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Canadian Association
of Critical Care Nurses
Vision statement

The voice for excellence in Canadian Critical Care Nursing

Mission statement

The CACCN is a non-profit, specialty organization dedicated
to maintaining and enhancing the quality of patient- and
family-centred care by meeting educational needs of critical
care nurses.
Engages and empowers nurses through education and networking to advocate for the critical care nurse.
Develops current and evidence-informed standards of critical
care nursing practice.

and environment. Critical care nurses plan, coordinate and
implement care with the health care team to meet the physical, psychosocial, cultural and spiritual needs of the patient and
family. The critical care nurse must balance the need for the
highly technological environment with the need for safety, privacy, dignity and comfort.
Critical care nurses are at the forefront of critical care science
and technology. Lifelong learning and the spirit of enquiry are
essential for the critical care nurse to enhance professional
competencies and to advance nursing practice. The critical
care nurse’s ability to make sound clinical nursing judgments is
based on a solid foundation of knowledge and experience.
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Philosophy statement

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

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

Research

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

Communication
and partnership

Values and beliefs statement

Education

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

Leadership

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

CACCN PATHWAYS TO SUCCESS

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

Critical thinking
I would like to share the activities of the national board this
past year. As I begin my second year, our theme, “Speak with
Conviction”, continues to underpin my commitment to leading
our organization into this the last year of my term. Speaking
with Conviction necessitates that critical care nurses readily
share their knowledge and embrace the responsibility of making
our unique perspective available to the health care community.
The national board is now approaching a key period in our strategic planning for the organization. We are looking for your input
into this important action. It is essential we hear from you, our
members, about the issues and activities that are most important to you in your practice. What do you see as the CACCN’s
role over the next five years in supporting the specialty of critical care nursing in Canada? After reviewing your thoughts and
suggestions we will be better prepared to design and share with
you a plan that reflects our collective vision for the future of our
association and critical illness care in Canada. It is especially
important that we have a strategic plan, as health care across the
country continues to change and reform to be sustainable.
Across the country multiple provincial health care systems are
embarking on large-scale system change and reorganization.
This can be a time of uncertainty for some. However, identifying
and capitalizing on the opportunities presented in these changes
will provide nurses with the platform needed to positively impact
the care of our patients, our work environments and our science.
We must choose to speak and then act on these opportunities
in order to shape a future of our choosing, It is at these times
that we have the opportunity to speak about what is best for our
patients, especially in regard to provision of critical care nursing.
A recent CACCN survey of our members indicated that many
Canadian employers are interested in redesigning models of care.
There have been calls for the CACCN to weigh in on this dialogue.
CACCN is in the process of convening groups to look into the
current evidence and develop a position statement in this area.
There is a large amount of research and literature available to
inform an evidence-based position statement. I would welcome
anyone with an interest in directly impacting quality work and
caring environment to become involved in this important initiative. If you are interested, please contact CACCN national office.
Members have told us that the education provided by CACCN
through Dynamics and our individual chapters is important.
CACCN’s chapters are integral to meeting our members’ needs.
Members who are fortunate to live in an area where there is a
CACCN chapter have identified how valuable the education
provided to them is in helping to meet their education needs
and competency requirements for their professional association. All CACCN chapter executive members and Dynamics
planning committee members, as well as the national board, are
composed of volunteers and I would like to personally thank
them for their commitment and time in providing these educational events to our members.

Information from the survey indicates it is obvious that members who are in an area with an active CACCN chapter have many
more educational opportunities at a reasonable cost for members to attend. I am delighted to welcome our newest chapter to
CACCN: The Vancouver Island Chapter. Carrie Homuth, the
newly elected president, contacted national office shortly after
Dynamics in Vancouver to express interest in forming a chapter
on Vancouver Island. This chapter has already hosted a successful
educational event, which has resulted in increased attention and
interest in their growing chapter. Congratulations and welcome
to the executive of the Vancouver Island Chapter and we wish
them well, as they begin setting out their future plans.
Dynamics Conference evaluations have drawn our attention to
an expressed attendees’ desire for in-depth and focused content
aimed towards the more experienced critical care nurse. I am
happy to announce that this year at the Dynamics of Critical
Care Conference 2013 in Halifax, NS, we will be offering (as
a pilot) pre-conference sessions on September 21, 2013. This
Preconference Day will offer three daylong sessions:
• Advanced Respiratory Techniques: Bringing the Science to
the Bedside Workshop. This workshop will be presented by
Kathy Johnston and Noel Pendergast from Halifax, NS. It will
focus on exploring and applying advanced ventilation strategies for critically ill patients (adults and pediatric through
case studies). We are pleased to have the support and sponsorship of Draeger Medical Canada for this session.
• Critical Care Neurological Review (Adult) presented by
Brenda Morgan from London, ON. This session will focus on
the management of key neurological emergencies.
• Certification Review Workshop for Pediatric Nurses presented by Karen Dryden-Palmer and Ruth Trinier from
Toronto, ON. This workshop will help prepare pediatric nurses
who are planning to write the CNA pediatric critical care exam.
I encourage you to register early if you want to attend these
exciting sessions. Preconference registration is limited.
CACCN will again be leading in celebrating Canadian Intensive
Care Week this October. The theme for this year again reflects
a commitment to interprofessional excellence; “The Intensive
Care team—There for YOU in Critical Moments”. This week
is an excellent opportunity to highlight the care that our team
provides for critically ill patients and families to the public, our
colleagues and governments.
This year CACCN has launched an award contest titled the
“Canadian Intensive Care Week ‘Spotlight’ Challenge”. This
award will be granted to the individual or team of nurses who
develops a unique and creative activity that highlights critical
care in their community or hospital. Visit the CACCN website
to submit your activity.
In closing, I hope that you were able to celebrate your nursing
practice during Canadian Nursing Week this year. Take care
and always “Speak with conviction”.

Teddie Tanguay
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Canadian Association
of Critical Care Nurses
May 2013
Dear CACCN Members:
On behalf of the National Board of Directors of the Canadian Association of Critical Care Nurses, this letter provides notice to all
members of the proposed revision to the association’s current constitution and bylaws. This proposal will be brought forward at the
2013 Annual General Meeting (AGM) to be held on September 22, 2013, at World Trade and Convention Centre, Halifax, Nova
Scotia, as part of the annual Dynamics Conference.
Existing constitution and bylaws
Our existing constitution and bylaws were originally approved by the membership in 2003 with the last revision approved September
2010. The current constitution and bylaws are available for review on our website at www.caccn.ca.
Federal Not-For-Profit Legislation
With the implementation of the federal government’s new Canada Not-For-Profit Corporations Act, CACCN must file Articles of
Continuance and revised constitution and bylaws no later than October 2014. Failure to meet the deadline set by the federal government will result in the association’s Not-For-Profit status being revoked and as such require closure of the association until the new
documentation is in place. In an effort to ensure the ongoing operation of the association, the Articles of Continuance and the new
constitution and bylaws are being presented to members for review and approval at the Annual General Meeting in September 2013.
Required changes to the current constitution and bylaws to proceed with continuance
To proceed with the new constitution and bylaws and continuance under the legislation, we must make changes to the current constitution and bylaws at the September Annual General Meeting, which clearly define the criteria for “members” of the association.
Under the new constitution and bylaws only those holding voting rights will be classified as members of the association.
As a result, the proposed revision to the constitution and bylaws will remove student, associate, honourary and life “members”. This
change has been proposed based on legal counsel concerning effects of the new legislation and ongoing operations of the association. The new constitution and bylaws will carry one class of members only.
Although we are recommending removal of these member classes from the constitution and bylaws, CACCN will continue to offer
fellowship to students and associates and will continue to bestow honourary and life recognition. However, these classes will not be
recognized in the constitution and bylaws as “members”, but will be recognized in a formal CACCN policy document as “affiliates”
of the association.
Affiliates of the association will retain the same benefits as offered previously through their membership class.
Life Affiliates who meet the current member criteria will retain their voting rights until such time as they no longer meet the criteria
for “member” status.
The National Board of Directors is seeking your comments and approval of the proposed changes, Articles of Continuance and new
constitution and bylaws at the 2013 Annual General Meeting.
Should you be unable to attend the AGM, you may vote by proxy. Proxy votes must be received by CACCN National Office by no
later than 2359 EST on September 6, 2013.
Should you have any questions, please do not hesitate to contact National Office at 1-866-477-9077 or caccn@caccn.ca or the undersigned at president@caccn.ca.
Sincerely,

Teddie Tanguay, President
CACCN National Board of Directors
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Canadian Association
of Critical Care Nurses
Summary of Proposed Revisions to the CACCN Constitution/Bylaws
Annual General Meeting – September 22, 2013
Article/Item #

Current Bylaw

Proposed Change

Change and Rationale

Cover of
Document

Revision Date: September 2012

Revision Date: September
2013

Changes to Bylaws in preparation for
Articles of Continuance introduction
of new Constitution and Bylaws

Page 1
Article II –
Membership
Section 1
Classes of
Members

1.1 There shall be five (5) classes of members.

1.1 There shall be one (1)
class of member.

Removal of all member classes with
the exception of Members as defined
in Section II Membership, Section 1
Classes of Members in preparation
for Articles of Continuance
introduction of new Constitution and
Bylaws.

1.11 ACTIVE MEMBER – any registered
nurse, with an interest in critical care, who
possesses a current and valid licence or
certificate in the province, territory or
country in which the registered nurse
practises.
1.12 STUDENT MEMBER – any student
nurse in an accredited professional nursing
program, who is currently not licensed as a
registered nurse or graduate nurse.
1.13 LIFE MEMBER – any member in the
association who has made significant
contributions to the association, as
determined by the board, may be provided
Life Member status.
1.14 ASSOCIATE MEMBER – any person
with an interest in critical care, but who
does not meet the requirements for an
ACTIVE MEMBER.
1.15 HONOURARY MEMBER – persons who
are not otherwise eligible for membership in
the Association and whom the Association
wishes to honour.

1.11 Member: any
registered nurse,
practising in critical
care, who possesses a
current and valid licence
or certificate in the
province, territory or
country in which they
practise.

Removal of the word “active” where
linked to member (i.e. Active
Member) from all areas of the
constitution/bylaws.
Under the current CACCN
Constitution and Bylaws, Student,
Associate and Honourary Members
do not have voting rights.
Under the new Non-Profit Act, all
member classes are automatically
provided with voting rights. CACCN
wishes to retain voting rights for
Active members as per the definition.
Associate, Student, Life and
Honourary Members will be
recognized under Association
Policies, however will not retain the
title of “Member”.
The removal of these member
classes does not affect the rights
held by these participants of the
association—Associate, Student, and
Honourary participants will retain the
same rights held under the current
Constitution and Bylaws – i.e., access
to the journal, website, etc., without
the ability to hold office/vote on
association matters.
Current life members retain voting
rights until such time as they retire
from critical care nursing and no
longer possess a valid registered
nursing licence.
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Page 1
2.1 The present Members of each class shall
Article II –
be those who appear in the records of the
Membership
Association as Members of that class.
Section 2
Present Members
Page 2
Article II –
Membership
Section 5
Admission of
New Members

5.2 ASSOCIATE MEMBERS may be admitted
from time to time by the Board of Directors
upon due application and payment of
membership fees.
5.3 HONOURARY MEMBERS shall be admitted
from time to time upon unanimous resolution
of the Board.
5.4 STUDENT MEMBERS must submit to the
Association:
5.41 an application in the form prescribed
by the Board;
5.42 annual membership dues, as
prescribed by the Board;

2.1 The present Members
shall be those who appear
in the records of the
Association as Members.

Change to reflect the change to
Member Classes noted in Page 1,
Article II – Membership, Section 1,
Classes of Members.

5.1 MEMBERS must submit
to the Association:

Change to reflect the change to
Member Classes noted in Page 1,
Article II – Membership, Section 1,
5.11 an application in the
Classes of Members.
form prescribed by the
Board;
5.12 annual membership
dues, as prescribed by
the Board;
5.13 evidence of the
applicant’s current and
valid licence or certificate
to practise nursing in the
jurisdiction in which the
applicant practises;

5.43 evidence of the applicant’s current
and valid enrolment in an accredited
professional nursing program and are not a
registered nurse or graduate nurse.

5.2 The Board of Directors
reserves the exclusive right
to accept or reject any
application for membership.
The submitted membership
5.5 LIFE MEMBER shall be any member in
fee shall be returned to
the association who has made significant
contributions to the association, as determined unsuccessful applicants.
by the board, may be provided Life Member
status.
5.6 The Board of Directors reserves the
exclusive right to accept or reject any
application for membership in any class. The
submitted membership fee shall be returned to
unsuccessful applicants.
Page 6
Article III –
Meetings of
Members
Section 6 Voting

6.1 Each Active and Life Member shall be
entitled to vote on all questions. In case of a tie
vote, the chairman of the meeting shall have a
second, or casting vote. Associate Members,
Honourary Members and Student Members
shall not have the right to vote.

6.1 Each Member shall
be entitled to vote on all
questions. In case of a tie
vote the chairman of the
meeting shall have a second,
or casting vote.

Change to reflect the change to
Member Classes noted in Page 1,
Article II – Membership, Section 1,
Classes of Members.

Page 18
Article VIII –
Annual Dues
Section 1 - Dues

1.1 All classes of members, except Honourary
Members and Life Members ,shall pay such
annual dues, as prescribed by the Board of
Directors.

1.1 All Members shall
pay such annual dues, as
prescribed by the Board of
Directors.

Change to reflect the change to
Member Classes noted in Page 1,
Article II – Membership, Section 1,
Classes of Members.

Page 18
Article VIII –
Annual Dues
Section 3 –
Payment of
Chapter Portion
of Dues

3.1 The Board shall return the $15.00 for Active
and Associate Members and $7.50 for Student
Members, which constitutes the chapter
portion of the membership fees to the chapter
within 30 days of the end of the quarter in
which the fees were received.

3.1 The Board shall return
$15.00 for Members, which
constitutes the chapter
portion of the one-year
membership fees to the
chapter within 30 days of the
end of the quarter in which
the fees were received.

Change to reflect the change to
Member Classes noted in Page 1,
Article II – Membership, Section 1,
Classes of Members.

Page 18
Article VIII –
Annual Dues
Section 4 Election

4.1 No election of any member of any class
shall be effective until the annual dues payable
on such election have been paid.

4.1 No election of any
member shall be effective
until the annual dues
payable on such election
have been paid.

Change to reflect the change to
Member Classes noted in Page 1,
Article II – Membership, Section 1,
Classes of Members.
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Canadian Association
of Critical Care Nurses
Policy Statement
CACCN Affiliates Policy

The Canadian Association of Critical Care Nurses provides
the following policy regarding affiliates of the association:
Associate, Student, Honourary and Life Affiliates.

CACCN Membership Classes

The Canadian Association of Critical Care Nurses has one (1)
class of members defined as:
Member: any registered nurse, currently practising in critical
care, who possesses a current and valid licence or certificate in
the province, territory or country in which they practise.

CACCN Affiliates

1. CACCN may offer benefits to those who do not meet the
requirements of the CACCN membership class: Member
2. Such persons receiving benefit will be classified as “Affiliates
of the CACCN”
3. CACCN Affiliates are not members of the association under
the constitution and bylaws and, as such, cannot be classified/referred to as “members”.
4. Affiliates receive all benefits offered by CACCN with the
exception:
a. Affiliates cannot hold office at the chapter or national
level
b. Affiliates do not have voting rights at the chapter or
national level.
5. Affiliates of the Canadian Association of Critical Care
Nurses include the following categories:
a. ASSOCIATE
i. any person with an interest in critical care, who does
not meet the requirements for a member under the
member class
ii. Affiliates may be admitted from time to time by the
Board of Directors upon due application and payment of associate fees
iii. Affiliate fee: $75.00 plus applicable taxes
b. STUDENT
i. any student nurse in an accredited professional nursing program
ii. any student nurse who is currently not licensed as a
registered nurse or graduate nurse
iii. student nurses must submit to the association:
1. an application in the form prescribed by the board;

2. annual associate fees, as prescribed by the board;
3. evidence of the applicant’s current and valid
enrolment in an accredited professional nursing
program and are not a registered nurse or graduate nurse
4. student affiliate fee: $50.00 plus applicable taxes
c. HONOURARY
i. any person who is not otherwise eligible under the
member class whom the association wishes to honour
ii. Honourary Affiliates shall be admitted from time to
time upon unanimous resolution of the board
iii. fee: not applicable
d. LIFE
i. any member in the association who has made significant contributions to the association, as determined
by the board may be provided Life Associate status
ii. Life Affiliates retain member status with all inherent
rights under the member class until such time as they:
1. actively retire from registered nursing
2. cease to hold a valid licence or certificate in the
province, territory or country in which the registered nurse practised
iii. fee: not applicable.
6. The Board of Directors reserves the exclusive right to accept
or reject any application for membership in any class.
7. Should an application be rejected, the submitted affiliate fee
shall be returned to the unsuccessful applicant(s).

Chapter reimbursement

1. The board shall return the following payment to chapters for
affiliates:
a. $15.00 for Affiliates
b. $7.50 for Student Affiliates
2. Such payments will be issued to the chapter within 30 days
of the end of the quarter in which the fees were received
3. The board does not provide payment to chapters for
Honourary or Life Affiliates.
Approved by the CACCN Board of Directors
March 21, 2013
CACCN Associate Document
Policy Statement date: March 2013
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CACCN Board of
Directors 2013–2014
Teddie Tanguay
President

I am very excited to continue into the
second year of my term as president on
the Board of Directors of CACCN.

My interest in critical care was born
when I accepted a position in general
systems ICU in 1983. I have worked in
many different capacities including staff
nurse, educator and management during
my career in critical care. Eventually, my
passion for critical care and thirst for new knowledge led to a
return to the University of Alberta where I obtained a Master’s
degree in nursing. I then began working as a nurse practitioner
in critical care. As a direct caregiver to critically ill adults I see
daily the impact critical care nurses have on their patients’ and
families’ lives. The combination
of expert knowledge and caring
is what makes a difference in
our patients’ lives.

granted by the Supreme Court of Canada, the reintroduction
of Canadian Intensive Care Week with our partner associations and the introduction of our mentorship program. I
look forward to another year of exciting milestones for the
association.
Being a member of CACCN is extremely rewarding. CACCN
membership provides an opportunity to be a voice for critical care nursing to policymakers and other professional
organizations and also provides the opportunity to network with
colleagues across the country. The ability to network with critical care nurses from coast to coast has assisted in implementing
best practice in my work environment. More importantly, I
have made many life-long friends through CACCN.
I look forward to working with the board and our members, as
we continue to increase awareness of critical care nursing in
Canada and continue to “Speak with Conviction”.

As part of my interest and drive
for furthering critical care
nursing, I became involved
in the Canadian Association
of Critical Care Nurses. I am
a founding member of the
Greater Edmonton Chapter
and have held many executive positions at the chapter
level. Over the years, I have
been involved in organizing and presenting at various
Dynamics conferences and was
the Dynamics Conference
Chair for Dynamics 2010 in
Edmonton, AB. Through my
association with CACCN I was
provided the opportunity to
work on the exam committee
for critical care certification.
The past year has been very
exciting with our application Back row: Karen Dryden-Palmer, Teddie Tanguay, Christine Halfkenny-Zellas and Ruth
for Leave to Intervene being Trinier. Front row: Kirk Dawe, Renée Chauvin, Marie Edwards and Barb Fagan.
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Karen Dryden Palmer
Vice-President

I am very excited to enter into my third
year as a member of the CACCN Board
of Directors and my second as Vice
President of the Association. Our work
as a board this past year has been challenging and productive. I look forward
to our continued success and building
even stronger relationships with our
chapters, our partner organizations and
the community of critical care. I am very much looking forward to the contributions of our newest members. Welcome
Renée and Marie to our team.

