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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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itical thinking

The provision of high-quality evidence-based care is 
the overarching goal for every critical care nurse. As 
the most consistent and immediate group of provid-

ers, nurses are perfectly positioned to directly impact patient, 
hospital and system outcomes in critical illness. The nursing 
perspective is key in the recognition of opportunities for qual-
ity improvement, mitigation of vulnerabilities associated with 
critical illness and to the success of solution building and the 
implementation of improvements. It is essential that critical 
care nurses across all domains of practice (frontline, leader-
ship, research and education) embrace quality improvement 
and prepare themselves to collaborate with our care partners to 
advance the collective understanding and delivery of best evi-
dence–based care.

This past fall, CACCN was privileged to represent Canadian 
critical care nurses in a number of national initiatives for 
improving quality care for critically ill Canadians. Some of these 
activities were population specific; for example, the Canadian 
Blood Services Deceased Donations Advisory Committee. This 
interprofessional group provides advice on deceased donation 
clinical policy and leading practices for the advancement of 
deceased donation in Canada. The work of this group impacts 
care provided to potential organ and tissue donors in Canada, 
as well as the education, support and tools developed for pro-
viders caring for potential organ and tissue donors and their 
families. Our partnership with this group has also resulted in 
the development of our CACCN Deceased Organ and Tissue 
Donation position statement approved in January 2015 (see 
page 9), and an ongoing partnership for organ donation educa-
tion of critical care nurses across Canada.

Similarly, we have contributed the perspective of Canadian 
pediatric critical care nurses to the work of the pediatric dona-
tion after cardiac death guideline development group. We 
remain actively involved in this interprofessional best practice 
guideline development for this unique population of children 
and families.

CACCN has also continued to contribute nursing expertise to 
the development of the Withdrawal of Life Sustaining Therapy 
guidelines working group in this past year and is nearing the 
completion of the nursing component of the Ebola Virus 
Disease guidelines. We, along with our partner organizations, 
recognize the importance of crafting tools and best practice 
recommendations that are reflective of the strengths and exper-
tise that exist across the scope of multidisciplinary health care 
teams.

A recent opportunity for nursing input was extended through 
our relationship with the Canadian Critical Care Trials Group. 
Under the leadership of Dr. Paul Herbert, a nation-wide quality 
research initiative was launched in October 2014. A group rep-
resentative from all critical care disciplines, community interest 
groups and policy makers was convened to look specifically at 

designing a national agenda for critical care quality research. 
This work includes evaluating the degree to which critically ill 
patients receive safe, effective, timely, equitable and sustainable 
patient-centred care. CACCN was at the table for the inaugural 
meeting of this exciting project and will continue to contribute 
the expertise and voice of nursing to the planning and execu-
tion of this important work.

It is clear that the Canadian critical care nurse lens is recog-
nized as important to the advancement of quality critical care. 
Nurses impact at the level of the individual patient, unit and 
organization, and we will strive to remain positioned as full 
partners in national priority setting and policy development.

With this recognition we have enjoyed increasing opportunities 
to act and, as such, have accepted the associated accountabili-
ties and responsibilities of this leadership. On behalf of the 
Board of Directors, I would like to express our gratitude to all 
the CACCN member volunteers who have contributed to these 
and other emerging initiatives. Your generosity of time, exper-
tise and commitment to positive action is most appreciated and 
a credit to our organization. “Together we can” continue to 
answer the call for improved, efficient and effective critical care 
service for critically ill Canadians.

On behalf of the association and the National Board of 
Directors, I would also like to take this opportunity to extend 
our deepest thanks and appreciation to Directors Ruth Trinier 
and Marie Edwards, who are completing their terms on the 
Board this spring:

Ruth trinier
Ruth joined the National Board 
of Directors in 2009 and quickly 
become a strong voice for the 
frontline clinical care nurse and 
for the specialty of pediatric crit-
ical care nursing. Prior to joining 
the Board, Ruth was a contribu-
tor to the CACCN Standards for 
Critical Care Nursing Practice 
(4th ed.), which has become 
a guiding document for nurs-
ing jurisdictions and critical 
care associations worldwide. 
Ruth has served on the Board as the Director of Awards and 
Corporate Sponsorship and this past term as the CACCN 
National Treasurer. Ruth has also played a key role in devel-
oping and piloting the Paediatric Critical Care Certification 
preparation workshop that was delivered at Dynamics in 
Halifax in 2013, and again in a pilot test of web-based edu-
cation in 2014.

