, as well as a physio-
logical monitor to track arterial pressure, two central 
venous pressures, left atrial pressure, arterial oxygen sat-
uration, electrocardiogram, and end-tidal carbon dioxide 
levels. He required frequent physical examinations, airway 
suctioning, blood work, radiological investigations, chest 
percussion, position changes, basic hygienic care, wound 
care, bolus medications (e.g., antibiotics), care of drains, 
probes, catheters, monitors, intravascular lines, and infu-
sion pumps, among other routine interventions. His arms 
and legs were restrained. Although he was sedated (i.e., 
his eyes were closed most of the time and he was generally 
motionless), he moved when he was touched.

These observations highlight the extraordinary technological 
intervention encountered by critically ill children, reinforc-
ing concerns about the potential for significant psychological 
harm.

Table 3: Participants’ accounts of “What was it like?” (n=12)

Theme Age range* Verbatim exemplars**

I don’t 
remember

8–16 years I don’t remember anything else (Sebastian, 8 years)

I was always a little asleep (Camilla, 12 years)

I left for an MRI—when I woke up, the operation was finished. I don’t remember anything in 
between (Donny, 15 years)

I remember them putting this milky liquid in me to calm me down and I remember waking up 
Friday (one week later) (Nathalie, 16 years)

I liked it 8–16 years It was nice there; I liked it (Sebastian, 8 years)

I’m smiling in my drawing because everything is going well (Claudette, 9 years)

Oh, my god, I slept all week… I got to sleep through like a whole week and a whole (menstrual) 
period of a month… I found it pretty cool (Nathalie, 16 years)

It wasn’t 
that bad

9–16 years What will you tell your friend? I ate. I watched a movie. That’s all (Frank, 9 years)

I had some pain—but I don’t remember it hurting much (Fred, 14 years)

It’s not that bad; no one would want to go but it’s not that bad (Fred, 14 years)

I knew I was in the hospital, so I wasn’t too worried (Nathalie, 16 years)

I didn’t 
like it

8–15 years It’s like a bad dream (Frank, 9 years)

I didn’t like being at the hospital because it’s not very comfortable (Francis, 11 years)

What will 
you tell your 
friends?

12–17 years I don’t really talk about that; I keep that to myself. Only my closest 2–3 friends know that I did 
dialysis. I find it embarrassing (Camilla, 12 years)

If you’re really sick, they take care of you 24/7; you have to take a lot of medications; but I don’t think 
a friend would ask me that (Donny, 15 years)

I don’t know; it’s no big deal; it’s more my teacher that will ask me. If they ask me where I was I’ll tell 
them to shut it, it’s not your business (Sammy, 17 years)

*: Entire age range in which theme was identified
**: Names are pseudonyms. Exemplars are listed according to participant’s age. French exemplars are translated to English. Number 
of exemplars listed per theme is based on response diversity found per theme.
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interviews 
Interview data are structured according to (a) general 
descriptions of participants’ experiences (Table 3), and iden-
tified (b) discomforts (Table 4), and (c) comforts (Table 5). 
Although participants’ accounts varied according to their 
age, identified themes were generally pertinent across all 
participating age groups. Each table outlines: (a) identified 
themes, (b) participant ages across which each thematic cat-
egory was identified, and (c) verbatim exemplars for each 
theme. Some themes are inter-related. These inter-relations 
are described below. 

What was it like? (Table 3)
Participants were asked to describe what their PICU experi-
ence was like. For example, they were asked how they would 
describe it to a friend. Although all participants were able 
to discuss the discomforts and comforts they experienced, 
they reported difficulties in remembering part or most of 
their experience. For some participants, this was attributed 
to sleeping most of the time they were in the PICU. Some 
participants characterized their PICU stay quite favourably 
or as “not that bad”, while some described their experience 
unfavourably. Some older participants said they did not want 
to talk about their experience with their friends, generally 
implying that they did not discuss personal matters such as 
this with them. 

Discomforts (Table 4)
Diverse types of discomforts were reported. These are 
described below. 

Fears and worries. A group of concerns were described by 
participants that we categorized as “fears and worries”. These 
related to apprehensions about monsters, not understanding 
what was happening, bad dreams, changes in own appearance, 
worry about other patients, and worry about own condition. 
They also worried about the “hurt and pain” and “invasive 
interventions” described below, relating to more focalized 
discomforts.