Over the past year, I was very pleased to work with Teddie
Tanguay, President, and Kate Mahon, Past President, on the
application for Leave to Intervene at the Supreme Court
of Canada. I was also very excited to bring the CACCN
Mentorship program to fruition with two mentorship rooms
being open and operational at this time.
Over the next year, I will continue to work with our members
to create the tools and resources they require to achieve excellence in their practice. The role of the critical care nurse is ever
evolving; therefore I am committed to providing our membership with advocacy to advance the science of critical care
nursing in Canada and promote the best care for critically ill
Canadians.
Critical Care nursing is also the provision of mutually participatory patient and family centred practice, the recognition of
nurse-sensitive outcomes of critical illness and forwarding the
voice of the critical care nurse in the creation of health policy
and administration of health care resources. I hope to complete
the development of the CACCN position statement in 2013.
I am passionate about critical care nursing. I will continue
in every capacity to work towards Canadian Association of
Critical Care Nurses’ objectives and build a foundation for our
shared future.

Ruth Trinier
Treasurer

It is with great pleasure that I begin my
fourth year serving on the Board of
Directors as one of the directors from
the Central Region, taking responsibility for the portfolio of National Board
Treasurer.

I have enjoyed my role as National Board
Liaison to the London Regional and
Montreal Chapters. It has been a pleasure to work with the chapter executives from these regions
and it is with some regret that I am transferring the responsibility for the Montreal Chapter to one of our newest board
members, Renée Chauvin. However, Renée’s ability to speak in
both official languages and her proximity to Montreal will be of

great benefit to all of our members in the area. I am sure that
the new relationships I develop with the chapter executives in
Southern Alberta will be just as rewarding.
I continue to care, as I have done for the past 14 years, for the children and families admitted to the Paediatric Intensive Care Unit
at the Hospital for Sick Children in Toronto, as a direct care provider. I have worked at SickKids since 1984, originally as a clerk
in the emergency department. It was my exposure there to nursing that inspired my return to school. While continuing my work
at SickKids, I have continued to refine my knowledge in nursing
through pursuit of a diploma, followed by a bachelor of science,
and currently through the pursuit of a Master’s in nursing.
In addition to patient care, I have had the advantage of being
exposed to numerous opportunities for growth in the profession including conference planning, education, preceptorships,
research and more. Many of these opportunities have come as
a result of my association with CACCN and its members; compassionate, dedicated, incredible nurses from across Canada
who provide care to the critically ill.
I can say with all honesty that I love my work. Every day I witness the impact of the care that a nurse can provide. Nurses just
like you.

Renée Chauvin
Director at Large, Secretary/Partner
Communications

It is a great honour to be involved with
the CACCN, as Director at Large on the
National Board of Directors. My journey
with the CACCN began in 2001 as a conference speaker in Victoria, B.C. I served
as Montreal Chapter president for five
years before moving to Ottawa in 2009,
and spoke at the 2012 Ottawa Chapter
education day. I was also fortunate to be
part of the amazing planning committee for the 2008 Dynamics
conference held on CACCN’s 25th anniversary in Montreal, QC.

My career in critical care started 25 years ago at the McGill
University Health Centre. Good thing the government has
increased the retirement age! I have a lot of energy for critical
care left in me. Great experiences such as working at the bedside,
mentor, assistant head nurse, professional development educator, practice consultant and manager have all enriched my critical
care career. Critical care is my passion, it is my love, it is my
“beautiful.” Next time you see me, you can ask me what that means.
I was very pleased to be nominated to the Board of Directors,
as I am very committed to critical care and the CACCN.
Their vision is my vision. I believe in excellent care, excellent leadership and support education and research in critical
care. Critical care is not only a specialty, but a calling. I love
the CACCN because it enables critical care nurses to collaborate, network, share and learn about practices that enhance
excellence. I plan to bring my enthusiasm, commitment and
experience as a leader to CACCN board.
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Marie Edwards
Director (Western Region)

I am honoured to join the CACCN Board
of Directors this year as the Western
Region representative. After obtaining a
certificate in Intensive Care Nursing in
1982 from the Health Sciences Centre in
Winnipeg, I started my nursing career
working in the surgical ICU there. After
a few years in that unit, I returned to
school to obtain my BN and MN. In
2004, I graduated from the University
of Toronto with a PhD in Nursing and Bioethics, having studied the work of critical care nurses to pass along knowledge of
patients to other members of the health care team. I currently
work in the Faculty of Nursing at the University of Manitoba
and carry out research in the area of conflict in intensive care
units, ethical practice, moral distress, and napping on breaks
on night shift in critical care environments.

I have been on the editorial review board for Dynamics,
Journal of the Canadian Association of Critical Care Nurses
since 2008. In addition, I was a member of the working group
that revised the CACCN position statement on Providing Endof-life Care in the Intensive Care Unit, and I continue to be a
member of the working group developing a position statement on healthy work environments. After attending my
first face-to-face Board meeting, I am struck by the commitment and energy of the Board of Directors, and I am excited
about the possibility of working with others to contribute to
the work of this important organization. I am assuming the
Publications and Research portfolio and will be the Board
Liaison for the Manitoba and Saskatchewan chapters. I look
forward to meeting CACCN members over the course of the
next two years and working together to promote the values of
this organization.

Barb Fagan
Director (Awards and
Corporate Sponsorship)
(Eastern Region)

I am honoured to be entering my second year representing the voice of
critical care nursing in the Eastern
Region, as a member of the CACCN
Board of Directors. I am responsible for
the Awards and Corporate Sponsorship
portfolio and I look forward to recognizing the wonderful talented nurses
we have in our association. I have
enjoyed working with the Nova Scotia
and Ottawa Regional Chapters as their National Board
Liaison for the past year. With changes at the board, I will
continue to be the board liaison for Nova Scotia Chapter and
welcome the opportunity to work with the British Columbia
Chapter.
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I graduated from Dalhousie University with my baccalaureate
in nursing in 1991. After two years of great medical surgical experience, my thirst for knowledge called me to enroll
in the critical care nursing program at the post RN programs
in Nova Scotia. Critical care nursing has become my passion
ever since and I have not looked back. I was blessed with 15
years of amazing intensive care experience—as a staff member, preceptor and charge nurse. Twenty years later, with a
wonderful husband and three fabulous children, I am even
more called to our profession. For the past three years I have
had the privilege of being an instructor for the critical care
nursing program with the Registered Nurses Professional
Development Centre (RN-PDC), what was formerly part of
the post RN program in Nova Scotia. It is funny how things
come full circle in life.
I am currently enrolled in the Master’s of nursing program
at Athabasca University. I have been an active CACCN member and have had the privilege to present at the 2009 and 2010
Dynamics conferences. My colleagues and I were the fortunate recipients of the 2009 Spacelabs Innovation Award for our
work on Creating Life-long Critical Care Thinkers. We presented our findings of implementing a progressive teaching
methodology called team–based learning in our programming. In 2010 we presented our innovative interprofessional
simulation lab team training. Working together with all members of the health care team to our full scopes of practice is
another passion of mine. I am a member of our local Nova
Scotia Chapter and have participated in local meetings and
education sessions. I am looking forward to our province hosting Dynamics in September 2013.

Kirk Dawe
Director (Website) (Eastern Region)

I am excited to be entering my second year as a CACCN National Board
Director, with responsibility for the
CACCN website, representing the
Eastern Region.

I am a critical care nurse practitioner in
St. John’s, Newfoundland. I completed
my Master’s of nursing at the University
of Toronto. I decided to pursue membership on the CACCN Board of Directors to help further
the agenda of critical care nurses across Canada. I believe the
CACCN is poised to address many of the issues facing critical
care nurses today—be it legislative, social, practical, or otherwise. We continue to be a collective “Voice” that “Speaks with
Conviction”—I believe this represents a powerful notion—
there is no problem, big or small, that we cannot address if we
do it together.
In the spirit of this belief, I request that members take a
moment of time to peruse the bulletin board on the CACCN
website—post a question, answer someone else’s, or comment
on the President’s blog. Let’s foster a sense of online community
where we engage one another and bring our issues to the forefront. I look forward to seeing you online!

Christine R. Halfkenny-Zellas
Chief Operating Officer

It has been an honour and a pleasure to
work for the members of the Canadian
Association of Critical Care Nurses and
the Board of Directors for the past five
years. With more than 30 years of administration, corporate, government and
human resources experience behind me,
I feel my skill set blends well with the
goals of the association. I am very appreciative of the opportunities provided to me by the current and
previous board members, to learn and grow in this position.
I am a graduate of the Canadian Institute of Management, holding the designation of Certified in Management (C.I.M.). My
career has taken me down several pathways offering me an opportunity to share my expertise and gain experience in a number of
areas from finance to government to corporate administrator/
human resources director of an international trucking company.
Through my personal life I have also gained valuable experience
as an executive member (secretary, group committee chair and
leader) of several non-profit associations, including a community
growth foundation (facilitator), Girl Guides of Canada (leader),
Scouts Canada (leader, secretary and group committee chair) and
ChildFind Ontario (secretary, volunteer coordinator). With a love
of politics, my path has also involved participation in a variety of
roles (chief financial officer, canvas convener and volunteer manager) on a number of provincial and federal election campaigns.
Due to my father being a Major in the Canadian Armed Forces,
I have been afforded the opportunity to live and travel extensively, but my roots have aways been firmly grounded in London,
Ontario, the same community where CACCN began. Even
when living in another country, London was always “home”.
My time with the CACCN continues to be extremely enjoyable
and I truly do learn something new every day. I have had the great
pleasure of meeting and forming relationships with many of our
members, corporate sponsors and conference exhibitors via email,
telephone and in person. From the Board of Directors, I have not
only formed great working relationships, but many friendships
that will continue long into the future. I look forward to continuing to work on behalf of the members of the CACCN!

CACCN
Annual General Meeting
The National Board of Directors of the Canadian Association
of Critical Care Nurses extends an invitation to the membership to attend the 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.

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 conferred by the proxy. The proxy shall be in writing in the
hand of the member or his/her attorney, authorized in writing, and shall cease to be valid after the expiration of one (1)
year from the date thereof.
Proxy votes must be received 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 _____________________,
Name of CACCN Member (please print)

City, Province

an active member of the Canadian Association of Critical
Care Nurses, hereby appoint:
_____________________ of ______________________,
Name of Proxy (please print)

City, Province

or failing him/her,
_____________________ of ______________________,
Name of Proxy (please print)

City, Province

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
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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!

CACCN has now made is easier to
renew your annual membership!

As of June 3, 2013, CACCN is implementing an “Automatic
Renewal” program for membership. This feature allows for
automatic renewal of your membership on your next expiry
date if you pay via credit card (Visa/MasterCard).
You will no longer have to worry about remembering to
renew! Following the completion of your membership application, CACCN will charge membership dues to your credit
card. Each year on your membership expiry date, CACCN
will automatically renew your membership and charge your
credit card at the selected membership interval (i.e., every
one or two years). With this worry-free feature, your membership benefits will continue without interruption! For
more information on CACCN Automatic Renewal, please
read the Automatic Renewal FAQs noted below.

CACCN Membership Automatic
Renewal FAQs...

What is Automatic Renewal?
The new CACCN “Automatic Renewal” feature allows for
automatic renewal of your membership on its expiry date if
you pay via credit card (Visa/Mastercard). You will no longer
have to worry about remembering to renew! Each year on your
membership expiry date, CACCN will automatically renew
your membership and charge your credit card at the selected
membership interval (i.e., every one or two years). You will
still receive email notification of the renewal and will receive
your CACCN membership card and receipt via Canada Post.
With this worry-free feature, your membership benefits will
continue without interruption!
How do I sign up?
Signing up for automatic renewal is very easy!
• Members who complete their membership online are automatically included in the Automatic Renewal Program.
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• If sending your membership using the printed membership/renewal form and a CREDIT CARD, the membership
will be processed via the online system and “automatic
renewal” implemented.
• On your next renewal date, depending on the membership
term selected (one or two years), CACCN will renew your
membership using the credit card information provided.
• If your credit card information or expiry date changes, be
sure to let CACCN know by emailing caccn@caccn.ca or
calling 1-866-477-9077 / 519-649-5284.
How does it all work?
Provided you continue to meet membership criteria (active
or associate), your automatic renewal participation will continue until you choose to cancel your membership or opt
out of the program. If there is a change in CACCN membership dues prior to automatic renewal, the newly determined
fees will be applied. Any change in membership dues will be
communicated well in advance of implementation.
Does CACCN store my credit card information?
No, CACCN does not store your credit card information in
our database nor in any record held at National Office. All
credit card information is explicitly stored with the credit
card processing company Eigen Developments. Eigen
Developments meets and exceeds all industry standards in
ensuring the financial safety of our members. CACCN will
maintain a record of those participating in the program via
membership number and contact information.
Can Automatic Renewal be cancelled?
Yes, you may cancel automatic renewal at any time by submitting a written request to CACCN National Office at least
60 days prior to your membership expiry date. Cancellation
requests must be submitted in writing to CACCN, PO Box
25322, London, ON N6C 6B1; via email to caccn@caccn.ca;
or via fax to 519-649-1458.

CACCN
Position Statements

CACCN calendar of events

DATES TO REMEMBER!

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

May 31: Draeger Chapter of the Year application deadline

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

June 1: BBraun Sharing Expertise Award deadline

June 1: Spacelabs Innovative Project Award deadline
June 1: The Brenda Morgan Leadership Excellence Award
deadline
June 1: Cardinal Health Chasing Excellence Award deadline
June 5: Dynamics 2013 Brochure/Online Registration available

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

July 5: CACCN Board of Director Nominations deadline

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 statement will provide evidence-based recommendations for
interprofessional models of care in the CCU/ICU to ensure
quality patient outcomes utilizing all health professionals.

August 15: Canadian Intensive Care Week “Spotlight” Award

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: Dynamics 2013 PreConference Day,
Halifax, NS

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

September 21: Chapter Connections Day, Halifax, NS

If you are interested in participating on either of these statements, please contact CACCN National Office at caccn@
caccn.ca or via facsimile to 519-649-1458, with the following 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 contribute to the project.

November 1: Call for abstracts 2014. Online submission
available

Future sites of
Dynamics conferences
Dynamics 2014:
September 21–23, Quebec City, QC
Dynamics 2015:
September 27–29, Winnipeg, MB
Dynamics 2016:
September 25–27, Charlottetown, PEI

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

December 31: Chapter Q3 Reports deadline
January 31: Dynamics 2014 Call for Abstracts deadline
January 31: Smiths Medical Canada Ltd. Educational
Award deadline

Awards available to CACCN members
Criteria for awards available to members of the Canadian
Association of Critical Care Nurses are published on pages
52–58 of this issue of Dynamics.

Canadian Intensive Care Week
“Spotlight” Challenge

The CACCN Canadian Intensive Care Week “Spotlight”
Challenge will be presented to a group of critical care
nurses who develop an activity and/or event that will profile their local critical care team during Canadian Intensive
Care Week.
View the award criteria on page 58.
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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 joining CACCN”. Coupons cannot be awarded
if the sponsor/recommending information is
not included when the member application is
processed.
4. Members may receive a maximum of seven
(7) coupons towards their next renewal.
5. Coupons expire on the member’s renewal date.

www.caccn.ca

What’s new at 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!

Find us on
Facebook!

Follow us on Twitter:
@CACCN1

Visit us today at www.caccn.ca!
Advertising opportunities
CACCN Dynamic Career
Connections

CACCN is offering the opportunity to
post individual employment opportunities 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.
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Website banner
advertising

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

Shattering the Silence: Voices of
Advocacy in Critical Care Nursing
September 22–24, 2013
World Trade and Convention Centre, Halifax, Nova Scotia
Dynamics 2013 Conference brochure

The Dynamics 2013 conference brochure will be offered online through the CACCN website at www.caccn.ca. This 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 communication boards. Look for the flyer, electronic brochure and online registration to be available
by June 5, 2013. We look forward to welcoming you to beautiful Halifax, NS, and Dynamics
2013 where we will Shatter the Silence!
“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 certainly 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 information will be posted on the CACCN website in the Members Only area, and in the Critical Connections Bulletin, after the close
of the Call for Nominations.
• If the open position has one nomination at the close of the Call for Nominations, the nominee will be acclaimed to the open
position.
• If the open position has two or more nominees at the close of the Call for Nominations, an election by secret ballot at the next
Annual General Meeting will take place.
• If no nominations have been received at the close of the Call for Nominations, a call from the floor will occur at the next
Annual General Meeting.
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CRITICAL CARE NURSING ABSTRACTS
Four of the strategic goals of CACCN are: 1) to provide educational opportunities for critical care nurses; 2) to optimize
quality of critical care nursing practice; 3) to provide varied opportunities to profile critical care nursing research; and 4)
to provide opportunities for nursing colleagues to network.
CACCN’s national conference, Dynamics of Critical Care, provides an excellent venue for accomplishing all of these
goals. However, only a portion of CACCN members are able to attend a Dynamics conference annually. Cognizant of this,
CACCN is pleased to be printing its 13th annual “Special Dynamics of Critical Care Issue”, which includes the abstracts
from Dynamics of Critical Care 2013.
The following abstracts represent the concurrent session and poster abstracts being presented during Dynamics of Critical
Care 2013 being held in Halifax, Nove Scotia, September 22–24, 2013.
It is our hope that CACCN members interested in pursuing a profiled topic will contact our national office at (519) 649‑5284
or e‑mail caccn@caccn.ca to receive information regarding how to contact the author about the work.
We hope you will carefully consider the critical care nursing topics currently being investigated and discussed in various
centres across Canada!

ORAL PRESENTATIONS
Code Burn!