CRItICAl thINkINg

continued on page  6…
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Marie edwards
Marie joined the board in 2013. She 
took on the portfolio of Director 
Publications and Research, con-
tributing her impressive scholarly 
experience and skill to advance our 
engagement with and support of 
critical care nursing research. Marie 
has carried on the work of others to 
grow partnerships with research-
ers investigating phenomena 
important to critical care nursing 
practice across the country. As a 
long-time member of the CACCN Journal Editorial Review Board, 
Marie has also contributed to enhancing our publication and was 
instrumental in advocating for an update to the journal title (see 
below). Marie will continue to contribute to CACCN as the Chair 
for the 2015 Dynamics of Critical Care Conference being held in 
Winnipeg, Manitoba.

Although we are sad to see their tenure come to a close, we 
would like to wish Ruth and Marie all the best in the future and 
are grateful for their important contributions to our association. 
We are confident that both Ruth and Marie will continue to be 
active in CACCN and that our privilege of working alongside 
them, although shifting, is not at an end. Thank you both for 
your efforts and generous donation of time and expertise. 

Karen Dryden-Palmer, MN, RN
President

CACCN journal: Name revision
Following discussions over the past year, the CACCN National Board of Directors voted in January 2015 to change the title of our 
journal from Dynamics: Journal of the Canadian Association of Critical Care Nurses to The Canadian Journal of Critical Care Nursing.

Background
• When the journal was first introduced in 1984, the title was Canadian Critical Care Nursing Journal
• In 1990, the name changed to Official Journal of the Canadian Association of Critical Care Nurses.
• In 2000, it became Dynamics: The Official Journal of the Canadian Association of Critical Care Nurses.
• The title of the journal was revised in 2011 to Dynamics: Journal of the Canadian Association of Critical Care Nurses when the 

redesign of the journal was implemented.
• The idea to change the title of the journal was first brought forward at the annual Chapter Connections Day in 2013, as it was 

noted the journal name reflects the title of CACCN’s annual conference, Dynamics of Critical Care, and does not adequately 
reflect the title of the association.

• The Board of Directors and our chapter leadership felt the title of the journal should clearly reflect the connection between 
the association and the journal.

The title of the journal has been changed to The Canadian Journal of Critical Care Nursing* and has been implemented with 
the Spring 2015 journal edition (Volume 26, Number 1, Spring 2015).

Sincerely,

Karen Dryden-Palmer Renée Chauvin Marie Edwards
President Vice President Director, Publications/Research

*Trademark application pending

DyNAMICS 2015
Bridging the Nation with 

Compassion, Imagination and 
Innovation

September 27–29, 2015
RBC Convention Centre, 

Winnipeg, MB
Dynamics 2015 conference flyer/brochure: 
The Summer Abstract Edition (May 2015) 
of the CJCCN will include a colour flyer pro-
viding information on the Dynamics 2015 
conference, accommodations and travel. 
The full colour electronic brochure and 
online registration will be available on the 
CACCN website at www.caccn.ca by June 1, 
2015.
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CACCN editorial Review Board
Franco Carnevale, PhD, RN

My background in critical care has been pri-
marily pediatric. I’ve worked in various roles 
in pediatric critical care nursing for more than 
35 years. This included more than 20 years 
as nurse manager of the Pediatric ICU at the 
Montreal Children’s Hospital. Currently, I’m 
a professor at the Ingram School of Nursing 
at McGill University in Montreal. I’m also 

an Associate Member of Pediatric Critical Care at the Montreal 
Children’s Hospital and a Clinical Ethics Consultant at Le 
Phare, Enfants et Familles (a community centre for pediatric 
hospice and respite care). My primary research interests focus 
on ethical problems in pediatrics. I’m the founder and principal 
investigator for Views On Interdisciplinary Childhood Ethics 
(VOICE), a McGill-based international initiative to advance 
knowledge and practices relating to ethical concerns in child-
hood. I have served on the Editorial Review Board since the 
beginning of the journal—about 30 years.