Hurt and pain. Participants reported various forms of “hurt 
and pain”, referring to surgical pain, as well as soreness from 
immobility or invasive treatment (e.g., sore throat from endo-
tracheal intubation). This category intersected with identified 
discomforts in “invasive interventions” such as “needles”. The 
latter entailed pain, but were also associated with a more 
general sense of discomfort. For this reason, “needles” was 
categorized separately from “hurt and pain” and included in 

“invasive interventions”.

Invasive interventions. Participants described signifi-
cant discomforts relating to various invasive interventions, 
among which “needles” and “tubes” were primary concerns. 
Disclosures about needles commonly related to pain, as well 
as additional discomforts. They were characterized as broadly 
bothersome. Tubes (e.g., endotracheal, naso- or oro-gas-
tric), catheters (e.g., urinary, central venous), and drains 
(e.g., thoracic) were significant discomforts. In addition to 
the local discomforts associated with the endotracheal tube, 
some participants were also discomforted by the consequent 

impairment in oral communication, as well as the related 
strangeness of breathing and managing one’s airway secre-
tions. Other reported invasive interventions included being 
restrained, limited mobility with hemodialysis, and light 
examinations of pupillary responses. 

Missing significant people. Participants highlighted dis-
comforts resulting from impeded access to important 
people in their lives. Most commonly, children described 
significant displeasure or upset when their parents could 
not be with them, even when their parents were on the unit, 
but sleeping or eating in another room. Adolescent partici-
pants also highlighted that they missed having ready contact 
with their friends, which was amplified by lack of access to 
communication technologies such as texting or Facebook. 
Although, in the previous section, adolescent participants 
indicated that they would not discuss the details of their 
experience with their friends, these disclosures seemed to 
be directed to their peers in general—commonly referred 
to as “friends”. Adolescent participants actually did value 
having access to their “closer” friends, at least through com-
munication technologies, with whom they could share their 
experience. 

Other discomforts. Other reported discomforts, which 
appeared to be less widely shared among participants, 
included noise (e.g., crying babies, equipment alarms and 
beeps), food or eating problems (e.g., eating or drinking 
restrictions, bad-looking or bad-tasting food), boredom, 
physical symptoms (i.e., other than pain, such as nausea, diz-
ziness), as well as four additional discomforts reported by 
individual participants.

Comforts (Table 5)
Several sources of comfort were described. Many of these 
appear to be directly related “solutions” to the discomforts 
described above. Particularly prominent were a variety of 

“relational” comforts. These included parents, visitors and 
friends, as well as hospital staff, primarily nurses. Stuffed 
animals also provided relational comfort for some 
participants. 

Parents, visitors and friends. Parents were highlighted as 
a primary source of comfort. “Mere” parental presence was 
described as comforting in itself by many participants. They 
liked having them there. Additionally, parents directly con-
tributed to activities that participants found comforting, such 
as playing games or watching movies together. Participants 
also appreciated visitors (e.g., grandparent, teacher). Some 
older participants found it helpful to have contact with friends 
through electronic devices, although this was largely limited 
to the telephone.

Hospital staff. Participants described various hospital staff 
members as sources of comfort. Every participant identified 
nurses as a source of comfort. Nurses were comforting in 
several ways. Participants appreciated nurses’ presence (par-
ticularly when their parents were not with them), as well as 

continued on page 26…
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Table 4: Participants’ reported discomforts (n=12)

Theme Age range* Verbatim exemplars**

Fears and 
worries

3¾–17 years I was scared of the monsters; they scared me at night—they came a lot when mama and papa were 
in their bed—and I cried (Tim, 3¾ years)
I had bad dreams; I remembered the accident; it was scary (Frank, 9 years)
I cried a lot when I woke up because I was scared… I was scared when I saw photos of me, it wasn’t 
nice. I had tubes everywhere (Laura, 15 years)
There was someone who wasn’t doing well; the alarms went off; I jumped—I saw everyone 
running. I wondered what is it? I was a little scared (Sammy, 17 years)
I worried when I had my arrhythmias, when it was more frequent (Sammy, 17 years)

Hurt and pain 3¾–17 years I didn’t like when I had pain in my operation, in my stomach (Claudette, 9 years)
My throat was really raw, like skin was missing; very sensitive (Nathalie, 16 years)