Julie Airth, RN, Anita Au, MN, APN, CNCC(C), Mafalda
Concordia, RN, Judy Knighton, MN, CNS, Karen Smith, MHS,
PCM, RN, Mitzi Snetsinger, RN, and Melissa Adamson, RN, CE,
Toronto, ON
Who: The patient was using a BBQ in the garage when the propane tank exploded. He sustained a 40% burn to the face, upper
torso, both arms, and left upper leg.
What: Advanced Burn Life Support (ABLS) starts with the
primary survey: airway, breathing and circulation. The team
ensures the patient has an open airway and protects the cervical
spine, if required. One looks for signs of inhalation injury and
anticipates compromised circulation, as the fluid shifts from the
intravascular space to the extravascular space (Oliver, Orgill, et
al., 2012). Careful monitoring and frequent pulse checks of the
peripheral limbs are performed to assess circulation.
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Where: EMS brought this patient to the nearest hospital and he
now awaits transfer to another facility.
When: A storm has blown in and the patient cannot be airlifted
for another 24 to 48 hours.
Why: The objective is to review immediate nursing care needs
of this vulnerable population and to provide knowledge to
guide practice.
How: The presentation will include a review of basic burn
pathophysiology, burn wound assessment and fluid requirements calculations, based on the Parkland formula (ABLS,
2011). An emphasis on measuring adequate intravascular
fluid volume and preventing distributive shock (Bench, 2004)
will be explored, as a delay in fluid resuscitation of more than
two hours may increase mortality for burn patients (Latenser,
2009). According to ABLS (2011), vigilant assessment of the
limbs using a Doppler may be necessary to monitor circulation.
The nurse may need to advocate for eshcarotomies to save limbs
or life. Assessment and management of pain is paramount and

requires frequent monitoring (Connor-Ballard, 2009). A simplified form of burn wound care will be reviewed. Provision
of key information about the resuscitative phase of burn care
will ensure that all ICU nurses can advocate for and meet the
unique needs of these critically ill patients.
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Overcoming Obstacles in End-of-Life
Care and in Implementing a Nonbeneficial Treatment and Conflict
Resolution Policy
Vanessa A. Bonkoski, RN, San Juan Capistrano, CA

Reaching the point when a patient’s treatment appears to all
members of the critical care team to be futile can be difficult
in the best of circumstances. At a certain point, the critical care
team realizes that the treatment may be non-beneficial and
possibly burdensome to the patient. Further, complicate matters with a family that demands everything be done for their
loved one, despite the best efforts of physicians and critical care
nurses to communicate to the family the poor prognosis. Heroic
treatment is requested despite the lack of benefit that would be
derived for the patient. Critical care nurses face various challenges advocating for a patient at the end of life. Obstacles may
include ethical determination of non-beneficial treatment,
moral distress for the caregivers in caring for the patient, and
breakdown in communication. This presentation seeks to identify barriers to critical care nurses providing end-of-life care
and the implementation of a non-beneficial treatment and conflict resolution policy. In addition, it will offer strategies critical
care nurses can implement to improve patient advocacy when
there is conflict at end of life.
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The Critically Injured Elderly:
Not Just Another Trauma Patient

Tricia Bray, MN, RN, CNCC(C), and Susan Gerritsen, BScN,
RN, Calgary, AB
Canada’s population is ageing and the rate of proportion of the
population that is ageing has been accelerating since 2010, and
will continue to increase until 2031—2031 is the year when all
of the Baby Boomers will have reached 65. By 2031, 23%–25%,
or 9.9–10.9 million, members of the Canadian population will
be 65 or older. This number will be double what it was in 2009.
This means the proportion of older adults seen in critical care
will continue to increase.
It is likely that this large population will redefine Western society’s current definitions of retirement and “ageing gracefully”
to one that resembles “ageing actively”. The greater numbers of
seniors, coupled with an increasing number of seniors maintaining higher activity levels than previous generations, will
likely result in steadily increasing numbers of seniors in critical
care units with traumatic injury.
Seniors present with different mechanisms of injury, falls being
the most frequent injury in the population older than 55 years;
seniors also have much greater injury from apparently insignificant trauma mechanisms. When comparing high-energy
mechanisms, such as motor vehicle collisions, to low-energy
mechanisms, mortalities are similar, as well as development of
long-term disabilities.
It is, therefore, important for critical care nurses to have a solid
understanding of the results of trauma in the elderly. This
understanding needs to incorporate knowledge of the differences of ageing physiology and the impact these differences
have on both injury and treatment. This presentation will
include a case-based approach to traumatic injury and treatment of the elderly. Differences in physiology of ageing will be
integrated through each case.
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The Relationship between
Empowerment, Work Environment, Work
Satisfaction, Intent to Leave and Quality
of Care of Canadian Nurses
Myriam Breau, MN, RN, and Ann Rheaume, PhD, RN,
Irishtown, NB

Aim: This study examines the relationship between empowerment, work environment, job satisfaction, quality of care and
intent to leave among ICU nurses in Canada.
Background: Many studies have shown that nurses practice in
unhealthy work environments (VanBogaert et al., 2009). The
work environment in intensive care, in particular, is demanding and places nurses at high risk for emotional and physical
problems (Schmalenberg & Kramer, 2007).
Recent evidence indicates that work environments that provide access to information, resources, support and opportunity
create an environment of more satisfied nurses, ultimately
reducing turnover (Purdy et al., 2010; Hauck et al., 2011). More
studies are needed to clarify these links and identify which
variables can predict quality of care. The framework used for
this study is the Nursing Worklife model developed by Leiter
and Laschinger (2006).
Method: A sample of 533 ICU nurses completed an online
questionnaire, which included the Practice Environment Scale
of the Nursing Work Index (PES-NWI), the Conditions for
Work Effectiveness Questionnaire (CWEQ-2), the Minnesota
Satisfaction Questionnaire (MSQ), intent to leave and the perception of the quality of care delivered.
Results: Participants perceived their work environment to be
moderately healthy and reported high levels of collaboration
between doctors and nurses. Intensive care nurses perceived
themselves to be moderately empowered. Overall, nurses had
high levels of job satisfaction. Participants with higher levels
of empowerment perceived they had a better work environment. Regression analysis indicated that some components of
the work environment, such as good managerial leadership,
adequate staffing and care based on a nursing philosophy were
predictors of job satisfaction. Access to support and information also played an important role in predicting job satisfaction.
Thus, nurses who felt empowered perceived their work environment as healthier.
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Understanding Nursing Grief in the
Pediatric Critical Care Unit: Creating a
Rainbow of Caring
Colleen Breen, BScN, RN, CNCCP(C), London, ON

Grief is a powerful reality in nursing. In the Pediatric Intensive
Care Unit (PICU), many children die from traumatic injury or
acute illness. The suffering and death of children and the anguish
of families cause significant nursing grief reactions. Although
grief is a normal response to loss, lack of grief awareness, validation, and support can lead to decreased job satisfaction,
career change, loss of meaning, compassion fatigue, and burnout. As a result, patient care may suffer. In this presentation,
based on lived experiences, nursing grief associated with caring for children in the PICU will be explored. The creation of a
rainbow of caring to deal with nursing grief will be described.
A literature review on nursing grief, along with key themes and
concepts, will be identified. Interactive activities will be used to
encourage participants to explore their professional grief and
development of resilience and hope. Implications for nursing
practice and future directions will be outlined.
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Suffering: A Gift or a Burden?

Colleen Breen, BScN, RN, CNCCP(C), London, ON
Suffering is woven into the tapestry of life. Within the fibres
of each unique tapestry, suffering leaves jewels of hope, understanding, and meaning. At times, these gifts are woven so
deeply within the fabric that years may pass before the gifts
shine through. There are also times when suffering shreds the
fabric, leaving ragged edges and loose threads that damage the
material of life beyond repair.
Suffering is a complex, subjective, and multidimensional concept.
Many factors may impact the experience of suffering, creating or
diminishing opportunities to find new meaning. In this presentation, based on lived experiences, the meaning of suffering will
be explored. The presence of the burden and the gifts of suffering
will be debated, with examples to support the discussion. Factors
that influence the discovery of the gifts of suffering will be discussed. Participants will be encouraged to explore their personal
and professional experiences of journeying with the suffering,
through reflective and creative activities. Conclusions about the
merit of suffering as a burden and a gift will be summarized.
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Having Half a Heart: Past, Current and
Future Surgical Options—What every
ICU Nurse Needs to Know in Caring for
Children with Hypoplastic Left Heart
Syndrome (HLHS)
Pat Bryan, BHSc, RN, RDCS(P), Halifax, NS

Children born with HLHS essentially have only a single ventricle (either left or right) to circulate blood. For all intents and
purposes, anatomically they have only half a heart. Only a few
short years ago, the surgical options for a child born with this
life-threatening congenital heart defect were very limited and
so was their life. This presentation will describe the evolution
of the surgical options over the years while highlighting current
and future surgical repairs.

In pediatric cardiac surgery, the advancement of surgical procedures for this defect began in the 1970s with the work of
Fontan, who built on the work of Glenn to create a palliative
option for children born with tricuspid atresia. You could call
it the beginning of the future. Norwood then expanded upon
Fontan’s approach to include children with HLHS, at last giving
hope for a future for these young children.
This presentation will use a case study to follow the care of
one child, including a review of the pre-operative anatomy
and pathophysiology, ECHO studies and cardiac catheterization results. By looking at past, current and future options for
care, the presentation and will focus on what every ICU nurse
needs to appreciate in the immediate postoperative period of
each stage of surgical repair, and the long-term future of these
children.
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A Role for Nurse Practitioners in the
ICU: Advocating for Change
Sarah Crowe, MN, RN, Surrey, BC

The dynamic and demanding state of critical care often leaves
the multidisciplinary team struggling to manage their patients
while ensuring availability and excellence is provided to all
patients. As critical care nurses, our role is to not only advocate
for our patients, but also to advocate for ourselves. As highly
specialized nurses with advanced education and training, we
have much to offer patients and their families. One way that we
can advocate for our profession is to look to educating critical
care nurses as acute care nurse practitioners (ACNPs). The role
of the ACNP is innovative and will challenge the boundaries of
existing nursing practice and current health care delivery. While
many areas have adopted this role and implemented ACNPs
into their teams, there are still areas that have yet to embrace
this role. The benefit of adding ACNPs from a professional
standpoint is that it will allow critical care nurses to have a voice
and scope of practice that will reflect their knowledge and experience base. The ACNP role is highly autonomous, maximizing
the knowledge and skill set possessed by such individuals to
manage acutely ill patients and, as a result, contributing to
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advocated in the hemodynamically unstable patient to mitigate the episodes of hypotension common with intermittent
dialysis but, when compared with IHD results, were inconsistent (Fieghen et al., 2010). Several systematic reviews have not
found differences in mortality or renal recovery whether the
critically ill is treated with IHD or CRRT (Fieghen et al., 2010).
Given the absence of demonstrated benefits, our critical care
unit has adopted SLED as the preferred mode of renal replacement therapy.

the advancement of the profession. Bedside nurses who have
worked with an ACNP have described improvements in their
personal knowledge base, their level of job satisfaction, and
their sense of support for clinical decision-making. From a
patient care perspective, the benefits of including an ACNP
into the team are well documented. Critical care units that have
implemented an ACNP have seen a decrease in the following:
re-admission rates, length of intensive care and overall hospital
stay, complication rates, and mortality rates. Patients and families that have ACNPs as part of their care team report having
improved satisfaction and improved access to information. In a
time of limited resources and high acuity, critical care-trained
ACNPs are one way of offering care for critical care patients.
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Sustained Low Efficient Dialysis
(SLED)—A New Look at Renal
Replacement Therapy

Deborah Dalton Kischel, RN, and Sharon Slivar, BScN, MEd,
RN, Ottawa, ON
Acute Kidney Injury (AKI) is a complication in approximately
30% of the critically ill and is often accompanied by multi-organ system failure and high mortality rates. Many of these
patients will require renal replacement therapy (RRT) (Kumar
et al., 2004). Currently, a number of renal dialysis modalities
are available including intermittent hemodialysis (IHD), continuous renal replacement therapy (CRRT) and, most recently,
sustained low efficiency dialysis (SLED). CRRT has been
22 Dynamics • Canadian Association of Critical Care Nurses

SLED is a form of hybrid therapy featuring low blood and
dialysate flow rates over an eight-hour period using a five- to
six-day schedule (Marshall et al., 2004; Kumar et al., 2004). It
provides the hemodynamic stability equivalent to CRRT using
a conventional hemodialysis machine, has financial benefits for
the hospital, and less anticoagulation for the patient, as well as
a reduction in workload for the critical care nurse (Berbece,
2006).
This presentation will include a description of the treatment
modality and focus on the implementation, challenges and successes of a SLED program performed entirely by ICU nurses in
a tertiary care ICU.
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SHH! Can You Hear It?
Quiet Delirium, Quietly Dying

Fae-Marie Donathan, BSN, BSc, RN, CCRN-CSC,
Fort Mitchell, KY
Recent literature suggests that a patient with hypoactive delirium may be inaccurately assessed utilizing the current tools
available to health care professionals. Are we missing it?
Delirium is described as a disturbance of consciousness, characterized by an acute onset and fluctuating course of impaired
cognitive functioning, so that a patient’s ability to receive, process, store and recall information has been greatly impaired.
Hypoactive delirium, “quiet” delirium is often unrecognized
and under-diagnosed. In the world of rising health care costs

and limited resources, delirium, especially hypoactive type in
the critical care area, is playing a major role with increased
length of stay, susceptibility to further complications related
to decreased mobility and increased risk of falls. Delirium predicts three- to 11-fold increased risk of death at six months, and
these patients are more likely to be discharged with irreversible
cognitive impairment, placing further physical and financial
strain on patients and their personal caregivers.
Lecture oriented education can raise awareness in health care
professionals to the importance of complete assessments and
recognizing delirium. It is recommended that delirium be
incorporated into routine assessment, and the use of subjective
assessment techniques may prove more valuable in detecting
and treating this form of delirium.
This oral presentation will cover the definition of hypoactive
delirium, reviewing the impact on health care, reviewing the
mortality and morbidity, current assessment tools and their
limitations related to “quiet” delirium and the importance
of subjective assessment, treatment and prevention modalities. This presentation is suitable for all health care providers
directly involved in patient care.
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Silent Witnesses: Student Nurses’
Perspectives of Advocacy and End-of-Life
Care in the ICU
Elaine Doucette, MSc(N), RN, Danielle Brandys, BScN, RN,
Tieghan Killackey, BScN, RN, Annie Coulter, Nursing Student,
Meghan Daoust, Nursing Student, Joanna Lynsdale, Nursng
Student, and Emma Millson-Taylor, Nursing Student,
Montreal, QC

Approximately 20% of patients admitted to critical care units
will die (Angus et al., 2004). If we compare the complexity of
treatments now to what was only possible decades earlier, the
learning curve that nurses encounter is astounding. As a result,
ICU nurses are often confronted with the challenging role of
supporting patients and families through painful situations such

as death and dying, complicated ethical dilemmas, and the agonizing decisions for withdrawal of care (Ferrell & Coyle, 2006).
As future health care providers, students are taught to prolong
and preserve life, and when the prognosis is grim, it can be difficult to shift from a curative focus to a palliative care focus.
The ICU provides a challenging learning environment, as
the patients are critically ill, with complicated diagnoses and
uncertain outcomes. Students faced with death in the ICU may
not feel confident as patient advocates. Feelings of fear and
uncertainty may ensue, rendering them as silent witnesses to
care (Bradbury-Jones, Sambrook, & Irvine, 2011).
Students turn to their preceptors for guidance, as they witness
their expertise as advocates during end-of-life care situations.
This encourages students to apply theoretical knowledge and
empowers them to advocate and define their role within the
health care team. Learning to deal with death increases the
nursing students’ ability to cope, and place any uncertainty that
may arise as a result of this experience into perspective. In turn,
students provide the nurse with an opportunity to reflect on
their professional experiences with death, leading to improvements in clinical practice and critical thinking in these settings.
Through student narratives, the goal of this presentation will be
to discuss their experiences with end-of-life care, and to highlight the importance of mentorship by ICU nurses in teaching
students to advocate for patients and their families, and its
importance in shaping their practice, as future clinicians.

References

Angus, D.C., Barnato, A.E., Linde-Zwirble, W.T., Weissfeld,
L.A., Watson, R.S., Rickert, T., & Rubenfeld, G.D. (2004). Use
of intensive care at the end of life in the United States: An
epidemiological study. Critical Care Medicine, 32, 638–643.
Bradbury-Jones, C., Sambrook, S., & Irvine, F. (2011). Nursing
students and the issue of voice: A qualitative study. Nurse
Education Today, 31, 628–632.
Ferrell, B., & Coyle, N. (2006). Textbook of palliative nursing. New
York, NY: Oxford University Press.

End-of-Life Conversations in Critical
Care: An Education Intervention for
Bedside Practitioners
Karen Dryden-Palmer, MN, RN, Toronto, ON

When patients die in the critical care environment, the impacts
and consequences for patients, families and the health care
team extend well beyond the event of the death. The provision of evidence-based nursing care and supportive service
for patients and family is thought to have a direct effect on the
ongoing health and well being of surviving family, as well as
the professional team. Critical care nurses are often called upon
to deliver end-of-life care. However, the skills needed are frequently acquired informally and by trial and error. ICU nurses
lack opportunities to evaluate their end-of-life skill and may
not be able to observe nurse colleagues practising end-of-life
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the bedside RN. After an intensive review of the literature, our
community-based ICU of 18 beds selected the Critical-Care
Pain Observation Tool to pilot within our facility. This presentation will report findings of our pilot study, along with the
systematic review of the literature.

References

care. As in the literature, our team described emotional distress
associated with the uncertainty in their skills and identified the
need for novel ways to exercise skills and develop competence.
We will report on a three-year capacity building program to
enhance end-of-life care in our unit. This development program utilizes high emotional and physical fidelity simulation
sessions, which focused on communication and family assessment at the end of life. Standardized patients portrayed parents,
a high-fidelity simulator was in the place of the child and the
ICU team members portrayed their own roles. Facilitator, peer,
and standardized patient actor feedback was offered to participants through a robust debriefing process.
The impact of the simulation session was evaluated using a
pre- and post-survey design. The survey addressed the nurses’
perceptions of confidence and skill for end-of-life care.
Program objectives have been realized, as bedside providers report
improved confidence and have increased their participation in
bereavement follow-up contacts with families. Patient and family
service and provider satisfaction have been positively impacted.
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Challenges and Lessons Learned in
Assessing Pain in the ICU

Danielle Dunwoody, MS, BScN, RN, CNCC(C), and Nicole
Desmarteaux, BScN, RN, CNCC(C), Toronto, ON
Pain assessment in the intensive care setting presents an array
of challenges. Sedation, ventilation and the non-verbal patient
are just the tip of the iceberg. Various uni- and multi-dimensional tools exist to assess patients’ pain. The challenges in the
ICU lie distinctly in the uniqueness of the patient populations,
the pharmacological treatments utilized and, most importantly,
the reliability and relevancy of the pain assessment tool used by
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Responding to Moral Distress in ICU
Marie Edwards, PhD, RN, Winnipeg, MB

Moral distress is identified in the Canadian Nurses Association
(2008) Code of Ethics for Registered Nurses as arising “in situations where nurses know or believe they know the right thing
to do but, for various reasons (including fear or circumstances
beyond their control), do not or cannot take the right action or
prevent a particular harm” (p. 6). The consequences of moral
distress can be significant for nurses, ranging from, for example, anger, frustration, or exhaustion in the short or long term
to consideration of job or career changes (Hamric & Blackhall,
2007; Wiegand & Funk, 2012). There is a growing body of literature related to moral distress (Hamric, 2012), with a number
of the studies in this area involving critical care nurses. In this
presentation, a brief historical overview of the concept of moral
distress will be provided, from its introduction to the nursing
literature by Jameton (1984) to today, differentiating it from
other types of ethical concerns. The literature related to moral
distress, as experienced by nurses working in intensive care unit
settings, will be examined and the identified causes of nurses’
distress will be discussed. A particular focus of the presentation
will be an exploration of possible responses to the situations
that cause critical care nurses to experience moral distress.
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Strategies to Reduce Risk when
Administering Multiple Intravenous
Infusions: Research and Recommendations
from a Provincial Study
Mark Fan, MHSc, BASc, Toronto, ON

The administration of multiple intravenous (IV) infusions
to a single patient is common in critical care environments.
Previous research shows that the likelihood of adverse drug
events increases by 3% with each additional IV medication
(Kane-Gill et al., 2012). However, until recently, minimal systematic research had been conducted to identify specific factors
that can increase the risk of infusion error in a multi-infusion
environment and validate risk mitigation strategies (CassanoPiché et al., 2012; Health Technology Safety Research Team,
2010; Nunnally & Bitan, 2006; Trbovich et al., 2010).
A mixed-methods approach was used to identify patient safety
risks associated with administering and managing multiple IV
infusions and strategies to mitigate those risks. These methods
included:
• Literature and incident database review
• Technology scan
• Observational field studies
• Interviews with academic nursing educators
• Province-wide survey of policies and practice
• Controlled experiment using a simulated intensive care unit.
The findings were organized using the following themes: secondary (piggyback) infusions, IV line identification, IV line
setup, dead volume, and IV bolus administration. The results
confirmed that errors occur and factors contributing to these
errors are present in the province. Based on the results of the
simulation study, clinical, technological, and training-based
interventions are identified that contribute to improved safety.
This presentation will focus on the following:
• Error rates for tasks in all issue themes
• The effectiveness of 13 interventions (e.g., video-based training, IV labels, and IV tubing organizers) in reducing errors
• Common areas of variability in clinical practice that may
benefit from standardization or greater awareness
• Recommendations, validated by a multidisciplinary expert
panel, to improve patient safety and establish best practices.
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Using People, Process and Technology
to Enhance Care for Patients and Their
Caregivers
Melissa A. Fitzpatrick, MSN, RN, FAAN, Vice President and
Chief Clinical Officer, Hill-Rom

Patient care quality and safety are among the leading issues in
the health care industry and in the minds of those we serve.
Since the Institute of Medicine reported that 100,000 patients
die each year because of errors and preventable adverse events
in hospitals, it has become essential that we discuss and validate that the care we deliver is safe and of the highest quality.
Doing so requires that all providers use data to drive patient
care decision-making and that tools are in place to assist them
in managing and improving performance. Any successful
approach must combine the best in people, process and technology if sustainable quality improvement is to be achieved.
Explore how these integral forces can be aligned to care for
patients and their caregivers.
Behavioural (learning) objectives
• Define the current state of patient care quality and safety and
factors that influence care delivery
• Define a framework to approach the prevention of adverse
events and its component parts: people, process and
technology
• Give specific examples of care delivery when this framework
is applied
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Van Bommel, E.F. (2003). Renal replacement therapy for acute renal
failure on the intensive care unit: Coming of age? Netherlands
Journal of Medicine, 61(8), 239–248.

