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Vision statement
The voice for excellence in Canadian Critical Care Nursing

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

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

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

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

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

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

■■ 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

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

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

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

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

pathways to success: Five pillars
1. Leadership:

• Lead collaborative teams in critical care interprofessional 
initiatives

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

• Develop a political advocacy plan

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

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

members 

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

of critical care

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

membership 

canadian association 
of critical care Nurses
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It is with mixed feelings that I sit down to write this, my last, 
critical thinking column. It is hard to believe that my time 
leading this organization has come to a close. Two years 

ago I chose the theme Speak with Conviction, as I believed 
that critical care nurses must speak with conviction and have 
a united voice to ensure that our critically ill patients receive 
the best care possible. As care providers we are influential in 
driving evidence-based services across units, organizations 
and communities. If we neglect to speak up someone else will 
fill the void our silence creates, someone who may not advocate 
for our patients with the same degree of passion, knowledge 
and awareness of need. This is fundamentally the reason that I 
chose Speak with Conviction for my theme.

Speaking with conviction could be as simple as advocating for 
family presence at rounds or developing position statements 
for our specialty nursing community, CACCN. Many of you 
stepped up with us on this journey by participating on national 
CACCN committees, engaging with your local chapter, 
responding to surveys and opinion polls or through participa-
tion on our forum pages.

The national Board of Directors of CACCN has worked dili-
gently over the past two years to raise the profile of critical care 
nursing and to speak with conviction. We expect these efforts 
to position our organization as the one to ‘go to’ for our health 
care partners to engage on issues impacting critical care nurs-
ing. Over the past two years we have been asked to participate 
with our inter-professional colleagues in the development of 
national guidelines addressing, for example, the allocation of 
blood in the event of a critical shortage and with the Deceased 
Donation Advisory Panel that is working on common prob-
lems in organ donation across Canada. In addition, we have 
been contacted by researchers seeking CACCN’s involvement 
in research studies pertaining to critical care. Examples include 
the PEPup study, through which an educational tool was devel-
oped to successfully implement a new nutrition protocol, and 
aC3Ktion Net, which seeks to improve the implementation of 
evidence-informed best practices in critical care. Most recently 
we have been asked to participate in the OVATION program, 
which addresses the effects of different blood pressure targets 
when administering vasopressors in critically ill patients. We 
look forward to keeping you informed of the evidence that 
comes from these projects so that you can translate this infor-
mation into your clinical practice.

This past November, Karen Dryden-Palmer and Marie 
Edwards, as representatives of the CACCN Board of Directors, 
along with CACCN members Tereza Coughlin, Kim Bowman, 
Brenda Morgan, Linda Nusdorfer, Ruth Trinier and Kirk Dawe, 
met at the request of colleagues from other disciplines at CCCF 
to begin the process of developing Canadian Guidelines for 
Withdrawal of Life-sustaining Care. We would like to thank 
these members for their contribution to this important doc-
ument. This group will continue its work and will keep our 
members informed of progress along the way.

CACCN was also involved in the Canadian Association of 
Pediatric Health Centre/Accreditation Canada Interfacility 
Transport Symposium, which is developing a document rec-
ommending Emergency Medical Services Standards for the 
transport of critically ill maternal, neonatal and pediatric 
patients. Kate Mahon and Ruth Trinier are the CACCN mem-
bers representing critical care pediatric nurses. They have 
completed the first draft of the document and will be con-
tinuing with this work. Look for more information about this 
document on the website. It is clear we have achieved much 
success and are proactively speaking with conviction about 
matters of national concern to critical care patients, families 
and providers.

My personal journey with CACCN began with my first 
Dynamics conference many years ago. Since then I have 
attended this flagship gathering over my long career as a crit-
ical care nurse. Aside from the excellent educational sessions 
Dynamics has to offer, the greatest benefit I have received from 
attending has been the opportunity to network with other crit-
ical care nurses from across the country who share a passion 
for our work. During my term as president I was able to con-
nect with many of you and through this interaction my passion 
for critical care nursing was rejuvenated. So, if I were asked to 
describe the benefit of belonging to a professional organization, 
I would have to say it is the opportunity to rejuvenate one’s pas-
sion for critical care nursing.

How have I have stayed in critical care for so many years and 
how have I maintained a healthy, productive approach to such 
demanding work? The key, for me at least, is that I have real-
ized that every national conference or chapter workshop has 
infused me with excitement about critical care nursing all over 
again. It is this fuelling of my passion for critical care nursing 
that has allowed me to stay in this specialty for my entire career 
as a nurse. I still find it exciting to work in critical care and 
truly can say that I love being a critical care nurse. By attending 
CACCN events I am able to network with a community of crit-
ical care nurses passionate about critical care. 

When I attended my first Dynamics in the 1980s I would never 
have dreamed that one day I would be president of CACCN and 
leading the foremost professional critical care nursing associ-
ation in Canada. It has been hugely rewarding and a privilege 
to lead CACCN. It was through Dynamics and being an active 
member of CACCN that I found many of the mentors in my 
career, mentors not only for clinical knowledge, but for leader-
ship and professional growth, as well. Each one of these mentors 
has helped me to grow and to develop as a critical care nurse. I 
am so thankful that they shared their expertise and experiences 
so freely with me throughout my career. They have helped me 
grow both personally and professionally and I hope that it has 
made me not only a better nurse, but a better leader, as well.

As I finish my term, I reflect on how privileged I have been to 
work with such a dedicated and committed board of directors. 
Although they are volunteers I have been awed by their dedica-
tion and the amount of time they have devoted to CACCN and, 
in turn, to critical care nursing in Canada. I would like to take a 
moment to thank them publicly for the phenomenal work that 

criTical THiNkiNg
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they have done on your behalf for CACCN. Each of them has 
helped to improve and raise the profile of CACCN by truly liv-
ing the president’s theme, Speak with Conviction.

CACCN is supported and run by volunteers from across 
Canada, whether it be as members of planning committees 
for Dynamics, as writers of position statements, as members 
of the journal editorial board, or as executives of local chap-
ters. Without these volunteers we would not be able to operate 
or be the voice of critical care nursing in Canada. I would like 
to thank all our volunteers for their dedication and passion for 
critical care and the work that they have done for CACCN.

Last, but not least, I would like to thank Christine Halfkenny-
Zellas. As our chief operating officer she is the only full-time 
employee of CACCN. Without her support the board, chapters, 

and volunteers would not be able to complete the work of 
CACCN. For me, personally, as president, I know that I would 
not have been effective without her assistance, so I must 
thank her for all her support. It has made my term as presi-
dent rewarding. As I leave this position I know that CACCN’s 
incoming president, Karen Dryden-Palmer, will continue to 
lead and strengthen CACCN during her presidency. Look for 
the announcement of her president’s theme in the next Critical 
Thinking column and her president’s blog on the website. 

Take care and Speak with Conviction.

Teddie Tanguay

The CACCN has implemented leader board advertising on 
our website to increase association revenue, while maintain-
ing membership fees at the current level. In addition to leader 
board advertising, we have made audience extension advertis-
ing available to our advertisers. Audience extension advertising 
uses internet cookies via a web script on the CACCN website. 
Internet cookies are not programs, they do not operate as pro-
grams and do not gather or collect any personal information that 
would identify visitors to the CACCN website. With the addition 
of audience extension, CACCN has made the following change 
to the “Use of Website Cookies” section of our Privacy Policy:

use of website cookies
Previous policy:
• Our website makes use of “cookies”, small digital files that are 

stored in your web browser.
• Cookies are used to make it easier and convenient for our 

users to move around our website, allowing you faster access 
to information. 

• Cookies are stored on your computer’s hard drive.
• Your browser settings may allow you to block these cookies, 

but we recommend you have them enabled to help us per-
sonalize your experience of our website.

• Cookies used on this website are not accessible to anyone, 
including the members and/or employees of the CACCN.

• Cookies on the CACCN website are not used for tracking 
purposes.

Current policy (approved January 7, 2014):
• Our website makes use of “cookies”, small digital files that are 

stored in your web browser.
• Cookies are used to make it easier and convenient for our 

users to move around our website, allowing you faster access 
to information. 

• Cookies are stored on your computer’s hard drive.
• Your browser settings may allow you to block these cookies, 

but we recommend you have them enabled to help us per-
sonalize your experience of our website.

• Our advertising partners may participate in the “audi-
ence extension” program offered with their leader board 
advertisements on the top/bottom/side of the CACCN 

webpages. The audience extension program reads the 
“behaviour” of the visiting party and further personalizes 
your experience on the CACCN website and other web-
sites you may visit.

• Audience extension is a common practice with digital 
media.

• NO information of a personal nature is available, shared, 
divulged or tracked with the use of cookies and/or the audi-
ence extension program.

For information on the CACCN Privacy Policy, please con-
tact CACCN National Office at caccn@caccn.ca or visit the 
CACCN Website at http://www.caccn.ca/en/about/caccn_
policies.html 

caccN privacy policy

Dynamics 2015 conference 
planning committee—call 
for participation
Dynamics 2015 will be held September 27–29, 2015, at the 
Winnipeg Convention Centre in Winnipeg, MB. Planning 
committee selection will take place in March 2014.

CACCN members interested in working on the confer-
ence planning committee should submit a resume/CV and 
summary of conference planning experience (planning 
experience is appreciated but not a requirement for submis-
sion) to the CACCN National Office by March 1, 2014. 
Please note, consideration will be given to those who are 
Manitoba Chapter or Western Region members.

For further information on this exciting opportunity, 
please contact the CACCN National Office, P.O. Box 
25322, London, Ontario N6C 6B1, www.caccn.ca, e-mail: 
caccn@caccn.ca, phone: (519) 649-5284, fax: (519) 649-
1458. For frequently asked questions regarding Dynamics 
conference planning, please visit www.caccn.ca.
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mentorship
The CACCN Mentorship Pilot Program was active in the CACCN 
forum from January to September 2013.

This mentorship opportunity was developed in response to a 2010 
survey of a CACCN members and direct feedback obtained though 
focus group sessions carried out at Dynamics that same year. Members 
identified that they lacked ways to connect critical care nurse lead-
ers in the organization in order to support professional development 
and meet their career goals. Identified topics where mentoring was of 
interest were primarily education based and far reaching including: 
research, rapid response teams, advanced practice, end-of-life care, 
entrepreneurship, publication skills, new graduate integration and 
late career nursing. In the absence of face-to-face connections there 
was keen interest in an online forum for mentoring. 

This pilot program was open to all CACCN members who were 
interested in advancing their careers, knowledge base or profes-
sional affiliations in the specialty of critical care nursing. A number 
of members came forward excited to participate as both mentees 
and mentors ready to invest in professional relationships beyond 
their immediate work environment.

The goals of the CACCN Mentorship Program are:
• To provide an accessible and useful mentorship to our CACCN 

members;
• To promote the development of mentorship skills through the 

education and support of mentors and mentees;
• To provide a nationally accessible strategy for advancing individ-

uals and specialty knowledge within the context of the CACCN 
mission and objectives.

Participants enter into a voluntary relationship facilitated via the 
CACCN online discussion forum. Mentees choose to apply to 
“rooms” based on their objectives and interests. The mentors of 
the program are respected CACCN leaders who volunteered to 
share their time and expertise within their designated topic “room”. 
Mentors engaged online with the participant mentees in order to 
assist them in meeting their learning and/or developmental goals.

CACCN Mentorship Program opened two specific topic rooms for 
the pilot:
• The first, Writing for Publication, was mentored by Paula Price, 

PhD, RN. Paula brings vast expertise to her role as mentor, as our 
Editor for Dynamics: Journal of the CACCN and in the domains 
of education. Paula’s status as a national nursing leader and her 
sincere commitment to developing others led to this mentor 
room being completely filled and wait listed within the first week 
of launching the program;

• The second room, Building Professional Presentation Skills, was 
mentored by Eugene Mondor, MN, BScN, RN. Many of you are 
familiar with Eugene’s fabulous and dynamic presentations, and 
we were thrilled to have him providing mentorship in this area 
for our members. Eugene brought his enthusiasm and extensive 
background in education, as well as his presentation experience to 
his role as mentor.

The CACCN Mentorship Program pilot was informative and 
highly successful. Feedback from mentor and mentees was posi-
tive and those who invested in the program were highly satisfied.

As a result, CACCN will be continuing the mentorship program. 
Currently a needs assessment is underway in order to of offer 

support in the areas of priority concern for our members. At this 
time a clinical leadership room mentored by Teddie Tanguay is 
planned, and planning is underway for a “new career nurses” 
room, an “abstract writing” room and, potentially, a certification 
preparation room for the pediatric critical care certification exam.

We invite your ideas and encourage your suggestions for program 
topics. If you have a program idea and/or are interested in becom-
ing a mentor/mentee, please contact caccn@caccn.ca.

We would like to take this opportunity to formally thank Paula 
Price, PhD, RN, Calgary, Alberta, and Eugene Mondor, MN, 
BScN, RN, for their generous contributions to the success of the 
mentorship pilot and their investment in the individual members 
with whom they worked. We also thank the mentees who invested 
in themselves, our association and in the program. Without the 
support of our members as mentors and mentees, the pilot pro-
gram would not have been a success.

“Learning is finding out what you already know. Doing is demon-
strating that you know it. Teaching is reminding others that they 
know just as well as you. You are all learners, doers, and teachers.” 
Bach, R. (1977). Illusions: The adventures of a reluctant messiah. 
New York: Dell Publishing Co., Inc. 

