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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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With the changing of the weather outside it seems 
fitting that our thoughts drift towards preparing 
for fall. Of course, with the renewal of the sea-

sons we are faced with the realignment, reprioritizing and 
revitalizing of our lifestyles, responsibilities and even our 
priorities. 

These activities necessitate one to reflect on the present con-
dition and then to thoughtfully determine what elements in 
your life will support you in achieving the important objec-
tives and what aspects of your current situation will hinder 
those realizations. I believe it is much the same for organiza-
tions such as ours. Fall is our time together, as colleagues, to 
engage in activities that redefine and refine who we are and 
what we offer, as an organization. We perform the checks 
and balances foundational to all thriving organizations 
and these exercises allow us to remain grounded in what is 
important to our members, our organizational objectives, 
our patients and families, and to the health of critically ill 
Canadians.

Our annual Dynamics of Critical Care Conference (Dynamics) 
provides an invaluable platform from which to take this orga-
nizational inventory and establish the shared vision of who we 
are to become in the coming months. Networking as individ-
uals, chapters, and as like-minded practitioners and through 
participation in formal decision making through our Annual 
General Meeting are important components to achieving that 
consensus. Connecting with critical care nurses and allied 
health colleagues has long been one of the most cited benefits 
of attending Dynamics. I encourage everyone to participate in 
the many events not only for the explicit learning value, but 
also to be immersed in the culture of CACCN and enjoy the 
relationships that make us so strong. I encourage everyone to 
attend the Annual General Meeting on September 21, 2014, 
at 1600 hrs. This formal platform is your opportunity to be 
heard, and to shape the actions we take together in the years 
to come. 

Connections and community building opportunities are 
available outside of the face-to-face events like Dynamics. 
Every chapter has a communication platform and multi-
ple ways to reach and be reached by members. The CACCN 
web-based forum discussion board offers an opportunity 
to connect across the nation for the same networking and 

mutual development. Board members can be contacted 
directly and critical care nurse experts are available via web-
based innovations. Reach out and connect, share what is 
most important for you and in your practice. You will find 
others who feel the same. 

In my last Critical Thinking message, I spoke of the Board of 
Director’s commitment to furthering the legacy of CACCN 
with a focus on leadership through our theme “Together 
We Can”. The Board of Directors, in consultation with 
members and Chapter leadership, has set out some ambi-
tious objectives for this term. To be true to our theme and 
values we will focus on enhancing and strengthening our 
“Together” through prioritizing relationships at every level: 
individual, interprofessional, chapter, regional, national, and 
international. 

We are taking bold strides to ensure that as an organization, we 
are responsive to the needs of all our partners. We strive to con-
tinue to reflect the realities of critical care nursing practice in 
Canada right now. We are designing processes that will enhance 
the participation of our members, such as a redesigned Chapter 
Connections Day focusing on leadership development, as well 
as programming attractive to new members including accred-
ited continuing learning hours for Dynamics. We are investing 
in our existing partnerships in Canadian health delivery with 
leadership participation for World Sepsis Day on September 
13, 2014, and Canadian Intensive Care Week from October 26 
to November 1, 2014. CACCN is also involved in the devel-
opment of the Canadian Critical Care Nursing Guidelines for 
Ebola, which will directly impact on Canadian health care 
practice. We continue to develop our valuable relationship 
with the American Association of Critical-Care Nurses and are 
working on forming new collaborations with international col-
leagues such as the Irish Critical Care Nursing Association and 
a contingent of Russian critical care nurses.

As critical care nurses we are unique and yet share so much. 
Regardless of the type of unit that we attach ourselves to, 
we share the same commitment to care for the most frag-
ile of patients in the most demanding of circumstances. Our 
CACCN vision statement says it all, “The voice for excellence 
in Canadian critical care nursing”, and “Together We Can” 
achieve that vision. Together we have committed to a new 
direction in the months to come and our fall renewal is key to 
all the exciting opportunities ahead.

I am looking forward to meeting you at the Dynamics of 
Critical Care Conference 2014 in Quebec City, QC.  

Sincerely,

Karen Dryden-Palmer, MN, RN
President, CACCN

crItIcal thINkINg
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World sepsis Day, september 13, 2014
The Canadian Association of Critical Care Nurses (CACCN) 
is asking for the support of your hospital/organization for the 
World Sepsis Declaration for World Sepsis Day.

World Sepsis Day is an initiative from the Global Sepsis 
Alliance and its founding members, the World Federation of 
Societies of Intensive and Critical Care Medicine (WFSICCM), 
the World Federation of Intensive and Critical Care Societies 
(WFPICCS), the World Federation of Critical Care Nurses 
(WFCCN), the International Sepsis Forum (ISF) and the Sepsis 
Alliance (SA).

As you know, sepsis is a leading killer of Canadians, responsi-
ble for more than 30,000 hospitalizations in 2008–2009, and for 
the deaths of 20,000 or more of our fellow citizens. It is a lead-
ing cause of preventable morbidity in the contemporary health 
care system. Worldwide, sepsis is the final common pathway 
to death for four of the 10 most common deaths. Mortality has 
declined from 50% at the turn of the 21st century to 25% to 30% 
today, and efforts to raise public and professional awareness of 
the problem have played an important role in this victory. But 
there is still much that needs to be done to raise awareness, and 
to move sepsis into the category of public health triumphs.

The Global Sepsis Alliance (GSA; www.globalsepsisalliance.
com) was formed to promote professional and public aware-
ness about sepsis. In 2012, the GSA held the first World Sepsis 
Day, with the support of a thousand hospitals and health care 
institutions around the world. Last year the list of supporters 
increased to more than 2,200.

For 2014, the goal is to have Canada lead the list of health care 
institutions that support World Sepsis Day and stand with the 
GSA in trying to reduce the global toll of sepsis. The Canadian 
Association of Critical Care Nurses supports World Sepsis Day 
and we invite you to add your name to the list.

Please register and encourage your hospital / organization to 
raise the profile of sepsis with the World Health Organization! 
Registration is available online at: www.world-sepsis-day.org/
register or contact the World Sepsis Day Head Office, email: 
office@world-sepsis-day.org.

We urge you to join the global movement dedicated to reducing 
the health, economic and human burden of sepsis by commit-
ting to the World Sepsis Declaration.

Global Sepsis Alliance for the World Sepsis Day
Center for Sepsis Control and Care
Email: office@world-sepsis-day.org 
#WSD14 

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.  

Future sites of  
Dynamics conferences
Dynamics 2015: September 27–29, 2015, 
Winnipeg, MB

Dynamics 2016: September 25–27, 2016, 
Charlottetown, PE

Dynamics 2017: September 24–26, 2017, 
Toronto, ON

Dynamics 2018: September 23–25, 2018, 
Saskatoon, SK





8   Dynamics   •   Canadian Association of Critical Care Nurses



Volume 25, Number 3, Fall 2014   •   www.caccn.ca   9



10   Dynamics   •   Canadian Association of Critical Care Nurses

caccN Directors update
eastern region
carla macDonald, mN, rN, cNcc(c), 
(formerly Carla Janes), Pictou county 
health authority, New glasgow, Ns

I am honoured to begin my time on the 
Board of Directors for CACCN. Critical 
care nursing has been my passion for the 
past 19 years and I have been fortunate to 
have had many career opportunities along 
the way. 

My career has primarily been in adult 
critical care nursing where I have had the opportunity to pro-
vide excellent bedside care to patients and families, as well as 
interact with a strong interprofessional team. As Faculty with 
the provincial critical care nursing program, I was able to stay 

connected to clinical practice throughout the province and be 
influential in the development of future nurses. 

In 2010, my colleagues and I were recipients of the Space Labs 
Innovative project award for Team Based Learning. I have had 
the opportunity to present at national conferences and enjoy 
the opportunity to engage with other colleagues.

I am driven about maintaining and advancing education, 
obtaining my critical care certification and master’s degree in 
2011 from Athabasca, and will embark on obtaining my nurse 
practitioner degree in September 2014. 

The past two years I have transitioned to a management role in 
rural Nova Scotia that has allowed me to grow on a professional 
level. Never forgetting my roots, I am fortunate enough to still 
work clinically in intensive care. I am very excited to bring my 
passion and experience for critical care nursing to a national 
level. 

caccN board of Directors
eastern representative  
appointment announcement  
originally issued June 23, 2014
As you are aware, Kirk Dawe, CACCN Board of Director, 
Eastern Region, tendered his resignation on March 18, 2014. 
The resignation was accepted by the Board of Directors by 
motion at the BOD face-to-face meeting on day one on 
March 19, 2014.

At the BOD face-to-face meeting day two, March 20, 2014, 
the Board of Directors determined a change to the Chapter 
boundaries was in order to provide a broader base of possible 
candidates for board positions from the Eastern Region. As a 
result, the Montreal Chapter joined the New Brunswick Chapter 
and the Nova Scotia Chapter, as part of the Eastern Region.

During these discussions, the Board agreed, based 
on Section 7.042 of the General Operating Bylaw, a member 
from the Eastern Region would be appointed to the vacant 
board position3 until March 31, 2015.

Following a review of eligible members from the Eastern 
Region who had expressed interest in Board participation 
and had a demonstrated record of CACCN leadership, the 
Board determined three candidates would be approached 
for the interim role.

Carla MacDonald (formerly Carla Janes)  has been 
appointed by Board motion to the interim Eastern Director 
position until March 31, 2015. She will function in the posi-
tion with the same rights, privileges and responsibilities as 
the other CACCN Directors.

Should you have any questions, please do not hesitate to 
contact the undersigned at vicepresident@caccn.ca or 
CACCN National Office at caccn@caccn.ca.

Sincerely, 
Renée Chauvin 
CACCN Vice President Chair, Nominating Committee  

1. Page #15, BOD F2F Minutes Day 1, March  2014 

2. 7.04: Vacancy in Office: In the absence of a written agree-
ment to the contrary, the Board may remove, whether for 
cause or without cause, any Officer of  the Association.  
Unless so removed, an Officer shall hold office until the 
earlier of: a) the Officer’s successor being appointed; b) the 
Officer’s resignation; c) such Officer ceasing to be a Director 
(if a necessary qualification of this appointment); or d) such 
Officer’s death.  If the office of any Officer of the Association 
shall be or become vacant, the Board may appoint a person 
to fill such vacancy.

3. Page #1, BOD F2F Minutes Day 2, March 2014
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caccN board of Director Nominees
Western region
Virginia Vandall-Walker PhD rN, 
athabasca university, breton, ab
Nominated by: Michael Metzger, Red Deer, AB

I have, indeed, been fortunate to have 
the opportunity to actively promote both 
critical care and family nursing through-
out my 30+ years of practice—a practice 
that has spanned a broad range of NP and 
critical care nursing, administrative, and 
academic appointments in urban, rural 
and isolated communities.

During my graduate studies at the master’s and doctoral levels, 
my clinical, course, and research foci concentrated on better 
understanding the phenomenon of family-centred adult crit-
ical care. To this end, one of my clinical preceptorships was 
completed at the University of Michigan Medical Centre in 
Ann Arbor in critical care. I have most recently been engaged 
with a team of nurse researchers, investigating the supports and 
barriers to family-centred critical care. I am an invited delegate 
to the 2014 AIHS/AHS Connects Conference entitled Building 
Change: Alberta’s Strategic Clinical Networks: A Strategy for 
Transformation and Innovation in Alberta by the Critical Care 
Strategic Clinical Network (CCSCN).