Pathways to Specialty Practice:
An Innovative Education/Practice
Partnership

Mary Ellen Gurnham, MN, RN, Shauna Houk, MN, RN, and
Nursing Students, the University of Dalhousie School of Nursing,
Halifax, NS

Current CRRT Practices in Canadian
Hospitals: What a Survey Found

Frances Fothergill Bourbonnais, PhD, RN, Sharon Slivar, MEd,
BScN, RN, and Sue Malone-Tucker, BN, RN, Ottawa, ON
Background: Acute renal failure ((ARF) is a common complication in critically ill patients (Dirkes & Hodge, 2007; Van
Bommel, 2003) and is associated with a 50% to 70% mortality
rate in trauma or post surgical patients (Alspach, 2006). Renal
replacement therapy is prescribed for as many as 70% of critically ill patients in acute renal failure and may be provided
in the form of intermittent or continuous dialysis (O’Reilly &
Tolwani, 2005) including intermittent hemodialysis, (IHD);
slow-low efficiency hemodialysis (SLED) and continuous renal
replacement therapy (CRRT). CRRT has been a treatment
modality for acute renal failure for more than 20 years. The
nursing work involved with CRRT is highly complex and the
learning requirements are challenging (Bellomo et al., 2005).
Critical care and nephrology nurses have developed expert
knowledge to meet the demands of practice.

Purpose and methods of study: The authors conducted a
national survey to gain insight into present nursing practices in
CRRT. The target population for this survey was ICU nurse educators at Canadian teaching and community hospitals. Topics in
the survey included staff education, CRRT ordering and initiation
practices, vascular access, filters and their filter life, fluids utilized,
anticoagulation methods, adverse events and safety issues.
Preliminary findings: One hundred and twenty-nine surveys
were sent out and 73 were returned for a response rate of 57%.
Thirty-six hospitals (49%) used CRRT and of those 25 were
teaching, nine were community, while two were in transition
to teaching. The Prisma flex machine was used by 94% of the
respondents. Seventy-four per cent had used CRRT for greater
than eight years. Participants provided a range of responses
about background experience and readiness required for learning this skill.
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In response to an emerging shortage of critical care nurses at
the Capital Health District sites, the Chief Nursing Officer and
the Dalhousie nursing faculty met to discuss how we could
collaborate to narrow the gap between a generalist preparation and service sector needs. Using an opportunity funded by
the Nova Scotia Department of Health and Wellness for co-op
placements for nursing students, we designed an approach that
would stream students who expressed an interest in acute care
practice through existing courses in the undergraduate curriculum and then offered a limited number of co-op placements to
high achieving students. Placements were selected to provide
students with experiences with high acuity patients under the
supervision of staff nurse preceptors. The ultimate objective
is to provide students with knowledge and skills that prepare
them for success in post-graduate critical care courses and
readiness for a critical care practice. This panel presentation
will describe the experience of students, faculty and the agency
and report on initial outcomes of the approach.
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Data Collecting to Direct and Track
Quality and Care Improvements: The
Experience of One ICU

Alana Harrington, PhD(ABD), MSc, HBSc, Mary Mustard,
NP, MN, RN(EC), CCN(C), CNCC(C), Ellen Lewis, RN, Angelo
Cruz, BScN, and Mark Kataoka, MD, FRCPC, Toronto, ON
Health care involves a diverse set of data collection systems that,
in turn, are used by nurses, physicians, management, researchers and other allied professionals. For hospitals particularly,

staff are responsible for data collection and reporting through
internal channels, information that typically centres on process and patient outcomes. With external organizations such as
Safer Healthcare Now! data reporting and tracking quality initiatives and improvements is becoming a vitally important part
of the health care process.
The development of a data collection method surrounding care
and processes allows staff and managers to clearly determine
what changes need to be made and which initiatives require
sustainability planning. This form of data collection provides
evidence for decisions that can impact patient outcomes. In
our cardiovascular surgical ICU, we were able to institute data
tracking of care-specific information and begin to link that
information to improved patient outcomes. Glycemic control,
central line insertion procedures, adherence to early extubation
protocols, and surgical cancellation tracking were all instituted
to identify areas for improvement. This information was collected alongside patient level outcomes such as re-admission
rates to the ICU, surgical caseload demands, length of ICU and
hospital stay, and patient recovery.
From the 2007–2008 fiscal year, initiatives centred around the
data were able to improve glycemic control for post-op surgical
patients, increase the overall surgical caseload (1,047 to 1,290/
year), increase patient flow, decrease patient returns to ICU (7.8%
to 4.0%), and decrease ICU length of stay (2.85 days to 2.06 days).
Overall, data collection centred on process and care can provide
targets for improvement, thus allowing for positive changes and,
ultimately, improving care delivery and patient outcomes.
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Advocating for Comprehensive
Post-Resuscitation Care
Heather Harrington, BScN, RN, Ajax, ON

Quality chest compressions and early defibrillation have
become the focus of cardiopulmonary resuscitation (CPR).
However, continuing research has focused on the pathological
state with associated organ failure that can occur post cardiac
arrest, often called post-resuscitation syndrome. Studies have
demonstrated that an understanding of this syndrome and the
development of a comprehensive plan of care to treat its complications can increase the chance of a good neurological outcome
after cardiac arrest. Most nurses are trained to provide CPR and
many hospitals have interprofessional teams that respond to a
cardiac arrest in order to provide rapid, quality resuscitation.
However, there is not always a consistent approach to post-resuscitation care; often is it fragmented and under-delivered.
This presentation will provide a basic knowledge of the components of post-resuscitation care recommended in the American
Heart Association 2010 guidelines. It will focus on: controlling

body temperature to optimize survival and neurological
recovery, identifying and treating acute coronary syndromes,
optimizing mechanical ventilation to minimize lung injury,
reducing the risk of multi-organ injury and supporting organ
function, as well as assessing prognosis for recovery.
Improving nursing knowledge of the components of post-resuscitation care will allow front-line nurses to advocate for
consistent, quality care for their patients. They will be able to
work in an interprofessional team environment to develop and
integrate the American Heart Association recommendations
into their care plans. Increasing their understanding of the
post-resuscitation therapies will improve their ability to advocate for their patients, successfully employ these treatments and
improve patient outcomes.
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Strategies for Implementation of a
Delirium Protocol

Joan Harris, MSc, BSc, RN, Nicki Johal, NP, MSc, RN, and
Melissa Redlich, BN, RN, Calgary, AB
Once thought of as a harmless effect of the intensive care environment, ICU delirium is now known to have many deleterious
effects including increased mortality, ICU and hospital length
of stay, as well as long-term cognitive deficits (Ely, Gautam,
Margolin, et al., 2001). With this mounting evidence, as well as
recommendations from current practice guidelines, a Calgarywide decision was made to implement a delirium protocol (Barr,
Fraser, Puntillo, et al., 2013). This project involved a review of
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Cerebrovascular Pressure Reactivity
Monitoring: Determining Optimal
Cerebral Perfusion Pressure in
Traumatic Brain Injury

Kathryn Holodinsky, BScN, RN, CNCC(C), Calgary, AB

current literature, selection of a delirium screening tool, development of delirium protocol (including non-pharmacological
and pharmacological strategies) and a multidisciplinary group
to strategize how best to implement this program.
In order to improve outcomes associated with delirium, we
must first accurately identify which of our patients have delirium. Having a validated tool for ICU delirium is essential, but
that alone will not change outcomes. (Patel, Gambrell, Speroff
et al., 2009). Faithful use of the tool, as well as a standardized
protocol to effectively manage a positive result, is also required.
We also need to anticipate barriers to the implementation of
this initiative. Literature indicates that these barriers include:
nursing and physician perceptions of usefulness of delirium
assessments, lack of time and lack of knowledge of delirium
(Law, Leistikow, Hoofring, et al., 2012). With this in mind, a
multidisciplinary, multifaceted approach including education
of staff, development and initiation of a protocol was developed
(Gesin et al., 2012).
In this presentation we will discuss the strategies we used to
develop and initiate a region-wide delirium initiative, as well
as the barriers we encountered and strategies we used to overcome these barriers. The tools and the process we used will be
explained so all attendees can examine how to implement similar standards in their ICUs.
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Traumatic brain injury impacts patients and their families in
an often-devastating way leading to long-term disabilities or
death. Advanced neuro monitoring of the critically ill traumatic brain-injured patient is important to prevent secondary
ischemia and hypoxic injury in the days following trauma. One
new modality is cerebrovascular pressure reactivity monitoring. Pressure reactivity is a key component of auto regulation;
auto regulation is the capacity of the brain to regulate its blood
supply in accordance with its underlying functional or metabolic needs.
Absent pressure reactivity or positive pressure reactivity indicates a direct correlation between blood pressure and
intracranial pressure. This is associated with worse patient
outcomes. Patients are vulnerable to ischemia if the cerebral
perfusion pressure is low and worsening edema if the cerebral
perfusion pressure is high. A negative pressure reactivity, or a
preserved pressure reactivity, is associated with more favourable outcomes. Changes to the mean arterial pressure produces
inverse changes to the intracranial pressure. A higher cerebral
perfusion pressure may be well tolerated and can be used as a
strategy to lower intracranial pressure.
This technology allows the clinician to tailor the cerebral
perfusion pressure to the individual patient’s needs. This presentation will review the physiology behind this technology, as
well as how it is used clinically at the bedside.
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Critical Care Nursing in Haiti

information to improve clinical reasoning. Theoretical perspectives, as well as strategies to reduce clinical error, will also
be provided to engage critical care nurses in deliberate practice.

What happens when you take two ICU nurses and plunk them
in the poorest country in the western hemisphere? With limited technology, medications and supplies, can you ensure that,
as nurses, you provide ethical, culturally competent, compassionate, evidence-based health care? Can you help to bridge
the gaps in knowledge to ensure that competent care continues
after you leave? Can you gain enough knowledge in one week
to make a difference?
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Consequently, in our global world, what happens when these
same ICU nurses return to their own work environment? Upon
their return, the dichotomy of plenty versus scarce becomes
glaringly evident. How will they meet the challenge of relating
to their colleagues? Can the passion generated by their experience be caught, as opposed to taught?
Learn about our journey to Port-au-Prince, Haiti, with project Medishare. We joined a multidisciplinary team to provide
supportive care at Hospital Bernard Mevs, the country’s only
critical care and trauma hospital.
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The Benefit of Focus Groups: The
Experience of Critical Care Nurses Who
Participated in a Needs Assessment
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Cognitive Contemplations in Critical Care

Background: A needs assessment (NA) is a systematic process
to collect and analyze information on a target group’s needs or
“gaps” between current and desired situations. Performing an
NA is well accepted as an essential first step in the educational
process. As education research now strives to demonstrate
improved clinical performance and patient outcomes, it
becomes increasingly important to assess a broader context
that extends beyond knowledge and skills and demands system-level solutions along with education.
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Pamela Hruska, BN, RN, CNCC(C), Calgary, AB

Described as a complex invisible process requiring the integration
of basic science and medical knowledge accompanied with clinical
experience, clinical reasoning is one of the most important components of critical care practice. Because effective and safe patient
care depends on sound clinical reasoning, an understanding of
how the mind works when processing and retrieving information
will improve our ability to learn, teach, and provide care.
Due to clinical team design, critical care nursing staff are often
most proximal to critically ill patients for whom they care.
Since multidisciplinary teams depend on the knowledge and
skill of the bedside nurse to obtain accurate information, it is
worth our time to invest in supporting development of clinical
reasoning in critical care nurses, so they are able to efficiently
advocate for the patients.
Early theoretical trends first looked at clinical reasoning in
terms of cognitive processes and then, as the body of biomedical knowledge became larger, coupled with the development of
increasingly complex health care systems, it has most recently
been contemplated from a dual processing perspective. This
presentation will explore knowledge structure and learning
approaches that can be used to enhance retrieval of learned

The main study was undertaken to design and implement
a needs assessment (NA) process, exploring the different
elements that impact care of critically ill patients in the community, including the relationship between a community
hospital (CH) and a referral hospital (RH) and to identify any
educational and system-level gaps. This mixed-methods study
was conducted between June 2011 and February 2012. Focus
groups were conducted as part of the broader qualitative data
collection strategies used. There were six focus groups in total at
the RH and the CH. Focus groups were discipline-specific (e.g.,
nurses only), interdisciplinary and interdisciplinary/inter-site.
Focus of this presentation: To explore the benefit of nurses
participating in focus groups.
Results: A total of 15 nurses participated in these focus groups.
The data from the focus groups provided insight into the structure and processes of patient care delivery at the CH and their
interactions with the RH, particularly related to patient transfers. The other benefit of the focus groups, as witnessed by the
moderator, was that the nurses were given a voice.

A b st r a c ts
Volume 24, Number 2, Summer 2013 • www.caccn.ca 29

skill to communicate effectively. It can be risky, but silence carries far greater risk because, when nurses dare to speak up, our
patients, their families, our colleagues and even we benefit.
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Conclusion: In addition to providing rich data on the different
elements that impact the care of critically ill patients in a community hospital, the focus groups provided a venue for nurses
to share their experiences, gain a better understanding of the
system and build a collective vision for patient care.
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A Healthy Work Environment:
Dare to Shatter the Cone of Silence

Ramón Lavandero, MA, MSN, RN, FAAN, and Kathryn
Roberts, MSN, CNS, RN, CCRN, CCNS, Aliso Viejo, CA
Healthy work environments influence job satisfaction and help
health care teams achieve optimal patient outcomes. American
Association of Critical-Care Nurses HWE standards identify six
characteristics that foster healthy work environments—skilled
communication, true collaboration, effective decision-making,
appropriate staffing, meaningful recognition and authentic leadership. Five of them directly involve communication.
During this presentation, we’ll engage participants in a learning-focused conversation to explore compelling nurse survey
evidence and solutions to a familiar paradox: as nurses, we like
nursing and value healthy work environments (HWEs), even
while we remain eerily silent when faced with situations that
endanger patients and work against our work environment.
Consider that, in preliminary results of a large sample five-year
follow-up survey, critical care nurses give high marks to satisfaction with nursing as a career, and their unit’s quality of care
and work environment. Compare that with a large sample survey of critical care and perioperative nurses in which eight out
of 10 said safety tools and checklists warned them of a potential problem, yet fewer than one out of three dared to speak up.
Speaking up to shatter this cone of silence takes daring and the
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Can Our Resuscitation
Efforts be Resuscitated?

Karen LeComte, MSN, RN, CNCCP(C), and Heather Brasset,
RN, Vancouver, BC
Successful resuscitation depends on multiple factors—the knowledge, skills, and teamwork of health care providers all factor in
for optimizing patient outcomes. Initial actions of first responders are crucial because delays in basic ABCs (airway, breathing,
circulation) can lead to poor outcomes. If the cardiorespiratory
event occurs outside a critical care environment, the response
rate of first responders is especially important due to time delays
in the activation and arrival of the resuscitation team. A recent
study revealed that pediatric ward staff focused more on preparing the room for the arrival of the rapid response or resuscitation
team instead of initiating basic life support (Hunt et al., 2008).
Systems of mitigating patient deterioration through early warning scores and rapid response teams have reduced the amount
of experience health care providers have in managing crisis scenarios and resuscitations. Simulations of emergency and arrest
scenarios have assisted in providing additional opportunities to
expose staff to clinical emergencies and regrettably mock code
data consistently demonstrate delays in initiation of chest compressions, application of oxygen and time to defibrillation.
Traditional resuscitation education for health care teams is
basic life support with the addition of advanced life support
training for resuscitation teams. Typically this training is recertified every 12 to 24 months, but retention of this information
deteriorates after as little as six weeks. Additional challenges to
standardized resuscitation training are its application in each
unique health care setting. This presentation describes an intervention to optimize the resuscitation skills of health care teams
through the use of simulation, deliberate practice and adaptation of basic and advanced life support skills to the clinical
practice environment. Advocating for better models of maintaining resuscitation skill competence ought to improve patient
safety and outcomes.
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Nurses’ Experiences of Working with
Individuals with Chronic Critical Illness
and their Families in Intensive Care
Units

Doris Leung, PhD, RN, Margaret Blastorah, PhD, RN, Linda
Nusdorfer, MN, RN, CNCC(C), Angie Jeffs, MN, RN, Judy Jung,
RN, Doris Howell, PhD, RN, Lise Fillion, PhD, RN, and Louise
Rose, PhD, RN, Toronto, ON and Montreal, QC
Chronic critical illness (CCI) is a complex syndrome of
refractory respiratory failure requiring prolonged or cyclic
dependence on life support therapies, including mechanical ventilation. Patients with CCI have a 50% risk of dying
in hospital and, if they survive, are found to have profound
cognitive impairment and functional dependency. Despite
this, limiting aggressive treatment is rare and often occurs
only when patients are imminently near death. Nurses are
situated closest to patients and their families, but it is not
clear how nurses experience their role and responsibilities
around preparing patients and their families in a trajectory
towards functional disability and/or death. Our purpose was
to explore how nurses perceive their work with patients with
CCI and their families, including their roles and responsibilities and how they socially negotiate plans of care. This
qualitative study used Thorne’s interpretive description. A
sample of 16 front-line critical care nurses from one academic
teaching hospital participated in interviews. NVivo9 software
managed the data. Respondent validation occurred with six
critical care nurses. Results revealed that nurses experienced
significant tension in their work, between uncertainty about
patients’ prognoses and their “inside” knowledge of patients’
dying. In attempts to balance a complex set of accountabilities to the patient, family and medical team, often nurses
perceived they were compelled to conceal information of
patients’ dying from families. However, if families were

trusting and got along with nurses, then the nurses were able
to clarify information and give back families some control.
This nursing capacity supported families’ comfort and capacity to make decisions about life support. Findings from this
study inform how nurses may require continuing education
and institutional support to improve their communication
and confidence to mitigate tension with families of patients
who have CCI.
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Hearing from the Silent:
Patients’ Experiences of Family
Presence During Resuscitation

Michael Metzger, MN, RN, ACCN, Red Deer, AB
Family presence during resuscitation (FPDR) is a practice that
is increasing in critical care units. Health care professionals generally support the practice of FPDR and possibly see a benefit.
As well, family members generally want to be present, and the
option to be present during resuscitation is a right of the family
members. Potential patients may also want family to be present
during resuscitation. In this philosophical hermeneutic study
guided by the philosophy of Hans Georg Gadamer, four individuals who experienced resuscitation were interviewed to gain
an understanding of the experience of FPDR for the patients.
Findings revealed that family presence for the individuals who
experienced resuscitation provided an ongoing understanding
of the experience. Family presence also provided a connection
to the family and a reason to survive the resuscitation. In addition, the participants described an ability to see or know what
was happening even in a state of coma and/or sedation. As well,
the definitions of “family”, “presence”, and “resuscitation” were
explored with the participants and it was found that, while definitions had little meaning for the participants, their individual
experiences were significant and unique. These findings provided an understanding of the patients’ experiences of FPDR
and this study suggests that FPDR can continue to evolve and
be integrated into practice.
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Critical Care Obstetrical Care—It Takes a
Village to Ensure Quality!
Brenda Morgan, BScN, MSc, RN, and Nancy Watts, MN, RN,
PNC(C), London, ON

The percentage of Canadian obstetrical patients requiring
critical care (CC) support is small, but growing with the rise
in high-risk women. CC may be required to manage complications of pregnancy, or serious illness or injury during
pregnancy. The low frequency, complexity and potential to
require urgent interventions make this small subset of pregnant
and postpartum patients particularly challenging. In preparation for H1N1 and in response to a sentinel event (2009),
our then Level II obstetrical care facility implemented the first
phase of an extensive critical care-obstetrics (CCO) quality
initiative. Experts from CC (adult and pediatrics), obstetrics
(OB), obstetrical anesthesia and CPR committee implemented
admission checklists and protocols to prompt notification of
essential health care professionals, assembly of obstetrical and
neonatal resuscitation equipment and review of emergency
response. A Code OB was also introduced. Although H1N1
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did not impact our pregnant population, these preparations
have been invaluable. Following consolidation of services
(2011), our facility became the only tertiary OB centre within
our region. As our team expanded to welcome neonatal intensive care, postpartum, social work and lactation expertise, we
developed additional strategies, including guidelines on how
to access CC support, checklists and protocols for postpartum care, team tours/orientation and modifications to our CC
nursing documentation. Multidisciplinary educational workshops offered to health care providers from emergency, CC
(adult, pediatrics and neonatal) and OB areas were attended
by more than 235 staff. Over the past three years, we have
successfully provided CC support to numerous patients. We
continue to review each case and implement recommendations immediately, making this a continuously evolving and
responsive project. During this presentation, case scenarios
will be used to highlight our journey, as we share our tools and
lessons learned.
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Obstetrical Emergencies 101:
High Stakes High Anxiety!