Marie edwards, PhD, RN
I completed the Intensive Care Nursing 
Program at the Health Sciences Centre in 
Winnipeg in 1982 and worked in the Surgical 
Intensive Care Unit there. I am a graduate of 
the Nursing PhD Program and Collaborative 
Program in Bioethics at the University of 
Toronto, and work as an associate professor 

with the College of Nursing, Faculty of Health Sciences at the 
University of Manitoba. I teach in the area of clinical ethics and 
my research interests include moral distress, nurses’ roles in 
conflict in the ICU, and end-of-life care. I am completing a two-
year term on the Board of Directors for CACCN, as the Director 
responsible for Publications and Research. I am also the Chair 
of the Planning Committee for Dynamics 2015, which will be 
held in Winnipeg, MB. I have been on the Editorial Review 
Board for our journal since 2008.

Debbie Fraser, MN, RNC
I am an Associate Professor and the Director of 
the Nurse Practitioner program in the Faculty 
of Health Disciplines at Athabasca University. I 
also have an appointment in the Department of 
Pediatrics, Faculty of Medicine and the Faculty 
of Nursing at the University of Manitoba. I 
work clinically in the NICU at St. Boniface 

General Hospital and am the Editor-in-Chief of Neonatal 
Network: The Journal for Neonatal Nursing. I love to write and 
have edited two neonatal nursing textbooks and more than 70 
book chapters and peer-reviewed articles on topics related to 
high-risk newborns. I am the Manitoba coordinator of EPIQ, 

a CIHR-funded quality improvement initiative directed at 
improving care of infants born at less than 30 weeks gestation. 
I was very honoured this year to be awarded the Canadian 
Nurses’ Association Order of Merit for Nursing Education.

Sandra goldsworthy, PhD, MSc, RN, 
CNCC(C), CMSN(C)

I have been on the Dynamics editorial board 
for seven years. I have been a critical care nurse 
for 28 years and have served in a variety of 
capacities for CACCN (local executive, news-
letter editor, Dynamics planning committee). I 
received my BScN from Lakehead University, 
my Master’s of Science from Queen’s University, 

and I just completed my PhD in Nursing at the University of 
British Columbia. I hold two national certifications, one in 
critical care and the other in medical-surgical nursing. I am 
currently a nursing professor in the BScN program and critical 
care. I have had the opportunity to sit on several international 
and national advisory boards including the International 
Simulation Advisory Board for vSim virtual simulations. I am 
the co-editor or author of seven textbooks including: Medical 
Surgical Nursing in Canada, ‘Simulation Simplified: A practical 
guide for nurse educators’, ‘Simulation Simplified: Student lab 
manual for critical care nursing’ and Compact Clinical Guide to 
Mechanical Ventilation: Foundations of Practice for Critical Care 
Nurses. I have presented locally, nationally and internationally 
on critical care topics and simulation. My research is focused in 
the areas of critical care nurse retention and the use of simula-
tion and technology in education and at the bedside.

Martha Mackay, PhD, RN, CCN(C)
I am a clinician-scientist, dividing my time 
between the roles of Clinical Nurse Specialist 
(CNS) in cardiology at St. Paul’s Hospital Heart 
Centre and Clinical Assistant Professor at the 
UBC School of Nursing. I have practised for 
more than 30 years in critical care and cardiac 
nursing, with the past 18 as a CNS. My initial 

nursing education was at George Brown College in Toronto, and 
I’ve since earned a BSN, MSN and PhD at UBC. My clinical role 
focuses on improving the care of acute coronary syndromes and 
myocardial infarction patients. In 2012, I led the development 
of nursing decision support tools for Emergency Cardiac Care, 
which are used by all RNs in British Columbia. I serve on the 
UBC/Providence Health Care Research Ethics Board, the Heart 
& Stroke Foundation of Canada Grants-in-Aid review panel; 
the Executive Committee, Centre for Health Evaluation and 
Outcome Sciences (CHÉOS); the Executive Committee, BC 
Centre for Improved Cardiovascular Health (iCVHealth). As 
well as being an Editorial Review Board member for Dynamics: 

 PROFIlINg
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Journal of the Canadian Association of Critical Nursing for the 
last 20 years, I am also an Associate Editor of the Canadian 
Journal of Cardiovascular Nursing.

I have received salary awards from the Canadian Institutes of 
Health Research, Cardiac Services BC, and the Heart & Stroke 
Foundation of Canada. I currently hold a Michael Smith 
Foundation for Health Research Scholar Award. My research 
focuses on the sociodemographic and behavioural influences 
on cardiac health, such as sex/gender, ethnicity and depres-
sion. I am investigating how these factors affect symptoms, 
treatment-seeking behaviour and care received among acute 
coronary syndrome patients, and developing interventions to 
improve gaps where they are identified.