When critically viewed from my academic and researcher 
lenses, these experiences have broadened even further my 
understanding of the complexities and challenges faced by 
critical care nurses and critical care families. The mission and 
vision of the association aligns very well with my own values 
about critical care nursing, research, and education, and I am 
at a stage in my career where I can devote the time needed to 
address the duties expected of a director. I am keen to become 
involved with committee work, conference organizing, and 
document drafting, and whatever else is needed.

kathy bouwmeester, rN, accN, Peter 
lougheed centre, calgary, ab
Nominated by: Kimberly Pennell, Calgary, AB

My  n a m e  i s  Kat h e r i n e  ( Kat hy ) 
Bouwmeester and I am a proud registered 
nurse working in the intensive care unit 
of the Peter Lougheed Centre in Calgary, 
Alberta. 

I have been a registered nurse since grad-
uating from the University of Alberta 
Hospitals Nursing Program in 1980. I 

have worked in several settings including an isolation unit, gen-
eral medicine, orthopedics and intensive care. I have recently 
completed my certificate in Studies in Aging (Gerontology). 

I started working in ICU in 2001 after completing my Advance 
Critical Care Nursing through MRU in December 2000. I have 

held several positions within the ICU as a bedside clinician, 
outreach RN, and nurse clinician in both the Cardiac Care Unit 
and recently in the ICU.

As an active member of the Southern Alberta Chapter since 
2006, I was elected into the role of president elect, where my 
involvement included revising the chapter constitution and 
bylaws. I served a two-year term as president and have been 
involved in the development of the chapter’s spring conference 
for several years.

The profession of nursing and the role of the registered nurse 
is being challenged daily. Despite the challenges, the critical 
care registered nurse faces the ongoing complexities between 
patient and family advocacy, goals of care and coordinating the 
health care team to provide the best outcomes for our patients.

As a board member of CACCN, I will bring my passion for 
advocacy for the patient, the registered nurse and affiliated crit-
ical care health care providers to the nation’s table.

lara Parker, msN, rN, cNcc(c), british 
columbia Institute of technology, Port 
moody, bc
Nominated by: Petra Davis, Vancouver, BC

I have had the pleasure of being a criti-
cal care nurse since 2000, after graduating 
with my RN in 1998 from the University 
of Victoria. I began my critical care career 
in the ICU at Vancouver General Hospital 
(VGH), working with an amazing team. 
During this time, I recognized my passion 
for teaching and began to teach clinical 

nursing for the University of British Columbia (UBC) under-
graduate program, and for the British Columbia Institute of 
Technology (BCIT) Critical Care Program. I have since com-
pleted my master’s in nursing at UBC in 2006, and I am now 
a full-time faculty member in BCIT Critical Care Nursing 
Program. I remain at VGH ICU on a casual basis, as I com-
pletely enjoy bedside critical care nursing.

I have had the opportunity to be involved with CACCN on two 
occasions. One when I presented a poster at the Dynamics of 
Critical Care Conference 2011 in London, Ontario, and now 
in the upcoming Dynamics of Critical Care Conference 2014 
in Quebec City, QC, where I am honoured to be doing two oral 
presentations.

I am passionate about critical care nursing and the great com-
munity we work within. Critical care nursing is challenging, 
evolving, rewarding and inspirational. I am committed to crit-
ical care specialty nursing and I believe joining the CACCN 
board of directors will let me engage for myself and others at 
a national level. I am a motivated and hardworking individual 
who balances work with my family including my three beau-
tiful children. Thank you for considering my application for 
Western Region board of directors.
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eastern region
amber eason, bsc, rN, capital District 
health authority, Dartmouth, Ns
Nominated by: Amanda MacDonald, Dartmouth, NS

My name is Amber Eason and I am hon-
oured to be nominated for a seat on the 
Board of Directors. My journey into 
critical care started with the first three 
months after graduating from Dalhousie 
University School of Nursing and work-
ing in the Emergency Department. I loved 
it! I loved the complexity of a trauma, 

caring and emotionally supporting patients and family when 
faced with life-threatening health challenges. Most of all I loved 
learning, but soon I realized that something was missing for 
me. Gone was consistent and advancing care and lost was the 
ability to visualize the outcomes of one’s deep critical thinking 
and interventions. For me, the ICU is encompassing of patient 
care, where I am continually challenged and educated.

In the ICU, we care for the gravely ill and the dying; witness 
the traumatic and unjust events that one should never have to 
know. Through this I know that I can make a difference and 
that is where I belong.

Since joining CACCN and attending my first Dynamics 
Conference, I have been inspired to strive to enhance my 
practice and have been able to recruit new members into our 
association. The CACCN has shown me that I have more to 
offer and, as a member of the board I know that I can provide 
the same educational and leadership support to our members 
to enable others to reach their full potential.

I know deep down that, as critical care nurses, we are leaders 
and healers. We are valuable members of the health care society 
and our voices should be heard.

carla macDonald, mN, rN, cNcc(c) 
(formerly Carla Janes), Pictou county 
health authority, New glasgow, Ns
Nominated by: Angela Foote, Halifax, NS

As a young dynamic professional nurse 
with more than 19 years’ experience, I 
bring a strong background in critical care 
practice, as well as education to the board. 
I am fortunate to have the clinical wisdom 
from many years of direct clinical practice 
with the most acutely ill in Nova Scotia at 

our territory care centre, and have also spent two years on our 
provincial helicopter, transporting the critically ill to the most 
appropriate facility.

My passion lies in the marriage of critical care practice and 
education. I was able to achieve this from my time as a prov-
incial faculty member. During this time, I developed skills in 
facilitation and translating theory into practice. I feel great 
achievement in being responsible for the training and develop-
ment of numerous young proficient critical care nurses.

My involvement with CACCN has included attendance at 
the Nova Scotia Chapter Education Days, as well a commit-
ment to reading and keeping current with research through 
the Dynamics Journal and website updates. I am a past recipi-
ent of the Spacelabs Innovative Project Award with two of my 
colleagues for team-based learning. In June 2014, I had the 
honour of being appointed to the CACCN National Board of 
Directors as a representative for the Eastern Region.

Recently I have moved to rural Nova Scotia where resour-
ces are extremely limited and access to such organizations 
as CACCN is not as available. I would love to continue to be 
the voice of critical care in rural Nova Scotia and bring the 
research, education and opportunities that CACCN brought 
to me, as a nurse in Halifax. I would be honoured to be elected 
by my peers, as a representative to the CACCN Board of 
Directors.  

Notice of annual general meeting
The Canadian Association of Critical Care Nurses invites 
all CACCN members and Dynamics delegates to attend 
the 30th Annual General Meeting of the association 
on Sunday, September 21, 2014, at 1600 hrs, Room 200A, 
Quebec Convention Centre, Quebec City, QC. For addi-
tional information regarding the AGM, please visit: www.
caccn.ca

Dynamics 2015 call for abstracts
The Dynamics 2015 Call for Abstracts will be released with 
the Winter 2014 Dynamics Journal. The online submission 
process will be live by November 15, 2014. Deadline for 
abstract submissions will be January 31, 2015.

Dynamics 2015  
conference Planning committee
Dynamics 2015 will be held September 27–29, 2015, at the 
RBC Convention Centre, Winnipeg, MB. The Conference 
Planning Committee has commenced planning for the Call 
for Abstracts. Watch for the Dynamics 2015 presentation at 
the closing ceremonies of Dynamics 2014 in Quebec City, QC.

Conference Planning Committee
Marie Edwards, Planning Chair

Committee Members
Tara Carsons
Lissa Currie
James Danell
Cathy Ferguson
Joy Mintenko
Colleen Sacrey
Tannis Sidloski
Rhonda Thorkelsson

Lori Wakeman
Karen Dryden-Palmer,  

CACCN President/
Dynamics Liaison

Christine Halfkenny-Zellas,  
CACCN Chief Operating 
Officer
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September 2–November 12: CNA CNCC(C) and 
CNCCP(C) Initial Certification Applications accepted

September 2–December 1: CNA CNCC(C) and 
CNCCP(C) Renewal Applications accepted * 

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

September 20: Dynamics 2013 Preconference Day, Quebec 
City, QC

September 20: Chapter Connections Day, Quebec City, QC

September 21–23: Dynamics 2013 Conference, Quebec 
City, QC

September 21: CACCN Annual General Meeting, Quebec 
City, QC

September 22: CACCN Annual Dinner, Quebec City, QC

October 31: Chapter Q2 Financial Reports deadline

November 15: Call for Abstracts 2015. Online submission 
available

December 31: Chapter Q3 Financial Reports deadline

January 31: Dynamics 2015 Call for Abstracts deadline

January 31: Smiths Medical Canada Ltd. Educational Award 
deadline

February 15: CACCN Research Grant Application Deadline

March 2014: BOD F2F Meeting, Toronto, ON

April 18: CNA Certification Examination 

*Applies to CNA-certified nurses whose certification term 
ends in April 2015.

awards available to caccN members
Criteria for awards available to members of the Canadian 
Association of Critical Care Nurses are published on pages 
32-39 of this issue of Dynamics.

CACCN calendar of events

Dates to remember!

caccN Facebook Page
Visit us on Facebook for updated 
information!

Follow us on twitter: 
@caccN1

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.

What’s new at www.caccn.ca?

The CACCN website has had a a facelift! Visit www.caccn.ca!

Find us on
Facebook!

caccN membership recruitment Program
The CACCN Membership Recruitment Program is under review by the Board of Directors at this time. Additional information will 
be forthcoming in the near future. Members may still redeem coupons with your renewal form/coupon/payment information to 
CACCN, P.O. Box #25322, London, ON N6C or facsimile to 519-649-1458 or scan to email at caccn@caccn.ca.  

Poster Award Recipients, Dynamics 2013
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the relationship between empowerment and 
work environment on job satisfaction, intent to 
leave, and quality of care among Icu nurses
By Myriam Breau, PhD student, RN, and Ann Rhéaume, PhD, RN

Attracting and retaining qualified nurses into speciality 
areas such as intensive care units (ICUs) are necessary 
to ensure there are enough nurses to meet the increas-

ing demands of patients requiring complex care. This is 
particularly important, given the shortage of specialty nurses in 
Canada (Buchan & Aiken, 2008; St-Pierre, Alderson, & St-Jean, 
2010). Moreover, this situation may worsen as projections 
indicate that the number of critically ill patients will double 
by 2026 (Fisher, Baumann, Hunsbeger, Blythe, & Fitzpatrick, 
2008). Strategies, such as the creation of healthy work environ-
ments, are key to ensuring job satisfaction and increasing nurse 
retention (Laschinger, 2007; Manojlovich & Laschinger, 2008). 
Healthy work environments also play an important role in 
patient safety and quality of care (Purdy, Laschinger, Finegan, 
Kerr, & Olivera, 2010; Wong, Laschinger, & Cummings, 2010).

literature review 
Numerous studies have indicated that nurses are dissatisfied 
with their work environment (Aiken et al., 2002, 2011; Van 
Bogaert, Clarke, Willems, & Mondelaers, 2013). Major sources 
of dissatisfaction originated with hospital restructuring and 
work reorganization during the early 1990s (Blythe, Baumann, 
& Giovannetti, 2001; Cummings, Hayduk, & Estabrooks, 2005; 
Ebright, Patterson, Chalko, & Render, 2003). As a result of 
attempts to contain rising health care costs, organizational pol-
icies that were established affected nurses, the largest group of 
health care workers in hospitals. The closure of small hospitals, 
the increased use of non-nursing personnel and casualization 

of the workforce all had a direct impact on nurses and nurs-
ing practice (Aiken et al., 2001). These changes have led to an 
increased workload and a decrease in nurse-patient ratios that 
have affected the quality of patient care (Gurses & Carayon, 
2008).