Brenda Morgan, BScN, MSc, RN, and Nancy Watts, MN, RN,
PNC(C), London, ON
An admission to critical care (CC) is required for less than
1% of all childbearing women. Obstetrical complications
such as hemorrhage and hypertension account for the majority of admissions. Maternal comorbidities and critical illness
or injury that occur concurrent with pregnancy are among
other reasons for admission. The complex needs of the critically ill obstetrical patient are combined with the high stakes
associated with the care of both mother and baby (or babies)
to create a demanding, but highly rewarding nursing challenge. While critical illness usually falls beyond the comfort
zone of most obstetrical nurses, CC nurses frequently report
similar anxiety regarding antenatal and postpartal care needs.
The collaborative expertise of an expanded multidisciplinary
team ensures high-quality care for the critically ill obstetrical

patient. Care planning in CC requires the additional involvement of obstetrical and postpartal teams, obstetrical anesthesia,
neonatal intensive care, lactation consultants and pharmacists.
Additionally, the CC unit is not always the most appropriate
location to provide CC support, for example, during active
labour. Consequently, CC support must be flexible and responsive to the changing needs of both mother and baby. Data from
our tertiary care centre demonstrate that 30% or more of the
women coming to our centre for their labour/birth experience are considered to be high risk. This number is expected
to increase as women delay childbirth, rates of obesity rise, survivors of congenital heart defects reach childbearing age and
women from developing countries immigrate to Canada. This
presentation will review a variety of obstetrical cases where CC
support was required. CC and obstetrical best practice guidelines will be examined, as we highlight some of the essential
concepts that critical care nurses need to know when caring for
this special population.
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What Are We Waiting For?
Say “No” to Iatrogenic Pneumothorax!

Brenda Morgan, BScN, MSc, RN, Claudio Martin, MD,
FRCP(C), Amber Davis, BScN, Sherri Barton, BScN, Julie
Esbaugh, RN, Elke Bohdanowich, BScPharm, and Jennifer Barr,
MD, London, ON
A search of the medical literature identifies more than 50
publications that describe either case reports of pneumothorax during feeding tube insertion or recommendations for
prevention. Dating back to the 1970s, this preventable problem should be a thing of the past. So why does it still happen
on our watch? Many authors suggest that the incidence is relatively low. Would you agree? Simple steps can be taken to
prevent this potentially lethal complication, and nurses have
the power to make it happen! Not convinced? Are you working in a unit without a prevention protocol? Or do you have
a prevention protocol that you don’t always follow? Come

to this case-based presentation to examine the incidence,
consider the implications and discuss prevention strategies.
Radiographic findings and lessons learned during our seven-year experience with a simple and readily available safety
technique will be shared. Bring a colleague along who has
“never” inadvertently inserted a feeding tube into a lung. The
goal of this interactive presentation is to convert at least one
non-believer and have him or her return home to Speak with
Conviction as an advocate for change. Iatrogenic pneumothorax during feeding tube placement is a preventable nursing
complication. We own it and it is up to us to prevent it!
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Improving the Management of Delirium

Brenda Morgan, BScN, MSc, RN, Claudio Martin, MD,
FRCP(C), Amber Davis, BScN, RN, Sherri Barton, BScN, RN,
Julie Esbaugh, RN, Elke Bohdanowich, BScPharm, and Jennifer
Barr, MD, London, ON
Ailing humans have likely been afflicted by delirium since the
beginning of time. Characterized by inattention with waxing and waning confusion, delirium itself is not a disease.
Like ARDS, delirium is a syndrome that is due to a precipitating event. ICU delirium (ICU psychosis) has been around as
long as ICUs; only the name and perceived significance have
changed. Studies report that ICU delirium occurs in 20–80%
of admissions (Girard, Pandharipande, & Ely, 2008). Of these
delirious patients, motoric subtypes have been identified as agitated (1.6%), hypoactive (43.5%) and mixed (54%) (Patterson
et al, 2006). Subsyndromal delirium is identified when patients
demonstrate some, but not all features of delirium. In a
Canadian study of 537 non-comatose ICU patients that found
a prevalence of no delirium (31.5%), subsyndromal delirium
(33.3%) and delirium (35.2%), mortality was 2.4%, 10.6% and
15.9% respectively. These findings suggest that subsyndromal
delirium is also significant. Delirium appears to be an independent risk factor for death, and some delirious patients
never return to prior neurological functioning. Consequently,
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is evolving from a static bedside test performed by technicians
to a dynamic test being performed by clinicians in search of
immediate answers to clinical questions.

screening for delirium is now an international standard of care
and most critical care units are engaged in quality improvement
activities. To support the needs of our large tertiary ICU, we
participated in the Canadian ICU Collaborative Delirium CQI
initiative. This presentation will highlight our tools (screening,
bedside assessment tips, prevention poster, delirium management protocol); educational strategies (website, e-learning,
FAQs), and documentation methods. Concurrent with the rollout of this project, we prospectively studied health care provider
perception of our delirium management practices at three time
points (pre implementation of screening, post implementation
of screening and post implementation of our delirium management protocol), as well as the prevalence of delirium within our
ICU. Associated medication use was also examined. Findings
from both of studies will be reported.
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Do You See What I See? The Use of
Ultrasound in Critical Care

Mary Mustard, MN, NP-adult, RN(EC), CCN(C), CNCC(C),
and Robert Chen, MD, FRCPC, Toronto, ON
Technology in the critical care arena is continually evolving.
Practice changes are based on the development of new equipment and the application of the pre-existing technologies into
new frontiers. Ultrasound is a technology that fits both of these
criteria. Equipment is becoming smaller and more portable
with an easy end-user interface. Within critical care, ultrasound
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The application of ultrasound as a bedside, rapid assessment
tool has seeped into critical care through a variety of pathways, including the use of limited ultrasound in trauma during
the Focused Assessment with Sonography for Trauma (FAST)
exam and the use of echocardiography during the perioperative
cardiac surgery period. Trauma physicians and anesthesiologists are educated in the use of ultrasound technology for
bedside decision-making. This practice is not limited to the
emergency department and operating room. The use of ultrasound within critical care is now expanding rapidly.
This presentation will explore the potential uses of ultrasound
within critical care and compare it to current diagnostic modalities. It will describe its strengths, as well as the limitations of
the technology.
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The Right Stuff

Mary Mustard, MN, NP-adult, RN(EC), CCN(C), CNCC(C),
Ellen Lewis, RN, and Janice Glen, RN, Toronto, ON
Traditional hemodynamic assessment and treatments often
rely on knowledge and evidence related to left-sided heart function. Until recently, little consideration was given to right-sided
function unless a known right ventricular (RV) infarction had
occurred. Unfortunately, critical care nurses encounter rightsided heart dysfunction on a regular basis, many times without
realizing it.
The Right Stuff explores RV failure in the critical care setting.
Through improved understanding of RV pathophysiology,
nurses will become more aware of which patients are at highest risk for RV dysfunction. Strategies for identification and
ongoing assessment will be reviewed. Nurses will also be able
to recognize routine critical care therapies that may worsen this
condition and advocate for alternative therapeutic choices.
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ICU Discharge Pathway as a Means for
Patient and Family Empowerment
Jacquie Odiorne, BN, RN, CNCC(C), and Leanne Gosse, BN,
RN, Airdie, AB

Admission and stay in the ICU is a stressful experience for
most patients and families. While medical management is
well guided by policy, guidelines, clinical documents, and evidence-based practice, there is little in the literature that guides
the preparation of patient and family members to exit the ICU.
The neuropsychological outcomes of ICU stay can be profound
and long-term. The ICU experience typically includes invasive
procedures, constant monitoring/hypervigilance, significant
loss of control, severe illness, acute medical interventions, and
interaction with multiple clinical professionals. This intensive
care modality greatly alters the normal functioning, independence, and self-perception of the patient.
Recent literature reveals that patients and family members are
impacted significantly by transfer out of the perceived safety
within the ICU, and effects can include depression, cognitive
impairment, anxiety, post-traumatic stress disorder, sense
of abandonment, and helplessness. Although there is record
of these impacts noted in the current literature, very little is
presented regarding structured interventions designed to minimize these ill effects for this vulnerable population.
The identification of at-risk patients and preliminary development of a focused and intentional intervention is essential if the
critical care community hopes to positively impact ICU stay and
transfer of care. Awareness of this phenomenon and empowerment of the patient and family to cope with these impacts is a
goal that not only improves patient quality of life and satisfaction but also, ultimately, allows increased opportunity for ICU
survivors to return to a state of normalcy—hopefully returning
to productive level at home, work and society. This presentation
will explore possible strategies to support patients and families
in this transition.
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“Got You Surrounded”—An Exploration
of Issues Associated with Pericardial
Dysfunction in Postoperative Cardiac
Surgery Patients
Glenda Pack, NP, MN, RN, CNCC(C), CCN(C), St. John’s, NL

The pericardium is a fibroelastic sac made up of visceral and
parietal layers separated by a (potential) space. Issues with the
pericardium are common following cardiac surgery and can
result in conditions that range from benign to life-threatening.
Astute nursing assessment can be vital in identifying when
pericardial dysfunction is hindering recovery of patients post
cardiac intervention. The critical care nurse plays an important
role identifying patients with pericardial dysfunction, managing resulting hemodynamic changes and monitoring the effects
of therapies aimed at resolving pericardial dysfunction.
This presentation will:
1. Review the anatomy and pathophysiology associated with
diseases of the pericardium
2. Explore the trajectory of pericardial dysfunction
3. Assist the nurse to hone assessment skills useful in the
detection and monitoring of pericardial dysfunction
4. Review historical and current treatment methodologies for
diseases involving the pericardium.
A case study format will be used to assist meeting the objectives
of this presentation. An understanding of pathophysiology, a
review of pertinent assessment skills and knowledge of treatment methodologies will assist the critical care nurse to gain a
voice to advocate for critically ill patients that may be experiencing pericardial dysfunction.
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In response to the clear need for a rapid response program
within the facility, the Rapid Assessment and Treatment
(R.A.T.) Team was born. Under the auspices of the internal
medicine physician group, a unique “home-grown”, ICU registered nurse- and registered respiratory therapist-led rapid
response program was developed over a period of one year with
no additional resource allocation.

Do You Dare To...?

Kathryn Roberts, MSN, CNS, RN, CCRN, CCNS, Aliso Viejo, CA
Using the AACN theme, “Dare To”, as a framework, this interactive presentation will enable participants to identify strategies
they can use to “shatter the silence” and optimize their contributions to their patients and families, their colleagues and to
themselves. Key concepts include: the characteristics of daring,
the differences between risk taking and risky behaviour, and
the identification of our own personal “dare to”. In addition, we
will discuss the most common barriers that frequently stop us
from achieving our optimal contributions and share strategies
for overcoming these barriers.
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R.A.T. Team to the Rescue:
The Development and Implementation
of a Rapid Response Program at a
Regional Facility
Kathy Sassa, BN, MEd, RN, Victor Kemble, BN, RN, and
JoAnne Taylor, RN, Lethbridge, AB

Every day hospital patients experience acute clinical deterioration placing them at risk for permanent disability or death.
Research shows that approximately two-thirds of these patients
will display physiological signs of worsening condition six
to eight hours prior to arresting (Institute for Healthcare
Improvement, & Safer Healthcare Now!, 2009). Unfortunately,
not all of these patients are identified quickly and/or do not
receive the support they require.
The goal of rapid response programs is to identify deteriorating
patients quickly and to implement care strategies to prevent further deterioration and improve overall patient outcomes. Potential
benefits of rapid response teams include reductions in cardiac
arrests, ICU admission and re-admission rates, patient mortality,
postoperative complications and in-hospital length of stay.
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From the educator, manager and R.A.T. team member perspectives, this presentation will offer an overview of our rapid
response team inaugural year. This presentation will describe:
• Multidisciplinary shareholder engagement and
decision-making
• R.A.T. team members, roles and responsibilities
• Facility-wide education planning and implementation
• Team activation criteria
• Internal medicine approved patient care protocol
development
• Team implementation
• Changes in inter-unit relationships and communication
• Outcome data (i.e., impact on cardiac and/or respiratory
arrests)
• Unexpected outcomes and experiences
• Sharing of patient protocols with other facilities
• Lessons learned and future plans.
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Advocating for Haitian
Cultural Considerations with
Organ and Tissue Donation

Wendy Sherry, BScN, RN, Bernard Tremblay, RN, and Andréa
Maria Laizner, PhD, RN, Montreal, QC
Background: Communicating a family’s decision on donating
their deceased member’s organs and tissues is part of the registered nurses’ (RNs) advocacy role. RNs need to understand
the cultural nuances that can influence the decision to donate.
Previous studies suggest lack of information, fears, and prejudices
prevented some cultural minorities from participating in organ
and tissue donation (OTD). Given that little is known about the
Haitian population who are at risk for needing a kidney transplant because of hypertension and diabetes (Desilets & Sodjinou,
2006), it was important to know what they thought about OTD.
Method: A qualitative descriptive design was used to explore
knowledge, beliefs, and attitudes toward OTD among adult
Haitians. To assist with discerning any inter-generational differences on knowledge, attitudes and beliefs, focus groups were
stratified based on age. Nurses fluent in French and Creole
facilitated the focus groups.

Findings: Knowledge varied about OTD. This was influenced
by media, personal beliefs, experience and level of trust in the
health care system. Participants recommended how to address
OTD issues within their community—need to consider beliefs
about wholeness, perceived need for donation and persons
influencing decision-making behaviour. Participants expressed
that a supportive nurse who can spend time with and provide
information to the family is invaluable.
Conclusion: This study underscored the need to identify
the starting point for an OTD discussion and use of tailored
interventions for each Haitian family. If their belief system is
contrary to OTD, the discussion should focus on grief and loss,
rather than OTD. This study corroborated much of Dunleavy’s
(2007) work and reflects many of the concerns expressed by
minority groups (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.
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Dare to Mentor—
Inspiring Others to Excel

Monica Simpson, DNP, ARNP, NP-C, and Janis Smith-Love,
MSN, ARNP-BC, Coral Springs, FL
Starting a new job, particularly in a new specialty or an advanced
role, can be both challenging and exciting. In critical care units
in the United States and internationally, most new employees
receive a structured orientation guided by a preceptor. Often,
assignment of the preceptor occurs using the criteria of experience or educational level of the preceptor. Disregarding the
importance of synergy in a relationship can lead to an inadequate
and unfulfilling outcome. Mentors differ from preceptors in a few
important ways. A mentor guides the development of the protégé
with wisdom and trust, without the expectation of personal gain.
Within the framework of the Synergy Model for Patient Care,
this session highlights the characteristics of good mentors. The
responsibilities of the mentor and protége are presented, including how to maintain a successful mentoring relationship. Case
studies of various mentoring situations are discussed.

References

Barker, E.R. (2006). Mentoring-a complex relationship.
Journal of the American Academy of Nurse Practitioners, 18,
56–61. Retrieved from http://dx.doi.org/10.1111/j.17457599.2006.00102.x
Gordon, P.A. (2000). The road to success with a mentor. Journal of
Vascular Nursing, 18, 30–33.
Kanaskie, M.L. (2006). Mentoring—A staff retention tool. Critical
Care Nursing Quarterly, 29, 248–252.
Kerfoot, K.M., & Cox, M. (2005). The synergy model: The
ultimate mentoring model. Critical Care Nursing Clinics of
North America, 17, 109–112. Retrieved from http://dx.doi.
org/10.1016/j.ccell.2005.01.004
Lander, J. (2004). The gift of mentoring. Clinical Nursing
Research, 13, 175–178. Retrieved from http://dx.doi.
org/10.1177/1054773804266413
Wagner, A.L., & Seymour, M.E. (2007). A model of caring
mentorship for nursing. Journal for Nurses in Staff Development,
23, 201–211.

Reduction in Vent Days after Adopting
a New Sedation Scale and an Intense
Education Effort Emphasizing Lighter
Sedation Goals

Richard Simpson, RN, CCRN, Rachael Gubbins, BS, RN, CCRN,
Barbara Rice, RN, Amy Carissimo-Harris, MS, RN, Jayne Diehl,
RN, Eileen Luley, RRT, and Carolyn Carleo, Data Specialist,
Rome, NY
We are a 104-bed community, non-teaching hospital with an
eight-bed medical-surgical ICU, and a predominantly private
practice medical staff. There was a perception amongst the ICU
leadership that our vented patients were sedated too deeply.
Also, we wanted to begin a progressive mobility plan. Our
goals were changing to a more precise sedation scale and the
re-education of the ICU nursing staff to embrace the concept
that lighter sedation levels are preferred.
In 2003, we adopted a ventilator bundle based on published
evidence and standards, coupled with daily multidisciplinary
rounds that reduced our vent days/patient by 28%. Vent days/
patient then remained the same. The critical care literature
of the last five to 10 years has emphasized the importance of
lighter sedation. We were using the Ramsey Scale. The predominant method of sedation is continuous propofol infusion. In
an effort to more align our practice with current evidence, and
to prepare for developing an early mobility program, a team of
ICU RNs researched the literature and determined the need
to change our sedation scale to the more precise Richmond
Agitation and Sedation Scale. We revised our ventilator preprinted order set to reflect an initial sedation level of RASS 0 to
-1. This was presented to the medical staff and approved. Three
months of intense education of ICU staff was conducted on the
new scale and the importance of lighter sedation. The new scale
went into effect on January 1, 2010, and was monitored in daily
rounds.