Invasive 
interventions

8–17 years Needles
I didn’t like the IVs—I had them all over (Francis, 11 years)
I don’t like when they clean the IV by pushing water in it—it hurts (Francis, 11 years)
When they put in the IV; they couldn’t find the vein (Sammy 17, years)
Tubes
I was scared when she cut the wires (for central venous line) (William, 8 years)
I sleep better now that my catheter is removed—it bothered me (Claudette, 9 years)
I didn’t like having a plastic tube in my nose (Francis, 11 years)
They couldn’t understand me with the tube in my mouth (Camilla, 12 years)
I had a tube in my nose. It’s one of the worst things I’ve ever experienced; it blocked my throat. It 
was hard to breathe; I had to force; I had to breathe my secretions. It was a strange feeling. I tried 
to tell them to take out the tube, with hand signs—but my hands were tied. The tube really, really 
bothered me—it was strange (Donny, 15 years)
Other interventions (not all are reported here)
Restraints: I was tied—I didn’t understand why; it was stupid because you’re tied and you can’t do 
anything (Camilla, 12 years)

Missing 
significant 
people

3¾–17 years Missing parents
I didn’t like it when mama and papa weren’t with me (Tim, 3¾ years)
I didn’t like being alone when I was sleeping: I wished my parents could sleep beside me (rather 
than parents’ room) (William, 8 years)
I didn’t like when papa wasn’t there at night (Sebastian, 8 years)
I wish my parents could have slept beside me. I was alone at night—I felt lonely (Donny, 15 years)
Missing friends 
I wished I could text my friends with my cell phone, so they could know what was happening; I 
missed them (Fred, 14 years)
Without Facebook you can’t do much with (the computer) (Sammy, 17 years)

Noise: 
Patients and 
Equipment

9–17 years (What didn’t you like?) When the baby cried and woke me up (Frank, 9 years)
I didn’t sleep well; there were babies crying (Francis, 11 years)
There was crying, alarms from the machines. It bothered me (Donny, 15 years)
There were a lot of babies nearby that were crying (Donny, 15 years)
The noise and lights bothered me at night. I can understand if it’s a baby crying, but machines that 
beep or alarm at 4h00 in the morning? (Sammy 17, years)

Food or 
eating 
problems

8–17 years I didn’t like that I couldn’t eat (William, 8 years)
The food looked like soft caca—like diarrhea (Francis, 11 years)
It was hard that I couldn’t drink because I was too swollen (Camilla, 12 years)

Boredom 8–17 years I was fed up sometimes (Frank, 9 years)

Symptoms 11–17 years I don’t like it here because sometimes I couldn’t stop vomiting (Francis, 11 years)

Other 
discomforts 

9–15 years (Not all are reported here) 
It would be better if patients were less close because we can often hear the people around us 
(Donny, 15 years)

*: Entire age range in which theme was identified
**: Names are pseudonyms. Exemplars are listed according to participant’s age. French exemplars are translated to English. Number 
of exemplars listed per theme is based on response diversity found per theme.
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Table 5: Participants’ reported comforts (n=12)

Theme Age range* Verbatim exemplars**

Parents and 
friends

3¾–15 years Parents
Dad told me not to panic (William, 8 years)
I liked when my mom was beside me (Camilla, 12 years)
I like having my parents with me (Fred, 14 years)
I liked that my mom was with me all the time: it helped me a lot, lot! (Laura, 15 years)
Friends (and other visitors) 
(Teacher visited) I liked that (William, 8 years)
I was happy when my grandparents came to see me (Francis, 11 years)
My friends call every day. They call my mom at the hotel and we use walkie-talkies so I can talk 
to them; or we talk with walkie-talkies from stores. (Camilla, 12 years)

Hospital staff 3¾–17 years Nurse 
I liked the nurses (William, 8 years)
The nurses here were nice to me—they took good care of me (Claudette, 9 years)
The nurse helped me—he put a cloth on my head (Frank, 9 years)
Nurse made me a good soup with chicken and rice; orange popsicles (Francis, 11 years)
The nurses—they were good. When my mom had to leave, the nurse was like another mother to 
help me. There was a nurse that was really nice. (Camilla, 12 years)
I liked that the nurses are always there—they’re available (Fred, 14 years)
There was always someone to help me when something happened. (Donny, 15 years)
If you need something, the nurses are there to help you; they’re nice (Laura, 15 years)
As soon as I woke up, there was (a nurse) there to tell me what was going on—if there wasn’t 
someone there, I’m sure I would have like freaked out a bit. (Nathalie, 16 years)
Clowns
I liked the clowns (Tim, 3¾ years)
I liked the clowns—they made me laugh (Sammy, 17 years)
Music therapist 
I liked it when the guy came to play piano and guitar; I was happy (Donny, 15 years)
Physical therapist 
(Did anyone help you?) Yes, the physio (Frank, 9 years)
Nurse/physician 
The nurses and doctors—they know what they’re doing; what you have to take if you have an 
arrhythmia (Sammy, 17 years)