Twenty years after the first wave of restructuring, many nurses 
continue to be dissatisfied with their work environment. In a 
large study examining the work environment of 33,659 nurses 
from 12 European countries, Aiken, Sloane, Bruyneel, Van Den 
Heede, and Sermeus (2013) found that one in five nurses was 
dissatisfied with their jobs, although the percentage of nurses 
reporting dissatisfaction varied substantially from 11% in the 
Netherlands to 56% in Greece. The major causes of dissatisfac-
tion reported by nearly half of the nurses were factors related 
to the work environment, such as wages, opportunities for 
advancement and educational opportunities. Unhealthy work 
environments were also a significant predictor of intent to leave, 
with 20% to 50% of nurses reporting that they were intend-
ing to leave their current job in the next year, and 20% to 40% 
reporting they were planning to leave the nursing profession. In 
a recent study of ICU nurses, 41% of the respondents indicated 
that they intended to leave their current position eventually; of 
those nurses, 18% indicated that they intended to leave their 
current position in the next year (Fitzpatrick, Campo, Graham, 
& Lavandero, 2010). Stone et al. (2006) reported that 17% of 
ICU nurses intended to leave their current position in the com-
ing year and poor working conditions was the primary reason 
for more than half of the respondents who intended to leave.

Aim: To determine whether empowerment and work environ-
ment predict job satisfaction, intent to leave and quality of care 
among intensive care unit (ICU) nurses.

Background: ICU nurses work in demanding environments and 
are subject to many work-related stresses. The retention of ICU 
nurses within these settings is important given the shortage of 
specialty nurses in Canada. Few studies have examined the rela-
tionships among healthy work environments, nurse satisfaction, 
and patient outcomes within ICU settings. 

Methods: Nurses working in ICU settings were asked to complete 
an online survey consisting of measures on structural empower-
ment, work environment, job satisfaction, intent to leave, and 
perceived quality of care.

Results: A total of 533 nurses responded to the questionnaire. 
Participants perceived their work environment to be moder-
ately healthy and reported high levels of collaboration between 
physicians and nurses. ICU nurses who had greater access to 
empowerment structures perceived their work environment as 
being healthier. Moreover, both empowerment and work environ-
ment were strong predictors of job satisfaction.

Conclusions: Our results suggest that workplace empowerment 
contributes to the creation of positive work environments and 
increases job satisfaction among ICU nurses. 

Key words: work environment, empowerment, job satisfaction, 
intent to leave and quality of care

abstract

Breau, M., & Rhéaume, A. (2014). The relationship between empowerment and work environment on job satisfaction, intent to leave, and quality of care 
among ICU nurses. Dynamics, 25(3), 16–24.
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Unhealthy work environments are an important determinant of 
several work-related outcomes, including burnout, job dissatis-
faction and turnover intent (Aiken et al., 2011; Laschinger, Wilk, 
Cho, & Greco, 2009; Van Bogaert, Clarke, Roelant, Meulemans, & 
Van de Heyning, 2010). Fortunately, many features within hospital 
work environments are modifiable. Praise and recognition for a 
job well done and manager respect contributed to job satisfaction 
in a group of Belgium nurses (DeGieter, DeCooman, Peppermans, 
& Jegers, 2010), while several aspects of the work environment 
(nurse-physician relations, nurse management at the unit level 
and hospital management and support) predicted job satisfac-
tion and intent to stay among acute care nurses in Belgium (Van 
Bogaert, Kowalski, Weeks, Van Heusden, & Clarke, 2013).

Moreover, managers who value nurses’ participation in deci-
sion-making and share information with nurses are predictors 
of intent to stay (Boyle, Bott, Hansen, Woods, & Taunton, 1999). 
In a study among nurses in Michigan, the combination of a 
healthy work environment, empowerment and good nurse-phy-
sician relationships explained 60% of acute care nurses’ job 
satisfaction (Manojlovich, 2005). Fitzpatrick et al.’s (2010) study 
on certification, empowerment and intent to leave among ICU 
nurses showed that nurses with higher empowerment scores 
were less likely to leave than nurses with lower empowerment 
scores, and nurses who had certification were also less likely to 
leave. Generally, turnover and turnover intent continue to be a 
serious concern for health care organizations. Although the fac-
tors leading nurses to leave their employers may be multifaceted 
and generational in nature, Hayes, Bonner, & Pryer (2010), in 
a comprehensive literature review, concluded that workload, 
empowerment and autonomy, promotion opportunities, and 
work schedules played a significant role in nurse turnover.

Unhealthy work environments are also detrimental to nurses’ 
ability to provide quality patient care. Both quality of care and 
patient safety are extremely important in critical care areas, where 
patients are exposed to many potentially harmful adverse events, 
ranging from ventilator-associated pneumonia and central line 
infections to medication errors (Muscedere, Martin, & Heyland, 

2008; Wilmer, Louie, Dodek, Wong, & Ayas, 2010). Collaboration 
between health care providers, in particular, has been shown to 
influence patient outcomes. In Gunnarsdóttir, Clarke, Rafferty, 
and Nutbeam’s (2009) study regarding work environment, job 
satisfaction, burnout, and nurse-assessed quality of care, the work 
environment was found to be a good predictor of job satisfaction 
and nurses’ perception of quality of care. 

In another study, although empowerment and work environ-
ment were not predictors of perceived patient outcomes, they 
were strong predictors of nurse-physician communication within 
ICUs (Manojlovich & DeCicco, 2007). This is particularly relevant 
for ICU settings, given that collaborative relationships between 
nurses and physicians promote nurses’ autonomy regarding 
patient-related decisions (Schmalenberg & Kramer, 2007).

Inadequate nurse staffing levels also contribute to decreased 
quality of care (Aiken, Douglas, & Sloane, 2010; Harless & Mark, 
2010; Ulrich & al., 2006). In a very large study among 22,336 staff 
nurses in three states, Aiken et al. (2010) concluded that the com-
bination of inadequate staffing levels and other work environment 
characteristics contributed to both higher rates of mortality and 
morbidity. Purdy et al. (2010) studied the relationship between 
work environment and patient outcomes on medical surgical 
units in a sample of 679 Canadian nurses. The results indicated 
job satisfaction was greater and perception of quality of care was 
better on units where nurses felt empowered (with opportuni-
ties for professional growth, access to information, support and 
adequate resources). A recent study has shown that a more pos-
itive work environment and a higher proportion of nurses with 
degrees resulted in a greater number of nurses reporting adverse 
events (Kirwan, Matthews, & Scott, 2013). These findings suggest 
that a positive work environment may enhance transparency, and 
ultimately, improve patient safety outcomes. 

theoretical framework
This study used an expanded version of the Nursing Worklife 
Model (Laschinger, 2008; Leiter & Laschinger, 2006; 
Manojlovich & Laschinger, 2007) as a guiding framework. The 
model describes how organizational and nursing unit fac-
tors influence both nurse and patient outcomes (see Figure 1). 
Empowerment is the starting point of the model and is based 
on Kanter’s theory of structural empowerment (Kanter, 1993). 
Workplace empowerment is improved by providing nursing 
staff with opportunities for advancement, access to informa-
tion, support and resources (Laschinger, Finegan, & Shamian, 
2001a; 2001b). Basic empowerment structures allow nurses to 
accomplish their work and, in turn, have a positive effect on 
their perception of the work environment. The work environ-
ment incorporates the five practice domains associated with 
magnet hospital characteristics: a) performance, leadership 
and support from the nurse manager, b) nurses’ participation 
in hospital affairs, c) adequate nursing and staffing resources, 
d) nursing foundations for care, and e) nurse-physician rela-
tionships (Lake, 2002). The interaction between workplace 
empowerment and work environment affect certain out-
comes, such as job satisfaction (Laschinger, 2008; Manojlovich 
& Laschinger, 2007) and quality of nursing care (Laschinger, 
2008). For the purposes of this study, we also included another 

Empowerment

Performance,
leadership and
support from
manager Adequate

nursing and
staffing
resources

Nurse-physician
relationships

Nurses’
participation in
hospital affairs

Nursing
foundations

Job
satisfaction

*Intent 
to leave

Quality
of care

Figure 1: Nursing Worklife Model 
Adapted from Leiter & Laschinger (2006). Reprinted with 
permission. * new variable added to model, fitting of this 
variable in the model currently in study
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nursing outcome, intent to leave. Intent to leave has been 
related to both unhealthy work environments and job dissatis-
faction in several other studies (Laschinger, Leiter, Day, & Gilin, 
2009; VanBogaert et al., 2012; Zeytinoglu et al., 2007). 

aim
The purpose of this study is to examine whether empowerment 
and work environment predicted job satisfaction, intent to 
leave, and perceived quality of care among ICU nurses.

method 
Design and sample. A cross-sectional design was used for this 
study. The target population consisted of nurses working in ICUs 
across Canada. A minimum sample size of 133 was targeted 
using Tabachnick and Fidell’s (2006) guidelines for sample-size 
estimates. The sample was drawn from a list of nurses working 
in ICUs provided by the Canadian Association of Critical Care 
Nurses (CACCN) and the Nurses Association of New Brunswick 
(NANB). Recruiting was done by both organizations send-
ing email requests to members inviting them to respond to an 
online questionnaire distributed by SurveyMonkey®. An email 
reminder was sent to members two weeks after the initial email. 
Before entering the survey, an isolated section describing the 
study, researchers’ contact information and ethics considerations 
was presented. Entering the survey after this section was consid-
ered consent. Ethics approval for the study was granted by the 
Université de Moncton. In total, 1,697 nurses were asked to com-
plete the survey (NANB, n = 559; CACCN, n = 1,138). The survey 
included measures on structural empowerment, work environ-
ment, job satisfaction, intent to leave, and perceived quality of care.

Instruments
Work environment was measured by the Practice Environment 
Scale of the Nursing Work Index (PES-NWI), based on data col-
lected from magnet hospitals in 1985–1986 (Lake, 2002). The 
PES-NWI is a 31-item instrument with five subscales: a) perfor-
mance, leadership and support from the nurse manager, b) nurses’ 
participation in hospital affairs, c) adequate nursing and staffing 
resources, d) nursing foundation for care, and e) nurse-physician 
relationships. A Likert scale measured the degree of agreement 
ranging from strongly disagree (1) to strongly agree (4).

The Conditions of Work Effectiveness Questionnaire-II 
(CWEQ-II), developed by Laschinger, Finegan and Shamian 
(2001a; 2001b), was used to measure nurses’ perceptions of 
empowerment. The CWEQ-II consists of 19 items measuring 
employee’s access to six components of structural empower-
ment described by Kanter (1993): opportunity, information, 
support, resources, formal and informal power, as well as two 
items on the global empowerment scale. A five-point Likert 
scale is used to rate responses ranging from none (1) to a lot (5). 
Higher subscale scores indicate higher levels of empowerment 
and a total empowerment score is obtained by summing the 
subscales for a possible score ranging from 6 to 30.

Job satisfaction was measured by the 20-item version of the 
Minnesota Satisfaction Questionnaire (MSQ) (Weiss, Dawis, 
England, & Lofquist, 1967). The MSQ conceptualizes job satisfac-
tion by intrinsic factors, extrinsic factors and overall satisfaction. 

Facets of satisfaction were assessed using a Likert scale ranging 
from very dissatisfied (1) to very satisfied (5). The score is calcu-
lated by adding the average of each of the items for each subscale. 

A two-item questionnaire developed by Gagnon et al. (2006) 
was used to measure intent to leave. The first item focuses on 
intent to leave during the next year and has six possible answers 
measured on a Likert scale from one to six. The question was 
modified to capture intent to leave both from the unit and the 
employer. We reversed scores for analysis and a lower score indi-
cated that the nurse did not intend to leave his/her unit/employer, 
while a higher score indicated intent to leave. The second item 
explores the reasons nurses leave their jobs and has five possible 
answers in which participants rank in order of importance. 