Karen Dryden-Palmer
Vice-President
CACCN Board of Directors

Dynamics: Journal of the  
Canadian Association of Critical Care Nurses

Share your knowledge and critical 
care experiences

Dynamics: Journal of the Canadian Association of Critical 
Care Nurses (CACCN) is an international, peer-reviewed 
journal focusing on critical care nursing practice, admin-
istration, education and research. We are interested in 
publishing articles by nurses who are looking to share their 
evidence-based practices, research, quality management/
improvement initiatives, and case studies.

Dynamics is published four times annually (Spring, 
Summer, Fall and Winter) and is indexed in the Cumulative 
Index to Nursing and Allied Health Literature (CINAHL), 
EBSCO, the International Nursing Index, MEDLINE and 
RNdex Top 100. This means that many nurses nationally 
and internationally will have access to your article.

Share your knowledge by submitting a manuscript to 
Dynamics: Journal of the Canadian Association of Critical 
Care Nurses. Paula Price, Editor, and the Editorial Review 
Board are available to assist you with the development of 
your manuscript for publication.

Manuscripts should be submitted via email to Paula Price, 
Editor, pprice@mtroyal.ca, with a copy to CACCN National 
Office at caccn@caccn.ca or via facsimile to 519-649-1458.

For more information regarding Dynamics: Journal of the 
Canadian Association of Critical Care Nurses please visit 
“Publications” on the CACCN website at www.caccn.ca.
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Why consider joining the caccN 
board of Directors? Asha Pereira
• Board of Directors from 2003–2008 

■■ Member at Large
■■ Western Liaison Representative
■■ President from 2006–2008 

• Chair of the 25th Anniversary Dynamics 
Conference in 2008 in Montreal. 

What I gained from my work with the BOD:
• I was fortunate to be mentored by fantastic 

nurse leaders. The board members I served 
with were great teachers, and excellent team 
members.

• I was able to hone my leadership skills, learning 
about communication, negotiation, conflict 
resolution, politics, and advocacy. 

• I learned about budgets, fiscal stewardship, 
innovation, and strong financial management. 
I learned how to create a vision, and follow 
through.

• I made excellent connections, and lifelong 
friends. 

Was it a lot of work? 
• Yes, and I believe you get out of life what you 

put into it. 
• Strong mentorship and open communication 

made the work manageable. Because our team 
was supportive and very hard working, we 
shared the load. 

What would you tell someone thinking of 
joining the BOD?
• I can’t think of a better place to speak for and 

about critical care nursing! Advocating for and 
highlighting the work of critical care nurses is 
key to supporting patients, and CACCN is the 
organization to provide that voice. 

• It was an honour and immense pleasure to be 
part of the history of CACCN. Being a mem-
ber of the board was one of the highlights of my 
career. It was fun and challenging, and I learned 
a lot about nursing, life, and myself. I would 
highly recommend committing to serving on 
the Board of Directors.

caccN board of Directors call for Nominations
The Canadian Association of Critical Care Nurses (CACCN) is the 
national specialty group for nurses in critical care.

CACCN is seeking interested members of the association to serve as 
directors on the National Board of Directors for a two-year period:
•	 Western Region (one position open)
•	 Central Region (one position open)
• Director at Large, ANY Region (one position open)

Criteria
Active current member of CACCN

Director responsibilities: 
• Attend two meetings per year (spring: three days, fall: two days) and 

teleconferences, as required 
• Address issues in critical care nursing 
• Participate in decision-making 
• Serve on committees, as required 

Term of office 
Two-year term commencing April 1, 2015, to March 31, 2017

Important dates 
• Nominations will close July 5, 2014. Nominations will be printed in the 

Fall Dynamics Journal 
• Nominees will be invited to speak for three minutes at the Annual 

General Meeting in Quebec City, QC, in September 2014 (in person or 
via Skype)

• Voting will take place at the Annual General Meeting on September 21, 
2014.

Nomination packages available: CACCN website at www.caccn.ca
National Office at caccn@caccn.ca

Please email the following information to be considered for 
nomination:
• Completed CACCN nomination forms
• Curriculum vitae (CV) 
• Personal statement and current photo

Only those nomination forms completed in full, accompanied by the 
nominee’s CV, current photo and personal statement received by email or 
fax by July 5, 2014, 23:59 ET, will be considered.

For further details, please contact Christine Halfkenny-Zellas, Chief 
Operating Officer, at 519-649-5284 or caccn@caccn.ca

Western Region: British Columbia, Alberta, Saskatchewan, Manitoba, 
Northwest Territories, Nunavut, and the Yukon
Central Region: Ontario, Quebec
Eastern Region: New Brunswick, Newfoundland/Labrador, Nova Scotia, and 
Prince Edward Island

DyNamicS 2014 
Speaking from experience: integrating excellence as a culture 

créer une culture D’excellence: À partier De l’experience pratique
September	21–23,	2014		•		21	au	23	Septembre	2014

Quebec	Convention	Centre,	Quebec	City,	QC	•	Centre	Des	Congrès	de	Québec,	Québec,	QC

Dynamics 2014 conference flyer/brochure
The Summer Abstract Edition of the Dynamics Journal will include a colour flyer providing information on the preconference, 
conference, accommodation and travel. The full colour electronic brochure and online registration will be available on the CACCN 
website at www.caccn.ca by June 1, 2014.
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annual general meeting  
proxy Vote Form 2014

I, ___________________________, a voting member in 
good standing of the Canadian Association of Critical Care 
Nurses (CACCN), hereby give my proxy to Karen Dryden-
Palmer, President of the Board of Directors, failing her, to 
Renee Chauvin, Secretary of the Board of Directors.

OR (complete only if you wish to name someone other 
than the above as your proxy)

_______________________________________

as my proxy to attend, act, and vote on my behalf at 
the Annual General Meeting of members to be held 
Sunday, September 21, 2014, at the Dynamics of Critical 
Care Conference 2014, in Quebec City, QC (including 
adjournments thereof).

Name: _________________________  Date:_________ 

Signature:_____________________________________

It is the responsibility of the member to determine whether 
the person to whom they assign the proxy is able and agrees 
to act in the manner described.

Please ensure delivery of the completed proxy to CACCN 
by no later than Friday, September 5, 2014 at 2359 ET:
by e-mail: caccn@caccn.ca
by fax: (519) 649-1458
by mail: Canadian Association of Critical Care Nurses 
P. O. Box #25322 
London, ON  N6C 6B1

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

Dynamics 2017: September 24–26, Toronto, ON

February 15: CACCN Research Grant deadline

March 1: Dynamics 2015 Planning Committee Application 
deadline

March 19–21: BOD F2F Meeting, Toronto, ON

April 5: CNA Certification Examination

April 30: Chapter Quarterly and Annual Reports (Jan – Mar 
2014) deadline

May 31: Chapter of the Year Submission deadline

May 12–18: National Nursing Week

June 1: Spacelabs Innovative Project Award deadline

June 1: BBraun Sharing Expertise Award deadline

June 1: The Brenda Morgan Leadership Excellence Award 
deadline

June 1: Cardinal Health Chasing Excellence Award deadline

July 5: CACCN Board of Director Nomination deadline

July 31: Chapter Quarterly Reports (April-June 2014) 
deadline

August 15: CACCN Canadian Intensive Care Week 
Spotlight Challenge Award deadline

September 1: Smiths Medical Canada Ltd. Educational 
Award deadline

September 18–19: BOD F2F Meeting, Quebec City, QC

September 20: Chapter Connections Day, Quebec City, QC

September 20: Dynamics Preconference Day, Quebec City, 
QC

September 21–23: Dynamics 2014 Conference, Quebec 
City, QC

October 31: Chapter Quarterly Reports (July-Oct 2014) 
deadline

November: CNA Certification Application deadline 
– Initial

December: CNA Certification Application deadline 
– Renewal

awards available to caccN members
Criteria for awards available to members of the Canadian 
Association of Critical Care Nurses are published on pages 
32–38 of this issue of Dynamics.

CACCN calendar of events
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advertising opportunities
caccN Dynamic career connections
CACCN is offering the opportunity to post individual employ-
ment opportunities on the CACCN website. If you are 
interested in taking advantage of this advertising opportunity, 
please visit CACCN Advertising 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 web-
site designed to provide immediate links to critical care nursing 
career opportunities in Canada and around the world. If your 
facility is interested in taking advantage of this service, please 
visit www.caccn.ca. 

reach your audience directly 
on our website
CACCN is pleased to announce a new opportunity for you—
the chance to advertise your company’s products and services 
directly on the CACCN website.

Together with our publishing partner, MultiView, we are bring-
ing you closer to your audience and connecting your business 
with the buyers you need.

If you have any questions or are interested in learning more 
about how to feature your company on the CACCN website, 
please call Jon Smith, Display Advertising Manager, at 972-
402-7023. For more information about this opportunity, please 
request a media kit via jsmith@multiview.com. 

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

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

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

caccN Facebook page
Visit us on Facebook for updated 
information!

Follow us on Twitter: 
@caccN1

What’s new at www.caccn.ca?

Visit us today at www.caccn.ca!

Find us on
Facebook!

Speak with conviction and refer a colleague
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 new 

member is one who has not been a CACCN member previ-
ously, or has not been a CACCN member for a minimum of 
12 months.

3. To qualify, your name must be included on the new mem-
ber’s application form or included in the online application 
submission, as the “sponsor” or “person who recommended 
joining CACCN”. Coupons cannot be awarded if the spon-
sor/recommending information is not included when the 
member application is processed.

4. Members may receive a maximum of seven (7) coupons 
towards their next renewal.

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

www.caccn.ca
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The relation of critical care nurses’ information-
seeking behaviour with perception of personal 
control, training, and non-routineness of the task
By Kristine Newman, PhD, RN, CRN(C), Diane Doran, PhD, RN, FCAHS, and Lynn M. Nagle, PhD, RN

background

Registered nurses perform a variety of comprehensive 
patient care tasks that have different degrees of complex-
ity (Newman, 2012; Newman & Doran, 2012). Nursing 

care complexity has increased due to a variety of factors, such 
as increased number of co-morbid conditions with which 
patients present, the aging population, increased survival 
rates and advancing technologies (American Association of 
Critical Care Nurses, 2013; Nursing Task Force, 1999). Critical 
care nurses’ work involves complex assessment, high-intensity 
therapies and interventions, and continuous nursing vigilance 
(American Association of Critical Care Nurses, 2013). Bucknall 
and Thomas (1995) argue that the critical care specialty is dif-
ferent from other nursing specialties. Critical care nurses have 
specialized knowledge, skills and experience to provide care to 
patients with complex conditions and families with emotional 
burden. They advocate for patients and promote environments 
that are healing, humane and caring (American Association of 
Critical Care Nurses, 2013).

Individually, nurses’ work involves tasks that can be perceived 
as being either routine or non-routine (Given & Giwai, 1969). 
A non-routine task is an unfamiliar task based on the degree to 
which the task is perceived to be complex by the task performer. 
In contrast, a routine task is based on the task performers’ per-
ception of the task as being familiar and simple (Gill & Hicks, 
2006). Therefore, the nurse relies on information from his/her 
own knowledge sufficient to complete a routine task. However, 
the nurse seeks additional information if she or he is faced with 

a non-routine patient care task. The nurse can seek informa-
tion from a variety of resources such as colleagues, internet or 
journals.

Information-seeking behaviour describes how nurses iden-
tify information needs and then carry out the process of 
information-seeking. Information-seeking is part of the prob-
lem-solving process (Byström & Järvelin, 1995), which provides 
the context for pursuing information needs and seeking infor-
mation to meet those needs. The individual’s perception of his/
her problem-solving abilities (Heppner, Witty, & Dixon, 2004) 
can influence the critical care nurse’s choice of strategy when 
seeking information to complete a non-routine task. As the 
nurse gains experience performing the task, the task becomes 
gradually more routine. The individual nurse can rely on per-
sonal experience and training to complete the task (i.e., library, 
computer or research skills) rather than seeking informa-
tion from external resources such as published information. 
However, the literature indicates that critical care nurses tend 
to seek information from people, the patient’s chart, and com-
puter systems most frequently. The choice to pursue patient 
care task-related questions was based on critical care nurses’ 
perception of how important the answer would be to patient 
care (McKnight, 2006).

There are research gaps in the literature, as there are few studies 
investigating non-routineness of the task or nurses’ perception 
of their problem-solving abilities. This has not been examined 
in relation to information-seeking behaviours. This research 

Aims: The purpose of the study was to examine the relationship 
between (1) critical care nurses’ information-seeking behaviour 
and the non-routineness of tasks; and (2) the extent to which 
nurses’ perception of their problem-solving abilities when com-
pleting patient care tasks, moderate the relationship between 
information-seeking behaviour and non-routineness of tasks.

Methods: A cross-sectional survey design was used. A random 
sample (n = 177) of critical care nurses working in hospital set-
tings was selected from the College of Nurses of Ontario (CNO) 
database. Descriptive statistics and multiple regression were used 
to analyze the data.

Results: Previous information-seeking training (p = 0.008), 
non-routineness of the task (p = 0.018), and the perception of the 
problem-solving ability domain of personal control (p = 0.040) 
had positive relationships with information-seeking behaviour.

Conclusions: The development of problem-solving skills such 
as personal control, in addition to information-seeking training 
is essential so critical care nurses will have the skills to aid their 
information needs when faced with the completion of non-rou-
tine tasks.