Paula Price, PhD, RN
I am an Associate Professor in the Advanced 
Studies in Critical Care Nursing program at 
Mount Royal University, Calgary, Alberta. 
I have been working in critical care nurs-
ing practice and education for the past 30 
years. I have been the Editor for Dynamics for 
almost 20 years and The Canadian Journal of 

Cardiovascular Nursing for about eight years. I have been a 
member of CACCN since 1985. My MN and PhD are both in 
cardiovascular critical care nursing. My area of research has 
been in the area of effects of nursing interventions on patients.

Judy Rashotte, PhD, RN
Although I officially retired from my full-
time position as the Director, Nursing 
Research & Knowledge Transfer Consultant, 
at the Children’s Hospital of Eastern Ontario 
(CHEO) in April 2014, I remain engaged in 
nursing research as a Director of Nursing 
Research at CHEO on a casual basis, and 

in my positions as an adjunct professor with the School of 
Nursing, University of Ottawa and Scientist, in the Evidence 
to Practice Research Program, CHEO Research Institute. 
My clinical background includes neonatal, pediatric and 
adult critical care nursing. In addition, I have held a vari-
ety of positions in education and administration associated 
with critical care. I have been a member of the Editorial 
Review Board for this journal since 1994. My research 
interests include qualitative research methods, nurses’ clin-
ical decision-making, knowledge translation, the impact of 
technology on nursing practice, and the moral practice of 
nursing.

Mae Squires, PhD, RN
I graduated from Queen’s University with 
both my Baccalaureate and Master’s in 
Science (Nursing) degrees and my PhD 
in nursing from Lawrence S. Bloomberg 
Faculty of Nursing at the University of 
Toronto. I have worked full time in a variety 
of nursing leadership positions from clinical 
nurse, nurse educator, and nurse manager, 

to director in an acute tertiary care facility, and now as the 
Associate Dean of the School of Baccalaureate Nursing at St. 
Lawrence College, Kingston, Ontario. My research interest 
revolves around patient safety, the quality of nursing work 
environment and nursing leadership. In addition to working 
in the hospital sector, I have also taught for a variety of nurs-
ing programs, am a reviewer for several journals and, since 
2008, have been on the editorial board of Dynamics. I have 
been acknowledged as Subject Matter Expert for the Critical 
Care Services Ontario of the Ministry of Health and Long-
Term Care of Ontario and currently I am the co-chair of the 
Provincial Critical Care Nursing Committee. 

Share your knowledge and critical care 
experiences…
The Canadian Journal of Critical Care Nursing is an inter-
national, peer-reviewed journal focusing on critical care 
nursing practice, administration, education and research. 
We are interested in publishing articles by nurses who are 
looking to share their evidence-based practices, research, 
quality management/improvement initiatives, and case 
studies.

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

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

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

For more information regarding The Canadian Journal 
of Critical Care Nursing, please visit “Publications” on the 
CACCN website at www.caccn.ca.
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The CACCN develops position statements to provide summaries of CACCN views on issues pertaining to critical care nurses and their 
nursing practice. Critical Care Nurses from across the country participate in the creation of the position statements. CACCN position 
statements are reviewed at a minimum of every five years to ensure applicability to practice. The following statement was approved by 
the CACCN National Board of Directors on January 13, 2015. Please visit www.caccn.ca to view all CACCN position statements.

Position Statement
Deceased Organ and tissue Donation
Introduction
Critical care nurses play a key role in creating and maintain-
ing a transparent, safe and supportive environment of care. 
Critical care nurses provide expert physical and emotional care 
to patients and families who may potentially donate organs and 
tissues, as well as playing a central role in the care of patients 
and families who may receive donated organs and tissues. 
As such, nurses are uniquely situated to act as facilitators of 
the organ donation process and to provide essential support 
throughout the experience. Critical care nurses are health care 
professionals that patients and their families look to for support 
and information related to organ and tissue donation. CACCN 
believes that, as critical care nurses, we play a pivotal role in the 
future of donation in Canada.

Statement
The Canadian Association of Critical Care Nurses (CACCN) 
acknowledges that there is a disparity in Canada between the 
number of Canadians waiting for an organ transplant and the 
number of organs donated. The CACCN believes that all eligi-
ble persons have a right to choose to donate their organs and/or 
tissues. The CACCN further believes it is important that critical 
care nurses understand the physical, emotional, organizational 
and legislative process associated with organ and tissue dona-
tion in Canada. Critical care nurses forge unique relationships 
with patients and family members providing them the oppor-
tunity to explore and advocate for pursuing donation wishes at 
end of life.