Nurse-assessed quality of care was measured with the Perceived 
Quality of Care on Unit scale (Aiken et al., 2002). The first two 
questions are related to the perception of the quality of nurs-
ing care on a four-point Likert scale ranging from poor (1) to 
excellent (4). The third question assesses whether the quality 
of care has improved, stayed the same, or deteriorated over the 
past year. The last question assesses whether patients are able to 
manage their care when discharged from the hospital. Because 
discharge from an ICU is rare, a modified version of the ques-
tion was used. The new question evaluated nurses’ perceptions 
of the frequency of readmission to ICUs in less than 24 hours. 

Table 1: Demographic profile of participants

Characteristics Number* %

Age (years old)

20-30 59 14.5

31-40 103 25.3

41-50 133 32.8

51-60 100 24.6

+ 61 11  2.7

Gender

Male 67 14.0

Female 411 85.9

Type of employment

Staff nurse 363 79.2

Nurse manager/assistant 45 9.8

Nurse educator 38 8.3

Clinical nurse specialist 11 2.4

Education

Diploma 149 31.1

Bachelor’s degree 272 56.8

Master’s 58 12.1

* Not all respondents answered the questions related to 
demographic profile, so the number of nurses varies in each 
category (e.g., age). Percentages were calculated on the basis 
of available data.
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Socio-demographic data were also collected and included 
gender, age, type of employment, job title, education, years of 
experience as a nurse, years of experience in ICU, the type and 
characteristics of ICU (e.g., open versus closed units), number 
of beds on unit, size of the hospital and province. 

Data analysis. Descriptive analysis of the demographic data 
was performed using measures of central tendency and disper-
sion. One-way ANOVA and t-tests were used to examine whether 
there were any differences among demographic data and job satis-
faction. Subsequently, we examined the relationship between the 
variables by correlation analyses. Finally, we determined which 
variables predicted intent to leave, job satisfaction, and perceived 
quality of care by hierarchical regression analysis. The subscale 
scores were used in the regression analyses and the assessment of 
normality, linearity, and homoscedasticity were evaluated prior 
to analysis. Data were analyzed using SPSS version 20. 

results
A total of 533 participants accepted to participate in the study, 
for a return rate of 31%, which is considered good for an online 
survey (Monroe & Adams, 2012). The average age of partici-
pants was 43 years. Eighty-six per cent (86%) of the sample were 
women (n = 411). Men were represented by 14% (n = 67). The 

majority of participants had a bachelor’s degree (n = 272, 57%). 
Seventy-nine per cent (79%) of the participants worked as staff 
nurses. The majority of participants were from New Brunswick 
(29%), followed closely by Ontario (27%) and British Columbia 
(12.8%). Table 1 presents a profile of study participants.

Cronbach alpha coefficients for the PES-NWI instrument 
ranged from 0.80 to 0.88 in this study, similar to previous studies 
(Laschinger & Leiter 2006) and factor analysis of the data sup-
ported a six-structure model, instead of the five-structure model, 
as with the original scale. Because the items across the factors dif-
fered from those reported by the original author of the PES-NWI, 
we created a new scale and named it career opportunities for nurses.

In this study, five of the six scales of CWEQ-II had acceptable 
internal consistency with reliabilities ranging from 0.80 to 0.90. 
The last scale, informal power, was deleted from the regression 
analysis because of a coefficient less than 0.70. Confirmatory 
factor analysis supported a six-factor structure, as with earlier 
studies (Laschinger, 2007; 2008).

Regarding construct validity of the MSQ questionnaire, factor 
analysis supported a three-factor structure. All subscales had 
acceptable internal consistency with reliabilities ranging from 
0.80 to 0.84, similar to previous studies (Hirschfeld, 2000).

Table 2: Structural empowerment, work environment and job satisfaction: Means, standard deviations and reliability coefficients 

Subscales Items Mean SD Cronbach’s alpha

Structural empowerment (CWEQ-II)a 18 15.16 0.59 0.91

Opportunity 3 3.57 0.73 0.84

Information 3 2.57 0.94 0.90

Support 3 2.44 0.86 0.82

Resources 3 2.83 0.79 0.80

Formal Power 3 2.60 0.88 0.80

Informal Powerb 3 3.75 0.68 0.67

Work environment (PES-NWI)c 31 2.60 0.43 0.94

Nursing participation in hospital affairs 6 2.43 0.55 0.84

Nursing foundations for quality care 10 2.64 0.42 0.80

Performance leadership support manager 5 2.58 0.67 0.88

Adequate staffing and nursing resources 4 2.63 0.59 0.84

RN/MD relations 3 3.05 0.54 0.87

Career opportunitiesd 3 2.40 0.65 0.85

Job satisfaction (MSQ)e 16 3.38 0.63 0.92

General 9 4.02 0.61 0.74

Intrinsic 4 3.00 0.80 0.88

Extrinsic 3 3.68 0.61 0.80
a Subscale range = 1-5.
b Informal power was deleted from analysis because lower reliability coefficient.
c Subscale range = 1-4.
d New scale.
e Subscale range = 1-5.
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The means and standard deviations of the study variables are 
presented in Table 2. The mean average of the overall PES-NWI 
was 2.60, suggesting that the ICU work environment was mod-
erately healthy. The subscale that had the highest mean score was 
nurse-physician relationships (M = 3.05, SD = 0.54), while the sub-
scales with the lowest mean scores were career opportunities (M = 
2.40, SD = 0.65) and nurses’ participation in hospital affairs (M = 
2.43, SD = 0.55). ICU nurses perceived their work environment to 
be moderately empowering (∑ =15.16 is the total score on possi-
ble score of 31). Access to opportunity was the most empowering 
aspect in ICU nurses’ work environment (M = 3.57, SD = 0.73), 
while support (M = 2.44, SD = 0.86) and formal power (M = 2.60, 
SD = 0.88) were the least empowering. In general, nurses were nei-
ther satisfied nor dissatisfied with their job (M = 3.38, SD = 0.63). 
Nevertheless, nurses had scores higher on the external satisfaction 
subscale (M = 4.02, SD = 0.61) with the other satisfaction subscales.

Only 3% of the participants intended to leave their unit or their 
employer. Furthermore, 46% of the participants had no inten-
tion of leaving their unit or their employer, and 23% confirmed 
that chances were slim that they would leave their unit or 
employer. Among the five most important reasons for leaving 
were career advancement, salary and social benefits, personal 
reasons, and conflicts with immediate manager. 

Nurses perceived the overall quality of nursing care to be good 
(M = 3.38, SD = 0.63). Similarly, the mean score for the fre-
quency of adverse patient outcomes was 2.15, indicating they 
perceived patient incidents rarely occurred (M = 2.15, SD = 
0.56) (wrong medication, nosocomial infections, falls with 
injury, complaints from patients or family). The majority of 
participants (86% to 95%) reported the existence of guidelines 
related to ventilator-acquired pneumonia, infections acquired 
by central catheters, falls, and bed sores. However, only 57% of 
nurses reported that they had access to guidelines for the pre-
vention of catheter-related infections.

Correlation analyses were conducted to examine the relation-
ships between the major study variables (see Table 3). Findings 
show that there was a significant correlation between empower-
ment and work environment (r = 0.79). The correlations between 
the subscales of empowerment and work environment ranged 
between 0.31 and 0.72. More specifically, a strong correlation 
was found between access to information (empowerment) and 
nurses’ participation in hospital affairs (work environment) (r 
= 0.65). Two other strong correlations were between support 
(empowerment) and two subscales from the work environment: 
performance, leadership and support of nurse manager (r = 
0.62) and nurses’ participation in hospital affairs (r = 0.57). In 
other words, nurses who were more empowered rated their work 
environment as more positive. There were also significant posi-
tive correlations between empowerment and perceived quality of 
care (r = 0.52). Total PES-NWI scores, as well as individual sub-
scales were strongly correlated to job satisfaction and intent to 
leave. Thus, nurses who worked in healthier environments were 
more satisfied with their job and less likely to leave.

Hierarchical multiple regression analyses were performed to 
determine the contribution of empowerment and work envi-
ronment to job satisfaction, intent to leave, and perceived 

quality care. Final regression models are presented in Table 
4. The results of the first regression analysis indicate that all 
empowerment subscales predicted 63.4% of the variance of 
work environment. Thus, workplace empowerment largely pre-
dicted a positive work environment. A second regression was 
performed to determine the contribution of empowerment 
and work environment on job satisfaction. The final model 
indicated that three dimensions of empowerment (access to 
opportunities, resources and formal power) and one dimen-
sion of the work environment (performance, leadership and 
support from the nurse manager) predicted 68.9% of the vari-
ance of job satisfaction. To summarize, access to empowerment 
structures and nurse manager leadership led to greater job 
satisfaction.

A third regression was done to examine the contribution of 
empowerment, work environment and job satisfaction on 
intent to leave. The first model indicated that having access to 
information, support and resources (empowerment) predicted 
16.6% of the variance of intent to leave. The final model with 
the addition of work environment and job satisfaction resulted 
in a better model where only job satisfaction predicted 27% of 
the variance of intent to leave. This suggests that there are many 
other factors besides empowerment, work environment, and 
perceived quality of care that predict intent to leave. 

A fourth regression was performed to examine the contribu-
tion of empowerment, work environment, job satisfaction and 
intent to leave on perceived quality of care. The results indi-
cated that empowerment predicted only 20.8% of the perceived 
quality of care (model 1). Work environment and job satisfac-
tion were added (model 2), resulting in a slightly better model. 
In the final model, the combination of nursing foundations 
(a dimension of work environment) and job satisfaction pre-
dicted 36.6% of perceived quality of care (Table 4). 

Analyses of variances (one-way ANOVA) were performed to 
examine relationships between certain demographic variables 
and the main study variables. There were several interesting 
results. First, significant differences were found between partic-
ipants’ level of education and adequate resources (dimension of 
empowerment). Thus, nurses with more education (e.g., bach-
elor or master’s degree) had access to more resources. Second, 
our results showed that nurses with more than 20 years of 
experience in ICU had higher scores on two empowerment 
subscales (information and support), job satisfaction and intent 

Table 3: Correlations between major study variables 

1 2 3 4 5

1 Empowerment --

2 Work environment .79** --

3 Job satisfaction .72** .80** --

4 Intent to leave .36** .32** .45** --

5 Quality of care .42** .52** .51** .24** --

** p ≤ 0,01 
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to leave. The high scores on intent to leave may reflect their 
plans for retirement. Third, nurses working in pediatric ICUs 
had higher scores for two dimensions of work environment 
(nurses’ participation in hospital affairs and performance, lead-
ership and support from nurse manager) and three dimensions 
of empowerment (access to opportunity, access to information, 
and support). As well, nurses working in pediatric ICUs had 
higher levels of job satisfaction.

To summarize, nurses with more education perceived they had 
more access to resources. Also, nurses with more than 20 years 
of experience had greater empowerment and were more satis-
fied with their jobs. Finally, nurses working in a pediatric ICU 
were more empowered, had a better work environment and 
had higher levels of job satisfaction than nurses working in 
other types of ICUs. 

Discussion
In this study, we examined how empowerment and work envi-
ronment affect job satisfaction, intent to leave, and perceived 
quality of care. Initial findings suggest that ICU nurses who 
have greater access to empowerment structures perceive their 

work environment as being healthier. These results corroborate 
other research linking empowerment to positive work envi-
ronments (Laschinger, 2008; Manojlovich & DeCicco, 2007; 
Purdy et al., 2010). Our findings also show that both empow-
erment and work environment were strong predictors of job 
satisfaction. Factors that best predicted job satisfaction were a 
dimension of the work environment (performance, leadership 
and support from the nurse manager) and several dimensions 
of empowerment (access to opportunity, resources and for-
mal power). These results support previous research linking 
empowerment and work environment to job satisfaction (Choi, 
Cheung, & Pang, 2012; Gunnarsdòttir et al., 2009; Laschinger, 
2008; Manojlovich & Laschinger, 2007). They also highlight the 
important role of nurse managers within ICU settings in rela-
tion to the provision of workplace empowerment for nursing 
staff.