A b st r a c ts
Volume 24, Number 2, Summer 2013 • www.caccn.ca 37

Methods: A multidisciplinary team developed/introduced an
evidence-based best practice sedation protocol in two-steps:
(1) implementation of spontaneous awakening, spontaneous
breathing trials, delirium monitoring and management, and
early mobilization (ABCDE bundle), and (2) introduction of
a protocol specifically to assess and treat pain, agitation and
delirium (PAD tool).

There was a full-day, 18.2% reduction in ventilator days per
patient in 2010, as compared to 2008 and 2009. That reduction
was maintained in 2011. We were able to proceed with a progressive mobility protocol.
Vent days/pt
2005 to 2009: 5.55
2010: 4.5
2011: 4.21
Adoption of a more precise sedation scale coupled with an
intense education program emphasizing the importance of
lighter sedation of ventilator patients can reduce ventilator days
in a non-academic community hospital.
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Implementation and Impact
of a Program to Improve Sedation
Practices and Delirium Screening
in an MSNICU

Mandy Sivananthan, BScN, RN, and Jennifer Bell, BScN, RN,
Toronto, ON
Background: Analgesia and sedation are essential in the ICU
for patient comfort; excess sedation may interfere with physical
therapy and timely liberation from the ventilator.
Objective: To implement a multifaceted QI project to improve
sedation practices in a MSNICU.
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Results: 186 patients (41 post-intervention); 1,125 patient days
(181 patient days post-intervention); 38% had neurological or
neurosurgical admission diagnoses. The mean Riker SAS score
for patients receiving mechanical ventilation on a continuous
sedative infusion was 2.6 and 3.0 in the pre- and post-intervention groups, respectively. There was a 17% reduction in patients
with an SAS between one and two in the post-intervention
phase and a 16% increase in patients within their targeted SAS
of three to four. Additional data will be available at the time of
presentation (PAD tool).
Conclusion: Ongoing training and feedback is required to
achieve and maintain adequate performance following QI
initiatives. The ABCDE bundle and PAD protocol improve
sedation practices in a MSNICU.
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Canadian Forces Nursing Officer Clinical
Preparedness for Treating
Children in Disasters
Stephanie Smith, BN, MADEM, RN, Angus, ON

Canadian Forces nursing officers (CFNOs) must be prepared
to provide life-sustaining interventions for casualties on
combat and humanitarian missions, delivered in austere environments with limited resources and staffing. This qualitative
research project asked, “How clinically prepared are CFNOs to
treat children in disasters?” I conducted 50 face-to-face interviews with CFNOs who deployed on missions to Afghanistan,
Haiti, Pakistan and Sri Lanka between 2002 and 2012. Results
indicated that the participants felt a lack of preparedness to
treat children in regards to the experiences they encountered
on deployment because of limited clinical pediatric training, education, and experience received prior to deployment.

Participants disclosed unique recollections of their experiences—some developing of PTSD, caregiver fatigue and
burnout. An evaluation of coping strategies utilized to manage
stress while on deployment was conducted. Recommendations
were created based on the research in an attempt to promote
clinical pediatric preparedness amongst CFNOs. These recommendations include: supporting CFNOs in gaining pediatric
experience and having this experience continually supported
during their careers, selecting clinical pediatric experts from
interested CFNOs and supporting them within their role to
maintain competency, reviewing and updating all deployable medical facility (Disaster Assistance Response Team and
Advanced Medical Surgical Capability) response plans, and
conducting annual training exercises. The oral presentation
will include all research findings, recommendations, a review
of the missions and the incidence of pediatric patients treated
on the missions.
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“I’m Just a Bedside Nurse”:
Reflections on Expertise

Ruth Trinier, BScN, RN, CNCCP(C), and Lori Liske, BScN, RN,
Toronto, ON
Advances in technology, science and treatment have precipitated significant changes to the environment where those who
suffer from life-threatening illnesses and injuries receive care.
Despite these changes, the critical care nurse’s role of observation has remained constant. Evidence has shown that nursing
surveillance and intervention improve patient well-being, prevent medical error and reduce length of stay, thus enhancing
patient outcomes. Yet, nurses frequently denigrate the impact
their expertise has on the management of critical illness and
patient recovery.

This presentation will review current literature describing the
ability of the expert nurse clinician to positively impact outcomes through surveillance, knowledge-informed judgment
and intervention in the critically ill patient. Further discussion will include video reflections of key stakeholders: patients,
families, peers, and ancillary disciplines, as they consider the
importance of nursing expertise at the bedside.
The expert nurse clinician is not “just a bedside nurse”, but a
crucial contributor in the care of the critically ill.
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Lightening our Load: Nursing Support
with Family Members of Critically Ill
Cardiac Patients
Virginia Vandall-Walker, PhD, RN, Breton, AB

Introduction: Critical illness poses a threat to the integrity of
the family, as well as to that of the patient. Researchers have
explored family members’ perceived needs, experiences, satisfaction with care, and interventions for them. Recently, the
process of nursing support was revealed, engaged in by intensive care (ICU) nurses in support of family members. However,
there is a lack of knowledge regarding the overall process cardiac nurses are involved with when they are perceived as
supportive by family members.
Study objectives: The objective of this study was to extend previous findings related to family members with a loved one in
ICU, to encompass the perspective of family members of critically ill cardiac patients.
Methodology: Grounded theory methodology informed this
study. Seventeen family members representing 15 families were
recruited from three hospitals in one western Canadian city.
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nurses in the critical care setting is additionally concerning,
as patients have limited physiological reserve to compensate
for errors. There are many causes of nurse fatigue, with one of
the most prevalent being the circadian rhythm disruption and
sleep debt related to shift work. Evidence supports the use of
workplace napping to reduce the negative effects of fatigue, and
it has been incorporated in fatigue management programs in
many male-dominated industries. Napping, however, has not
been widely adopted by nursing and health care organizations,
nor is it openly discussed.
Findings: The three interconnected, recursive phases identified
previously, of engaging with us, sustaining us, and disengaging
from us (including their subcategories) were reconfirmed and
further refined. Differences between the experiences of ICU
and CCU/CV-ICU family members were related primarily to
the degree of support perceived. Findings further extend the
understanding of “family work” and nursing support, and the
relationship of nursing support to concepts of social support,
professional support, caring, and comfort.
Conclusions: The explanatory power of the grounded theory
of LIGHTENING OUR LOAD is extended to include family
members of adult critically ill cardiac patients. This health promotion theory provides guidance to critical care practitioners
in their interventions with family members and supports the
development of interventions amenable to testing.
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Out from Under the Covers:
An Exploration of Critical Care Nurses’
Experience of Night Shift Fatigue and
Workplace Napping
Karen Webb-Anderson, BScN, BSc, RN, CCN(C), and Leslie
McLean, MScN, RN, Halifax, NS

Recently, in a wide scope of industries, there has been an
increasing awareness of the negative effects of fatigue on safety,
health and productivity in the workplace. Fatigue among
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The purpose of this feminist interpretive phenomenological
study was to explore the experience of night shift fatigue and
workplace napping among critical care nurses. It focused on
the nurses’ perceptions of how fatigue and napping affect their
ability to provide care, and ensure patient and nurse safety. The
study used interviews and a focus group to bring light to the
meaning of fatigue and napping within the context of critical
care nursing. Early findings suggest that the fatigue of night
shift has a profound effect on how nurses perceive their ability
to provide safe care and to safely drive home. Nurses describe
an experiential method of learning to reduce this threat, as
opposed to learning strategies more formally through education or safety programs; fatigue management is assumed as a
personal responsibility with minimal professional or organizational support. Workplace napping is a strategy that offers a
validated method of managing night shift fatigue and of managing the fear of the potentially detrimental effects on their
patients and their personal safety.
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Shatter the Silence—Start the
Discussion: Moral Distress
in Critical Care

Karen Webb-Anderson, BScN, BSc, RN, CCN(C), Halifax, NS
Moral distress is a form of occupational stress that has been
increasingly recognized in health care literature as negatively
impacting the well-being of health care professionals (HCPs)

and their workplaces. Moral distress occurs when the HCP
perceives that their personal and professional obligations are
in conflict with what is happening; they know the ethically
appropriate action, but they are constrained from taking it. The
resulting impact on the individual and the workplace is wide
reaching. HCPs have reported both psychological and physical effects. The impact on the workplace includes such results
as poor collaboration, burnout and high turnover rates. The
occurrence of moral distress is particularly prevalent in the critical care area. The critical care environment is a highly complex
setting that houses the sickest of patients, undergoing technologically laden care, with the goal of saving lives. However,
many patients will die while receiving aggressive treatment. As
a result of the complexity within this environment, HCPs are
often faced with a variety of ethical issues, some of which lead
to moral distress. This presentation will provide an overview
of the current state of knowledge surrounding moral distress
in the critical care environment. It will include a description
of the root causes of moral distress, its effects, the multidisciplinary nature of the experience, and some proposed strategies
for addressing it. The goal of this presentation is to help “shatter
the silence” surrounding moral distress by fostering a greater
awareness of its occurrence and effects, and ultimately help
diminish its negative impact.
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Taking Charge: Evolution of an ICU
Charge Nurse Role
Pamela Westover, BHScN, RN, Hamilton, ON

This presentation shares the journey of charge nurses (CNs), as
they reviewed and revised their role in response to a merger of
two adult intensive care units at a large university-affiliated tertiary facility in Ontario.
Background: Prior to the move, CNs attended joint meetings
to define the role required in the expanded unit at the new
facility. The goal was to incorporate practices from both units,
identify and address role variation, and develop a new role to
meet staff and operational expectations.

Process: Through facilitated discussion, the CNs began to
envision their role, based on perceived unit needs, increased
geography, and new populations. Following the move, an exodus of staff resulted in an influx of new hires, primarily novice
nurses. This changed the requirements of the CNs, as they
grappled with assignment and supported novice nurses. To
gain insight of CN role requirements, a survey was administered to CNs and front-line staff. Front-line staff were asked to
identify what CNs should stop doing, start doing and what they
were doing well.
Findings: CNs identified trust issues within the CN team and
need for leadership development. Front-line staff identified
need for credible, visible and accessible support at the front
line.
Initiative: In response to survey findings, the CN team identified the need to revise the CN role to meet staff needs within
the new environment. Priority was given to meeting the needs
of front-line staff, particularly novice nurses.
Response:
• CNs defined a % of time to be spent on clinical units to support, coach and mentor
• CN Leadership Competencies developed based on Kouzes
and Posner Leadership Framework
• CN rotations modified—CNs alternate between the CN and
staff nurse roles
• Recruitment and interview process changed to reflect the
value placed on the CN role
Outcomes:
• Defined CN role and competencies
• Defined CN recruitment and role development process
• Site CN
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To Evaluate the Effectiveness of
Current Methods Used to Disseminate
Information from the Education Practice
Council to Nurses
Maggie Bean, BScN, RN, Barbara Duncan, BScN, RN, Anita
Au, MN, APN, CNCC(C), Melissa Adamson, BScN, RN, Nicky
Holmes, MN, RN, CNCC(C), Allyson Mustos, BScN, RN, and
Reena Morar, BScN, RN, Toronto, ON

POSTER ABSTRACTS
Did You Say You Have Chest Pain?
Marie Aue, RN, Scarborough, ON

Patients with chest pain place a high demand on resources and the
multidisciplinary team caring for them. A best practice outcome
requires one to assess for signs and symptoms of chest pain and
treat the causes. Chest pain can take any form, and can mimic a
heart attack. Nurses are key to diagnosing chest pain and should,
therefore, be knowledgeable regarding nursing action and the diagnosis of chest pain. The purpose of this presentation is to share
knowledge and experience. A poster presentation will illustrate
chest pain and the complexities of assessing for chest pain.

References

Cayley, W. (2005). Diagnosing the cause of chest pain. American
Family Physician, 15(72), 2012–2021.

Shattering the Silence:
Let the Team Get With It

Marie Aue, RN, and Juanita MacIsaac, MN, RN, Scarborough, ON
In any workplace people talk about teamwork, working as a
team, our team, but few talk about how effective their team is
at their workplace. Belonging to a team stems from the understanding of what it feels like to belong to a group. In health care,
teamwork is recognized as a goal in providing quality patient
care and maintaining best practice. In every good team, there is
commitment and expectation for a positive outcome.
According to Chaney and Lyden (2000), “teamwork promotes
critical thinking, problem-solving, communication” and collaboration. McManus (2000) notes that team members are
committed to achieving a common goal.
The purpose of this presentation is to share the experience and
complexities of working with a team, as in a Code Blue situation or a CCRT situation. Challenges include coordination and
the uncertain outcome of a Code Blue.
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As members of the Intensive Care Unit Nursing Education
Practice Council (EPC), we are dedicated to enhancing professional practice and nursing education. EPC members recognize
that providing education to staff nurses is an expertise in the
nursing profession (Weston, 2010). One of the key components to consider when providing education is the way in which
information dissemination occurs. Currently, the EPC employs
verbal, visual and electronic methods to deliver information. The
council considers: “verbal” to be in-services, demonstrations,
instructions and word of mouth; “visual” to incorporate posters, pamphlets, displays, articles and policy binders; “electronic”
to include emails and online modes of learning. These methods
have been used for several years and are well-known traditional
formats of teaching strategies (Herrman, 2011).
Recently, the EPC received feedback from nurses that some of
the current methods used to disseminate information are being
disregarded. Therefore, educational updates and changes in practice are not being conveyed. As a result, the ability to deliver and
maintain high-quality patient care becomes a challenge.
The EPC will evaluate the effectiveness of the current methods
used to disseminate information by conducting a survey of the
unit nurses. Using the online databases MedLine, PubMed and
CINAHL, an attempt was made to locate a survey. This search was
unsuccessful. An additional literature search will be conducted
to facilitate the development of a survey tool. The survey will be
distributed, collected and analyzed. The results will be used to
direct changes to the current methods used to disseminate information (Novak, Dooley, & Clark, 2008). A post-implementation
survey will be utilized to measure the change. To guide this quality improvement project, The Plan, Do, Study and Act (PDSA)
cycle will be used (Moen & Norman, 2009).
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“Under Pressure”—Wound Care for the
High-Risk ICU Patient

Ingrid Daley, MScN, BA, RN, CNCC(C), Adrienne Nelson, BScN,
RN, Sarah Haimes, BScN, RN, Linda McCaughey, RN, Kwai Lau,
RN, Voula Grigoridis, BScN, RN, Christine Minerva, BScN, RN,
Sharran Wong, RN, Pamela Rowan, RN, Theresa Zamora, RN,
Morrissa McCreavy, RN, Sandra Thant, BScN, RN, Elizabeth
Gordon, BN, RN, Nancy Parslow, MCISc, RN, Denise Morris,
MN, RN, and Hanora O’Connell, RN, Toronto, ON
A 23-bed Medical Surgical Intensive Care Unit (MSICU) at a
tertiary care centre in Metropolitan Toronto meets complex care
needs for adults with high-risk illnesses who require specialized
intensive procedures. These patients are admitted to the MSICU
from across Canada for a broad spectrum of advanced interventions including organ transplantation (lung, kidney, pancreas,
liver, heart-lung), complicated surgical and medical procedures,
including Slow Low Efficient Dialysis (SLED), Nova-Lung and
Extracorporeal Life Support (ECLS). The interprofessional
team in this MSICU cares for extremely vulnerable patients in
a complex, advanced and dynamic clinical environment. The
multiple demands of these clinically unpredictable and vulnerable patients and their course of illness, ICU length of stay (LOS),
Acute Physiology and Chronic Health Evaluation (APACHE
scores), and nutritional deficiencies have significantly increased
the risk of pressure ulcer development in our MSICU.
The purpose of this quality improvement initiative is to provide
evidence-based strategies to increase clinicians’ knowledge and
skill regarding the prevention and management of pressure
ulcers. The MSICU Wound Care Team proposes to address the
question: “Is pressure ulcer development unavoidable in certain high-risk MSICU patient populations?”
This presentation will describe how the MSICU wound care
resource nurses engaged in a process of early interventions to
prevent stage one and two pressure ulcers from becoming more
severe injuries with an overall goal of having an incidence of
zero pressure ulcer development. The presentation will also
highlight lessons learned from conducting occasional wound
rounds to bi-weekly and then to weekly, and also development
of a tool with appropriate strategies to assist with changes in
wound care practice and future opportunities to engage critical
care nurses in further wound care education.
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Implementation Factors that
Enhance Integration of Complex
Clinical Interventions

Karen Dryden-Palmer, MN, RN, Kristen Middaugh, BScN, RN,
and Christopher Parshuram, Sr. Scientist, Toronto, ON
Background: Research describing effective implementation strategies for system-wide innovation in health care is
incomplete. Considerable resources used to generate practice improvement impact the clinical arena in inefficient and
unpredictable ways. We describe our extensive implementation
program and the systematic selection of knowledge translation
factors for study in a multi-centre complex implementation.
Methods: A prospective study of audio-recorded meetings with
hospital teams in the intervention arm of the Bedside Paediatric
Early Warning System international RCT was performed.
Qualitative analysis was used to identify implementation factors potentially associated with successful innovation adoption.
Items were grouped into the domains of the PHARIS framework; facilitation, evidence and context (Kitson et al., 1998) and
selections were made for future quantitative analysis.
Results: Observations were drawn from three implementations
in New Zealand and Canada, in English and French speaking
hospitals. Seven factors were selected in the three domains:
• Facilitation—extent of front-line engagement, marketing,
champions, audit/feedback process
• Evidence—intensity of exposure
• Context—motivation for organizational change, team
characteristics.
We found that the identified implementation factors manifest
across a continuum of influence from facilitator to barrier. We
determined that factors relevant to implementation success can
be articulated and objectively measured, thus simplified for
further quantification of relative importance.
Conclusion: Using qualitative techniques to improve understanding of complex phenomena has great potential to improve
the yield of quantitative analysis and enhance innovation
uptake. Improved understanding of innovation adoption in
complex clinical contexts can increase knowledge uptake,
improve the selectivity of implementation strategy, improve
provider capacity to deliver evidence-based service and potentially improve patient and system outcomes.
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Patients are the most vulnerable during transitional points in
care (Tregunno, 2009). Accurate information about the patient
must to be communicated during hand-over. Through the use
of a simple, standardized TOA tool, quality of care and patient
safety is improved.
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Transfer of Accountability: Improve
Patient Safety on Transition from ICU to
Patient Care Units
Barbara Duncan, BScN, RN, Melissa Adamson, BScN, RN,
Anita Au, MN, RN, and Nicky Holmes, MN, RN, Toronto, ON

Communication of information between various health care
providers is a fundamental component of patient care. The
information gained during the transition of care is essential in
maintaining continuity of care. When effective communication
occurs at transition points, patient safety improves (Accreditation
Canada, 2010). Many transitional points are identified within the
hospital. Some of these include physician-to-physician sign over,
nurse-to-nurse shift change, transfers between units, or facilities,
and discharge (WHO, 2007).
Most nursing literature focuses on the hand-over of information during change of shift with little attention being placed
on the transition of care between units. Existing literature on
transfer of accountability (TOA) supports the use of guidelines
and standardized approaches to decrease negative outcomes
(Alvarado et al., 2006). The project’s aim was to modify,
implement and evaluate a TOA tool that would improve communication during hand-over between the Intensive Care Unit
(ICU) and the patient care units.
To guide the process, the Plan, Do Study and Act Cycle (PDSA)
was used. Feedback from the ICU Education Practice Council
on the corporate TOA tool resulted in minor content changes.
Staff education was initiated and compliance measured. Initial
results revealed a TOA completion rate of 37%. Barriers to the
use of the TOA tool were identified, which resulted in additional revisions. Changes to the tool were communicated to the
nurses. Data were again collected and analyzed. Positive feedback about the tool was received and this was reflected in an
increased completion rate of 75% to 90%.
44 Dynamics • Canadian Association of Critical Care Nurses

Accreditation Canada. (2010). Required organizational practice:
Information transfer. Retrieved from www.accreditation.ca
Alvarado, K., Lee, R., Christoffersen, E., Fram, N., Boblin, S.,
Poole, N., … Forsyth, S. (2006). Transfer of accountability:
Transforming shift handover to enhance patient safety.
Healthcare Quarterly, 9, 75–79.
Tregunno, D. (2009). Transferring clients safely: Know your client
and know your team. Retrieved from http://www.cno.org/
Global/docs/policy/TransferringClientsSafelyApril2009.pdf
WHO. (2007). Communication during patient hand-overs. Patient
Safety Solutions, 1(3), 1–4.