Stuffed animal/
Favourite 
blanket

3¾–12 years I liked my blanket and pillow I brought from home; it kept me warm (Tim, 3¾ years)
Belogui made my feelings well (Sebastian, 8 years)
My tootoo Cricri helped me—he made me feel like I was home (Francis, 11 years)
I liked getting a tootoo as a gift—she kept me warm (Camilla, 12 years)

Entertainment 
and Play

8–17 years I like that I could at least play games or watch movies in my bed (Claudette, 9 years)
I liked having a little TV. My mom got movies for us to watch (Camilla, 12 years)
What helped me? Video games—from home and from here too (Fred, 14 years)
Ceiling art: It’s a nice thing because you’re just laying there and have to look up, so it’s pretty cool. 
I like that. (Nathalie, 16 years)

Food 8–15 years I liked the popsicles (William, 8 years)
I dreamt of eating chocolate again (Claudette, 9 years)

Medical 
interventions 

8–16 years I sleep better now that my catheter is removed—it bothered me (Claudette, 9 years)
They gave me medications and then it didn’t hurt anymore (Claudette, 9 years)
Yes, I had pain but it was controlled with morphine (Donny, 15 years)

Going home 8–15 years I can’t wait to go home (Francis, 11 years)

Other comforts 
(selected)

3¾–9 years Sleeping was the best way to take away my fear (William, 8 years)
I liked the gifts I got (William, 8 years)
I was happy when I knew that my kidney was working (Claudette, 9 years)

*: Entire age range in which theme was identified
**: Names are pseudonyms. Exemplars are listed according to participant’s age. French exemplars are translated to English. Number 
of exemplars listed per theme is based on response diversity found per theme.
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nurses’ expression of kindness and provision of competent, 
gentle care. Nurses’ actions were also directly linked to other 
sources of comfort, such as selected treatments (e.g., analge-
sia), food, and gifts. Other hospital staff members described as 
sources of comfort included clowns, music therapist, physical 
therapist, and physicians. Table 5 provides illustrative quotes 
for these sources of comfort. Much less data were provided for 
these staff members, so it was not possible to discern the vari-
ous ways in which they may have been comforting, as we were 
able to do for nurses.

Stuffed animal/favourite blanket. Stuffed animals and a 
favourite blanket were described as comforting by some par-
ticipants. They helped participants feel warm or at home, 
helped them deal with painful procedures, or generally helped 
them feel better.

Entertainment and play. A number of entertainment and play 
activities were described as comforting. These related primar-
ily to electronic technologies, such as television, DVD player, 
and video games. They were typically used with an available 
adult, most commonly a parent. 

Food. Several participants described various foods that helped 
them feel better (e.g., popsicles) or personally pleasurable 
foods to which they were looking forward (e.g., chocolate).

Selected medical interventions. Some medical interventions 
were described as comforting. These included the provision of 
analgesia and the removal of catheters and drains.

Other comforts. Other comforts included thinking of going 
home, being able to walk or run, sleep, waking up, gifts, fin-
ger prick tests (rather than venipuncture), and earplugs for 
noise. 

Phenomenological integration
Phenomenology was used to identify what each child con-
sidered meaningful. Although participants’ accounts of 
discomfort and comfort varied somewhat according to 
participants’ ages, recurring phenomena were identified. 
Embodiment was a central phenomenon underlying the 
children’s experiences. Phenomenology regards human expe-
rience as irreducibly “bodily”; that the mind and the body 
cannot be separated (Benner, 1994). The body’s capacities and 
limitations—such as sentience and mortality—are prevalent 
throughout “lived experience”. Children’s feared or actual dis-
comforts, as well as their desired or “lived” comforts, were 
deeply rooted in their embodiment. Their body was the pri-
mary medium and site for sensing hurts, pains, bothers, 
hunger, thirst, nausea, dizziness, restraint, and noise, as well 
as warmth, flavour, music, film, art, play, holding a stuffed ani-
mal or favourite blanket or pleasurable touch. Many pleasures 
and displeasures in the children’s experiences were funda-
mentally “bodily”.