ICU nurses are exposed to serious work-related stressors, such 
as end-of-life issues, post-mortem care and prolonging life by 
artificial support (Mealer, Jones, McFann, Rothbaum, & Moss, 
2012). Furthermore, they have higher rates of burnout and 
post-traumatic stress disorder compared to nurses working 

Table 4: Final regression models for work environment, job satisfaction, intent to leave and quality of care 

Sub-scales R R2 F P Beta Sig

Work environment1 0.80 0.63 106.98 1.000

Final model:

Opportunity 0.088 0.020

Information 0.189 0.000

Support 0.171 0.000

Resources 0.253 0.000

Formal power 0.264 0.000

Job satisfaction2 0.83 0.69 68.13 0.000

Final model:

Opportunity 0.255 0.000

Resources 0.144 0.001

Formal power 0.157 0.000

Nurse manager leadership 0.368 0.000

Intent to leave3 0.52 0.27 11.28 0.000

Final model:

Job satisfaction 0.469 0.000

Quality of care4 0.61 0.37 16.23 0.000

Final model: 

Nursing foundations for quality care 0.362 0.000

Job satisfaction 0.259 0.004

1 Final model represents subscales of empowerment on work environment.
2 Final model represents subscales of empowerment and work environment on job satisfaction.
3 Final model represents subscales of empowerment, work environment, job satisfaction and quality of care on intent to leave.
4 Final model represents subscales of empowerment, work environment, job satisfaction and intent to leave on quality of care.
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on other units (Mealer, Burnham, Goode, Rothbaum, & Moss, 
2009). Given the stressful nature of ICU, nurse managers can 
provide guidance, the necessary resources, and support to 
nursing staff, buffering some of these serious work-related 
stressors. Moreover, understanding which factors influence 
job satisfaction is critical for managers, given that job satisfac-
tion has a direct effect on both turnover intention and turnover 
itself (Choi et al., 2012; Zurmehly, Martin, & Fitzpatrick, 2009). 

One of the surprising findings was the number of nurses who 
were not considering leaving. A total of 69% of nurses were 
not considering leaving their unit or employer, while in con-
trast, only 3% of nurses intended to leave their unit or employer. 
Career advancement was the primary reason for nurses leav-
ing, followed by other reasons, such as salary, benefits, personal 
reasons and conflicts with the manager. Regression analyses 
indicated that only job satisfaction partially predicted intent to 
leave (27% of the variance of intent to leave), which suggests 
that there are other important predictors that we were unable 
to identify. The reasons leading nurses to consider leaving are 
complex. 

Team cohesion has been reported as the most important rea-
son for nurses who remain employed in an organization (Hill, 
2011). Team cohesion may be possibly stronger in ICU set-
tings than on other units given the intense nature of work and 
close proximity in which health care professionals work. In a 
recent study examining intent to leave among ICU nurses in 
Denmark, Van Dam, Meewis, and Van der Heijden (2013) 
identified age, the ability to deal with shiftwork, support, and 
professional development opportunities as predictors of turn-
over intent. Generational differences also need to be taken 
into account when considering strategies promoting nurse 
retention (Takase, Oba, & Yamashita, 2009). The lack of nurse 
manager leadership and low support are often identified as 
key factors prompting the nurse to leave his/her job (Choi et 
al., 2012). According to Takase et al. (2009), baby-boomers are 
devoted to their employer, while generation X and Y desire bet-
ter professional opportunities and working conditions. 

Lastly, both nursing foundations (e.g., use of nursing model, 
up-to-date nursing care plans) and job satisfaction partially 
predicted perceived quality of care. Other studies have linked, 
to varying degrees, the nursing work environment to both per-
ceived quality of care and patient safety outcomes (Purdy et 
al., 2010; Van Bogaert, Clarke, Roelant, Meulemans, & Van de 
Heyning, 2013). Although more recent studies attempt to mea-
sure quality of care with objective data, much of the existing 
research is based on nurses’ perceptions and can be influenced 
by events occurring during the day or the accurate recall of sit-
uations. Eighty-seven per cent (87%) of the participants in our 
study reported that they were providing good or excellent qual-
ity of care. Variations have been noted in the perception of the 
quality of nursing care among countries. For instance, while the 
majority of nurses in Canada reported providing good or excel-
lent quality of care, 47% of nurses in Greece and 35% of nurses 
in Germany reported poor or fair quality of care (Aiken et al., 
2013). The ICU nurses in our study also had moderate levels of 
empowerment. Nurses with high levels of empowerment often 

perceive that they are providing good quality care (Laschinger, 
2008). Nonetheless, even though the ICU nurses in this study 
had low empowerment scores, they did perceive they were pro-
viding good care. 

When looking at the characteristics of ICUs, we found that 
nurses working in pediatric ICUs had higher empowerment 
and work environment scores than those in other units. A qual-
itative study of eight neonatal ICU nurses exploring the concept 
of job satisfaction identified possible reasons (Archibald, 2006). 
The results suggested that nurses have better collaborative 
relationships with physicians than most other types of units 
studied. The participants reported having strong support from 
physicians, felt valued and had more autonomy because of phy-
sicians’ confidence in their care.

limitations 
This study has several limitations. First, the nature of this study 
(cross-sectional design) does not allow us to make causal 
claims in relation to the study variables. Second, differences 
in both hospital and unit management and structures that we 
did not identify may have influenced the study findings. As 
well, geographical contexts (urban versus rural hospitals) may 
have influenced findings. Third, self-selection bias may have 
occurred, as nurses responding to the survey may have certain 
characteristics. For instance, nurses belonging to the CACCN 
may share some inherent characteristics that may not be 
shared by other ICU nurses. Fourth, only 30% of participants 
responded to our survey, and among these, 29% were from 
New Brunswick and 27% from Ontario. Since some provinces 
were poorly represented, the study results are not generaliz-
able to all ICU settings. Lastly, although nurses’ perceptions of 
quality care are crucial, obtaining objective patient outcome 
measures, such as ventilator-acquired pneumonia and central 
line infections, is necessary. 

recommendations 
This study provides further support for the Nursing Worklife 
model and its expansions to different settings, such as ICUs. 
Our results suggest that strategies promoting workplace 
empowerment have the potential to improve nurses’ work envi-
ronment. It is essential for nurses to have a strong leader who 
supports and recognizes the quality of their work. Front line 
nurse managers must be empowered in order to empower their 
nursing staff. This can be done through leadership training, 
which may foster behaviours and attitudes consistent with men-
toring. Front line nurse managers should offer support, share 
information and provide regular feedback to bedside nurses. 
Moreover, both front line and middle managers must be visible 
and available from time to time on nursing units, and not only 
responding to immediate crisis. Nurses wish to be involved 
in organizational decisions, particularly those affecting their 
nursing practice. Managers should take nurses’ concerns into 
account when reorganizing facets related to nursing practice 
or patient care because nurses do not often feel included in 
organizational decisions. Lastly, professional development and 
educational opportunities must be made available for nurses 
because they foster clinical expertise and professional practice.
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conclusion
To conclude, the Nursing Worklife model is relevant for 
nurses working in complex work environments, such as ICUs 
(Manojlovich & Laschinger, 2008). Our results highlight the 
importance of empowerment strategies that allow nurses to 
work in a healthy working environment. ICU nurses’ work envi-
ronment can be improved by focusing on modifiable factors 
such as nurse manager leadership, the fostering of collabora-
tive relationships between physicians and nurses, and providing 
nurses with the necessary resources to give quality patient care. 
Healthy working environments are the key to ensuring nurses’ 
job satisfaction, reducing turnover and providing excellent 
quality of care. Further research is needed to test the model 
with the addition of other dimensions affecting both nurses 
and patients. Given the complex nature of ICUs, future studies 
should attempt to predict patient safety, such as rate of infec-
tions and ventilator-acquired pneumonia among patients or 
other variables that measure patient quality of care. 
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a role for nurse  
practitioners in the Icu: 
advocating for change
By Sarah Crowe, MN, RN, CNCC(C)

The way health care is delivered and provided in today’s 
ever-changing system is requiring new and imag-
inative ideas to ensure all patients have access to 

comprehensive, appropriate, universal care (Herrmann & 
Zabramski, 2005). As one of the more costly areas of health 
care, critical care especially needs to look at new ways to 
deliver high quality care in an era of resource and provider 
shortages (Hoffman, Tasota, Zullo, Scharfenberg, & Donahoe, 
2005). 

The dynamic state of critical care, along with the increased 
demand for services and increased acuity of patients, often 
leaves the multidisciplinary team struggling to manage 
patients while ensuring access and excellence are provided 
to all patients. As critical care nurses, our role is not only 
to advocate for our patients, but also to advocate for our 
specialty in order to improve patient care. As highly special-
ized nurses with advanced education and training we have 
much to offer patients and their families. One way that we 
can advocate for our profession is to educate critical care 
nurses as acute care nurse practitioners (ACNPs). The role 
of the ACNP is innovative and challenges the boundaries of 
not only existing nursing practice, but also current health 
care delivery (Srivastava, Tucker, Draper, & Milner, 2008). 
While many areas of the country have already begun adopt-
ing this role and implementing ACNPs into their intensive 
care unit (ICU) multidisciplinary teams, there are still areas 
that have yet to embrace this role. The purpose of this paper 
is to explore the role of acute care nurse practitioners in the 
ICU, the benefits of ACNPs as part of the ICU interdisciplin-
ary team, and potential challenges of integration of ACNPs 
in the ICU.

the role of the Nurse  
Practitioner in the Icu
Nurse practitioners are “registered nurses with additional 
educational preparation and experience who possess and 
demonstrate the competencies to autonomously diagnose, 
order, and interpret diagnostic tests, prescribe pharmaceuti-
cals, and perform specific procedures within their legislated 
scope of practice” (Canadian Nurses Association, 2009, p. 
1). In the early 1990s the nursing profession began to rec-
ognize that the needs of acutely ill patients were not being 
adequately met, and nurse practitioners had a scope of prac-
tice that, if maximized, could meet the needs of patients, the 
medical system, and nurses (Becker, Kaplow, Muenzen, & 
Hartigan, 2006).

As a member of a multidisciplinary team in the ICU a nurse 
practitioner would care for patients by stabilizing their acute 
medical ailments, preventing and managing potential com-
plications that may arise during hospitalization, managing 
pre-existing comorbidities, providing care to families as an 
extension of the patient, and collaborating with other health 
care professionals involved in the patients’ care (Becker et 
al., 2006; DiCenso et al., 2010). This would involve nurse 
practitioners performing consultations and receiving refer-
rals to the ICU from other areas of the hospital, such as the 
emergency room or medical and surgical units (Fry, 2011). 
Nurse practitioners would research patient histories, per-
form physical exams, order and interpret diagnostic tests, 
prescribe medications, coordinate patient care, make refer-
rals to and collaborate with other specialists as needed, 
meet with families, and when appropriate initiate discharge 
planning (Fry, 2011; Herrman & Zabramski, 2005; Kapu, 

The aim of this paper is to present an argument for including 
acute care nurse practitioners as members of the interdisci-
plinary medical team caring for intensive care unit patients. 
Through exploration of the literature, nursing benefits, such 
as professional development for nurses, and patient benefits, 
including improved mortality, morbidity and complication 

rates, are identified. Potential challenges such as role intro-
duction, role confusion, and stakeholder buy-in are also 
discussed. Strategies for moving forward, including potential 
areas for further research, and ideas for implementing more 
nurse practitioners are also discussed.
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Thomson-Smith, & Jones, 2012). ACNPs can also be trained 
to perform advanced skills such as chest tube insertions, 
arterial punctures, central venous catheter insertions, intu-
bations, ventilator management, and many other advanced 
skills (Kleinpell, Ely, & Grabenkort, 2008; Rosenthal & 
Guerrasio, 2010). The ACNP would operate within a set 
scope of practice providing advanced nursing care to ensure 
high quality care, while collaborating with other disciplines 
(Becker et al., 2006).

benefits
There are many benefits that support the inclusion of ACNPs 
on the ICU multidisciplinary team. The potential bene-
fits can be divided into two main groups, the professional 
benefits to nursing, and the direct benefits to the patient 
population.