Key words: nursing, information-seeking, problem-solving, 
critical care, training, non-routine

abstract

Newman, K., Doran, D., & Nagle, L.M. (2014). The relation of critical care nurses’ information-seeking behaviour with perception of personal control, 
training, and non-routineness of the task. Dynamics, 25(1), 13–18.
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is significant because it provides insight into the critical care 
nurses’ perceptions of their problem-solving abilities. It can 
help inform educators and employers about how to promote 
access to information so that critical care nurses can perform 
evidence-based practices. Furthermore, the results of this study 
could assist in directing efforts towards training nurses in prob-
lem-solving and information-seeking.

purpose
The objectives of the study were to examine (1) the direct 
relationship between nurses’ information-seeking behaviour 
and the non-routineness of tasks; and (2) the extent to which 
nurses’ perception of their problem-solving abilities moder-
ates the relationship between information-seeking behaviour 
and non-routineness of tasks. Additionally, an exploration of 
the influence of context (i.e., the environment in which 
nurses perform tasks to provide care) and nurse characteris-
tics on nurses’ information-seeking behaviour was completed 
(Figure 1).

Theoretical perspective
Byström and Järvelin’s (1995) information-seeking model 
guided the conceptualization of the study. This model focuses 
on information needs in the context of task complexity. It theo-
rizes that if the individual’s information needs are fulfilled, then 
the task can be completed. Likewise, if the information needs 
cannot be satisfied, then the task cannot be completed; or, in 
the event that insufficient information is only available, then 
the task must be reformulated. When individuals performing 
a task experience gaps in knowledge, they will need additional 
information to complete the task. Resources must be sought to 
satisfy the gap in task knowledge. An individual may initiate 
another information-seeking process, or he/she may interrupt 
the information-seeking process, or choose not to proceed if 
further information is required (Byström & Järvelin, 1995). 
Byström and Järvelin suggest that an individual’s choice of 
action during a task depends on (1) their information needs, 
(2) the perceived accessibility of information channels (i.e., col-
leagues), (3) sources of information (i.e., guidelines), and (4) 
their personal information-seeking style (i.e., evolves on the 
basis of successfulness of attempted actions).

methods
Design
This study used a cross-sectional design. Data were collected at 
one point in time with a questionnaire that was mailed to the 
addresses of eligible critical care registered nurses in Ontario. 
An adapted Dillman, Smyth and Christian’s (2009) Total 
Design Method was used to enhance the response rate. First, 
a brief pre-notification letter was sent to critical care nurses 
five days prior to mailing the packages. The letter noted that 
a questionnaire for an important survey would arrive in a few 
days and that the nurse’s response would be greatly appreciated. 
Secondly, a package was mailed out, which included a detailed 
cover letter explaining the study, why a response is import-
ant, the questionnaire, and a prepaid postage return envelope. 
Third, a thank you postcard was sent one week after the ques-
tionnaire was mailed. This postcard expressed appreciation 
for responding and indicated that if the completed question-
naire had not yet been mailed it was hoped to be returned soon. 
Finally, a replacement questionnaire was sent to non-respon-
dents two to four weeks after the mailing of the postcard. It 
indicated that the nurse’s completed questionnaire had not yet 
been received and encouraged the recipient to respond. A final 
contact was made to the sample population through another 
thank you postcard mailing sent one to two weeks after the sec-
ond questionnaire was mailed out.

Data collection occurred between June 2011 and November 
2011. Ethics approval was obtained from the University of 
Toronto Research Ethics Board. Participants were provided 
detailed information about the study and returning a com-
pleted questionnaire indicated their consent. Participants 
who completed the questionnaire chose one charity so that a 
$2 donation was made on their behalf and a certificate of par-
ticipation was sent to all respondents on completion of the 
questionnaire.

Sample and setting
The sample for this study was drawn from a population of crit-
ical care nurses working in hospitals in Ontario, Canada. The 
list of names and contact information of potentially eligi-
ble nurses was provided by the College of Nurses of Ontario 
(CNO). The sample was randomly selected from the CNO 
research participant database. The eligibility criteria included 
current registration as RN or RN Extended Class (EC), works 
in a critical care hospital setting, and gave consent to have the 
CNO release their names and contact information for research 
purposes. 

The most parsimonious recommendation of five cases per vari-
able was chosen to guide the sample size estimation, since this 
was an exploratory study (Norman & Streiner, 2008). The vari-
ables included confounding, dependent, independent, and 
moderating variables. There were 17 specific variables of inter-
est; some of the variables represented different dimensions 
of the underlying construct. Frazier, Tix and Barron (2004) 
suggest doubling the sample size and/or including additional 
significant predictors of the outcome variable in the model as 
covariates to increase statistical power in analyses involving 
moderators. Consequently, a sample size of at least 170 nurses 

Moderating variables
Perception of problem-solving ability
• Personal control
• Problem-solving confidence
• Approach-avoidance style

Confounding variables
• Context
• Nurse characteristics

Independent variable
• Non-routineness
 of the task

Dependent variable
• Information-seeking
 behaviour

Figure 1: Hypothesized relationships among the key 
variables
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was required (e.g., 17 variables multiplied by five and then 
doubled = 170). Moreover, a sample size that is larger than the 
minimum estimated sample size is recommended to address 
the potential for non-normal or incomplete data. Robson 
(2002) observed that a response rate around 40% is not unusual 
for postal surveys and especially those targeting health care 
professionals. Recruitment of more participants to accrue the 
required sample size within the allotted time for data collection 
was necessary, so 75 more questionnaires were sent to critical 
care nurses’ addresses provided by CNO, increasing the total 
number of questionnaires sent out to 500. 

Data collection tools
Information-seeking behaviour. Gerrish, Ashworth, Lacey, and 
Bailey’s (2008) Developing Evidence-Based Practice (DEBP) 
Questionnaire, Sources of Knowledge sub-scale was used to 
measure information-seeking behaviour. Information-seeking 
behaviour is related to published and informal information 
accessed by nurses in their practice. Nine subscale items were 
used; each item is scored on a 5-point Likert scale ranging from 
1 (never) to 5 (always) (Gerrish et al., 2008). Published informa-
tion has six items that showed acceptable internal consistency 
reliability (Cronbach’s α = 0.82), and informal information has 
three items, that had α < 0.7 (Cronbach’s α = 0.689) (Gerrish 
et al., 2007). The DEBP Questionnaire including the Sources 
of Knowledge sub-scale has been used in other nursing stud-
ies (e.g., Mills, Field, & Cant, 2009) and demonstrated internal 
consistency reliability (α > 0.70) and validity evidenced by cor-
relation of its items with those developed by Estabrooks (1998). 
In this study, the overall Cronbach alpha was 0.77 for informa-
tion-seeking behaviour.

Non-routineness of the task. Karimi, Somers and Gupta (2004) 
adapted three items measuring task non-routineness from a 
scale developed by Goodhue (1995) in order to examine the 
impact of task characteristics on users’ satisfaction with data in 
information systems. The participants were asked to indicate 
the extent to which they agree or disagree with the items in the 
context of how they seek information. An example of an item is, 

“I frequently deal with ad hoc, non-routine problems” (Karimi 
et al., 2004, p. 190). A 7-point Likert scale ranging from strongly 
disagree (1) to strongly agree (7) was used. The three items were 
internally consistent (α = 0.84). Goodhue conducted a confir-
matory factor analysis to assess the construct validity of the 
items and found that they capture a single dimension of task 
non-routineness (Daft & Macintosh, 1981). In this study, the 
overall Cronbach alpha was 0.85 for non-routineness of the 
task.

Problem-solving ability. Heppner (1986) developed the 
Problem Solving Inventory (PSI) to measure an individu-
al’s perception of his/her problem-solving skills along three 
dimensions: perceived problem-solving confidence, perceived 
avoidance-approach style, and perceived personal control. The 
PSI consists of 11 items measuring perceived problem-solv-
ing confidence (PSC), which had good internal consistency 
reliability (Cronbach’s α = 0.78), 16 items measuring per-
ceived avoidance-approach style (AS), which had excellent 
internal consistency reliability (Cronbach’s α= 0.90), and five 

items measuring perceived personal control (PC), which had 
a Cronbach’s α = 0.74. The PSI uses a six-point Likert-type 
scale ranging from strongly disagree (1) to strongly agree (6) 
(Heppner, 1986). Examples of items are (1) “When I am con-
fronted with a complex problem, I do not bother to develop a 
strategy to collect information so I can define exactly what the 
problem is”, (2) “I trust my ability to solve new and difficult 
problems” (Heppner, 1986). In this study, the overall Cronbach 
alpha was 0.76 for perceived personal control, 0.81 for per-
ceived problem-solving confidence, and 0.86 for perceived 
avoidance-approach style.

Nurse and context characteristics. The nurse characteristics 
were assessed with standard demographic questions related to 
professional designation, primary role, how long worked as a 
critical care nurse and as a nurse, gender; year of birth, highest 
level of completed education, current employment status, and 
hours worked in a typical week.

Context characteristics were operationalized by (1) receipt 
of training opportunities for information-seeking skills, (2) 
administrative support for seeking information for patient care 
tasks, and (3) context of critical care settings, as perceived by 
nurses through self-report (Spenceley, O’Leary, Chizawsky, 
Ross, Estabrooks, 2008). Additional contextual characteris-
tics, such as, type of critical care unit (e.g., coronary care unit), 
geographic location (rural versus urban), and length of work 
on unit/organization (years and months) were assessed, too. 
Nurses’ access to information-seeking training (e.g., train-
ing to learn library skills, research skills, computer skills) was 
assessed through the nurses’ report of training received to seek 
information. Administrative support for information-seek-
ing activities was measured with the Supportive Supervision 
Questionnaire (Oldham & Cummings, 1996). Participants 
were asked to rate their level of agreement with items regarding 
supervisor support for information-seeking at the point-of-
care for non-routine patient care tasks. The scale consists of 
eight items. An example question is “My supervisor encour-
ages me to develop new skills”. Items are rated on a seven-point 
Likert-type scale that ranges from 1 (strongly disagree) to 7 
(strongly agree). In this study, the overall Cronbach alpha was 
0.81 for Supervisor support. McCormack, McCarthy, Wright, 
Slater and Coffey (2007) Context Assessment Index (CAI) was 
used to measure workplace context.  Sixteen items reflecting 
the factor of context were chosen based on relevance to infor-
mation behaviour.  The items are scored on a five-point Likert 
scale ranging from 1: strongly disagree to 5: strongly agree. An 
example of an item is “Clinical nurse leaders create an environ-
ment conductive to the development and sharing of ideas”. The 
Cronbach alpha coefficients ranged between 0.78 and 0.91 in 
previous studies (McCormack et al., 2007); it was 0.85 in this 
study.

Data analysis
Data analysis involved two steps: (1) identify variables to 
include in analysis, and (2) multiple regression analysis. The 
variables included in the multiple regression analysis were 
selected based on the literature review for critical care nurses’ 
information-seeking behaviours, information science theory 
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(i.e., Bystrom & Jarvelin, 1995), and empirical evidence such as 
Spenceley et al. (2008) and McKnight (2006). The selected nurs-
ing characteristics that did not show multicollinearity were age, 
years as a critical care nurse, and education. The selected con-
text variables were received training, supervisor support (i.e., 
supervisor encourages nurse to develop new skills or encour-
ages participation in important decisions), and context. 

The dependent variable for this study was information-seek-
ing behaviour. The independent variable was non-routineness 
of the task. The independent variable was hypothesized to 
have a direct relationship with information-seeking behaviour. 
The moderating variables were perceived personal control, 
perceived problem-solving confidence, and perceived avoid-
ance-approach style. A moderating variable affects the direction 
and/or strength of the relation between dependent and inde-
pendent variables. Moderation was tested with the interaction 
terms perceived personal control and non-routineness of the 
task, perceived problem-solving confidence x non-routineness 
of the task, and perceived avoidance-approach style x non-rou-
tineness of the task.

The second step included a multivariate linear regression 
analysis. The forced entry method was used to include in the 
regression equations. The selected variables entered in the 
model were non-routineness of the task, supervisor support, 
context, age, education, training, years as critical care nurse, 
and perceived personal control. Interaction terms between 
non-routineness of the task and the three moderator variables 
were also entered into the analysis. The model fit was assessed 
with the F-test and Adjusted R2. The association of the indepen-
dent variable with the dependent variables, after statistically 
controlling for the confounding variables, was determined 
with the value of the t-test and the magnitude of the regres-
sion coefficients. A regression model with an R2 in the range 
of 0.10 to 0.15 is considered reasonable when the interest lies 
in the relationship between variables and not in the prediction 
(Grace-Martin, 2005).

results
Of the 178 returned questionnaires, one was not completed. A 
total of 177 eligible critical care nurses completed the question-
naire and their data were included in the analysis. The study 
response rate was 37.1% (177/476). Descriptive statistics for 
the study variables are shown in Table 1. The participating crit-
ical care nurses’ ages ranged from 25 to 71 with mean of 46.5 
years (SD 10.263). The majority of participants were female 
(n=167, 94.4%) registered nurses (n=174, 98.3%) who worked 
full-time (n=120, 67.8%) as staff nurses (n=164, 92.7%) in an 
intensive care unit (n=156, 87.6%). The participants had a 
mean of 15.6 years working as a critical care nurse. Participants 
completed a bachelor or master’s degree (n=77, 43.5%) and 
diploma or certificate (n=100, 56.5%).

Information-seeking behaviour
Neither perceived avoidance-approach style nor perceived 
problem-solving confidence were significantly associated 
with information-seeking behaviour. Information-seeking 
behaviour had a positive linear relationship with training 

received (β = 0.20), non-routineness of the task (β =0.18), and 
perceived personal control (β =-0.16) (Table 2). The results 
indicated a non-significant interaction effect of perceived per-
sonal control and non-routineness of the task. It is important 
to note that a negative regression weight for perceived per-
sonal control indicates that nurses’ behaviours and attitudes 
are typically associated with successful personal control during 
problem-solving.