Background
In Canada, many thousands of adults and children are on 
the waiting list for organ and tissue donations (Canadian 
Institute for Health Information, 2012). One person dies every 
1.5 days while on the wait list (Canadian Institute for Health 
Information, 2012). Canada’s demand for organs for trans-
plantation is predicted to increase 152% by 2020 (Baxter & 
Smerdon, 2000).

Organ and tissue donation is a life-saving and life-enhancing 
procedure for medically suitable patients and their families. In 
Canada, there are two mechanisms by which an individual can 
be identified as an organ donor at the end of their life: donation 
after neurological determination of death (NDD), and dona-
tion after cardiocirculatory death (DCD). Tissue donation is 
possible in both end-of -life contexts.

The CACCN endorses the following responsibilities of the 
critical care nurse, critical care nursing units and organiza-
tions in providing care to potential organ and tissue donation 
candidates.

Responsibilities of the critical care nurse 
• Advocate for organ and tissue donation options as an essen-

tial component of end-of-life care.
• Support and participate in the organ and tissue donation 

process in accordance with Canadian and provincial legis-
lation and hospital policy.

• Identify potential organ and tissue donors.
• Activate the appropriate resources and process for 

exploring options with the patient and family in a timely 
manner.

• Collaborate with donation specialists and interdisciplinary 
team members throughout the donation process.

• Facilitate end-of-life care discussions that respect and sup-
port patient and family decisions.

• Provide support and information through the donation deci-
sion-making process. 

• Maintain ethical practice at all times (CNA, 2008; CACCN, 
2009).

• Provide for the patient’s and family’s social, cultural, reli-
gious and/or spiritual needs.

• Access support and other resources as needed (e.g., social 
worker, spiritual leader).

• Maintain current knowledge and skills related to the organ 
and tissue donation process.

• Provide informational, emotional and process support to 
colleagues and peers engaged in the donation process with 
patient and family members.

• Protect and respect donor anonymity and family con-
fidentiality in accordance with current Canadian and 
provincial/territorial legislation and the applicable nursing 
code of ethics (CNA, 2008; Storch, Rodney, & Starzomski, 
2004).

Expectations of critical care nursing units/organizations
• Integrate Accreditation Canada’s Organ and Tissue Donation 

Standards for Deceased Donors into unit-based policies and 
practices.

• Integrate organ and tissue donation options as the standard 
of care at end of life.
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• Ensure identification mechanisms and processes are in place 
so all eligible patients and families are provided the option of 
organ and tissue donation. 

• Support organ and tissue donation education for critical care 
nurses.

• Facilitate a culture of care where the patient’s and family’s 
unique cultural, spiritual, and social needs can be identified 
and addressed.

• Evaluate the process and outcomes of organ donation ser-
vices to ensure continuous quality improvement.

Approved by the CACCN Board of Directors, January 13, 
2015.

CACCN Document: Deceased Organ and Tissue Donation 
2015. Statement date: January 13, 2015.

Permission to reproduce statement is granted. Please 
acknowledge the Canadian Association of Critical Care 
Nurses (CACCN).

Glossary
• Donation after Cardiocirculatory Death (DCD): Patients 

who do not fulfill neurological criteria for death or for 
whom continuing medical care may be considered futile. 
When there has been an agreement between families and 
the health care team to withdraw life-sustaining therapy and 
prior to withdrawal, consent for organ donation is requested. 
Death is anticipated to occur imminently upon withdrawal 

of life-sustaining therapy (Canadian Council for Donation 
and Transplantation [CCDT], 2005; Kootstra, Daemen, & 
Oomen, 1995).

• Family: “A group of individuals who are bound by strong 
emotional ties, a sense of belonging, and a passion for being 
involved in one another’s lives” (Wright & Leahey, 2013, p. 
54). Family includes appointed substitute decision-makers.