Professional benefits. From a professional standpoint the 
ACNP role provides an opportunity for critical care nurses to 
increase their knowledge and scope of practice. The ACNP 
role is highly autonomous, maximizing the knowledge and 
skill set possessed by such individuals to manage acutely ill 
patients and as a result contributing to the advancement of 
the profession (Bryant-Lukosius, DiCenso, Browne, & Pinelli, 
2004; Papathanassoglou, 2011). This expanded role provides 
professional autonomy in clinical practice, clinical leadership, 
and allows for growth enabling nurses to become expert prac-
titioners in the area of critical care (Srivastava et al., 2008). 
Nurses who are striving for greater challenge and for profes-
sional growth will benefit from having an advanced nursing 
role developed in the ICU as it will provide a goal for them to 
work towards.

Critical care nurses that have worked with an ACNP have 
described an increase in their personal knowledge base, an 
increase in their level of job satisfaction, and an improved 
sense of support for clinical decision making. Studies have 
indicated that bedside critical care nurses found sharing their 
concerns and ideas surrounding patient care easier when 
dealing with an ACNP. They were also more likely to speak 
out in the presence of an ACNP than a physician to advo-
cate for their patients and families (Papathanassoglou, 2011; 
Scherr, Wilson, Wagner, & Haughian, 2012). In one report of 
the implementation of ACNP inpatient models for medical 
and oncology patients, it was noted anecdotally that bedside 
nurses indicated greater job satisfaction in having open, easy 
access to ACNPs as they were more consistent and main-
tained presence on the unit therefore providing more clinical 
support (Winne et al., 2012). The consistency comes from 
having a core group of ACNPs on a set rotation in the ICU, 
whereas residents’ schedules were sporadic and frequently 
changing to accommodate academic studies and frequent 
specialty changes. Physician schedules are also often sporadic, 
rotating on for a week at a time, followed by long absences to 
accommodate other commitments. 

Patient care benefits. From a patient care standpoint, the 
benefits of including an ACNP on the team are well docu-
mented. There is some evidence that the care provided by 

multidisciplinary teams that include ACNPs is equivalent 
to, if not better than, the traditional physician lead model, 
and the physician and physician assistant model (DiCenso 
et al., 2010; Fry, 2011; Hoffman et al., 2005; Kapu et al., 2012; 
Kleinpell et al., 2008), although more research is needed 
in this area. Critical care units that have already imple-
mented an ACNP role have seen improved health promotion 
behaviours, decreased readmission rates, decreased length 
of ICU and overall hospital stay, decreased number of days 
ventilated, decreased complication rates, and decreased or 
equivalent mortality rates for patients (Bryant-Lukosius et 
al., 2004; Fry, 2011; Lome, Stalnaker, Carlson, Kline, & Sise, 
2010; Medeiros et al., 2011). 

The improvement of patient outcomes, both in decreased 
length of stay and in decreased complication rates, also pro-
vides further support for inclusion of ACNP roles in ICU, 
as it is also a cost-effective way of providing high-quality 
care in a time of resource shortages (Christmas et al., 2004; 
Hoffman et al., 2005; Medeiros et al., 2011). A comparison 
study of two groups of patients, one with access to ACNPs 
and the other without, found that the patient group cared for 
by ACNPs as part of the multidisciplinary team were hos-
pitalized 2,306 fewer hospital days than the non-NP group 
(Russell, VorderBruegge, & Burns, 2002). With the average 
daily cost of a Canadian ICU bed at approximately $2,500, 
the addition of ACNPs could equate to a significant health 
care saving (Doiron, 2011; Muscedere, Martin, & Heyland, 
2008).

Patients and their families from a neurology clinic and inpa-
tient settings that have ACNPs as part of their care team 
also report improved satisfaction with the care they are pro-
vided (DiCenso et al., 2010; Herrmann & Zabramski, 2005). 
Part of this improved satisfaction was the ability to have a 
nurse practitioner readily available to answer patient and 
family questions, provide status updates, provide teaching, 
and assist with case management (Herrmann & Zabramski, 
2005). In general, ACNPs were able to spend more one-on-
one time with patients and their families compared to their 
physician colleagues (Kleinpell et al., 2008). Although this 
is an area for further research to be conducted specific to the 
ICU setting, critical care patients and their families would 
also benefit from this added support.

The chronically critically ill patients and their families also 
reported greater satisfaction with care involving an ACNP, 
as there was improved continuity of care provided to them 
(Hoffman et al., 2005). An ACNP’s constant presence in the 
ICU improved patient care and continuity, as NPs were less 
likely to be distracted by off-unit responsibilities (Hoffman 
et al., 2005). ACNPs ensured continuity of the care provided 
by being present during evening hours and throughout the 
night when residents and physicians were less likely to be in 
the unit (Kleinpell et al., 2008; Winne et al., 2012).

challenges 
While the addition of ACNPs to a multidisciplinary team has 
been documented to be positive overall, the implementation 



28   Dynamics   •   Canadian Association of Critical Care Nurses

of these specialized nurses has not been without its chal-
lenges. One of the most common challenges other teams 
have identified, and worth considering prior to the intro-
duction of ACNPs, is role confusion (Bryant-Lukosius et al., 
2004). A clear definition of the role, its purpose and scope 
of practice must be provided in order to avoid role conflict, 
role overload, and variable acceptance by other multidis-
ciplinary team members (Bryant-Lukosius et al., 2004; 
Srivastava et al., 2008). Often ACNPs are introduced into a 
team as a solution to a specific team problem such as over-
night physician coverage, instead of being introduced with 
clearly defined nursing practice goals and an understanding 
of how this person will function (Papathanassoglou, 2011). 
The role of the ACNP should be viewed and advocated for 
as a valuable asset in the desire to provide patients with the 
best possible care, not as a staffing solution to the short-
age of physicians and residents (Papathanassoglou, 2011; 
Srivastava et al., 2008). 

Another challenge has been stakeholder buy-in, which 
often relates back to understanding the role. This innova-
tive role needs acceptance and support by other members 
of the multidisciplinary team (e.g., physicians, nurses, and 
other care providers), the public, and hospital adminis-
tration (Bryant-Lukosius et al., 2004). One of the greatest 
barriers to overcome is physician resistance, as they may 
see ACNPs as competition rather than collaborating team 
members (Herrmann & Zabramski, 2005). Many physicians 
work on a fee-for-service basis, and may perceive nurse 
practitioners as financial competitors, rather than collab-
orating colleagues with patient care being the primary goal 
(Herrmann & Zabramski, 2005).

Another challenge to consider in the implementation of 
ACNPs is the cost associated with constructing and imple-
menting a 24-hour, seven-days-a-week ACNP service 
(Kapu et al., 2012). The initial cost of creating an ICU NP 
service will be expensive, but the overall cost when com-
pared to a physician-only model is minor (Kapu et al., 2012). 
The cost-saving potential associated with improved length 
of stay, decreased complication rates, and decreased read-
mission rates outweighs the initial introduction costs (Fry, 
2011; Kapu et al., 2012; Lome et al., 2010; Medeiros et al., 
2011).

Future considerations
After examining the literature, there still remain gaps that 
need to be explored. Although the role of NPs in the ICU 
has been around for many years in some areas of the coun-
try, it is still a relatively new role overall. The interpersonal 
relationship between physicians and NPs working together 
in the ICU needs to be studied further to better understand 
the working dynamics, which will help facilitate the intro-
duction of NPs into the ICU in the future. 

Another potential area for study is looking at the different 
ways in which NPs have been incorporated into the mul-
tidisciplinary team. Further research needs to be done to 
examine the NP’s role on the team, specifically to look at 
what the NPs are responsible for, the physical make up of 
the team, how the NPs interact with their physician col-
leagues, how patient care and work is divided, and how the 
NPs fit with other team members (e.g., residents, physician 
assistants, fellows). By understanding these dynamics better 
it will help ensure the future success of the role of the NP in 
the ICU.

Finally, future consideration to how we are going to 
introduce more NPs into ICUs must be considered. In 
planning for this, campaigns such as “The Canadian Nurse 
Practitioner Initiative” are important to educate the pub-
lic and the health care system on what nurse practitioners 
are and what they do (CNA, 2011). Furthermore perform-
ing a needs assessment to identify the specific opportunities 
in individual units and organizations is important, along 
with individuals willing to speak out and advocate for devel-
opment of an NP role in these units and plan on how to 
implement it.

conclusion
The inclusion of ACNPs offers a host of benefits to both 
nurses and to patients. Nurses benefit from the professional 
development, which allows them to pursue a highly special-
ized, challenging role. The patient population also benefits, 
as the literature has documented, by improved mortality, 
morbidity, and complication rates. Families of ICU patients 
have reported greater satisfaction with their ICU experi-
ence when an ACNP is involved. The addition of ACNPs 
in other care areas has been documented as a cost-effective 
alternative to traditional medical models, creating a poten-
tial cost-saving alternative for ICUs that still needs to be 
validated through further research.

Potential challenges of including an ACNP in the ICU multi-
disciplinary team include role definition and role confusion 
during initial integration. Stakeholder buy-in, and initial set 
up costs can also be a challenge. Despite these challenges, 
the evidence exists to demonstrate the positive effects of the 
addition of an ACNP to the multidisciplinary team. ACNPs 
can provide good quality patient care in the specialized area 
of critical care. In a time of limited resources, increasing 
acuity and demand for services, critical care ACNPs will 
offer a new model for caring for critically ill patients. 
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research objective
To test the effectiveness of a two-tiered, multi-faceted, inter-
disciplinary intervention (mechanically-ventilated) on 
nurse-patient communication in the intensive care unit (ICU). 

research design
A quasi-experimental three-phase sequential cohort design.

Interventions
Phase 1 consisted of usual care (i.e., control group). Phase 2 
intervention consisted of a four-hour basic communication 
skill training session for nurses and provision of a communi-
cation cart regularly stocked with “low tech” communication 
materials (e.g., spiral notebook, clipboards and various com-
munication boards). Phase 3 intervention consisted of the 
Phase 2 intervention plus two-hour additional training in elec-
tronic augmentative and alternative communication devices 
(AAC), and a speech pathologist consultation (SPC) who pro-
vided a communication assessment, communication plan with 
both “low tech” and electronic communication device options 
to match patient ability and preference along with highlighted 
appropriate nurse communication strategies and topics. 

setting 
A 32-bed medical ICU and a 22-bed cardiovascular-thoracic 
ICU in a large American academic medical centre.

sample and sampling strategy
Three nonspeaking ICU patients were assigned to each study 
nurse forming 30 nurse-patient dyads in each phase (total n = 
90 dyads): 89 intubated, English-speaking, non-hearing and 
non-speaking impaired, patients (unable to vocalize), awake 
and responding to commands, predicated to remain intubated 
for two to three days after study enrolment; 30 English-
speaking ICU nurses with a minimum of one year critical care 
experience and regularly working two consecutive shifts in the 
study unit who were selected using stratified random sampling 
procedure to achieve 10 nurses (five per ICU) in each phase of 
the study. For each phase, 10 new nurses were recruited and 
past participants were excluded to maintain independence of 
the sample for each phase. 