Another central phenomenon identified in the study can be 
characterized as a tension between “aloneness” and “being 
with”. Aloneness is a primary existential human worry 
(Yalom, 1980). Situations that entail a distancing from 

meaningful contact with “significant” persons can be pro-
foundly distressing while situations that foster such contact 
can be very enriching. Understandably, parents held a cen-
tral importance for these children. Diminished contact with 
parents was a major discomfort while “being with” their par-
ents was deeply comforting. Contact with other persons in 
their lives was also important for the participants. Among 
the many comforting contributions that nurses made to 
these children’s experiences, nurses’ “being there” was clearly 
foundational. Although nurses performed a number of val-
ued functions, such as administering analgesia, removing 
bothersome tubes, and providing popsicles, among many 
others, participants highlighted the importance of nurses’ 
presence as a major source of comfort. This was particu-
larly important when parents were not visibly present. It is 
noteworthy that although nurses were frequently the “per-
petrators” of discomforts (e.g., injections or withholding of 
foods), these discomforts did not adversely affect partici-
pants’ overall conceptions of nurses. Nurses were primarily 
regarded as “agents of comfort”. 

Discussion
This study advances our understanding of the experience of 
critically ill children. Prior research has highlighted that this 
population is at risk for enduring significant psychological 
harm. The study highlights specific factors that can contribute 
to such harm, as well as comforting factors that can counter 
the harms of critical illness. The study also demonstrates that 
phenomenological research with children is both possible 
and fruitful, even at very young ages.

Measures should be taken to minimize children’s contact with 
the identified discomforts. These are recognized concerns 
that are already minimized as much as possible in many crit-
ical care settings. Particularly interesting are the numerous 
comforts that were identified, which can help children “live 
with” the difficulties of critical illness. These should be con-
sidered in the ongoing development of pediatric critical care 
services.

Optimizing parental presence, as well as contact with friends 
and other “important persons” through communication 
technologies, emerged as important comforts. PICU staff 
was also an important relational source of comfort, especially 
nurses. Nurses were valued not only for their “technical care”, 
which, at times, was actually a major source of discomfort 
(e.g., needles). Nurses’ “being there” was particularly import-
ant. Children were comforted by seeing that nurses were 
continually nearby, particularly when their parents were not 
present.

Consistent with the tenets of IP, our analysis highlighted chil-
dren’s embodiment; their lived experiences were intertwined 
with their bodily experiences. Their bodies were “wounded”, 
pierced, immobilized and subjected to noise and isolation; their 
bodies also “lived” pleasurable sentience from touch, food and 
beverages, visual art, music, electronic entertainment devices 
(e.g., movies, music), the physical presence of “important oth-
ers”, as well as pharmacological symptom relief.

…continued from page 23
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Participants were predominantly “amnesic” with regard to 
most of the highly invasive aspects of their experience. This 

“forgetting” is likely attributable to diminished consciousness 
resulting from the children’s critical illness, as well as seda-
tion and analgesia. The latter can also have amnesic actions. 
Subsequent psychological harm may result from accumu-
lated periods of partial or distorted awareness in the PICU 
and the sometimes-difficult recovery period that may fol-
low after transfer out of the PICU. Future researchers should 
examine this potential concern, as this was not within the 
aims of this study.

The limitations of the study should be recognized. The findings 
are directly tied to the particular study setting. Participants’ 
reported experiences were related to the physical structure 
and operating practices of the selected PICU. PICUs with a 
different physical environment and staff practices could give 
rise to different discomfort and comfort. Also, the study’s 
inclusion and exclusion criteria, as well as the challenges con-
fronted during participant recruitment may have resulted in 
a “recruitment bias”. Of particular concern was the need for 
potential participants to have sufficient verbal expressive 
capacities to discuss their personal experiences. The expe-
riences of children with impaired verbal abilities were not 
reflected. This phenomenological research should be con-
ducted in other PICUs, to examine the transferability of the 
findings to other settings. Moreover, future research should 
ensure the inclusion of children whose perspectives were not 
reflected in this study.

conclusion
This phenomenological study examined the experiences of 12 
critically ill children, across a wide range of ages. A diversity 
of discomforts and comforts were described by participants. 
The study findings complement existing knowledge regarding 
the psychological impact of critical illness by highlighting how 
children regard specific phenomena as discomforting or com-
forting. This sheds light on future directions for practice and 
research development in pediatric critical care. 
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The Draeger medical  
canada inc. “chapter  
of the year” award
The Draeger Medical Canada Inc. “Chapter of the Year” Award 
is presented to recognize the effort, contributions and dedica-
tion of a CACCN Chapter in carrying out the purposes and 
goals of the association.

The Chapter of the Year criteria are founded on the CACCN 
Mission Statement and recognize the Chapter activity in this 
regard with specific emphasis on Member Service, Innovation, 
Specialty Promotion and Fiscal/Membership Health. 