• Neurological Determination of Death (NDD): The irrevers-
ible loss of the capacity for consciousness combined with the 
irreversible loss of all brain stem functions, including the 
capacity to breathe (CCDT, 2003). 
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March 1: Dynamics Planning Committee 2016 application 
deadline

March 3–5: BOD F2F Meeting, Toronto, ON

April 18: CNA Certification Examination

June 1: Dynamics 2015 conference brochure/online 
registration available

June 1: Brenda Morgan Leadership Excellence Award 
deadline

June 1: Spacelabs Healthcare Innovative Project Award 
deadline

June 1: Cardinal Health “Chasing Excellence” Award 
deadline

June 1: BBraun “Sharing Expertise” Award deadline

Awards available to CACCN members
Criteria for awards are published on pages 25–34 of this issue 
of Canadian Journal of Critical Care Nursing.

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?

Find us on
Facebook!
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Dynamics 2016 Conference Planning 
Committee—Call for Participation
Dynamics 2016 will be held September 25–27, 2016, at 
the Delta Prince Edward in Charlottetown, Prince Edward 
Island. CACCN members from the New Brunswick 
Chapter/Eastern Region interested in working on the con-
ference planning committee should submit a completed 
application form, together with a resume/CV to the 
CACCN National Office by March 1, 2015.

Please note, while any member may apply for the com-
mittee, consideration will be given to those who are New 
Brunswick Chapter (NB and PE) or Eastern Region (NB, 
NL, NS and PE) members. Planning Committee selection 
will take place in March 2015.

For further information on this exciting opportunity, please 
visit: www.caccn.ca/Dynamics 2016 for the Planning 
Committee Application submission and FAQs information.

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

Automatic renewal FAQs... CACCN membership
What is Automatic Renewal?
The new CACCN “Automatic Renewal” feature allows for auto-
matic renewal of your membership on its expiry date if you pay 
via credit card. You will no longer have to worry about remem-
bering to renew! Following the completion of your membership 
application, CACCN will charge membership dues to your 
credit card. Following this, CACCN will automatically charge 
your credit card at the selected membership interval (i.e., every 
one or two years). After each renewal, CACCN will send your 
membership card and receipt via mail. With this worry-free 
feature, your membership benefits will continue without 
interruption!

how do I sign up?
Signing up for automatic renewal is very easy! 
• Members who complete their membership online are auto-

matically included in the Automatic Renewal Program.
• If sending your membership using the printed membership/

renewal form and a CREDIT CARD, the membership will 
be processed via the online system and “automatic renewal” 
implemented.

• On your next renewal date, depending on the membership 
term selected (one or two years), CACCN will renew your 
membership using the credit card information provided.

• If your credit card information or expiry date changes, be 
sure to let CACCN know by emailing caccn@caccn.ca or 
calling 1-866-477-9077 / 519-649-5284.

how does it all work?
Provided you continue to meet membership criteria (active 
or associate), your automatic renewal participation will con-
tinue until you choose to cancel your membership or opt out 

of the program. If there is a change in CACCN membership 
dues prior to automatic renewal, the newly determined fees will 
be applied. Any change in membership dues will be communi-
cated well in advance of implementation.

Does CACCN store my credit card 
information?
No, CACCN does not store your credit card information in our 
database nor in any record held at National Office. All credit 
card information is explicitly stored with the credit card pro-
cessing company Eigen Developments. Eigen Developments 
meets and exceeds all industry standards in ensuring the finan-
cial safety of our members. CACCN will maintain a record of 
those participating in the program via membership number 
and contact information.

Can automatic renewal be cancelled?
CACCN provides notification to members of the impending 
auto renewal of membership approximately forty-five (45) days 
prior to the renewal date via Canada Post and also provides 
notification via email. Refunds of payment will not be issued 
for auto renewal of membership fees if the member has not 
contacted CACCN National Office prior to the membership 
expiry date to cancel automatic renewal.

Cancellation of automatic renewal may be completed by sub-
mitting a written request to CACCN National Office at least 
fifteen (15) days prior to your membership expiry date: 
CACCN, P.O. Box 25322, London, ON  N6C 6B1; via email to 
caccn@caccn.ca; or via fax to 519-649-1458. 

Revised September 2014
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Atrial electrogram interpretation improves  
after an innovative education program
By Julie L. Preston, BN(Hons), Crit Care Cert, MEd, RN, Judy Currey, BN(Hons), Grad Cert Higher Ed, Grad Cert Sc(App 
Stats), Crit Care Cert, PhD, RN, Julie Considine, RM, BN, Grad Dip Nurs(Acute Care), Grad Cert Higher Ed, PhD, RN

Background

Cardiac surgery is among the most common surgical 
procedures performed worldwide (Ledoux & Luikart, 
2010). A well known complication of cardiac surgery 

is atrial arrhythmias (Ledoux & Luikart, 2010). Approximately 
30% of post-cardiac surgical patients develop new onset atrial 
fibrillation (Ledoux & Luikart, 2010) leading to complications 
such as hemodynamic instability, stroke and added health costs 
(Hogue, Creswell, Gutterman, & Fleisher, 2005).