Data collection 
Data consisted of videotaped observations of nurse-patient 
communications (n=356 recordings, each recording three min-
utes in length, two morning and two afternoon x 2 consecutive 
days per each nurse-patient dyad), field notes, open-ended 
debriefing questions and demographic information. 

main outcome measures
Communication outcome measures included frequency (mean 
number of communication acts within a communication 
exchange), success, quality and ease. Descriptive statistics and 
regression analysis methodologies, including hierarchical gen-
eralized linear models were used.

main results
Communication frequency increased significantly in only one 
ICU (phase 1 versus phase 3 [p < 0.0001]; phase 1 versus phase 2 
[p < 0.0001]). In both units, the percentage of acts per exchange 
used for clarification was significantly higher in phases 2 and 3 
(15% and 12.5%, respectively) compared to the phase 1 control 
group (9.3%) (p < 0.001), with no statistical differences in per-
centage of clarification acts between phases 2 and 3. There were 
no differences between groups in mean percentages of suc-
cessful exchanges. However, the intervention groups exhibited 
a significantly greater percentage of successful communica-
tion exchanges about pain than the usual care group across 
both ICUs (p = 0.03); there was no statistically significant dif-
ference between the two intervention groups. Positive nurse 
behaviours increased significantly from the control group to 
the phase 2 intervention group only, and only in one unit (p 
= 0.02). Patients in the phase 3 group used significantly more 
ACC methods—an indicator of quality—(p = 0.002) and rated 
communication at high difficulty less often (p < 0.01).

conclusions
This intervention study showed positive effects, specifically, sig-
nificant increases in length of communication exchanges, AAC 
use, and in success of communication about pain and other 
symptoms. The findings provide preliminary evidence that the 
use of communication skills training, provision of communica-
tion materials and SPC in the ICU are efficacious. 

commentary
The following are the major limitations of this study: (1) the 
study was conducted with an adult population in a single hos-
pital; (2) videotaped sessions were limited to three minutes 
and at only two time periods; and (3) some significant changes 
were evident in only one ICU questioning the impact of unit 
culture, attitudes and environmental differences on nurse-pa-
tient communication in critical care settings. Therefore, further 
research is necessary to increase the potential for generaliz-
ability of these results. Despite these limitations it is important 
to consider the implications of this study’s findings for clini-
cal practice. Intubation and mechanical ventilation are core 
interventions in the treatment of critically ill patients. In 2000, 
the incidence of mechanical ventilation in Ontario alone was 
estimated to be 222 per 100,000 adults (exclusive of patients 
receiving mechanical ventilation after cardiac surgery in the 
incidence calculation) with a projected estimated increase 
to 291 per 100,000 adults by 2026 with a mean duration of 
mechanical ventilation estimated to be five days (Needham et 
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al., 2005). The negative consequences of being unable to speak 
during mechanical ventilation are well documented: greater 
severity of illness and feelings of anger, frustration, panic, anx-
iety, sleeplessness, fear and isolation (Carroll, 2007; Karlsson, 
Bergbom, & Forsberg, 2012; Khalaila, et al., 2011; Patak, 
Gawlinski, Fung, Doering, & Berg, 2004). Moreover, patients 
who have communication problems are three times more 
likely to experience preventable adverse events (Bartlett, Blais, 
Tamblyn, Clermont, & MacGibbon, 2008). Staff frustration and 
stress have also been documented (Alasad & Ahmad, 2005). 

Because most nurse-patient communication interactions in 
the ICU last less than several minutes (Nilsen, Sereika, & Happ, 
2013), it seems imperative that nurses optimize their commu-
nication skills and their ability to use “low tech” and electronic 
communication devices appropriately, as well as consider advo-
cating for SLP consultations.  

Judy Rashotte, PhD, RN
Director, Nursing Research 
Children’s Hospital of Eastern Ontario
Ottawa, Ontario
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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

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.
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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 established to provide 
funds to support the research activities of a CACCN member 
that are relevant to the practice of critical care nursing. A grant 
will be awarded yearly to the investigator of a research study 
that directly relates to the practice of critical care nursing. 

Award funds available: $2,500.00 

Deadline for submission: February 15

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

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
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• Appendices should be limited to essential information, e.g., 
consent form, instruments, budget

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

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

• A brief curriculum vitae for the principal investigator 
and co-investigator(s) describing educational and 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 es 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 recipient 

within 12 months following the announcement of the win-
ners, or within a reasonable time, to cover and/or allay costs 
incurred while attending critical care nursing-related educa-
tional 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

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?
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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 awards
The Smiths Medical Canada 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 levels.

Award funds available: Two awards – $ 1,000.00 

Deadline for submission: January 31 and September 1 

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 January 
31 or September 1

Eligibility criteria
The applicant must:
• be an active member of the Canadian Association of Critical 

Care Nurses for a minimum of one (1) year
• be accepted to an accredited continuing education pro-

gram relevant to the practice, administration, teaching and 
research of critical care nursing

• not have been the recipient of this award in the past two years

Application process
• submit a completed Smiths Medical Canada Educational 

Award application including all required documentation
• submit a letter of reference from his/her current employer
• incomplete applications will not be considered
• presentations considered for merit points are those that are 

not prepared as part of your regular employment role/respon-
sibilities—oral and poster presentations will be considered.

Selection process
• CACCN reserves the right to withhold the award if no candi-

date meets the criteria
• the successful candidate will be notified via email and regu-

lar mail
• the successful candidate will be recognized at the Awards 

Ceremony at the Dynamics of Critical Care Conference 
(annually in September)

• the successful candidate’s name/photograph will be pub-
lished in Dynamics, Journal of the Canadian Association of 
Critical Care Nurses (Winter edition)

• current members of the National Board of Directors are not 
eligible

The Board of Directors of the Canadian Association of Critical 
Care Nurses & Smiths Medical Canada retain the right to 
amend the award criteria.

Smiths Medical Canada Educational Award
Content Revision: December 2013

caccN recruitment and 
retention awards
The Canadian Association of Critical Care 
Nurses Recruitment and Retention Awards 
were established to recognize chapters for their 
outstanding achievements with respect to recruiting and retaining 
membership.

Award funds available:
Full Dynamics Conference Tuition Coupons
Partial Dynamics Conference Tuition Coupons 

Deadline: Fiscal year end – March 31 

The CACCN Office will track chapter recruitment and retention 
for the fiscal year.

Chapters will receive a copy of the Recruitment and Retention 
Report annually in April with coupon allotment noted.

Coupons will be issued electronically to all chapters.

Recruitment initiative
This initiative will benefit the chapter if the following require-
ments are met:
•	 Minimum of 25% of membership is “NEW” between April 1 

to March 31, the chapter will receive one (1) – Dynamics of 
Critical Care Conference three-day early bird tuition coupon 

•	 Minimum of 33% of membership is “NEW” between April 1 
to March 31, the chapter will receive one (1) – Dynamics of 
Critical Care Conference three-day early bird tuition cou-
pon and one (1) – Dynamics of Critical Care Conference 
partial tuition coupon 

Partial coupons are equal to one-day early bird members tuition.

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

year’s members, the chapter will receive one (1) – Dynamics 
of Critical Care Conference three-day early bird tuition 
coupon and two (2) – Dynamics of Critical Care Conference 
partial tuition coupons
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• If the chapter has greater than 70% renewal of its previous 
year’s members, the chapter will receive two (2) – Dynamics 
of Critical Care Conference partial tuition coupons

• If the chapter has greater than 60% renewal of its previous 
year’s members, the chapter will receive one (1) – Dynamics 
of Critical Care Conference partial tuition coupon

Partial coupons are equal to one-day early bird members tuition

Tuition coupon policy
• Tuition coupons are for full or partial tuition
• Tuition coupons may only be used by active members of the 

Canadian Association of Critical Care Nurses
• Coupons are issued to chapters annually in May
• Coupons are valid on early bird tuition only
• Coupons must be redeemed by the early bird tuition deadline
• Coupon codes may be used only once
• Tuition coupon values are determined annually by the 

CACCN National Board of Directors
• Coupons may not be used for dinner, tour, hotel or other 

conference activities
• Coupons are not redeemable for cash
• Tuition coupons cannot be carried over to the next fiscal year
• Tuition coupons are non-transferrable
• Exceptions to this policy must be approved by the CACCN 

National Board of Directors

For additional information, please refer to the Canadian 
Association of Critical Care Nurses Tuition Coupon Policy.

The Board of Directors of the Canadian Association of Critical 
Care Nurses retains the right to amend the award criteria.

CACCN Document: Award Criteria
Content Revision Date: March 2014
Form Design Revision Date: January 2011
Content Revision Date: April 2008
Chapter Recruitment and Retention Awards

bbraun sharing expertise 
award
The BBraun Sharing Expertise Award is 
a peer-nominated award and will be pre-
sented to an individual who exhibits stellar 
leadership and mentoring abilities in critical care.

The nominee for this award is an individual who supports, 
encourages, and teaches colleagues. The nominee must demon-
strate a strong commitment to the practice of critical care 
nursing and the nursing profession. These qualities may be 
demonstrated by continuous learning, professional involve-
ment, and a commitment to guiding novice nurses in critical 
care. It is not necessary for the candidate to be in a formal lead-
ership or education role to qualify for this award.

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

Award funds available: $1,000.00 

Deadline for submission: June 1 

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
• The nominee must be an active CACCN member for a min-

imum of one (1) year 
• The nominee must have a minimum of three (3) years of crit-

ical care nursing experience 
• Preference is given to a nominee who has CNA Certification 

[CNCC(C) or CNCCP(C)]
• The nominee practises to the CACCN Standards of Critical 

Care Nursing Practice (4th ed., 2009)
• Each nomination must have the support of a critical care 

nursing colleague and the nominee’s manager
• Members of the CACCN Board of Directors are not eligible 

for consideration of the BBraun Sharing Expertise Award.

Nomination process
• Three letters in support of the nominee are required and 

must be sent to the CACCN
• The nomination letter must provide information outlining 

the qualities of the nominee and the reasons the nominee 
should be selected for the award 

• One letter of support must be written by a CACCN member
• The other two letters must include one written by the nomi-

nee’s manager—must testify to the eligibility 
• Incomplete nomination packages will not be considered

Selection process
• Each nomination will be reviewed by the CACCN Award 

Review Committee
• The awards committee reserves the right to withhold the 

award if no candidate meets the criteria
• The successful candidate will be notified by the CACCN 

Director of Awards and Corporate Sponsorship via email 
and regular mail

• The successful candidate will be recognized at the Awards 
Ceremony at the Dynamics of Critical Care Conference 
(annually in September)

• The successful candidates name/photograph will be pub-
lished in Dynamics, Journal of the Canadian Association of 
Critical Care Nurses (Winter edition)

The Board of Directors of the Canadian Association of Critical 
Care Nurses and BBraun Medical retain the right to amend the 
award criteria.

CACCN Document: Award Criteria
Content Revision Date: March 2014
Form Revision Date: April 2012 
Form Design Revision Date: January 2011
Content Revision Date: January 2010
BBraun Sharing Expertise Award



Volume 25, Number 3, Fall 2014   •   www.caccn.ca   37

Application process
• the application involves a nomination process 
• submit two (2) letters describing how the nominee has met 

the requirements under the Eligibility Criteria:
■■ Use as many examples as possible to highlight why the 

nominee should be considered for the award and what this 
nominee does that makes her/him outstanding 

■■ The nomination letters should be as detailed as possible, 
as the CACCN Award Committee depends on this infor-
mation to select the award recipient from amongst many 
deserving candidates.