Conceptual model
The Information-seeking behaviour model shows that train-
ing received, non-routineness of the task and perceived 
personal control each had a positive direct relationship with 
information-seeking behaviour. The regression model had an 
Adjusted R2 = 0.136, F-test = 4.161 and p = 0.000. Supervisor 
support, context, age, education, years as critical care nurse, 
perception of problem-solving confidence and perception of 
avoidance-approach style did not have a significant relation-
ship with information-seeking behaviours.

Discussion and conclusions
This research has provided insight into critical care nurses’ 
perceptions of their problem-solving abilities, particularly in 
relation to their view of personal control. Perception of per-
sonal control was found to have a positive relationship with 
information-seeking behaviour. The literature indicates that 
individuals who have high personal control report fewer dys-
functional thoughts and irrational beliefs, such as negative 
thoughts concerning their performance (Heppner & Krieshok, 
1983). Similarly, it was stated by Larson, Potenza, Wennstedt, 
and Sailors (1995) that fewer negative self-statements and 
debilitating thoughts, such as the person expressing he/she 
cannot do the task, were reported by individuals who perceived 
they had personal control.

Table 1: Descriptive statistics for study variables

Scale n Mean SD

Information-seeking behaviour (Scale 
range 1.83–4.42)

175 3.41 0.46

Published information use (Scale range 
1.17–4.5)

175 2.87 0.58

Informal information use (Scale range 
2.33–5)

175 3.95 0.57

Supervisor support (Scale range 2–7) 177 4.51 1.29

Context (Scale range 2–5) 176 3.52 0.51

Non-routineness of the task (Scale 
range 1–7)

174 4.29 1.3

Personal Control (Scale range 5–25) 172 12.30 4.52

Problem-Solving Confidence (Scale 
range 11–38)

171 21.91 5.74

Avoidance-Approach Style (Scale range 
17–62)

171 36.39 10.26
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The development of problem-solving skills, such as personal 
control, is important for critical care nurses to support evi-
dence-based decisions when faced with the completion of 
routine and non-routine patient care tasks. For example, a 
strategy to support the development of personal control is 
freeze-framing. Freeze-framing is a technique that could be 
developed by the nurse to gain immediate emotional control 
when solving problems during patient care tasks (Childre, 
1998). The nurse will recognize that he/she is in a stressful situ-
ation and make the judgment to freeze-frame by shifting their 
focus away from racing thoughts or emotions (i.e., through 
breathing techniques). Then the nurse can try to re-experi-
ence a time when he/she felt positive (i.e., special moment or 
happy time) and think of a more efficient/effective response 
to the situation at hand. This allows the nurse to consider 
alternatives and open his/her mind to new perspectives. This 
strategy focuses on raising the nurse’s self-awareness of his/
her emotions. Behaviour modification (i.e., freeze-framing) 
could improve problem-solving by learning methods to assist 
with directing the nurse’s emotions and behaviours. Nurse edu-
cators could promote the use of this strategy to help others to 
recognize how his/her emotions impact their problem-solving 
and information-seeking behaviours. This helps the nurse to 
maintain a clear, balanced perspective even in high-stress situ-
ations (i.e., non-routine) where individuals can have emotional 
reactions.

In addition, we found that those critical care nurses who 
received information-seeking training (i.e., library, research, 
and computer skills) were more likely to actively search for 
resources. This suggests that nurse educators can assist nurses 
to learn to identify appropriate resources and advocate for 
access to resources. It is important that student nurses develop 
library, research and computer skills as a competence for 
entry-to-practice. Graduate nurses who have this knowledge 
are prepared to actively search for resources to satisfy their 
information needs. The development of these skills should 
be imbedded into the curriculum of nursing degree pro-
grams and resources should be emphasized during practice 

placements. Since resources and technologies are constantly 
changing, it is essential that nurses continue to be up to date 
and seek education to support their information-seeking 
behaviours.

This study has limitations that could have potentially affected 
this study’s validity. This was a cross-sectional study, so data 
were obtained from the participants at a single point in time. 
The use of a longitudinal design, collecting data at several 
measurement points, would allow for the assessment of how 
changes in the variables influence each other. This study relied 
on self-report for the measurement of the variables. There 
could be method variance or response distortions (i.e., social 
desirability bias) when using self-report questionnaire. Further, 
participants completed the study by reflecting on their per-
ceived ability rather than actual ability. An unforeseen Ontario 
postal strike occurred in the summer of 2011 during the 
study’s data collection. The postal strike could have affected 
receipt of the questionnaire and, hence, the study response rate. 
Dillman’s (2009) Total Design Method was used to enhance 
the response rate.

The study sample size could have been too small to detect sig-
nificant interaction effects (Cohen, 1988). Further, this study 
has a potential for sample bias, as the sample is limited to 
nurses who consent to participate in research at the time of 
their annual licence renewal and, thus, may not fully represent 
Ontario critical care nurses.

Overall we found that critical care nurses who have received 
information-seeking training and have perceived personal 
control when problem-solving will seek information when 
faced with a non-routine task. It is important that critical care 
nurses use evidence-based information to guide practice, so 
that quality patient care occurs. Therefore, it is important 
that we direct resources toward providing nurses with train-
ing in information seeking and that we explore interventions 
designed to foster effective problem solving in the context of 
non-routine tasks. 

Table 2: Information-seeking behaviour with personal control

Variable b SE F Beta t p (95%) CI 

Non-routineness of the task 0.064 0.027 4.161 0.178 2.393  0.018 (0.011–0.117)

Supervisor support -0.004 0.033 -0.010 -0.107 0.915 (-0.069–0.062)

Context 0.118 0.082 0.132 1.433 0.154 (-0.045–0.280)

Age 0.009 0.005 0.186 1.804 0.073 (-0.001–0.018)

Education 0.055 0.077 0.058 0.718 0.474 (-0.097–0.207)

Training 0.192 0.072 0.200 2.677 0.008 (0.050–0.334)

Years as Critical Care Nurse -0.029 0.099 -0.029 -0.291 0.771 (-0.224–0.167)

Personal Control -0.017 0.008 -0.163 -2.074 0.040 (-0.033– -0.001)

Note. R2 = 0.179, Adjusted R2= 0.136, F = 4.161, p = 0.000, N=162



18   Dynamics   •   Canadian Association of Critical Care Nurses

about the authors
Kristine Newman, PhD, RN, CRN(C), Assistant Professor, 
Daphne Cockwell School of Nursing, Faculty of Community 
Services, Ryerson University, 350 Victoria Street, Toronto, ON  
M5B 2K3. Tel: 416-979-5000 ext 4160 Fax: 416-979-5332 
Email: kristine.newman@ryerson.ca

Diane Doran, PhD, RN, FCAHS, Professor Emeritus, Lawrence S. 
Bloomberg Faculty of Nursing, University of Toronto, Toronto, ON.

Lynn M. Nagle, PhD, RN, Nagle & Associates Inc. Health 
Informatics Consulting, Assistant Professor, Lawrence S. 
Bloomberg Faculty of Nursing, University of Toronto, Toronto, ON.

Funding
University of Toronto, Lawrence S. Bloomberg Faculty of Nursing; 
Registered Nurses Foundation of Ontario; Ontario Nursing 
Informatics Group; Ontario Association of Rehabilitation Nurses; 
Nursing Leadership Network of Ontario; Ontario Ministry of 
Health and Long-Term Care through the Nursing Health Services 
Research Unit and Nursing Research Interest Group.

acknowledgements
Developing Evidence-Based Practice Questionnaire is used by 
special permission of Dr. Gerrish, Problem-Solving Inventory 
used by special permission of Dr. P.P. Heppner, and Context 
Assessment Index used by special permission of Dr. McCormack.

American Association of Critical Care 
Nurses. (2013). About critical care nurs-
ing. Retrieved from http://www.aacn.
org/wd/pressroom/content/aboutcriti-
calcarenursing.pcms?menu=

Bucknall, T., & Thomas, S. (1995). Clinical 
decision-making in critical care. 
Australian Journal of Advanced Nursing, 
13(2), 10–17. 

Byström, K., & Järvelin, K. (1995). Task 
complexity affects information seek-
ing and use. Information Processing & 
Management, 31, 191–213.

Childre, D. (1998). Freeze-frame: One min-
ute stress management: A scientifically 
proven technique for clear decision mak-
ing and improved health. Boulder Creek, 
CA: Planetary Publications.

Cohen, J. (1988). Statistical power analy-
sis for the behavioral sciences (2nd ed.). 
New Jersey: Lawrence Erlbaum.

Daft, R.L., & Macintosh, N.B. (1981). A 
tentative exploration into the amount 
and equivocality of information pro-
cessing in organizational work units. 
Administrative Science Quarterly, 26, 
207–224. 

Dillman, D.A., Smyth, J.D., & Christian, L. 
(2009). Internet, mail, and Mixed-Mode 
Surveys: The tailored design method (3rd 
ed.). Hoboken, NJ: John Wiley & Sons.

Estabrooks, C.A. (1998). Will  evi-
dence-based nursing practice make 
practice perfect? Canadian Journal of 
Nursing Research, 30(1), 15–36. 

Frazier, P., Tix, A., & Barron, K. (2004). 
Testing moderator and mediator effects in 
counseling psychology research. Journal 
of Counseling Psychology, 51, 115–134. 

Gerrish, K., Ashworth, P., Lacey, A., & 
Bailey, J. (2008). Developing evi-
dence-based practice: Experiences 
of senior and junior clinical nurses. 
Journal of Advanced Nursing, 62, 62–73.

Gerrish, K., Ashworth, P., Lacey, A., Bailey, 
J., Cooke, J., Kendall, S., & McNeilly, 
E. (2007). Factors influencing the de-
velopment of evidence-based practice: 

A research tool. Journal of Advanced 
Nursing, 57, 328–338.

Gill, T.G., & Hicks, R.C. (2006). Task 
complexity and informing science: A 
synthesis. Informing Science Journal, 
9. Retrieved from http://inform.nu/
Articles/Vol9/v9p001-030Gill46.pdf

Given,  B. ,  & Giwai,  C.W. (1969) . 
Automation and technology: A key to 
professionalized care. Nursing Forum, 
8(3), 74–81.

Goodhue, D.L. (1995). Understanding user 
evaluations of information systems. 
Management Science, 41, 1827–1844.

Grace-Martin, K. (2005).  StatNews #68 - 
Assessing the Fit of Regression Models.  
Cornell Statistical Consulting Unit. 
Retrieved from http://www.cscu.cor-
nell.edu/news/statnews/stnews68.pdf

Heppner, P.P. (1986). Manual for the prob-
lem solving inventory (PSI). Presented 
at Annual Meeting of American 
Psychological Association, University 
of Missouri, Columbia. 

Heppner, P.P., & Krieshok, T.S. (1983). An 
applied investigation of problem-solv-
ing appraisal, vocational identity, 
and career service requests, utiliza-
tion, and subsequent evaluations. The 
Vocational Guidance Quarterly, 31, 
240–249. 

Heppner, P.P., Witty, T.E., & Dixon, W.A. 
(2004). Problem-solving appraisal and 
human adjustment: A review of 20 years 
of research using the Problem Solving 
Inventory. The Counseling Psychologist, 
32, 344–428.

Karimi, J., Somers, T.M., & Gupta, Y.P. 
(2004). Impact of environmental un-
certainty and task characteristics on 
user satisfaction with data. Information 
Systems Research, 15, 175–193.

Larson, L.M., Potenza, M.T., Wennstedt, 
L.W., & Sailors, P.J. (1995). Personal 
problem solving in a simulated setting: 
Do perceptions accurately reflect behav-
ior? Cognitive Therapy and Research, 19, 
241–257.

McCormack, B., McCarthy, G., Wright, 
J., Slater, P., & Coffey, A. (2007). 
Development of the Context Assessment 
Index (CAI) Final Report. Jordanstown 
Belfast, Northern Ireland: University of 
Ulster.

McKnight, M. (2006). The information seeking 
of on-duty critical care nurses: Evidence 
from participant observation and in con-
text interviews. Journal of the Medical 
Library Association, 94(2) 145–151.

Mills, J., Field, J., & Cant, R. (2009). The 
place of knowledge and evidence in the 
context of Australian general practice 
nursing. Worldviews on Evidence-Based 
Nursing, 6, 219–228.

Newman, K. (2012). The exploration of 
critical care nurses’ use of accumulated 
knowledge and information-seeking for 
non-routine tasks. Doctoral dissertation, 
University of Toronto, Toronto, Canada.

Newman, K., & Doran, D. (2012). Critical 
care nurses’ information seeking be-
haviour during an unfamiliar patient 
care task. Dynamics, 23(1), 12–17.

Norman, G.R. & Streiner, D.L. (2008). 
Biostatistics: The bare essentials. (3rd 
ed.). Shelton, CT: People’s Medical 
Publishing House.

Nursing Task Force. (1999). Good nursing, 
good health: An investment for 21st cen-
tury. Report of the Nursing Task Force. 
Retrieved from http://www.health.gov.
on.ca/english/public/pub/ministry_re-
ports/nurserep99/nurse-rep.html

Oldham, G.R., & Cummings, A. (1996). 
Employee creativity: Personal and 
contextual  factors .  Academy of 
Management, 39, 607–634. 

Robson, C. (2002). Real world research: A 
resource for social scientists and practi-
tioners (2nd ed.). Oxford, Blackwell.