Award funds available: $500.00 plus a plaque

Deadline for submission: May 31 annually

Application process: Chapters must apply for consideration

Criteria for the award program
• The award program will be for the period of April 1 to March 

31 each year
• Chapters may receive the award for one year followed by a 

two-year lapse before receiving again
• A point system has been developed to fairly evaluate chapter 

accomplishments during the year
• The chapter that accumulates the most points will be the suc-

cessful recipient of the Chapter of the Year Award
• CACCN reserves the right to adjust points depending upon 

supporting materials submitted
• In the case of a tie, CACCN reserves the right to determine 

the recipient of the award
• The award recipient will be announced at Chapter Connections 

Day and at the annual awards ceremony at Dynamics.

Conditions for the award program
• All chapters of CACCN are eligible 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

• Chapters will be responsible for ensuring national office receives 
all required documentation to validate accumulated points

• If the above conditions are not met, the chapter will not be eli-
gible for consideration

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

• All chapter reports /scoring will be available for review at 
Chapter Connections Day/Dynamics.

points system
Innovation
Member Service
• Any educational event coordinated and hosted by the local 

chapter is eligible. Total hours of education offered in the 
award period will be total (concurrent sessions are accu-
mulated) and divided by the membership number as a 
denominator. This will be converted to a rate/1000

•	 Submission	guidelines:  
n	 Brochure, advertising or pamphlet and copy of agenda 

(including hours of education)
n	 Attendee numbers
n	 Evaluation of session

• Formula: Total hours of education offered/total chapter 
members × 1000 = innovation score

• Using this calculation, the final educational contribution 
hours will be adjusted for size of chapter and expressed in 
rates for direct comparison.

Public education, community service: Promoting the image 
of critical care nursing
• Any public or community service event coordinated and 

hosted by the local chapter is eligible. Total hours offered 
in the award period will be total (concurrent activities are 
accumulated) and divided by the membership number as a 
denominator. This will then be converted to a rate/1000

• These projects must be presented under the auspices of the 
CACCN chapter (i.e., participating in blood pressure clinics, 
teaching CPR to the public, participating in health fairs)

•	 Submission	guidelines:  
n	 Validation must be provided that the event was a CACCN-

sponsored project
n	 For example, submitting a letter from the receiving group 

or a picture of the event, etc.
• Formula: Total hours of events offered/total chapter mem-

bers × 1000 = innovation score.

Communication—Fiscal health—Membership sustainability
Recruitment Points
•	 Calculated based on the percentage of new members 

recruited, as compared to the total membership of the previ-
ous year:

Percentage Points Percentage Points
01–10% 10 51–60% 60
11–20% 20 61–70% 70
21–30% 30 71–80% 80
31–40% 40 81–90% 90
41–50% 50 91–100% 100

•	 Formula:	Total	new	members/total	chapter	members	× 100 
= Recruitment points

Sustained membership points
•	 Points are allotted for percentage of membership sustained 

over this past year
• Any member with a membership lapse of 12 months or more 

will be considered a new member 
n	 i.e., a membership expires April 2011 and is renewed  

February 2012. This member would be considered a renew-
ing member

n	 i.e., a membership expires April 2011 and is renewed June 
2012. This member would be considered a new member due 
to the lapse in membership of more than 12 months.

• Sustained membership points are calculated based on the 
percentage of renewing members in the fiscal year.

awarD iNFormaTioN
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caccN research grant 
The CACCN research grant has been established 
to provide funds to support the research activ-
ities of a CACCN member that are relevant to 
the practice of critical care nursing. A grant will 
be awarded yearly to the investigator of a research study that 
directly relates to the practice of critical care nursing. 

Award funds available: $2,500.00 

Deadline for submission: February 15

S end appl icat ions  to  CAC CN Nat iona l  Of f ice  at 
caccn@caccn.ca or fax to 519-649-1458 or mail to: CACCN, PO 
Box 25322, London, ON  N6C 6B1. Mailed applications must be 
postmarked on or before February 15.

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

one year
• Note: where a student is submitting the research grant 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

• Be licensed to practise nursing in Canada
• Conduct the research in Canada
• Publish an article related to the research study in Dynamics
• CACCN members enrolled in a graduate nursing program 

may also apply
• Members of the CACCN board of directors and the awards 

committee are not eligible.

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

award notification.

Review process:
• Each proposal will be reviewed by a research review committee
• Its recommendations are subject to approval by the board of 

directors of CACCN
• Proposals are reviewed for potential contribution to the prac-

tice of critical care nursing, feasibility, clarity and relevance
• The recipient of the research grant will be notified in writing.