Selection process
• each nomination will be reviewed by the CACCN Director of 

Awards and Corporate Sponsorship and the CACCN Award 
Review Committee 

• The Brenda Morgan Leadership Award Review Committee 
will consist of:
■■ Two members of the Board of Directors 
■■ Brenda Morgan (when possible)

• the Awards Review Committee reserves the right to withhold 
the award if no candidate meets the eligibility criteria

• the successful candidate will be notified by the CACCN 
Director of Awards and Corporate Sponsorship via email 
and regular mail

• the successful candidate will be recognized at the Awards 
Ceremony at the Dynamics of Critical Care Conference 
(annually in September) conference

• the successful candidates name/photograph will be pub-
lished in Dynamics, Journal of the Canadian Association of 
Critical Care Nurses (Winter edition).

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

article for Dynamics: Journal of the Canadian Association 
of Critical Care Nurses sharing their accomplishments and 
describing their leadership experience

• the article should reflect on their passion for critical care 
nursing, their leadership qualities and how they used these 
effectively to achieve their outcome.

The Board of Directors of the Canadian Association of Critical 
Care Nurses retains the right to amend the award criteria.

CACCN Document: Award Criteria
Content Revision: March 2014
Form Design Revision Date: January 2011
Content Revision Date: January 2010
The Brenda Morgan Leadership Excellence Award

the brenda morgan leadership 
excellence award
The Brenda Morgan Leadership Excellence Award is a 
peer-nominated award. The award was established to recog-
nize Brenda Morgan’s contribution and leadership to CACCN.

The Brenda Morgan Leadership Excellence Award will be pre-
sented to a nurse who, on a consistent basis, demonstrates 
outstanding performance in the area of leadership in criti-
cal 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 the 
nominee’s leadership must have empowered people and/or 
organizations to significantly increase their performance capa-
bility in the field of critical care nursing.

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

Award funds available: $1,000.00 plus award trophy

Deadline for submission: June 1 

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
Critical care nurses who are nominated for this award will 
have consistently demonstrated qualities of leadership and are 
considered a visionary and an innovator in order to advance 
the goals of critical care nursing.

The nominee must:
• be an active 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
• hold a valid adult or pediatric specialty in critical care certi-

fication from CNA (preferred)
• demonstrate leadership in the specialty of critical care
• engage others in the specialty of critical care nursing
• role model and facilitate professional self-development and 

lifelong learning
• exemplify the following qualities andvalues:

■■ Innovation
■■ Accountability
■■ Visionary
■■ Teamwork and Collaboration
■■ Respect/Integrity 

• contributes or has contributed to the Canadian Association 
of Critical Care Nurses at the regional and/or national levels.



38   Dynamics   •   Canadian Association of Critical Care Nurses

the cardinal health 
“Chasing Excellence” 
award
The Cardinal Health “Chasing Excellence” Award is presented 
annually to a member of the Canadian Association of Critical 
Care Nurses who consistently demonstrates excellence in criti-
cal care nursing practice.

The Cardinal Health Chasing Excellence Award is to be used by 
the recipient for continued professional or leadership develop-
ment in critical care nursing.

Award funds available: $ 1,000.00 

Deadline for submission: June 1 

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.

The Cardinal Health Chasing Excellence Award is a peer nomi-
nated award. The Cardinal Health Chasing Excellence Award is 
awarded to a critical care nurse who:
• is an active member of the Canadian Association of Critical 

Care Nurses for a minimum of one (1) year 
• has a primary role in direct patient care in critical care 
• holds Canadian Nurses Association certification in critical 

care [CNCC(C) or CNCCP (C)] (preferred)
• 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 inte-

grates 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 ill-
ness and injury, to recovery, palliation or death

■■ role models collaborative team skills within the inter-pro-
fessional 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 profes-

sional development

Nomination process
•	 Three letters in support of the nominee must be sent to 

CACCN by the deadline 
■■ One letter of support must be written by a CACCN mem-

ber. A supporting letter from a supervisor such as a unit 
manager or team leader is also required

• The nomination letters must describe three clinical examples 
outlining the nominee’s clinical excellence and expertise 

• Incomplete nomination packages will not be considered.

Selection Process
• each nomination will be reviewed by the Canadian 

Association of Critical Care Nurses Awards Review 
Committee

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

• the successful candidate will be notified by the CACCN 
Director of Awards and Corporate Sponsorship via email 
and regular mail

• the successful candidate will be recognized at the Awards 
Ceremony at the Dynamics of Critical Care Conference 
(annually in September)

• the successful candidate’s name/photograph will be pub-
lished in Dynamics, Journal of the Canadian Association of 
Critical Care Nurses (Winter edition)

• current members of the National Board of Directors are not 
eligible

The Board of Directors of the Canadian Association of Critical 
Care Nurses and Cardinal Health Canada retain the right to 
amend the award criteria.

REFERENCE
Benner, P., Hooper-Kyriakidis, P., & Stannard, D. (1999). Clinical 

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

Content Revision: March 2014
Logo Revision: 2012
Form Design Revision Date: January 2011
The Cardinal Health “Chasing Excellence” Award
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caccN certification Draw
The Canadian Association of Critical Care 
Certification Draw was established to recognize 
members of the association who successfully 
certify or renew their certification in our specialty—Certified 
Nurse in Critical Care Canada [CNCC(C)] and Certified Nurse 
in Critical Care Pediatrics Canada [CNCCP(C)].

Award funds available: Eight prizes of $250.00 each

Deadline: September 1 

Draw eligibility
To be eligible for the Canadian Association of Critical Care 
Nurses Certification Draw:
• the certified nurse must provide the Canadian Nurses 

Association (CNA) with permission to release their name 
and contact information to their nursing specialty, the 
Canadian Association of Critical Care Nurses

• the certified nurse must be an active member in good stand-
ing as of September 1 of the year in which the nurse certified 
or renewed their certification
■■ i.e., certification in April 2013 = entered into draw 

September 2013.

Draw process
• The names of eight (8) nurses will be drawn, as follows:

■■ Adult Initial Certification – three (3) recipients
■■ Adult Certification Renewal – two (2) recipients
■■ Pediatric Initial Certification – two (2) recipients
■■ Pediatric Certification Renewal – one (1) recipient

• the awards are completed by a random blind draw of eligible 
members from each category

• the Canadian Association of Critical Care Nurses Certification 
Draw is held at the Board of Directors’ meeting prior to the 
Dynamics of Critical Care Conference annually in September

• the Board of Directors reserves the right to not award a prize 
or to draw additional names in another category, if there are 
no qualifying nurses in a specific category.

Notification
• recipients are recognized at the Canadian Association 

of Critical Care Nurses Award Ceremony (annually in 
September)

• names of the recipients are noted in Dynamics: Journal of 
the Canadian Association of Critical Care Nurses (Winter 
Edition)

• names of the recipients are noted on the Canadian Association 
of Critical Care Nurses website under Awards/Recognition

• recipients are notified and receive the award funds via the 
Canadian Association of Critical Care Nurses National 
Office (annually in October).

One never knows… next year… it could be YOU!

The Board of Directors of the Canadian Association of Critical 
Care Nurses retains the right to amend the award criteria.

CACCN Document: Award Criteria
Content Revision Date: March 2014
Form Design Revision Date: January 2011
Certification Draws

canadian Intensive care Week 
“spotlight” challenge
The Canadian Association of Critical Care Nurses 
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 (annually in 
October/November).

Award funds available: $500.00 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, PO Box 25322, 
London, ON N6C 6B1

Mailed applications must be postmarked on or before June 1.

Award criteria
• the primary contact person must be an active member of the 

Canadian Association of Critical Care Nurses for a mini-
mum of one (1) year

• a completed Canadian Association of Critical Care Nurses 
application form must be submitted.

Award requirements
• the event/activity must be held during Canadian Intensive 

Care Week
• following the event/activity, a report must be submitted 

for publication, with photographs*, for publication on the 
Canadian Association of Critical Care Nurses website and/or 
in Dynamics: Journal of the Canadian Association of Critical 
Care Nurses 

• Canadian Association of Critical Care Nurses photographic 
consent forms must accompany all submitted photographs

• all submissions become the property of the Canadian 
Association of Critical Care Nurses and may be used in cur-
rent/future publications (print and electronic).

Award review
• applications will be judged by blind review 
• applications will be considered based on the following 

criteria:
■■ increase the visibility of critical care services in your local 

community
■■ uniqueness/creativity of the activity/event 
■■ relevance to the objectives of Canadian Intensive Care 

Week 
■■ feasibility of activity/event.

The Board of Directors of the Canadian Association of Critical 
Care Nurses retains the right to amend the award criteria.

Canadian Intensive Care Week “Spotlight” Challenge
Criteria Revision: March 2014
Criteria Revision: December 2013
Approved: March 2013 
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DyNamIcs

Information for Authors
Dynamics: The Journal of the Canadian Association of Critical Care Nurses (CACCN) is distributed to members of the CACCN, 
to individuals, and to institutions interested in critical care nursing. The editorial board invites submissions on any of the fol-
lowing: clinical, education, management, research and professional issues in critical care nursing. Critical care encompasses a 
diverse field of clinical situations, which are characterized by the nursing care of patients and their families with complex, acute 
and life-threatening biopsychosocial risk. While the patient’s problems are primarily physiologic in nature, the psychosocial 
impact of the health problem on the patient and family is of equal and sometimes lasting intensity. Articles on any aspect of 
critical care nursing are welcome.

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

Manuscripts submitted for publication must follow the following format:

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

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

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

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

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

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

when used in the manuscript.

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

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

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

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

and/or contributed substantially to the manuscript at the time of acceptance.
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application for membership
Name: _____________________________________________________________

Address:  ___________________________________________________________

____________________________________  _____________   _____________

W (____) ____ - ________  H (____) ____ - ________  F (____) ____ - ________

E-mail:  ____________________________________________________________

Employer:  __________________________________________________________

Position:  ___________________________________________________________

Area of Employment:  _________________________________________________

Nursing Registration No.: _______________________ Province:  _____________

Chapter Affiliation (if known):  __________________________________________

Sponsor’s Name:  _____________________________________________________
Type of membership:
o New Member—one year $75.00 + taxes o New Member—two years $140.00 + taxes
o Renewal—one year $75.00 + taxes o Renewal—two years $140.00 + taxes
CACCN # _______________
o Student Member—one year $50.00 + taxes

Membership fees: add GST/HST based on province of residence

    Are you a CNA/RNAO member? o Yes  o No

Signature:  __________________________________________________________

Date:  ______________________________________________________________
This application is for both national and chapter membership.

Make cheque or money order payable to:
Canadian Association of Critical Care Nurses (CACCN)
Mail to: CACCN, P.O. Box 25322, London, ON N6C 6B1
Or fax with Visa/MasterCard number, expiry date to: 519-649-1458
Telephone: 519-649-5284; Fax: 519-649-1458; Toll-free: 1-866-477-9077
e-mail: caccn@caccn.ca; website: www.caccn.ca

Visa/MasterCard: _________________________________ Expiry: _________________

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

Why CACCN?
Vision: The voice for excellence in Canadian Critical Care Nursing

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

Engages and empowers nurses 
through education and networking 
to advocate for the critical care 
nurse.

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

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

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

caccN Values 
statement
Our core values are:

Excellence and Leadership
• Collaboration and partnership
• Pursuing excellence in education, 

research, and practice 

Dignity & Humanity 
• Respectful, healing and humane 

critical care environments
• Combining of compassion and 

technology to advocate and 
promote excellence 

Integrity & Honesty
• Accountability and the courage to 

speak for our beliefs 
• Promoting open and honest 

relationships
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