Spenceley, S.M., O’Leary, K.A., Chizawsky, 
L.L.K., Ross, A.J., & Estabrooks, C.A. 
(2008). Sources of information used 
by nurses to inform practice: An inte-
grative review. International Journal of 
Nursing Studies, 45, 954–970.

reFereNceS



Volume 25, Number 1, Spring 2014   •   www.caccn.ca   19

Subglottic secretion volume and viscosity:  
effect of systemic volume and oral hydration 
By Pamela V. O’Neal, PhD, RN, Mary Jo Grap, PhD, RN, FAAN, Cindy L. Munro, PhD, RN, ANP, FAAN, Curtis N. Sessler, 
MD, FCCP, FCCM, R.K. Elswick, Jr., PhD, and Shuxian Zhang Sinks, BS, Graduate Student

Objectives: Removal of secretions from the subglottic space, 
which is the larynx cavity below the glottis that contains the 
vocal cords, reduces the risk for ventilator associated pneumonia. 
Relationships between factors associated with subglottic secretion 
volume and viscosity have not been investigated. Subglottic secre-
tions may have a possible link with systemic volume status and 
oral cavity hydration. The purpose of this study was to examine 
the relationships among systemic volume, oral cavity hydration, 
and subglottic secretion (SS) volume and viscosity in mechani-
cally ventilated adults.

Design: Seventy daily oral and SS samples were obtained over 
a 24-hour collection period from 15 mechanically ventilated 
adults. Markers of systemic volume and oral cavity hydration 
and measurements of SS volume and viscosity were collected and 
analyzed.

Results: The daily volume of oral secretions ranged from 0 to 
1.0mL (SD 0.180mL), and SS ranged from 0 to 15mL (SD 22.9mL). 
BUN/creatinine ratio (marker of systemic volume status) was 
moderately correlated with oral secretion volume (r=-0.43). Weak 
correlations were identified between SS volume and oral volume 
(r=0.29) and SS viscosity and oral viscosity (r=0.22). No other 
linear relationships were identified among the variables.

Conclusions: This study confirmed that SS accumulation occurs, 
the amount varies widely, and the secretions are highly viscous. 
SS volume and viscosity were not found to have a very strong 
relationship with the variables measured. Nevertheless, clinical 
implications for practice are present. Further research is needed 
to understand secretion dynamics in ventilated adults to prevent 
complications and promote positive patient outcomes.

Key words: subglottic secretions, mechanical ventilation, 
secretion volume and viscosity

abstract

O’Neal, P.V., Grap, M.J., Munro, C.L., Sessler, C.N., Elswick, R.K., Jr., & Sinks, S.Z. (2014). Subglottic secretion volume and viscosity: Effect of systemic 
volume and oral hydration. Dynamics, 25(1), 19–25.

background

Critically ill, mechanically ventilated patients are at high 
risk of acquiring a hospital infection. Up to 20% of 
patients receiving mechanical ventilation for more than 

48 hours will develop ventilator-associated pneumonia (VAP), 
and these patients are at twice the risk of dying compared to 
patients without VAP (Safdar, Dezfulian, Collard, & Saint, 
2005). Furthermore, patients with VAP have longer lengths 
of stay and higher health care costs (Pieracci & Barie,  2007; 
Scott, 2009; Suka, Yoshida, Uno, & Takezawa, 2007). Clinical 
care bundles to prevent VAP include keeping the head of bed 
raised between 30 and 40 degrees, regular oral hygiene, hand 
hygiene, sedation vacation, daily assessment for extubation, 
peptic ulcer prophylaxis, deep vein thrombosis prophylaxis, 
and continuous subglottic secretion removal (Bassi et al., 
2012; Bird et al., 2010; Grap et al., 2012; Grap & Munro, 2004; 
Institute for Healthcare Improvement, 2011; Munro & Grap, 
2004). In addition to these, subglottic secretion (SS) removal is 
recommended when patients are expected to be mechanically 
ventilated for greater than 72 hours, as SS removal significantly 
reduces VAP (Lacherade et al., 2010; Muscedere et al., 2008). 

The endotracheal tube (ETT) cuff serves as a reservoir for sub-
glottic secretions, which pool above and may leak around the 
folds of the cuff (Ramirez, Ferrer, & Torres, 2007), and SS accu-
mulation has been found in 57% of intubated subjects (Greene 

et al., 1994). Mean subglottic liquid volume ranges from 6.5 
mL to 7.5 mL in two- and four-hour intervals (Sole, Penoyer, 
Bennett, Bertrand, & Talbert, 2011). Furthermore, microaspira-
tion of secretions occurs around the endotracheal cuff (Young, 
Rollinson, Downward, & Henderson, 1997), crosses the length-
wise folds of the cuff in varying amounts, and increases the risk 
for VAP development (Lacherade et al., 2010).

Current evidence-based recommendations include use of an 
ETT with a dorsal lumen above the endotracheal cuff to allow 
continuous aspiration of SSs (American Association of Critical 
Care Nurses [AACN], 2008; American Thoracic Society and 
the Infectious Disease Society of America, 2005; Bouza et al., 
2008). Several studies (Kollef, Skubas, & Sundt, 1999; Mahul et 
al., 1992; Muscedere et al., 2011; Rello et al., 1996) have shown 
that SS removal significantly reduces the incidence and delays 
the onset of VAP. An additional factor is SS viscosity, which 
influences SS accumulation and removal. Less viscous or thin-
ner secretions may easily transit to the subglottic space, and 
thick or viscous secretions may not be as easily removed by 
recommended suction pressures. In keeping with this con-
cept, secretion viscosity has been shown to influence effective 
secretion removal when various suction pressures were applied 
(O’Neal, Munro, Grap, & Rausch, 2007). However, few studies 
describe factors that contribute to the accumulation (volume) 
and viscosity (thickness) of SSs. Systemic volume and oral 
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hydration may contribute to SS volume, are easily identified 
and defined, and are amenable to intervention. Better under-
standing of the factors that contribute to SS volume and 
viscosity may assist in developing strategies to decrease SS 
accumulation and promote effective secretion removal, thereby 
reducing the incidence of VAP. 

purpose
The purpose of this study was to examine the relationships 
among systemic volume, oral cavity hydration, and subglottic 
secretion (SS) volume and viscosity in mechanically ventilated 
adults.

methods
Setting and sample
This descriptive pilot study was conducted in a 12-bed medical 
respiratory intensive care unit (MRICU) in a large, urban, aca-
demic medical centre. Patients in the MRICU who were older 
than 19 years of age, orally intubated for at least 24 hours with 
a Hi-Lo Evac® endotracheal tube (Nellcor), which promotes 
SS removal, and mechanically ventilated were eligible for the 
study. The subjects were recruited within the first 12 hours of 
intubation or earlier. The principal investigator (PI) made daily 
morning and afternoon rounds to assess patient eligibility, and 
the unit secretary and nurse would call the PI when a poten-
tial study candidate was intubated. The PI would arrive on the 
unit and assess the patient for study eligibility. If eligible, the PI 
would approach the appropriate person responsible for provid-
ing consent due to the patient being sedated.

The patients were intubated following the hospital’s rou-
tine intubation policies and procedures. Nasally intubated 
patients were excluded because the positioning of the dorsal 
suctioning port of the ETT may vary in these subjects, com-
pared to orally intubated subjects. Oral and SS samples were 
obtained from 15 subjects every 24 hours for a maximum of 
seven days.

Equipment set-up and suction regulation
After consent was obtained, an inline sputum collection trap 
(#406 Busse, Hauppaugh, NY) was directly attached to the 
Hi-Lo Evacuation® suction port of all study patients, to col-
lect SSs, and the suction tubing from the sputum trap was 
then directly connected to the suction regulator. No additional 
suction tubing was connected inline because the additional 
suction tubing length may contribute to variance in suc-
tion pressures, which could influence secretion recovery and 
removal. As recommended by the manufacturer, a 5mL bolus 
of air was injected into the suction port of the ETT daily to 
ensure maintenance of suction port patency. An air bolus was 
injected in the suction port whenever nil to scant amounts of 
SSs were observed in the trap. SSs were retrieved from the spu-
tum trap using a liquipette (Fisher Scientific, Pittsburgh, PA) 
to ensure complete secretion recovery and placed in a sterile 
15mL conical tube (Fisher Scientific, Pittsburgh, PA).  During 
nursing staff education for use of the Hi-Lo Evacuation® ETT, 
the nurses were instructed on the recommended use of the 
continuous aspiration of SSs, including the use of 5mL bolus of 
air to ensure system patency.

To ensure that ETT cuffs were not overinflated and, thus, pre-
vent tracheal mucosal injury, intra-cuff pressure of the ETT 
was maintained during the study and checked, as per hospital 
policy, every 24 hours using the minimal leak technique. In 
the minimal leak technique, air is injected into the endotra-
cheal balloon cuff until only a slight or minimal passage of 
gas is heard around the cuff (Sole, et al. , 2003). Monitoring 
cuff pressure daily maximized the amount of SSs accumu-
lated above the cuff and limited secretion leakage around the 
ETT cuff.

The wall suction regulator was set at 20 mmHg continuous 
suction and checked daily, as suggested by the ETT manufac-
turer’s guidelines. However, because suction manometers may 
vary in suction accuracy, the Digimano 1000 (NETECH Corp., 
Hicksville, NY), a calibrated manometer, was used daily prior 
to the 24-hour data collection to validate the recommended 
internal suction pressure. The actual suction pressure required 
to maintain an inline flow rate of 20 mmHg was noted on 
the suction manometer so that appropriate suction pressures 
would be constantly maintained during the study to ensure 
study rigour and consistent pressure to promote optimal secre-
tion removal.

Using continuous aspiration at 20 mmHg, as recommended 
by the manufacturer, SSs were collected in a sputum trap 
for 24 hours. At the end of the 24-hour period, the SSs 
were retrieved from an inline trap and oral secretions were 
obtained by placing a cotton pledgette in the dependent 
cheek. All secretions were transported to the laboratory for 
measurement and analysis. 

Variable definitions and measurements
Data on systemic volume status and oral cavity hydration were 
collected and examined, and SS volume and viscosity were 
analyzed.

Systemic volume. Systemic volume was assessed using three 
measures: 24-hour fluid balance, change in daily weight, and 
blood urea nitrogen (BUN)/creatinine ratio. The BUN/creati-
nine ratio is a marker of hydration, because dehydration may 
be associated with pre-renal factors and identified by a rise 
in the BUN/creatinine ratio. Twenty-four hour fluid balance, 
which nurses calculate by subtracting total intake from total 
output, is routinely used in the critically ill to determine fluid 
status and is frequently considered in treatment decisions. This 
was obtained from the nursing flow sheet on the intake and 
output section. Weight was obtained from the computerized 
scale within the bed after the bed was calibrated for accuracy 
each morning of the study using a pre-determined amount of 
clean linens on the bed for measurement accuracy. Change in 
weight was computed daily by subtracting the subject’s previ-
ous day’s weight from the subject’s current day’s weight. BUN 
and creatinine were obtained daily from reviewing test results 
performed as part of standard clinical care, and the ratio was 
determined by dividing BUN by creatinine.

Oral cavity hydration. Oral cavity hydration was mea-
sured by salivary secretion flow, oral secretion volume, oral 
viscosity, tracheal suctioning, and description of tracheal 
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suctioning. These factors assessed the state of hydration, and 
the interrelationships were explored. Salivary secretion flow 
was measured using the salivary flow portion of the Munro 
Oral VAS (Munro et al., 2006), which uses a 100 mm visual 
analogue scale (VAS) with anchors “0” indicating “xero-
stomia” and “100” representing “copious” volume (Fitch, 
Munro, Glass, & Pellegrini, 1999; Pellegrini, Fitch, Munro, & 
Glass, 1997). The same principal investigator measured sali-
vary secretion flow on all subjects to promote homogeneity 
in scoring. Oral secretion volume was used to estimate the 
actual amount of saliva in the oral cavity, and was measured 
by placing a cotton pledgette (Salivette®) in the subject’s 
dependent cheek for five minutes (Munro et al., 2006). The 
dependent cheek was the cheek of the patient that was 
turned to the lateral side where secretions would be likely 
to pool. The length of time the patient’s head was in a lateral 
position and the cheek in a dependent position was not able 
to be determined due to lack of consistency in the recording 
of when a patient was turned or the head repositioned. The 
cotton pledgette was removed, placed in a conical tube, and 
transported to the lab to be weighed. No extrapolations were 
made as to the amount of secretions in the non-dependent 
cheek.

The principal investigator transported all secretions to the lab-
oratory and conducted the analysis. Oral secretion pledgettes 
were centrifuged for three minutes to spin out all fluid from 
the cotton. Conical tubes containing SSs were vortexed for one 
minute to mix the contents prior to siphoning with a pipette 
(Gilson-Petman P-200). Oral and SS volumes were measured 
by aspirating secretions with a pipette from the pledgette tube 
and conical tube and rounding to the nearest microlitre. Oral 
secretion viscosity was measured using the same method 
described below for SS viscosity. Transit time of flow of the 
secretions was an indirect measure of viscosity based on capil-
lary flow viscosity methodology.

Additional variables collected, as an indirect measure of 
oral cavity hydration, included the number of tracheal suc-
tioning events in a 24-hour time period and the description 
of the tracheal aspirates (scant, moderate, or large) and is 
part of the nursing data located on the daily flow sheet 
and collected on all mechanically ventilated patients for 
clinical care assessments in the unit where the study was 
conducted.

Subglottic secretion volume and viscosity. The presence and 
amount of SS aspirate is a possible indicator of the accumu-
lation of oral secretions that may migrate to the lower airways. 
SS viscosity may influence the migration of oral secretions and 
impact the retrieval of secretions.