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

the grant
• Any changes to the study timelines require notification in 

writing to the board of directors of CACCN
• All publications and presentations arising from the research 

study must acknowledge CACCN
• A final report is to be submitted to the board of directors of 

CACCN within three months of the termination date of the grant
• The research study is to be submitted to the Dynamics Journal 

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

Percentage Points Percentage Points
01–10% 10 51–60% 60
11–20% 20 61–70% 70
21–30% 30 71–80% 80
31–40% 40 81–90% 90
41–50% 50 91–100% 100

•	 Formula:	Total	renewed	members/total	chapter	members	
× 100 = Recruitment points.

Contribution to specialty knowledge— 
Publications and presentations
Publications
• Points will be calculated for chapter members who have con-

tributed articles to:
n	 the chapter newsletter or Dynamics, Journal of the 

Canadian Association of Critical Care Nurses (Fall, 
Winter, Spring Journals for the fiscal year—the Summer 
Abstract Journal is not included)

• Chapters are responsible for providing:
n	 list of member contributions, together with a copy of the 

chapter newsletter
n	 list of member contributions to the journal, together with 

the journal issue/date.

Each article = 25 points 

Presentations
• Points will be calculated for chapter members who have 

contributed presentations at local, provincial and national 
CACCN activities

• Points will only be awarded once for a presentation, regard-
less of the number of times/venues at which it is presented

• Chapters are responsible for providing:
n	 list of member contributions, together with a copy of the 

brochure or flyer for the event.

Each presentation = 25 points  

Critical care certification—CNCC(C) and CNCC(P) 
• Points will be calculated for chapter members who have suc-

cessfully completed the CNA Certification Examination
• Points will be calculated for chapter members who have suc-

cessfully renewed their CNA Certification
• Members’ names must appear on the certification list 

received directly from the CNA to qualify.

Initial certification = 10 points per %
Renewal certification = 5 points per %
Add together for total certification score

• Formula Initial Certification: Number of members certified / 
total chapter membership × 100 = Percentage

• Formula Certification Renewal: Number of members re-cer-
tified/total chapter membership × 100 = Percentage

• Add the two percentages together for certification score.

Good luck in your endeavours! 

The CACCN Board of Directors and Draeger Medical Canada 
retain the right to amend the award criteria.
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• Appendices should be limited to essential information, e.g., 
consent form, instruments, budget

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

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

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

• Proof of CACCN active membership and Canadian 
citizenship

• Facility approval for commencement of study.

C AC C N  R e s e arch  Gr ant  Appl i c at i on  l o c ate d  at  
http://www.caccn.ca/en/awards/index.html or via CACCN 
National Office at caccn@caccn.ca.

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

editorial awards
1st place award value: $750.00 Edwards

Runner-up award value: $500.00 CACCN

Deadline: None. Awards committee selection process.

The Editorial Awards will be presented to the authors of 
two written papers in Dynamics, which demonstrate the 
achievement of excellence in the area of critical care nursing. 
An award, provided by Edwards Lifesciences, will be given to 
the author(s) of the best article, and another award is given 
to the author(s) of the runner-up article. It is expected that 
the money will be used for professional development. More 
specifically, the recipient must use the funds:
1. Within 12 months following the announcement of the 

winners, or within a reasonable time
2. To cover and/or allay costs incurred while attending 

critical care nursing-related educational courses, seminars, 
workshops, conferences or special programs or projects 
approved by the CACCN, and

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

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

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

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

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

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

Criteria for evaluation:
1. The topic is approached from a nursing perspective
2. The paper demonstrates relevance to critical care nursing
3. The content is readily applicable to critical care nursing
4. The topic contains information or ideas that are current, 

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

year.

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

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

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

awards if no papers meet the criteria.

Presentation:
Representatives of the sponsoring company or companies 
will present the awards at the annual awards ceremony during 
the Dynamics conference. Their names will be published in 
Dynamics.

The Spacelabs innovative  
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
• 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:
• The primary contact person for the project must be a CACCN 

member in good standing for a minimum of one year
• Applications will be judged according to the following 

criteria:
n	 the number of nurses who will benefit from the project 
n	 the uniqueness of the project 
n	 the relevance to critical care nursing 
n	 consistency with current research/evidence 
n	 ethics 
n	 feasibility 
n	 timeliness 
n	 impact on quality improvement.
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• If the applicant(s) are previous recipients of this award, there 
must be a one-year lapse before submitting an application

• 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.