Seizures Post-Cardiovascular Surgery
in the Intensive Care Unit: A Three-year
Review

Alana Harrington, MSc, PhD (ABD), Mary Mustard, NP, MN,
RN(EC), CCN(C), CNCC(C), Ellen Lewis, RN, Angelo Cruz,
BScN, and Mark Kataoka, MD, FRCPC, Toronto, ON
Seizures after cardiac surgery are relatively uncommon and can
potentially be linked to poor outcomes. They have been associated with longer ICU stays, as well as high-ICU mortality.
Seizures experienced by these patients are often multifactorial and may be associated with strokes and other neurological
events, but have also been found to occur more frequently in
patients with extended cardiopulmonary bypass pump runs,
the use of circulatory arrest, aortic surgical procedures and
tranexamic acid use during surgery (Bronster, 2006; Goldstone
et al., 2011, Montes et al., 2012).
Given the multifactorial nature of seizures in this patient population, we began tracking and describing the experiences
of cardiac surgery patients who have seizures during their
post-operative course. Any patient admitted to the CVICU
after a cardiac surgery procedure was tracked for seizure
activity within 24 hours of ICU admission. Patients who experienced a post-operative seizure were subsequently investigated
to determine potential risk factors in the peri-operative period
and determine the potential impact of the seizure event on
their post-operative recovery.
From 2009–2012, a total of 3,419 patients underwent cardiac
surgery at our institution. Of those patients, 68 (2.0%) experienced a seizure during their stay in the cardiovascular ICU
with an overall incidence rate of 19.9/1,000 patients. This overall percentage is consistent with previous research, which has
reported 0.9% to 3.5% incidence of post-operative seizure
(Goldstone et al., 2011; Montes et al., 2012). More work regarding the impact of post-operative seizures on recovery should be
undertaken to better understand this phenomenon.
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Improving Patient and Family
Experience of Transfer from a Level II
ICU to a Ward by Understanding and
Reducing Stressors

Lianne Hogan, BScN, RN, Widad Abdulwahab, BScN, RN, Biji
Thomas, BScN, RN, McMillan Liseth, BScN, RN, and Anita Au,
MN, RN, APN, CNCC(C), Toronto, ON
ICU nurses are generally involved in planning and performing safe discharges from ICU to the general ward. Numerous
studies have been done on various stressors that patients and
families experience upon admission into ICU. However, a limited number of studies have been completed on identifying,
addressing and reducing the stressors patients and families
experience upon transfer from ICU to the ward. Therefore, a
qualitative research approach will be used to review key issues
involved in transferring patients from the ICU to the ward.
The methodology is to survey patients and/or families in order
to identify the stressors they experience at the time of and
after transfer to the unit. Current resources used to transition
patients from the ICU to the ward will be examined to determine their effectiveness in addressing concerns of patients and
families. Analysis of the data will aid in the identification of
the stressors. Strategies to decrease stressors on transfer will be
implemented. A post implementation survey will be conducted
to measure the effectiveness of the change. This research study
will answer the following questions: Is transfer to ward information being passed on in a consistent and similar manner?
Are the currently available resources addressing patients’/families’ stressors? Is the health care team using a standard practice
in addressing the patients’/families’ stressors? This quality
improvement project will use a Plan, Do, Study and Act design
to identify and reduce stressors that patients and/or families
experience during transfer from ICU to the ward. The hypothesis is that by reducing stressors patient and family satisfaction
on transition from the ICU to the ward will improve.
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Shattering the Silence: Overcoming
Communication Barriers with Nonverbal Patients in the Intensive Care Unit
Karen Jensen, RN, Kathie Alary, RN, Patricia Berger, RN,
Theresa Chipperfield, RN, Gurmeet Mann, RN, Luauna
McCartney, RN, and Reena Parhar, RSLP, Vancouver, BC

Patients in ICUs face often-unexpected critical illness rendering them temporarily unable to communicate their basic
physical and emotional needs due to intubation and mechanical ventilation. This problem is further compounded when
patients’ ability to communicate through writing is limited by
weakness, sedation, or by physical restrictions such as: intravenous tubes, monitor wires, wrist restraints, or edema.
Being unable to communicate is identified by patients as the
most significant problem for them while ventilated (Patak,
Gawlinski, Fung, Doering & Berg, 2004), causing frustration,
fear, anxiety, anger, and demoralization (Happ, 2004). Patients
primarily attempt to communicate by mouthing words or
writing, which are fatiguing and emotionally draining to the
patient (Patak, Gawlinski, Fung, Doering, Berg & Hennerman,
2006). A patient’s efforts to communicate are often misunderstood, which increases patient and nurse frustration, leads to
increased use of sedation, and often results in communication
failure (Laakso, 2009).
However, while nurses are educated and aware of the importance of promoting communication, there is little adherence to
care planning and implementation of communication strategies within the ICU environment (Radke, 2011).
The influx of technology at the bedside has made great strides
in monitoring and caring for the critically ill. But has it led us
to forget a pivotal facet of patient care? With both static and
interactive aides at our fingertips, it is time to re-evaluate how
we approach communication with our ventilated patients.
Through this review of the literature, we will emphasize the
necessity of effective nurse-patient communication, identify a planned approach to communication needs assessment
through early speech-language-pathology intervention, and
highlight some of the available augmentative communication
aides available. We will also present the methodology currently
being considered for a research study exploring patient perceptions of aided communication during mechanical ventilation.
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to ensure patients get as much rest as possible. In the pediatric
intensive care unit where I work, promoting and protecting the
sleep of our babies, children, and teens has become part of our
culture. In many ways, the pediatric population is less forgiving when it comes to interrupted naps and nighttime waking.
Initially, this poster will outline the reasons sleep is particularly
important for the critically ill patient, and will then focus on
practical ways a bedside nurse can advocate for and promote
patient sleep. This discussion will focus on the perspectives of
and methods used by pediatric critical care nurses.
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SHHH! Promoting Patient
Sleep in the ICU: The Role of the
Bedside Nurse as Advocate
Sarah King, BScN, RN, CNCC(C), Halifax, NS

For human beings, sleep is necessary both for survival and
for sanity! Most of us, admittedly, morph into a savage beast
when we don’t get enough sleep, especially if we work shift
work or suffer from sleep deprivation. As nurses, we know
sleep is vitally important, having far-reaching impact on our
overall health and well-being. For the patient who is in the
Intensive Care Unit (ICU), this is true, as well. In fact, sleep
is even more important for critically ill patients to endure the
demands their bodies face: the tremendous physical, mental,
and emotional demands both to overcome their illness and to
repair and recover. Additionally, sleep deprivation has been
linked to a number of health complications and adverse situations, yet the ICU environment is certainly not what one would
call sleep conducive. Not only do patients face distress and
discomfort from causes such as invasive lines and advanced
disease processes, the unit itself tends to be bright, noisy, and
busy. How can we create a therapeutic environment and help
these patients sleep? As a constant bedside presence in the ICU,
the critical care nurse is aware how difficult it can be to promote and protect patient sleep. The bedside is an ideal vantage
point for determining, advocating for, and enacting strategies
46 Dynamics • Canadian Association of Critical Care Nurses
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Importance of Nursing Advocacy when
Implementing Technology in Critical
Care: Our Experience with Novalung®
iLA Device

Shirley Lee, BSN, RN, Lisa Stamnes, BSN, RN, Sherly Mathews,
RN, CCRN, and Catherine Rodriguez, RN, Vancouver, BC
The implementation of new and unfamiliar technology is difficult when resources and educational support is limited. Our
experience in implementing Novalung® iLA technology has
challenged us to review how we have introduced new technology in the past and how we need to advocate more effectively in
the development of nursing care guidelines, staff education and
policies in the future. Novalung® technology is a new pumpless
extracorporeal gas exchange device used to improve respiratory failure that is complicated by hypercapnia and acidosis
(Lobaz & Carey, 2011). The introduction of a new interventional technology requires careful consideration of policy,
safety, and staff education. There is limited literature on patient
care in Novalung® interventional lung assist (iLA) therapy, particularly true of nursing care (Gordon, 2009).
The Novalung® iLA is an extracorporeal membrane ventilator device that allows for oxygen and carbon dioxide gas
exchange to occur by simple diffusion, which prevents and
rapidly reverses hypercapnia (Gordon, 2009). This pumpless
arterio-venous device has been used in patients with severe
acute lung failure due to ARDS, inhalation injury, severe
pneumonia, COPD, and asthma (Fischer & Strueber, 2006).
During the summer of 2012, we experienced our first patient
who required a Novalung® due to severe restrictive lung disease. The Novalung® was in place for 10 days and initially

required extensive education for the nursing and respiratory
therapist staff, as well as the development of policies and procedures for nursing practice to guide nursing care. We recognize
that we need to strongly advocate in establishing a process to
safely implement new technologies and to ensure that nurses
and other health care providers have the necessary knowledge
and supports to provide care. This presentation describes our
experience with implementing this new device including development of an education plan, policies, procedures, and next
steps for continuing education.
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Registered Nurses of Many Talents:
Post-Pyloric Feeding Tube (PPFT)
Insertion by Nurses in a Regional Adult
Burn Centre

Jaymie Anne Lim, BScN, RN, CNCC(C), Katelynn Maniatis,
MHSc, RD, CNSC, Anita Au, MN, RN, APN, CNCC(C), Karen
Smith, MHS, PCM, RN, Melissa Adamson, RN, CE, Judy
Knighton, MN, CNS, RN, and Kim Furtado, RN, Toronto, ON

enhance patient outcomes by allowing patients to receive
enteral nutrition within 24 hours of admission and minimize
frequent feeding interruptions. As such, a core group of Level
III ICU nurses in a regional adult burn centre in an academic
health centre volunteered to be trained to insert post-pyloric
feeding tubes as an advanced competency in June 2012. A strategy of multidisciplinary collaboration, education, protocol
development and support enabled nurses to successfully and
safely insert PPFTs, and the burn centre to adopt this practice
as a standard of care. Consequently, additional nurses have volunteered to be trained and acquire this competency to provide
small bowel feeding access for critically ill burn patients.

References

Bench, S. (2004). Clinical skills: Assessing and treating shock: A
nursing perspective. British Journal of Nursing, 13(12), 715–
721.
Heyland, D.K., Cahill, N.E., Dhaliwal, R., Wang, M., Day AG,
Alenzi, A., & McClave, S.A. (2010). Enhanced protein-energy
provision via the enteral route in critically ill patients: A single
center feasibility trial of the PEP uP protocol. Critical Care,
14(2), R78.
Kaplow, R., & Reed, K. (2008). The AACN synergy model for
patient care: A nursing model as a force of magnetism. Nursing
Economics, 26(1), 17–25.
Metheny, N., Davis-Jackson, J., & Stewart, B. (2010). Effectiveness of
an aspiration risk-reduction protocol. Nursing Research, 59(1),
18–25.
Rodriguez, N.A., Jeschke, M.G., Williams, F.N., Kamolz, L-P.,
& Herndon, D.N. (2011). Nutrition in burns: Galveston
contributions. Journal of Parenteral and Enteral Nutrition, 35(6),
704–714.

Hearing from the Silent: Patients’
Experiences of Family Presence During
Resuscitation
Michael Metzger, MN, RN, ACCN

The initial post-burn phase is characterized by increased cardiac output, hypermetabolism, and immune suppression
(Bench, 2004). Aggressive nutrition support is required to
attenuate the hypermetabolic response, optimize wound healing, minimize catabolism, and reduce morbidity and mortality
(Rodriguez, Jeschke, Williams, Kamolz, & Herndon, 2011).
Unfortunately, a lack of tolerance to gastric feeding requiring
gastric decompression is not uncommon in the first 48 hours
post-burn. Additionally, in subsequent days, burn patients
require multiple and frequent surgeries, numerous bedside procedures, and lengthy dressing changes that can last up to four
hours daily. These procedures entail supine positioning and as
a result, enteral feeds are held to minimize the risk of aspiration
(Metheny, Davis-Jackson, & Stewart, 2010). Nutritional deficits
grow over time, which can contribute to poor clinical outcomes
in this critically ill population (Heyland et al., 2010).

Family presence during resuscitation (FPDR) is a practice that
is increasing in critical care units. Health care professionals
generally support the practice of FPDR and possibly see a benefit. As well, family members generally want to be present and
the option to be present during resuscitation is a right of family
members. Potential patients may also want family to be present
during resuscitation. In this philosophical hermeneutic study
guided by the philosophy of Hans Georg Gadamer, four individuals who experienced resuscitation were interviewed to gain
an understanding of the experience of FPDR for the patients.
Findings revealed that family presence for the individuals who
experienced resuscitation provided an ongoing understanding
of the experience. Family presence also provided a connection to the family and a reason to survive the resuscitation. In
addition, the participants described an ability to see or know
what was happening even in a state of coma and/or sedation.
As well, the definitions of “family”, “presence”, and “resuscitation” were explored with the participants and it was found that,

Using the Synergy Model (Kaplow & Reed, 2008), it was identified that advancing nursing competencies to include the
bedside insertion of post-pyloric feeding tubes (PPFTs) could
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The Surgical ICU (SICU) had a high rate of skin breakdown
with the sacrum being the area most commonly affected. In a
15-month period, the SICU had seven sacral pressure ulcers, all
of which were Stage III or greater. The institution’s target rate
for pressure ulcer development was set at zero. At this time, a
7x7 inch silicone border foam dressing (Mepilex) was placed in
floorstock.

while definitions had little meaning for the participants, their
individual experiences were significant and unique. These findings provided an understanding of the patients’ experiences of
FPDR and this study suggests that FPDR can continue to evolve
and be integrated into practice.
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Use of a Silicone Border Foam Dressing
to Prevent Sacral Pressure Ulcers in the
ICU
Kathleen Przybyl, MSN, CCRN, CCNS

Purpose: In 2006, the Centers for Medicare and Medicaid
Services (CMS) designated Stage III and IV nosocomial pressure ulcers as “never events” stating these adverse events could
be prevented with evidence-based practice guidelines. Since
2008, hospitals are no longer reimbursed for care related to
these events. Patients in the Intensive Care Unit (ICU) have
been found to be at highest risk for the development of pressure
ulcers due to the critical nature of their illnesses and their exposure to contributing factors during the course of treatment.
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Methodology: A list of high-risk criteria for the development
of pressure ulcers was compiled and incorporated into a written protocol with directions for Mepilex use, care, and removal.
The SICU nursing staff was educated on the new protocol
and all patients in the SICU were screened daily. Mepilex was
applied prophylactically to all patients deemed high risk.
Results: In the five months since the initiation of the Mepilex
protocol, the SICU has had zero nosocomial sacral pressure
ulcers. Application of the Mepilex dressing to patients upon
their arrival to the unit has become standard practice. The
Mepilex Protocol has been initiated in all nursing units and is
now being applied preoperatively to patients undergoing long
surgical procedures.
Conclusion: The cost of treating a Stage III or IV nosocomial
pressure ulcer can be as high as $40,000 and will no longer be
reimbursed according to CMS standards. At a cost of less than
eight dollars per dressing, the Mepilex sacral border is cost
effective and easy to use.
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Multi-component Bereavement Program
in the MSICU: Results of a Pilot,
Observational Study
Cecilia Santiago, MN, RN, CNCC(C), Christine Lee, RSW,
MSW, Maria Teresa Diston, BScN, RN, CNCC(C), Rose
Piacentino, RSW, BSW, Jamie Villeneuve, BA, MTS, and Orla
Smith, RN, CNCC(C), Toronto, ON

Background: For family members of patients who die in
the ICU, bereavement follow-up can enhance family members’ adaptation to a life without their loved one. However,
an internal and external environmental scan of local ICUs

revealed that formal bereavement programs are rare. The feasibility of implementing a formal bereavement program, and
the associated attitudes and outcomes of family members are
unknown.
Objectives: 1) To develop and administer a formal bereavement program for family members of patients who die in the
ICU consisting of a bereavement brochure, sympathy card,
telephone follow-up, and a memorial service; 2) To measure
the feasibility of implementing each of the program components, and 3) To determine family member attitudes towards
the program components and overall.
Methods: REB-approved pilot, observational study. Program
feasibility was tracked by the study team. Family attitudes were
ascertained through a survey.
Results: During the study period (Nov. 16, 2011–Feb. 20,
2012), there were 32 deaths in the ICU. Of the 32 deaths, 31
patients had an identified family member on record. One family member did not want to receive bereavement follow-up.
Thirty family members were enrolled; one family member per
patient. The bereavement brochure, sympathy card, and follow-up telephone call were received by 77%, 100%, and 50%
of eligible family members respectively. Response rate to the
follow-up survey was 37% (n=11/30). Among survey respondents, 90% reported reading it. Almost half (43%) found the
brochure helpful. All respondents reported receiving the sympathy card and finding it meaningful. Of those who received
a phone call, 67% found it helpful. Only 28% (4/14) attended
the memorial service. Respondents rated the helpfulness of the
program on a scale of 0 to 10 with a mean rating of 6.88 (range
5–10).
Conclusion: A formal bereavement program for family members of patients who die in the ICU is feasible to implement.
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Team Building in the Medical Surgical
Intensive Care Unit

Cecilia Santiago, MN, RN, CNCC(C), Karen Wannamaker,
BSc, RN, CNCC(C), Franca Nolan, BA, BEd, Jasmine Soliven,
BSc, RN, Christine Lee, RSW, MSW, DeJaun Sutherland, and
Elizabeth Butorac, MN, RN, Toronto, ON
The working environment of an intensive care unit (ICU) is
a constant source of stress for staff, such as patients’ complex
health problems, ethical dilemmas on patient care management, changes in the health care system, or predominance of
lateral aggression among health care workers. Like many ICUs,
sources of staff stress are present in the MSICU. To minimize
the impact of stress on staff, the MSICU nursing leadership
team developed an education program on team building. The
program focused on bringing out the best in a team to promote
staff development, positive communication, leadership skills
and ability to work closely together.
Our presentation aims to: 1) describe the multimodal education program facilitated by content experts on group process,
2) discuss the results of the staff survey regarding perceptions
towards lateral aggression, and 3) describe the evaluation of
staff towards the team building sessions. Eighty-five interprofessional team members attended the sessions. Seventy four per
cent (n=63) completed a post-education evaluation. A majority
of the respondents (87%–91%) agreed that the team-building activities: True Colours—Personality Assessment, lateral
aggression presentation and conflict resolution skit, helped
the attendees understand how they interact with others and
found the exercises relevant to their practice. Because of the
positive responses to the sessions, we plan to explore other
opportunities to provide team-building sessions, both formal
and informal, for MSICU staff. We learned that identifying
work-related relationship needs is a vital step in team building.
We also learned that team-building activities are important in
mitigating the impact of stress on ICU staff.
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Central Vascular Catheter Care in
the Burn-ICU: What to do when the
Transparent Dressing Won’t Stick?