Subglottic secretions (SSs) were removed daily by withdraw-
ing the evacuated secretions from a sputum trap that was 
connected proximally to the subglottic suction port of the 
ETT. The SSs were placed in a conical tube for transportation 
to a laboratory for analysis and measured using a microlitre 
pipette for accuracy. SS volume was defined as the volume 
of secretions accumulating in the subglottic space over a 

24-hour period and included secretions anterior to the endo-
tracheal tube, posterior to the tracheal skeleton, below the 
glottis, and above the endotracheal tube cuff. SSs were mea-
sured in microlitres (µl) and converted to millilitres (mL) to 
be consistent with clinical reporting of liquids. SS viscosity 
was defined as the thickness or tenaciousness of the secre-
tions, using three different consistencies validated by critical 
care nurses: watery, thick, and gel-like. Traditional viscom-
eters, which generally require more than 0.5mL of fluid, 
were not feasible because of the small amount of secretions 
obtained. A capillary flow rate technique, modified from tra-
ditional viscometer measurements, was used instead (Barnett, 
Dulfano, Philippoff, & Han, 1970). One hundred microlitres 
(standardized volume) of each of the SS samples obtained 
were aspirated in a microlitre pipette onto the top of a slide 
positioned at a constant 45 degree angle. The time it took 
in hundredths of a second for the secretions to flow to the 
bottom was determined to be the flow rate, and an indirect 
measure of viscosity. A shorter flow rate time (decreased 
resistance of fluid flow due to less internal friction) reflected 
lower viscosity, and a longer flow rate (increased resistance 
of fluid flow) reflected higher viscosity. An example of a low 
viscosity fluid is water, and a high viscosity fluid is honey. 
To control for inter-rater variability, all measurements were 
collected and analyzed by one individual. Variables were 
measured twice, and results of the volume and viscosity 
measurements were compared. The results of the two mea-
surements yielded 99% accuracy.

Data analysis 
Univariate analysis was conducted on each variable includ-
ing mean, standard deviation, and range. Since the study 
variables were measured repeatedly over time, the Pearson 
correlation coefficient would have overestimated the true 
overall correlation between variables by not accounting for 
the correlation between the repeated measurements. Thus, 
a method that used a mixed effects linear model, proposed 
by Hamlett, Ryan, and Wolfinger (2004) and modified by 
Roy (2006), was used to estimate the correlation coefficient 
between two variables. This estimation method is more 
robust in terms of modelling the true overall correlation into 
two parts: partial correlation between two variables without 
the subject effect and correlation attributed to the subject 
effect. All correlation coefficients were estimated using SAS 
V9.3 Proc Mixed procedure.

results
Subjects
Fifteen MRICU subjects were orally intubated with a Hi-Lo 
Evacuation® ETT and were enrolled in the study for an aver-
age of three days (range 1 to 7 days). Their mean age was 58 
years (range 44 to 77), the majority were African American 
(53%), and female (53%). The majority of subjects were intu-
bated due to hypoxemic respiratory and ventilatory failure with 
the most frequent reason for MRICU admission being respira-
tory arrest/failure. The mean severity of illness (APACHE II) 
was 27 (range 9 to 36), indicating a sample that was moderately 
severely ill (See Table 1).
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Subglottic and oral secretion analysis
The amount of SS accumulation in 24-hours varied widely 
(mean 1.6mL ±22.9mL; range 0–15mL) (See Table 2). Oral 
secretion accumulation occurred (mean 0.09mL ± 0.18 mL; 
range 0-1.0mL), but in smaller volumes and with less variance 
than SS accumulation. Subglottic and oral secretion volume 
and viscosity were weakly correlated (r = 0.29 and r = 0.22, 
respectively, Table 3). Subglottic secretions were present in 46% 
of the samples collected, and oral secretions were present in 
50% of the samples collected. However, subglottic secretions 
were present in 15% of the sample when no oral secretion accu-
mulation occurred.

Systemic volume. Of the variables used to define subjects’ sys-
temic volume status (24-hour fluid balance, change in daily 
weight, and BUN/creatinine ratio), only the BUN/creatinine 
ratio and oral volume were moderately correlated (r = -0.43) 

Table 3: Relationship between variables and subglottic 
secretion volume or viscosity with repeated observations 
using mixed effects model 

Study Variables Subglottic 
Secretion 
Volume

Subglottic 
Secretion 
Viscosity

Systemic Volume r r

24-hr Fluid balance -0.07 *

BUN/creatinine ratio * -0.13

Oral Cavity Hydration r r

Salivary secretion flow * -0.02

Oral secretion volume 0.29 *

Oral secretion viscosity * 0.22

Tracheal suctioning * 0.02

Description of tracheal suctioning * -0.08

* =  insufficient data

Table 1: Demographic and clinical characteristics of sample

Demographic 
variable

Total 
sample

Mean Median Range

Age 58 56 44–77

44-51 5 (33.3%)

52-60 5 (33.3%)

61-77 5 (33.3%)

Race

Caucasian 7 (46.7%)

African-American 8 (53.3%)

Gender

Male 7 (46.7%)

Female 8 (53.3%)  

Reason intubated  

Airway control 1 (6.7%)

Hypoxemic 
respiratory/
ventilatory failure

14 (93.4%)

Reason for MRICU 
admission

 

Liver failure 2 (13.3%)

Respiratory arrest/
failure

12 (80%)

Cancer/leukemia 1 (6.7%)

APACHE II 27 28 9-36

9–25 4 (26.8%)

26–30 9 (60%)

31–36 2 (13.2%)

Table 2: Measures of secretions and oral hydration 

Variables M SD Range

Subglottic volume (mL) 1.6 22.9 0–15

Subglottic viscosity 
(seconds)

0.214 0.228 0–1

Oral cavity hydration 
variables

     

Salivary secretion flow 
(xerostomia—copious)

25.21 26.37 0–100

Oral volume (mL) 0.09 0.18 0–1.0

Oral viscosity (seconds) 0.0176 0.0838 0.001–0.5

Tracheal suctioning 
(total number of 
suctioning events in 24 
hours)

6.682 3.282 0–14

Description of tracheal 
suctioning (scant, 
moderate, large)

1.738 0.776 1–3

Systemic volume      

Change in 24-hour fluid 
balance (mL)

-0.006 2.1 -6.9–5.3

Daily change in weight 
(kg)

-0.0815 3.73 -10.40–11.20

BUN/creatinine ratio 23.76 10.37 6.67–60.00
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(See Tables 3 and 4). As the BUN/creatinine ratio increased, 
oral volume decreased. SS volume and viscosity indicated no 
linear relationship with any measures of systemic volume.

Oral cavity hydration. The oral cavity was primarily xero-
stomic with a mean of 25.21, which was supported by mean 
low oral volumes (0.09 mL). Oral secretions were thin and had 
a low viscosity (0.0176 seconds). The average number of tra-
cheal suctioning episodes was 7, and tracheal secretions were 
on average moderate. Oral secretion volume was weakly cor-
related with both SS volume (r = 0.29), and SS viscosity (r = 
0.22). There were no observed associations between oral vol-
ume and salivary secretion flow (r = 0.01), tracheal suctioning 
amount (r = -0.16), or description of tracheal suctioning (r = 
0.16) (See Tables 2 and 5).

Subglottic secretion volume and viscosity. Subglottic secretion 
volume and oral secretion volume were weakly correlated (r = 
0.29), as were SS viscosity and oral secretion viscosity (r = 0.22). 
There were no associations among SS volume and viscosity and 
systemic volume variables (24-hr fluid balance [r = -0.07] or BUN/
creatinine ratio [r = - 0.13]) or other oral cavity hydration variables 
(salivary secretion flow [r = -0.02], tracheal suctioning [r = 0.02], 
or description of tracheal suctioning [r = -0.08]) (See Table 3).

In more than half of the SS sample collection (56%), secre-
tions were not present even after maintenance of the subglottic 
secretion port on the ETT was verified. Of the SSs that were 
obtained, 72% were highly viscous and described by critical 
care nurses as “gel-like.”

Discussion
Subglottic secretion accumulation does occur, the amount var-
ies widely, and the majority of the secretions are highly viscous. 
The study provides new information about subglottic secre-
tion viscosity and volume. Additional clinical information and 
direction for the future is identified from systemic volume sta-
tus and oral cavity hydration variables.

Systemic volume status 
Only one measure of systemic volume status, BUN/creatinine 
ratio, was strongly correlated with oral volume. As subjects 
became more fluid depleted, reflected by an increased BUN/
creatinine ratios, oral volume decreased. Normal BUN/cre-
atinine ratio is 10–17.5 mg/dl. A BUN/creatinine ratio > 20 
(0.081 in international unit) generally indicates pre-renal 
azotemia. When the BUN/creatinine is greater than 10:1, 
pre-renal failure is most likely due to hypovolemia (Thelan, 
Urden, Lough, & Stacy, 1998). This may suggest that decreased 
oral accumulation is related to dehydration of mechanically 
ventilated subjects, which is supported by evidence of “dry 
mouth” or xerostomia often found in mechanically ventilated 
patients (Munro et al., 2006). Achieving adequate hydration 
of mechanically ventilated patients is challenging for two 
reasons: (1) the oral cavity remains open while the ETT trans-
verses the mouth, oral passageway, and trachea, and (2) even 
though mechanical ventilator humidifiers are often used to 
promote mucus moisture, there are few data about their effi-
ciency and efficacy in maintaining adequate hydration. The 
association of BUN/creatinine ratio and oral secretion vol-
ume may also be related to severity of critical illness and the 
resulting inflammatory processes, as well as a direct reflection 
of systemic fluid status. Alternatively, the lack of association 
of other measures of systemic volume with SS volume may 
indicate either that these measures are not sensitive enough 
to identify changes in SS volume, or that SS volume is not 
affected by systemic volume. SS volume may be affected by 
local factors such as oral inflammation or independent fac-
tors such as medications that dehydrate the oral cavity and, 
thus, decrease secretion production.

Oral cavity hydration 
These variables assessed the state of oral hydration and explored 
interrelationships. This study affirms that mechanically venti-
lated patients, on average, have xerostomic mouths and small 
oral volumes. Oral and subglottic secretion viscosity does dif-
fer, and oral secretions have a lower viscosity and are quite thin 
compared to subglottic secretions. Mechanically ventilated 
patients in this study had an average of seven suctioning epi-
sodes per 24 hours, even though the secretions removed were 
identified as moderate in amount.

Even though there were relatively no linear relationships with 
oral cavity hydration and other variables, several questions 
related to clinical practice arise from these data. Why are oral 
secretions less viscous than subglottic secretions? What addi-
tional oral hygiene, humidification, or other variables might 
reduce xerostomia in mechanically ventilated patients? What 
is best practice in knowing when to suction patients and when 
effective secretion removal has occurred? How is it determined 
that adequate secretions have been evacuated or removed? 
How do you define adequate? What is the process for quality 
suctioning?

Subglottic and oral secretion volume 
Subglottic secretion volume and oral secretion volume were 
weakly correlated as were SS viscosity and oral secretion vis-
cosity. Molecular studies, analyzing the protein structure of 

Table 4: Relationship between systemic volume BUN/
creatinine and oral volume and viscosity

Systemic Volume  
BUN/Creatinine

Oral Cavity Hydration r

Oral volume -0.43

Oral viscosity -0.11

Table 5: Relationship between oral volume and viscosity

 
 

Oral 
volume

Oral 
viscosity

r r

Salivary secretion flow 0.01 *

Tracheal suctioning -0.16 *

Description of tracheal suctioning 0.16 -0.18
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the SS and oral secretions would help to gain an understand-
ing of the lack of an association between these two fluids. The 
lack of a relationship between secretion (subglottic and oral) 
volumes is an interesting finding and raises several questions 
about the origin, transit time, and possible removal of the 
secretions. Subglottic secretions originate through transloca-
tion of secretions from the oral cavity and the gastroesophagus 
(Collard, Saint, & Matthay,  2003).  However, in this study, SS 
were present without oral secretion accumulation, and this is 
a new finding. Theoretically, an increase in oral cavity secre-
tion volume should increase SS volume. An assumption of this 
study was that oral secretions migrate to the subglottic space 
and accumulated, and further, that other secretions, such as 
epigastric or nasal, may also migrate to the subglottic space. 
However, the lack of association between SS volume and oral 
hydration raises the question of where subglottic secretions 
originate. A more comprehensive analysis of SS characteristics 
and cellular structure is needed to inform the full description 
of SS in mechanically ventilated adults. Secretion sampling 
techniques to evaluate secretion origin or type is also needed. 
Further studies exploring the rate of oral secretion accumu-
lation and migration activity (i.e., does secretion stay in the 
oral cavity or does it move to the throat, lungs, and/or stom-
ach?) is needed prior to developing optimal secretion recovery 
methods. 

Subglottic secretion viscosity 
The SSs measured were viscous, and it is possible that additional 
secretions were not able to be evacuated due to the high viscos-
ity and the low suction pressure. Suction pressures remained 
at 20 mmHg, as recommended by the manufacturer. However, 
as demonstrated in this study, SSs may be highly viscous and 
higher suction pressures may be required to evacuate the 
secretions while not causing mucosal tissue trauma. A larger 
number of secretion samples would have provided more data 
for statistical analysis. Investigation of factors that may mediate 
viscosity is warranted to ensure optimal evacuation of SS. Safe 
suctioning parameters that yield maximum secretion recovery 
need further evaluation. Other factors not identified may influ-
ence the relationship between the variables chosen in this study 
such as medications that may contribute to decreased produc-
tion of saliva.