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)

Deadlines: January 31 and September 1 of each year

The CACCN Educational Awards have been established to 
provide funds ($1,000.00 each) to assist critical care nurses to 
attend continuing education programs at the baccalaureate, 
master’s and doctorate of nursing levels. All critical care nurses 
in Canada are eligible to apply, except members of the CACCN 
board of directors.

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

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

critical care nursing experience in the year of the application
3. Submit a letter of reference from his/her current employer
4. Be accepted to an accredited school of nursing or recognized 

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

5. Has not been the recipient of this award in the past two years
6. Incomplete applications will not be considered; quality of 

application will be a factor in selecting recipient. 

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

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

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

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

candidate will be disqualified if documentation is not 
submitted with application

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

caccN chapter recruitment
and retention awards
This CACCN initiative was established to 
recognize the chapters for their outstanding 
achievements with respect to recruitment and retention.

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

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

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

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

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

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

• If the chapter has greater than 60% renewal of its previous 
year’s members, the chapter will receive one $100.00 coupon 
to Dynamics of that year.

bbraun Sharing  
expertise award
Award funds available: $ 1,000.00 

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@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:
• 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 



32   Dynamics   •   Canadian Association of Critical Care Nurses

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

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

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

Selection process:
• Each nomination will be reviewed by the Awards Committee 

in conjunction with the CACCN Director of Awards & 
Sponsors

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

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

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

• 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 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 respected for 
her efforts in developing, maintaining and sustaining CACCN 
in past years.

This award for excellence in leadership will be presented to 
a nurse who, on a consistent basis, demonstrates 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 profession 
of nursing in critical care. The results of this individual’s lead-
ership 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:
• Have been a member of CACCN for a minimum of five (5) 

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

experience
• Be registered to practise nursing in Canada
• Have demonstrated volunteerism and significant commit-

ment to CACCN
• Have participated in CACCN activities at local or national 

levels
• Been a member 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

• 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:
n	 pro-active / innovator / takes initiative
n	 takes responsibility/accountability for actions 
n	 imagination/visionary 
n	 positive communication skills 
n	 interdependence 
n	 integrity 
n	 recognition of new opportunities 
n	 conflict resolution skills/problem solving skills.

Application process:
• The application involves a nomination process
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• Please submit two letters describing how the nominee has 
demonstrated the items under the criteria section of this 
award
n	 Please use as many examples as possible to highlight what 

this candidate does that makes her/him outstanding
n	 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

• 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.

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

in conjunction with the CACCN Director of Awards and 
Sponsorship

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

Morgan (when possible)
• The awards committee reserves the right to withhold the 

award if no candidate meets the criteria outlined.

Terms and conditions of the award:
• The award recipient will be encouraged to write a reflective 

article for Dynamics, sharing their accomplishments and 
describing their leadership experience. The article should 
reflect on the recipient’s passion to move critical care nurs-
ing 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.

cardinal Health chasing
excellence award
Award value: $1,000.00

Deadline: June 1 annually

This award is presented annually to a CACCN member who 
consistently demonstrates excellence in critical care nursing 
practice. The Cardinal Health Chasing Excellence Award is 
$1,000.00 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:
• 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:
• Participates in quality improvement and risk management to 

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

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

evidence
• Effective clinical decision-making supported by thorough 

assessments
• Has developed a clinical knowledge base and readily 

integrates change and new learning to practice
• Is able to anticipate risks and changes in patient condition 

and intervene in a timely manner
• Sequences and manages rapid multiple therapies in response 

to a crisis (Benner, Hooper-Kyriakidis & Stannard, 1999)
• Integrates and coordinates daily patient care with other team 

members
• Advocates and develops a plan of care that consistently 

considers the patient and family and ensures they receive the 
best care possible

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

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

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

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

students
• Regularly participates in continuing education and 

professional development.

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

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

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

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

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

Information for Authors
Dynamics: The Journal of the Canadian Association of Critical Care Nurses (CACCN) 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 fol-
lowing: 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 physiologic in nature, the psychosocial 
impact of the health problem on the patient and family is of equal and sometimes lasting intensity. Articles on any aspect of 
critical care nursing are welcome.

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

Manuscripts submitted for publication must follow the following format:

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

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

3. body of manuscript:
• Length: a maximum of 15 pages including tables, figures, and references
• Format: double spaced, 1-inch margins on all sides. Pages should be numbered sequentially including tables, and figures. 

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

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

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

when used in the manuscript.

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

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

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

manuscripts are subject to copy editing.
• All authors must declare any conflicts of interest and acknowledge that they have made substantial contributions to the work 

and/or contributed substantially to the manuscript at the time of acceptance.

Revised November 2011