Karen Smith, MHS, PCM, RN, Sandeep Girn, RN, Judy
Knighton, CNS, Anita Au, MN, RN, APN, CNCC(C), and
Melissa Adamson, CE, Toronto, ON

Barriers that Delay Achievement of
Target Cooling Goal in Post Cardiac
Arrest Adult Patients: A Retrospective
Chart Review
Sarah Shepherd, RN, Brackendale, BC

The purpose of this study was twofold: (i) to identify and categorize in hospital barriers that delay attainment of induced
hypothermia target temperature goals for patients post VF, out
of hospital cardiac arrest, and (ii) to compare these data between
patients admitted by direct and non-direct pathways from emergency department (ED) to the Intensive Care Unit (ICU).
Data were collected from 32 patients who had been admitted
to ICU from 2008 to 2011. Each patient’s pathway from ROSC
to achievement of target temperature was mapped. Descriptive
statistics were used to compare time elapsed between direct and
non-direct admission pathway groups. ROSC to target temperature mean time was revealed as 420 minutes for patients
in the direct pathway group and 549 minutes for patients in
the non-direct pathway group: Both groups failed to meet the
four-hour time to target temperature goals of the Critical Care
Induced Hypothermia Protocol. Delays related to patients
spending time with separate physician groups were identified.
Recommendations arising from the study include developing a structured, universal pathway between ED, cardiology
department, and ICU. This would facilitate immediate communication, timely identification of priority patients, and assist in
achieving the four-hour target temperature goal.
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There is a preponderance of evidence supporting the use of transparent semi permeable membrane (TSM) dressings or taped
gauze for central vascular line (CVL) care and maintenance in
Intensive Care Units (ICU) (CDC, 2011). In our adult burn-ICU
the TSM dressing is the only dressing recommended. Most of
our CVL sites are femoral due to burn location and TSM dressings do not usually adhere to the femoral site for more than a
24-hour period due to excessive moisture and exudate. Nursing
had defaulted to cleaning the site frequently with alcoholic
Chlorhexidine (CHD) and placing loose gauze over the site, but
it was unknown if this was effective or safe. The Education and
Practice Council (EPC), an interprofessional team at our burnICU, developed an evidence-based practice standard for care and
maintenance of CVL sites in the burn-ICU.
Analysis of central line acquired blood stream infection (CLABSI)
rates in the burn-ICU for the past two years was benchmarked
against the National Healthcare Safety Network (NHSN) (CDC,
2012). Our rates were below the benchmarks. Therefore, no
additional measures were required for care, such as CHD impregnated sponges. Literature was reviewed on the use of gauze, as a
dressing, and the effectiveness of alcohol-free CHD for CVL care
(INS, 2011). The practice standard for CVL care and maintenance
was altered for the burn-ICU using the evidence from the literature review (AHSC, 2000, 2005). The EPC recommended using
alcohol-free CHD and dry gauze dressings to the Burn Steering
Committee and a three-month evaluation of the practice was initiated. Outcome data were CLASBI rates and skin site condition.
After a three-month evaluation, CLASBI rates remained below
the NHSN benchmark for the burn-ICU. Femoral skin folds
remained free of inflammation if the femoral site was selected
for CVL placement.
The burn-ICU is now providing CVL care that is evidence-based, cost-effective and meets the needs of our unique
patient population.
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Webinars: A New Approach to Meeting
the Educational Needs of Nurses

Nurses Empower Families and Patients
With Spinal Cord Injuries

Background: Continuing education plays a vital role in
strengthening nursing professional development. However,
today’s fast-paced clinical environment and multiple commitments leave little time for nurses to pursue educational
opportunities. Web-based technologies on education can facilitate nurses to engage in more learning.

There are 86,000 people living with a spinal cord injury
and, each year, 4,300 new cases occur. The financial cost for
Canadians is $3.6 million a year. Sustaining a spinal cord injury
is a traumatic, life-changing event that not only impacts movement and sensation, but also psychosocial wellbeing.

Karen Wannamaker, BSc, RN, CNCC(C), Cecilia Santiago, MN,
RN, CNCC(C), and Orla Smith, RN, CNCC(C), Toronto, ON

Objectives: 1) To describe how the unit nursing leadership
brought webinars to the ICU nursing staff, and 2) To illustrate
how the nursing staff received the webinars.
Description: In the Fall of 2011, our nursing leadership
team won a quality improvement award from the Canadian
Association of Critical Care Nurses. Our team wanted to invest
the cash award towards the professional development of nurses.
In spring 2012, our team asked the nurses if they would like
to participate in six pathophysiology webinars hosted by the
American Association of Critical Care Nurses.
Results: Forty-two MSICU nurses responded to the offer. Only
30 nurses were enrolled in the webinar series, as per AACN
maximum group registration, June 4–June 25, 2012. After each
session we asked attendees to complete an 11-item evaluation
form. We received 88 evaluations. One hundred per cent of the
nurses who attended the sessions agreed that the webinars met
their learning needs and plan to attend future webinars. One
hundred per cent also agreed that webinars can be valuable for
their colleagues. Tracking attendance at the sessions was challenging—all who signed up did not attend or view sessions
online. Nevertheless, the nursing leadership group found that
webinars provide opportunities to supplement staff development education. Webinars offer convenience and flexibility for
learners and educators, and can be cost effective.
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Susan Young, RN, Barbara Duncan, BScN, RN, Nicky Holmes,
MN, PCM, RN, Anita Au, MN, APN, CNCC(C), Toronto, ON

A project to investigate the knowledge level and the resources available to empower nurses when providing psychological support to
spinal cord injured patients and their families was completed.
OVIDSP, HAPI, ProQuest Nursing Databases and internet sites
(Spinal Cord Connections, Canadian Paraplegic Association of
Ontario, and American Spine Society) were searched, but no
research article or survey was found to evaluate nursing knowledge when caring for the spinal cord injured patients and their
families.The majority of articles addressed the nursing perspective and the physical aspects of care. Some articles focused on
the individual patient and family experience, while only a few
dealt with the psychological aspects of care.
Therefore, a survey was developed and distributed to nurses in
the neuro-trauma intensive care unit. A response rate of 61%
was achieved. The results revealed no current process exists to
guide psychological care. Information sharing is inconsistent.
Respondents rarely utilized websites, hospital internet, the nurse
educator, or the spinal cord nurse. Nurses took on the primary
role in providing psychological support, but time allowance was
an issue. Therapeutic responses towards sensitive areas were
found to be difficult and main issues were avoided.
Through this project, nurses were made aware of the available
resources. The amount of information given to the families and
patients was overwhelming and not culturally or age sensitive.
A pamphlet was developed to allow nurses to engage patients
and families in an open dialogue on sensitive topics.
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Award information
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 dedication 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 successful recipient of the Chapter of the Year Award
• CACCN reserves the right to adjust points depending upon
supporting materials submitted
• In the case of a tie, CACCN reserves the right to determine
the recipient of the award
• The award 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
eligible 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 accumulated) and divided by the membership number as a
denominator. This will be converted to a rate/1000
• Submission guidelines:
Brochure, advertising or pamphlet and copy of agenda
(including hours of education)
Attendee numbers
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.
n

n

n

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:
Validation must be provided that the event was a CACCNsponsored project
For example, submitting a letter from the receiving group
or a picture of the event, etc.
• Formula: Total hours of events offered/total chapter members × 1000 = innovation score.
n

n

Communication—Fiscal health—Membership
sustainability
Recruitment Points
• Calculated based on the percentage of new members
recruited, as compared to the total membership of the previous 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
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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
i.e., a membership expires April 2011 and is renewed
February 2012. This member would be considered a
renewing member
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.
n

n

Critical care certification—CNCC(C) and CNCC(P)
• Points will be calculated for chapter members who have successfully completed the CNA Certification Examination
• Points will be calculated for chapter members who have successfully 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

Percentage

Points

Percentage

Points

01–10%

10

51–60%

60

• Formula Initial Certification: Number of members certified /
total chapter membership × 100 = Percentage
• Formula Certification Renewal: Number of members re-certified/total chapter membership × 100 = Percentage
• Add the two percentages together for certification score.

11–20%

20

61–70%

70

Good luck in your endeavours!

21–30%

30

71–80%

80

31–40%

40

81–90%

90

The CACCN Board of Directors and Draeger Medical Canada
retain the right to amend the award criteria.

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 contributed articles to:
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:
list of member contributions, together with a copy of the
chapter newsletter
list of member contributions to the journal, together with
the journal issue/date.
n

n

n

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, regardless of the number of times/venues at which it is presented
• Chapters are responsible for providing:
list of member contributions, together with a copy of the
brochure or flyer for the event.
n

Each presentation = 25 points

CACCN Research Grant

The CACCN research grant has been established to provide funds to support the
research activities of a CACCN member that
are relevant to the practice of critical care
nursing. A grant will be awarded yearly to the investigator of
a research study that directly relates to the practice of critical
care nursing.
Award funds available: $2,500.00
Deadline for submission: February 15
Send applications to CACCN National Office at caccn@caccn.ca
or fax to 519-649-1458 or mail to: CACCN, PO Box 25322,
London, ON N6C 6B1. Mailed applications must be postmarked on or before February 15.
Eligibility:
The principal investigator must:
• Be a member of CACCN in good standing for a minimum of
one year
• Note: where a student is submitting the research grant application and is ineligible to act as the principal investigator, the
student must be a member of CACCN in good standing for a
minimum of one year
• Be licensed to practise nursing in Canada
• Conduct the research in Canada
• Publish an article related to the research study in Dynamics
• 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.
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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.

Editorial Awards

Review process:
• Each proposal will be reviewed by a research review
committee
• Its recommendations are subject to approval by the board of
directors of CACCN
• Proposals are reviewed for potential contribution to the practice of critical care nursing, feasibility, clarity and relevance
• The recipient of the research grant will be notified in writing.

Deadline: None. Awards committee selection process.

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
• Appendices should be limited to essential information, e.g.,
consent form, instruments, budget
• A letter of support from the sponsoring agency (hospital,
clinical program) or thesis chairperson/advisor (university
faculty of nursing)
• Evidence of approval from an established institutional ethical review board for research involving human subjects and/
or access to confidential records. Refer to CNA publication
Ethical Guidelines for Nursing Research Involving Human
Subjects
• A brief curriculum vitae for the principal investigator
and 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 a r c h G r a nt Ap p l i c at i o n l o c at e 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.

1st place award value: $750.00 Edwards
Runner-up award value: $500.00 CACCN
The Editorial Awards will be presented to the authors of
two written papers in Dynamics, which demonstrate the
achievement of excellence in the area of critical care nursing.
An award, provided by Edwards Lifesciences, will be given to
the author(s) of the best article, and another award is given
to the author(s) of the runner-up article. It is expected that
the money will be used for professional development. More
specifically, the recipient must use the funds:
1. Within 12 months following the announcement of the
winners, or within a reasonable time
2. To cover and/or allay costs incurred while attending
critical care nursing-related educational courses, seminars,
workshops, conferences or special programs or projects
approved by the CACCN, and
3. To further one’s career development in the area of critical
care nursing.
Eligibility:
1. The author is an active member of the Canadian Association
of Critical Care Nurses (minimum of one year). Should
there be more than one author, at least one has to be an
active member of the Canadian Association of Critical Care
Nurses (minimum of one year)
2 The author(s) is prepared to present the paper at Dynamics
of Critical Care (optional)
3. The paper contains original work, not previously published
by the author(s)
4. Members of the CACCN board of directors, awards
committee or editorial committee of Dynamics are excluded
from participation in these awards.
Criteria for evaluation:
1. The topic is approached from a nursing perspective
2. The paper demonstrates relevance to critical care nursing
3. The content is readily applicable to critical care nursing
4. The topic contains information or ideas that are current,
innovative, unique and/or visionary
5. The author was not the recipient of the award in the previous
year.
Style:
The paper is written according to the established guidelines for
writing a manuscript for Dynamics.
Selection:
1. The papers are selected by the awards committee in
conjunction with the CACCN board of directors
2. The awards committee reserves the right to withhold the
awards if no papers meet the criteria.
Presentation:
Representatives of the sponsoring company or companies
will present the awards at the annual awards ceremony during
the Dynamics conference. Their names will be published in
Dynamics.
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The Spacelabs Innovative
Project Award

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:
the number of nurses who will benefit from the project
the uniqueness of the project
the relevance to critical care nursing
consistency with current research/evidence
ethics
feasibility
timeliness
impact on quality improvement.
• 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.
n

n

n

n

n

n

n

n

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 retain
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 their names will be published in the
journal.
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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 abilities in critical care.
The candidate is an individual who supports, encourages, and
teaches colleagues. The candidate must demonstrate a strong
commitment to the practice of critical care nursing and the
nursing profession. These qualities may be demonstrated by
continuous learning, professional involvement, and a commitment to guiding novice nurses in critical care.
Each nomination must have the support of another colleague
and the individual’s manager. It is not necessary for the candidate to be in a formal leadership or education role to qualify for
this award.
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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
• At least one nomination letter must be written by a CACCN
member
• Preference is given to a mentor who has CNA Certification
• The nominee must demonstrate an awareness of, and adherence to, the standards of nursing practice as determined by
the provincial nursing body, and the Standards of Critical
Care Nursing (2009)
• 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 honour 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 outstanding performance in the area of leadership in critical care. This
leadership may have been expressed as efforts toward clinical
advances within an organization, or leadership in the profession
of nursing in critical care. The results of this individual’s leadership must have empowered people and/or organizations to
significantly increase their performance capability in the field
of critical care nursing.
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 consistently demonstrated qualities of leadership and are considered
visionaries and innovators in order to advance the goals of critical 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 commitment 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 projects or attend conferences
• Hold a valid adult or pediatric specialty in critical care certification—Certified Nurse in Critical Care—CNCC(C) or
CNCCP(C) from the CNA (preferred)

• Have demonstrated a leadership role or have held a key leadership 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 development and lifelong learning
• On a consistent basis, exemplifies the following qualities/
values:
pro-active / innovator / takes initiative
takes responsibility/accountability for actions
imagination/visionary
positive communication skills
interdependence
integrity
recognition of new opportunities
conflict resolution skills/problem solving skills.
n

n

n

n

n

n

n

n

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

n

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 consist of:
Two members of the board of directors and Brenda
Morgan (when possible)
• The awards committee reserves the right to withhold the
award if no candidate meets the criteria outlined.
n

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 nursing
forward, their leadership qualities and how they used these
effectively to achieve their outcome.
The CACCN Board of Directors retains the right to amend the
award criteria.
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Cardinal Health Chasing
Excellence Award

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.

Deadline: June 1 annually

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.

Award value: $1,000.00

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 interprofessional health care team
• Assumes a leadership role as dictated by the dynamically
changing needs of the unit
• Is a role model to new staff and students
• Shares clinical wisdom as a preceptor to new staff and students
• Regularly participates in continuing education and
professional development.
Nominations:
Two letters describing the nominee’s clinical excellence and
expertise are required, one of which must be from a CACCN
member. The nomination letters need to include three concrete
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Canadian Intensive Care Week
“Spotlight” Challenge

The CACCN Canadian Intensive Care Week
“Spotlight” Challenge will be presented to a group
of critical care nurses who develop an activity and/or event
that will profile their local critical care team during Canadian
Intensive Care Week.
Award funds available: $450.00 total
Deadline for submission: August 15
Send applications to CACCN National Office at caccn@caccn.
ca or fax to 519-649-1458 or mail to: CACCN, P.O. Box 25322,
London, ON N6C 6B1
Mailed applications must be postmarked on or before August 15.
Share your Canadian Intensive Care Week activities!
Award criteria
• The primary contact person for the project must be an active
member of CACCN (for at least one year).
• Applications will be judged according to the following criteria:
increase the visibility of critical care services in your local
community
uniqueness/creativity of the activity/event
relevance to objectives of Canadian Intensive Care Week
feasibility of activity/event
n

n

n

n

Award requirements
• Event/activity must be held during Canadian Intensive Care
Week
• Following the event/activity, a report must be submitted with
photographs*, if possible, for publication in the Dynamics
Journal within 45 days of the event being held
• All submissions become the property of CACCN and may be
used in current/future publications (print and electronic)
The CACCN Board of Directors retains the right to amend the
award criteria.
* CACCN Photographic Consent forms must accompany all
photographs submitted

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 following: clinical, education, management, research and professional issues in critical care nursing. Critical care encompasses a
diverse field of clinical situations, which are characterized by the nursing care of patients and their families with complex, acute
and life-threatening biopsychosocial risk. While the patient’s problems are primarily 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
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Why CACCN?
Vision: The voice for excellence in Canadian Critical Care Nursing

CACCN Mission
Statement

The CACCN is a non-profit,
specialty organization dedicated
to maintaining and enhancing
the quality of patient- and familycentred care by meeting educational
needs of critical care nurses.
Engages and empowers nurses
through education and networking
to advocate for the critical care
nurse.
Develops current and evidence
informed standards of critical care
nursing practice.
Identifies professional and political
issues and provides a strong
unified national voice through our
partnerships.
Facilitates learning opportunities
to achieve Canadian Nurses
Association’s certification in
critical care.

CACCN Values
Statement
Our core values are:

Excellence and Leadership
• Collaboration and partnership
• Pursuing excellence in education,
research, and practice
Dignity & Humanity
• Respectful, healing and humane
critical care environments
• Combining of compassion and
technology to advocate and
promote excellence
Integrity & Honesty
• Accountability and the courage to
speak for our beliefs
• Promoting open and honest
relationships
Revised April 2013

Application for membership
Name:______________________________________________________________
Address: ____________________________________________________________
(Street)

____________________________________ ______________
(City)

(Province)

______________
(Postal code)

W (____) ____ - ________ H (____) ____ - ________ F (____) ____ - ________
E-mail: _____________________________________________________________
Employer: ___________________________________________________________
Position: ____________________________________________________________
Area of Employment: __________________________________________________
Nursing Registration No.:________________________ Province: ______________
Chapter Affiliation (if known): ___________________________________________
Sponsor’s Name: ______________________________________________________
(If applicable)

Type of membership:
o New Member—one year $75.00 + taxes o New Member—two years $140.00 + taxes
o Renewal—one year $75.00 + taxes
o Renewal—two years $140.00 + taxes
CACCN # _______________
o Student Member—one year $50.00 + taxes
Membership fees: add GST/HST based on province of residence
Are you a CNA/RNAO member? o Yes o No
Signature: ___________________________________________________________
Date: _______________________________________________________________
This application is for both national and chapter membership.
Make cheque or money order payable to:
Canadian Association of Critical Care Nurses (CACCN)
Mail to: CACCN, P.O. Box 25322, London, ON  N6C 6B1
Or fax with Visa/MasterCard number, expiry date to: 519-649-1458
Telephone: 519-649-5284; Fax: 519-649-1458; Toll-free: 1-866-477-9077
e-mail: caccn@caccn.ca; website: www.caccn.ca
Visa/MasterCard: _________________________________ Expiry: _________________

Automatic renewal

CACCN has implemented an “Automatic Renewal” feature. Under the auto renewal, if you
provided a credit card number, your membership will automatically renew on your next
membership expiry date, so you will no longer have the worry about remembering to
renew! Depending on the month and type of membership selected (one or two years) when
your membership application is completed, one or two years later, CACCN will charge
your credit card for membership dues based on your membership at the time of renewal.
Following automatic renewal, CACCN will mail your membership card/receipt. You will
no longer have to worry about a thing, as your member benefits will continue without
interruption! For FAQs on Automatic Renewal, visit www.caccn.ca/JOINUS