This is the first study to examine the relationships among SS vol-
ume and viscosity, systemic volume and oral hydration, and it 
has highlighted the viscous nature of SS. However factors influ-
encing viscosity and its effect on optimal SS removal remain 
unknown. It is surprising that neither systemic volume nor 
oral hydration (except oral secretion viscosity) was related to 
SS viscosity. However, as with SS volume, other patient-specific 
factors, such as severity of illness, may have affected SS viscos-
ity. Reducing the incidence of VAP is the goal of  SS removal 
(e.g., using the Hi-Lo Evacuation® ETT), and this method is 
based on removing SS through a continuous suction process. 
This study calls into question the effectiveness of this inter-
vention related to the viscous nature of SSs. Additional studies 
are needed to evaluate tubing diameter and maximal secretion 
recovery based on different viscosity measurements. 

Limitations
A limitation of this study was the low number and volume 
of samples. The sample was small (15 subjects; 70 samples) 
Daily measures of severity of illness were not collected 
in this study; therefore, analyses of these relationships 
could not be conducted. In addition, daily medications 
administration was not documented and common med-
ications used in mechanically ventilated patients may 
promote xerostomia (antihistamines, anticholinergics, and 
antihypertensives). 

conclusion
SS removal is recommended to reduce VAP. This study exam-
ined factors potentially related to SS accumulation, but only 
one measure of systemic volume (BUN/creatinine ratio) was 
associated with oral volume, and no factor was associated 
with SS volume or viscosity. Understanding the factors that 
contribute to SS accumulation and viscosity is an import-
ant step in effectively managing mechanically ventilated 
patients. Optimal management of SSs may directly impact 
SS accumulation and removal, thus delaying or reducing 
VAP onset. 
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case report

You are a nurse working a 12-hour night shift in the 
intensive care unit (ICU) of a tertiary care hospital. You 
receive a new admission, a 75-year-old male with acute 

respiratory distress syndrome (ARDS) transferred from a com-
munity hospital. He had been admitted to hospital one week 
prior for community-acquired pneumonia, but his condition 
had deteriorated despite treatment with broad spectrum intra-
venous (IV) antibiotics. He arrives intubated and mechanically 
ventilated, but his respiratory rate is rapid, irregular and poorly 
coordinated with the respirator. He requires deep sedation and 
neuromuscular blockade, which results in profound hypoten-
sion. You administer IV fluids and initiate vasopressors. The 
prescription is for a norepinephrine as a continuous infusion 
and states that the medication should be titrated to maintain a 
mean arterial pressure (MAP) of at least 65 mmHg. The inten-
sivist eventually leaves the hospital with the impression that the 
patient’s condition is improving.

Over the course of the night, you inform the resident on call 
that you are not able to obtain the target MAP prescribed, 
despite increasing doses of norepinephrine. The resident pre-
scribes vasopressin and epinephrine IV infusions. By the end of 
your shift, the patient is profoundly malperfused with multior-
gan failure despite a MAP that is on target, and even above, for 
most of the night. When the intensivist arrives in the morning, 
he is upset and feels he should have been notified of the situa-
tion earlier. Urgent continuous renal replacement to palliate the 

severe lactic acidosis that had worsened overnight is insufficient. 
Despite continuing resuscitation efforts, the patient dies a few 
hours later from refractory shock. No autopsy was performed.

This is a true case and, in its aftermath, discussions among the 
intensivist, his colleagues, house staff, nursing staff and phar-
macists raised questions about vasopressor use and how to 
improve patient safety when administering these potent med-
ications. This learning experience resulted in local efforts to 
enhance vasopressor safety, which are shared here to prevent a 
similar episode from occurring elsewhere. We believe this case 
reflects a common situation and that vasopressor stewardship 
may promote safer care of critically ill patients.

background: Shock and vasopressors
Shock denotes multiorgan hypoperfusion and is associated 
with a high mortality. While shock and hypotension often 
co-exist and are sometimes mistakenly considered as the same 
thing, they are not synonymous. For example, a low blood pres-
sure can be normal (and even healthy) in some individuals. 
On the other hand, tissue hypoperfusion can still occur with 
a normal blood pressure. Extremely low blood pressure values, 
however, invariably result in shock (Walley, 2005).

Vasopressors are medications that induce arterial (and some-
times venous) vasoconstriction, thereby increasing blood 
pressure. Some vasopressors also induce stronger and faster 
heart contractions. While vasopressors can be lifesaving, they 
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A case report, focused on vasopressor use and presented in this 
article, is likely to resonate with many critical care nurses. In 
this article the authors describe opportunities to enhance safety 
with vasopressor therapy. Specifically, the goal of improving com-
munication among physicians, nurses, and pharmacists around 
desired endpoints for vasopressor therapy, triggers for reassess-
ment of the therapeutic strategy and cause of the patient’s shock 

was identified as an area for improvement. A form piloted within 
an organization for use during multidisciplinary rounds and key 
findings is shared. Vasopressors constitute the mainstay of ther-
apy for nearly every hemodynamically unstable patient in critical 
care. It is hoped that the lessons and information shared help 
empower critical care nurses to facilitate vasopressor stewardship 
within their facilities and, ultimately, enhance patient safety.

abstract
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Table 1: Key components of piloted vasopressor form

Date:____________________ Chart #: __________________ Usual weight:____________kg

Intensive care unit*:

X site*    Y site*

1. Which agent(s)?

Norepinephrine    Dopamine    Vasopressin

Epinephrine    Phenylephrine   Other: __________________

2. Which indication?

Septic shock   Hypovolemic shock  Unknown cause shock

Cardiogenic shock  Obstructive shock  Other: __________________

3. What is the target blood pressure and the tolerated range?

 Numerical value   Tolerated range

 MAP (mmHg):__________________ MIN:_______ MAX: _______ N/A: _______

 SBP (mmHg):___________________ MIN: _______ MAX: _______ N/A: _______

 DBP (mmHg):___________________ MIN: _______ MAX: _______ N/A: _______

Target blood pressure rationale (optional): ___________________________________________

_____________________________________________________________________________

4. What is the threshold dose that should trigger physician reassessment? (see suggestions below)

(Maximum dose should be prescribed in mcg/min and calculated using patient’s usual weight)

 Norepinephrine or epinephrine ......................................................> 0.2 mcg/kg/min

 Dopamine...........................................................................................> 20 mcg/kg/min

 Vasopressin ........................................................................................> 0.04 unit/min

 Phenylephrine ....................................................................................> 0.75 mcg/kg/min

Example of vasopressor prescription:

Norepinephrine 8 mg in 250 mL of NS for IV infusion to maintain MAP of 65 mmHg (60–70 mmHg). 

Call MD if the dose reaches 0.2 mcg/kg/min.

*Original piloted form specifies sites.

Used with permission ISMP Canada
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are also associated with numerous, often overlooked, harmful 
systemic effects, including increased myocardial oxygen con-
sumption, gut and limb ischemia, modulation of the immune 
response against infection, and hyperglycemia (Farand, Hamel, 
Lauzier, Plante, & Lesur, 2006; Singer, 2007). Furthermore, in 
masking hypotension, vasopressors may delay clinicians’ rec-
ognition that a patient’s condition is deteriorating. Moreover, 
vasopressors are not curative. They are used to support the 
patient while definitive therapy takes effect.

Different forms of shock require different therapies, but intra-
venous fluids and vasopressors are used to support patients 
suffering from the most common forms of shock (Hollenberg, 
2011). However, the optimal endpoints for resuscitation are 
unclear and blood pressure values that ensure adequate tissue 
perfusion without requiring excessive doses of vasopressors 
are unknown. Compelled to draw on expert opinion, current 
guidelines issued by the Surviving Sepsis Campaign recom-
mend a minimum MAP of 65 mmHg for patients in septic 
shock (Dellinger et al., 2013; Hollenberg et al., 2004). To 
address this important gap in current knowledge, random-
ized controlled trials were recently completed (NCT01149278 
Clinical Trial, 2010) or are currently under way (NCT01800877 
Clinical Trial, 2013) to specifically address the question of opti-
mal blood pressure targets for vasopressor dosing in shock. 
Until the results from these studies become available, the case 
described provides an impetus to explore opportunities to 
make vasopressors safer by enhancing communication pro-
cesses around vasopressor use.

internal audit of vasopressor use
A multidisciplinary team of ICU clinicians (i.e., nurses, inten-
sivists and pharmacists) audited vasopressor use for three 
consecutive weeks in the three ICUs of the hospital. This 
resulted in the design of a one-page form that the ICU team 
completed daily during morning rounds for every patient 
receiving vasopressors (Table 1). The form, approved by the 
hospital’s medication safety committee and piloted internally, 
had three objectives: 1) to provide explicit targets for vaso-
pressor dosing so that every member of the treating team 
interprets them similarly (distinguishing between target range 
and minimal threshold), 2) to prompt daily reassessments of 
the indication for vasopressors, and 3) to identify an easy to 
recognize trigger for notifying the most responsible physician.

The team collected completed data forms for 29 consecutive 
patients treated with vasopressors. The duration of vasopres-
sor use ranged from one to five days. Indications varied with 
each unit’s specific case mix. For example, septic shock was 
the most common indication in the mixed medical surgical 
units, whereas post cardiopulmonary bypass surgery was the 
dominant indication in the cardiovascular unit. For 5 of the 29 
patients (17%), the indication for vasopressor use changed over 
the course of treatment (Table 2).

Forty-eight clinicians (30 nurses, eight residents, four intensiv-
ists, six pharmacists) used the form and assessed its usefulness. 
The perception that prescriptions of vasopressors were clear 
increased from 33% before implementation of the form during 
morning rounds to 98% afterwards. Respondents stated that 
the most common sources of ambiguity were the definition of 
acceptable blood pressure values and the maximum tolerable 
dose of vasopressors.

improving vasopressor safety
Important knowledge gaps exist regarding vasopressor require-
ments in shock, and results of clinical trials in progress will 
be instrumental in improving care. Meanwhile, the case high-
lighted here suggests that communication gaps exist among 
clinicians. This suggests other opportunities exist to further 
improve safety of vasopressor use.

First, vasopressor prescriptions that are written and provide a 
target blood pressure range instead of a single value better com-
municate when vasopressors should be reduced and may limit 
unnecessary exposure to these medications. Reports from pub-
lished studies suggest that actual blood pressure values tend to 
be higher than intended per protocol (Rivers et al., 2001). In 
the presented case, the intensivist expected vasopressor doses 
to be kept as low as possible, but the prescription only stated a 
target MAP of “65 mmHg or greater”. Prescribing blood pres-
sure targets as a range avoids this type of misunderstanding.

Second, frequent reassessments of indications by the ICU mul-
tidisciplinary team are important in order to identify situations 
where vasopressors are unnecessary or where specific agents 
must be avoided. For example, the internal audit revealed a sit-
uation where vasopressors initially started for suspected post 
cardiopulmonary bypass vasoplegia were no longer required 
once it became clear that the hypotensive episode was caused 
by cardiogenic shock.

Third, empowering every member of the multidisciplinary ICU 
team to communicate concerns regarding the effect of vasopres-
sors may facilitate early recognition of complications. Specific 
triggers warranting urgent communication with the physician 
responsible for the patient are one way to do this. During the 
clinical audit, nurses expressed their discomfort with unclear 
definitions for vasopressor efficacy and treatment failure. The 
physician involved might have communicated more clearly 
to the residents and nurses his wish to be called if parameters 
deteriorated. This, of course, implies expressing what a deterio-
rating clinical status means. Vasopressor doses constitute useful, 
straightforward triggers. While it is not necessarily wrong to 
administer high doses, patients who deteriorate invariably 

Table 2: Indication for vasopressor use identified

Indication at the start 
of vasopressor therapy

Indication as reassessed over the 
course of vasopressor therapy

post sedation septic shock

hemorrhagic shock septic shock

dialysis-induced septic shock

septic shock anasarca in need of diuresis

post-cardiopulmonary 
bypass

cardiogenic shock
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become resistant to vasopressors, and rapidly increasing doses 
could constitute a sensitive marker of deterioration. Moreover, 
focusing on vasopressor dose, instead of blood pressure alone, 
helps to prevent a situation where worsening hypotension goes 
unnoticed because vasopressors are masking the event. Using 
these triggers, early recognition of common problems leading 
to shock that have specific therapies other than vasopressors 
(e.g., pulmonary embolism, hypovolemia, hemorrhage, myo-
cardial infarction, and cardiogenic shock) would be expected 
to lead to more favourable patient outcomes.

These suggestions focus on better communication of vaso-
pressor prescriptions and more careful monitoring of their 
usefulness. They constitute steps towards better vasopressor 
stewardship. Other measures like standardized paper or elec-
tronic orders may facilitate the system-level implementation 
of vasopressor stewardship. In other centres, this approach 
has improved compliance with thromboprophylaxis compli-
ance and reduced prescription errors related to chemotherapy 
and total parenteral nutrition (Mitchell, Jones, Meguid, & 
Curtas, 1990; O’Connor, Adhikari, DeCaire, & Friedrich, 2009; 
Sano, Waddell, Solimando, Doulaveris, & Myhand, 2005). 
Most importantly, many clinicians play a role in adminis-
tering vasopressors and improving patient care demands a 
multidisciplinary approach, engaging nurses, physicians, and 
pharmacists.

conclusion
Ultimately, more important than “how” to promote vasopressor 
stewardship is the simple recognition that there is an opportu-
nity to enhance safety with this class of medications. Given that 
they constitute the mainstay of therapy for nearly every hemo-
dynamically unstable patient, given their potency and systemic 
effect profile, and given that patients who receive vasopressors 
are invariably among the most vulnerable patients in the health 

care system, clinicians have no margin of error. The risk of sub-
optimal vasopressor use is greater mortality and morbidity. But 
the opportunity to get it right is to save lives and reduce patient 
harm. 
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Karlsson, V., Bergbom, I., & Forsberg, A. (2012). The lived experi-
ences of adult intensive care patients who were conscious during 
mechanical ventilation: A phenomenological-hermeneutic study. 
Intensive and Critical Care Nursing, 28, 6–15. doi:10.1016/j.
iccn.2011.11.002

purpose of the study
In this study carried out in Sweden, the researchers explored 
the lived experience of mechanical ventilation in an inten-
sive care unit (ICU) from the perspective of adult patients 
who were conscious while being ventilated. This particular 
report is part of a larger, prospective study examining patients’ 
experiences of, and communication, while on mechanical 
ventilation.

research approach and methods
The researchers used a phenomenological-hermeneutic 
approach. Patients were individually interviewed in the hos-
pital after discharge from the ICU, with no patient receiving 
sedation at the time of the interview. The opening question for 
participants was as follows: “Could you please tell me about 
your experiences of being conscious during mechanical venti-
lator treatment” (Karlsson, Bergbom, & Forsberg, 2012, p. 8)? 
The process used for data analysis involved three steps. First, all 
of the researchers read over the interviews a number of times 
to familiarize themselves with the transcripts. Second, they 
identified meaning units and grouped these units into themes. 
Finally, the researchers came together to reflect on and ques-
tion the themes identified to come to a “final interpretation” (p. 
8). Appropriate criteria were used to attend to the trustworthi-
ness of the findings.

Setting and sample
Individuals who were patients in an eight-bed ICU in a 
Swedish hospital were invited to participate in the study if they 
were 18 years of age or older and able to speak Swedish, had a 
Motor Activity Assessment Scale (MAAS) score of 3 to 4 for an 
18-hour period in the ICU, and were able to sit at the bedside 
and mime or write. A total of 12 individuals agreed to partic-
ipate, 9 men and 3 women, with a mean age for the sample of 
58 years and an age range of 23 to 88 years. The length of time 
spent in ICU ranged from two to 23 days. Diagnoses included 
multi-trauma (2), carotid surgery (2), epiglottitis (2), sepsis (1), 
stroke (1), airway obstruction (1), myelitis (1), laryngeal cancer 
(1), and difficulty with intubation during surgery (1).

Findings
The patient interviews occurred from four to 11 days after ICU 
discharge, with a mean interview length of 23 minutes, and 
range of seven to 45 minutes. The researchers identified “being 
in a state of dependency” (p. 9) as a key aspect of the patients’ 
lived experience of mechanical ventilation. Five themes were 
identified related to this dependency: “being dependent 
on mechanical ventilation to survive, being forced to sub-
mit to the will of others, having to submit to other people’s 

willingness to understand non-verbal communication, being 
out of control, and having to endure” (p. 10). Patients relied 
on the nurses for accurate respiratory assessments, suctioning, 
attention to their hygiene needs, and a willingness to attend 
to non-verbal communication. Suctioning was described 
as “painful and unpleasant, causing feelings of panic” (p. 11). 
Patients also described a loss of dignity, privacy, and control, 
and feeling breathless, helpless, powerless, and voiceless. Some 
interactions with staff members were described as “unpleas-
ant” and some staff members were described as “disrespectful” 
(p. 11).

A second key aspect of patients’ lived experience related to the 
“movement towards recovery” (p. 11). The main themes associ-
ated with this movement were “experiencing a sense of control, 
being viewed as a participant and companion, and yearning 
for independence” (p. 11). Patients identified that because 
they were conscious, they maintained some control and, over 
time, they were able to participate in more aspects of their care. 

“Companionship” (p. 11) with the nurses made patients feel safe, 
cared for and respected as persons.

implications for practice
In the discussion section of the study report, the researchers 
emphasized the importance of the nurses’ presence with, and 
willingness to engage patients on ventilators in order to “under-
stand their dependence and vulnerability” (p. 12). They also 
raised questions regarding the degree to which patients can be 
involved in their own care and the “ambition” of staff mem-
bers to create “partnerships” with patients (p. 12). The authors 
acknowledged the need for education related to communica-
tion techniques for nursing students and nurses and increased 
attention to patients’ privacy, particularly when patients are 
interacting with visitors.

commentary
Over the years, I have had the opportunity at Dynamics con-
ferences and CACCN chapter educational events to hear 
former ICU patients speak about their illness experiences 
in ICU. A limited number of first-hand patient accounts 
have appeared in journals, including articles by Rier (2000), 
a sociologist, and Misak (2005), a Canadian philosopher. In 
listening to or reading these accounts, one is struck by the 
vulnerability of patients and the impact nurses have on their 
illness experiences, in both positive and negative ways. For 
example, Rier (2000) described how, as his respiratory status 
deteriorated, the health care professionals caring for him cul-
tivated “a sense of security which kept me hopeful enough to 
resist ‘letting go’ and sinking further” (p. 80). There is certainly 
evidence of vulnerability in the findings of the study carried 
out by Karlsson, Bergbom, and Forsberg (2012), as patients 
described feeling breathless, helpless, voiceless, powerless, and 
fearful. There is also evidence of nurses’ impact on the illness 
experience, as patients noted that some nurses were “better 
than others” (p. 9) at suctioning, working to understand their 
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non-verbal communication, providing them with information, 
and respecting them, as persons. What was it about nurses or 
about the nurse-patient relationships they helped create that 
made the difference? One factor was experience, as patients in 
the study identified that more experienced nurses were better 
able to understand their non-verbal communication than less 
experienced nurses. But more research is needed, especially 
from the perspective of patients who have been ventilated, to 
respond to this question.

There are limitations to this study. The authors acknowledged 
that their sample was diverse in terms of a number of vari-
ables, including diagnosis and age. It is also a small sample, 
though not unreasonable in relation to other qualitative stud-
ies. The length of interviews varied, with one as short as seven 
minutes. There may have been some benefit to conducting a 

second interview with patients once they were discharged 
from the hospital to further explore their memories of being 
ventilated in ICU. Acknowledging these limitations, this 
study is a welcome addition to the body of literature explor-
ing patients’ illness experiences in the ICU, and points to the 
need for further research in this area. For additional informa-
tion about the prospective ICU experiences of this particular 
group of patients, readers are directed to the report published 
by Karlsson, Lindahl, and Bergbom (2012). 

Marie Edwards, PhD, RN
Associate Professor
Faculty of Nursing
381 Helen Glass Centre
University of Manitoba
Director of Publications and Research, CACCN
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The Draeger medical  
canada inc. “chapter  
of the year” award
The Draeger Medical Canada Inc. “Chapter of the Year” Award 
is presented to recognize the effort, contributions and dedica-
tion of a CACCN Chapter in carrying out the purposes and 
goals of the association.

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

Award funds available: $500.00 plus a plaque

Deadline for submission: May 31 annually

Application process: Chapters must apply for consideration

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

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

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

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

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

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

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

Connections Day and at the annual awards ceremony at 
Dynamics.

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

Chapter of the Year Award provided all quarterly and annual 
financial/activity reports are on file with CACCN National 
Office for the qualifying period

• Chapters will be responsible for ensuring the 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 accu-
mulated) 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.

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 totalled (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 CACCN-

sponsored 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 mem-

bers × 1000 = innovation score.

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

recruited, as compared to the total membership of the pre-
vious 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.

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

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

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

tributed articles to:
■■ 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.

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 be awarded only once for a presentation, regard-
less 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.

Each presentation = 25 points  

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

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

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

received directly from the CNA to qualify.

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

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

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

• Add the two percentages together for certification score.

Good luck in your endeavours! 

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

caccN research grant 
The CACCN research grant has been estab-
lished 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 post-
marked on or before February 15.

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

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

cation and is ineligible to act as the principal investigator, the 
student must be a member of CACCN in good standing for a 
minimum of one year

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

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

committee are not eligible.
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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.

Review process:
• Each proposal will be reviewed by a research review 

committee
• Its recommendations are subject to approval by the board of 

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

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

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

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

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

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

CACCN within three months of the termination date of the 
grant

• The research study is to be submitted to the Dynamics 
Journal for review and possible publication.

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

exclusive of appendices and application form
• Appendices should be limited to essential information, e.g., 

consent form, instruments, budget
• A letter of support from the sponsoring agency (hospital, 

clinical program) or thesis chairperson/advisor (university 
faculty of nursing)

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

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

• Proof of CACCN active membership and Canadian 
citizenship

• Facility approval for commencement of study.

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

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

The editorial awards
The Editorial Awards will be presented to the authors of two 
written papers in Dynamics, the Journal of the Canadian 
Association of Critical Care Nurses, which demonstrate the 
achievement of excellence in the area of critical care nursing. 

Award funds available: $1,250.00 total
• $750.00 award will be given to the author(s) of the best article 
• $500.00 award will be given to the author(s) of the runner-up 

article
• It is expected that the award funds will be used for profes-

sional development
• More specifically, the funds must be used by the recipi-

ent within 12 months following the announcement of the 
winners, or within a reasonable time, 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 
to further one’s career development in the area of critical care 
nursing. 

Deadline for submission: Fall, Winter and Spring Journal 
manuscripts annually.

Send manuscripts for publication 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

Eligibility
• 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)

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

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

• Members of the CACCN board of directors, awards commit-
tee or editorial committee of Dynamics, the Journal of the 
Canadian Association of Critical Care Nurses, are excluded 
from participation in these awards. 

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

innovative, unique and/or visionary
• The author was not the recipient of the award in the previ-

ous year. 

Style
• The paper is written according to the established guidelines 

for writing a manuscript for Dynamics, the Journal of the 
Canadian Association of Critical Care Nurses

• For the Dynamics manuscript submission guidelines, please 
refer to the CACCN Information for Authors at  http://www.
caccn.ca/en/publications/dynamics/authors.html
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Selection
• The papers are selected by blind review by the awards com-

mittee in conjunction with the CACCN board of directors. 
• The awards committee reserves the right to withhold the 

awards if no papers meet the criteria. 

Presentation
The awards are presented by representatives of the sponsor-
ing company or companies at the Dynamics of Critical Care 
Conference.

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

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.

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 abili-
ties in critical care. 

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

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

Send applications to CACCN National Office at 
caccn@caccn.ca or fax to 519-649-1458 or 

Mail to: CACCN, PO Box 25322, London, ON  N6C 6B1

Mailed applications must be postmarked on or before June 1

Eligibility criteria:
• Nominee must be a CACCN member for a minimum of one 

(1) year
• The nominee must have at least three (3) years of critical care 

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

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

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

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

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

and reasons the candidate should be chosen to receive the 
award

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

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

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

in conjunction with the CACCN Director of Awards & 
Sponsors

• The successful candidate will be notified by email and regu-
lar 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.
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The brenda morgan leadership 
excellence award
Award funds available: $1,000.00 plus award 
trophy

Deadline for submission: June 1

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

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

The Brenda Morgan Leadership Excellence Award has been 
generously sponsored by CACCN in order to recognize and 
honour a nurse who exemplifies excellence in leadership, in the 
specialty of Critical Care.

Send applications to CACCN National Office at 
caccn@caccn.ca or fax to 519-649-1458 or 
Mail to: CACCN, PO Box 25322, London, ON  N6C 6B1
Mailed applications must be postmarked on or before June 1

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

The nominee must:
• Have been a member of CACCN for a minimum of five (5) 

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

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

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

levels
• Been a member of the CACCN chapter executive or national 

Board of Directors
• Have helped to plan a workshop or a conference or indirectly 

provided support of CACCN activities through management 
activities—supporting staff to participate in CACCN proj-
ects or attend conferences

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

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

• Consistently conducts themselves in a leadership manner
• Have effectively engaged others in the specialty of critical 

care nursing
• Have role modelled commitment to professional self devel-

opment and lifelong learning
• On a consistent basis, exemplifies the following qualities/

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

Application process:
• 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 pro-

vided in the nomination letters to select award winners 
from amongst many deserving candidates

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

• Award recipients will be notified in writing of their selection 
for the award

• Recipients will be honoured during the awards ceremony, at 
the annual Dynamics Conference

• Recipient names and possibly a photo will be published in 
Dynamics.

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

in conjunction with the CACCN Director of Awards and 
Sponsorship

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

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

award if no candidate meets the criteria outlined.

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

article for Dynamics, sharing their accomplishments and 
describing their leadership experience. The article should 
reflect on the recipient’s passion to move critical care 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
Award value: $1,000.00

Deadline: June 1 annually

This award is presented annually to a CACCN member who 
consistently demonstrates excellence in critical care nursing 
practice. The Cardinal Health Chasing Excellence Award is 
$1,000.00 to be used by the recipient for continued professional 
or leadership development in critical care nursing.

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

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

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

not eligible.

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

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

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

evidence
• Effective clinical decision-making supported by thorough 

assessments
• Has developed a clinical knowledge base and readily 

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

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

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

members
• Advocates and develops a plan of care that consistently 

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

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

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

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

• Is a role model to new staff and students
• Shares clinical wisdom as a preceptor to new staff and students
• Regularly participates in continuing education and 

professional development.

Nominations:
Two letters describing the nominee’s clinical excellence and 
expertise are required, one of which must be from a CACCN 
member. The nomination letters need to include three concrete 

clinical examples outlining how the nominee meets the above 
criteria and demonstrates clinical excellence in practice. In 
addition, a supporting letter from a supervisor, such as a unit 
manager or team leader, is required.

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

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

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

wisdom and interventions in critical care: A thinking-in-action 
approach. Philadelphia: Saunders.

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

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 