The surface 12-lead ECG is considered the gold standard tool for 
interpreting arrhythmias (Jackson, 2010). However, many atrial 
arrhythmias may mimic one another on a 12-lead ECG due to 
the distance of electrodes from the heart (Kern, McRae, & Funk, 
2007), prominent atrial or ventricular electrophysiological activ-
ity (Ellis, 1998; Knight, Michaud, Strickberger, & Morady, 1999) 
or rapid ventricular responses (Conti & Ware, 2002). Inaccurate 
cardiac rhythm interpretation has been linked to adverse patient 
outcomes such as unnecessary initiation of anticoagulants and 
antiarrhythmic drugs (Bogun et al., 2004). Therefore, it is imper-
ative that nurses, who monitor these patients for post-operative 
complications such as arrhythmias, interpret them accurately.

To overcome the known limitations of the surface 12-lead ECG, 
an atrial electrogram (AEG) recording and interpretation are 
recommended whenever a post-cardiac surgical patient devel-
ops an atrial arrhythmia (Drew et al., 2004). An AEG is recorded 
simultaneously with the surface ECG using temporary atrial epi-
cardial pacing wires, which are routinely inserted during cardiac 
surgery. These wires are used predominantly for pacing the atria 
to treat bradycardia (Ledoux & Luikart, 2010). However, they can 
also be connected to a bedside monitor or 12-lead ECG machine 
to record an AEG, which is similar to an intracardiac ECG for 
rhythm interpretation (Waldo, Ross, & Kaiser, 1971).

Although this nurse-initiated procedure is easy and quick to 
perform, the resultant cardiac rhythm must be interpreted 
correctly. Research has established that obtaining an AEG, 

although an evidence-based practice, is not commonly per-
formed (Miller & Drew, 2007). One reason for the lack of AEG 
use may be nurses’ inability to accurately interpret AEGs due 
to a lack of knowledge (Miller & Drew, 2007). Providing timely 
education to nurses who work shifts has always posed a chal-
lenge. One strategy to maximize educational participation for 
shift-working nurses is online education programs, which offer 
learning opportunities at convenient times (Bromley, 2010).

Purpose
The primary aim of this study was to determine the effect of 
an online education program on the accuracy of nurses’ AEG 
interpretation. A secondary outcome was to establish the use-
fulness of the online education program. Assessment of learner 
satisfaction with the online education program was beyond the 
scope of this study.

Methods
Design
We employed a one group, time series, quasi-experimental 
design. The study was approved by Human Research Ethics 
Review Committees and all participants provided written 
informed consent prior to participation.

Sample and setting. This study was conducted in two 
Metropolitan Melbourne intensive care units (ICUs). One ICU 
was in a government-funded university tertiary referral hos-
pital with 45 beds and a patient profile consisting of cardiac 
surgery and specialties such as heart and lung transplantation, 
mechanical cardiac assist devices, and adult trauma. The sec-
ond ICU was in a major privately funded hospital with 15 beds 
and a patient profile consisting of elective post-surgical admis-
sions primarily after coronary artery bypass grafting and valve 
replacements or repair.

Purposive sampling was used to recruit 61 registered nurses 
who had specialized critical care qualifications either from a 
university or a post-registration critical care certificate. Nurses 

Abstract
Background: To avoid adverse patient outcomes from inappro-
priate treatment, it is recommended that an atrial electrogram 
(AEG) be recorded whenever atrial arrhythmias develop in 
patients after cardiac surgery. However, AEGs are not commonly 
performed because nurses lack knowledge about differentiating 
atrial rhythms on AEGs.

Objective: To investigate whether completing a novel online evi-
dence-based education program on interpreting AEGs would 
improve critical care nurses’ AEG interpretation.

Methods: Specialized critical care nurses were taught about 
obtaining and interpreting atrial rhythms on AEGs using a 
42-minute online mini-movie. AEG interpretation was assessed 
pre and two and eight weeks post-intervention.

Results: AEG interpretation increased two weeks post interven-
tion and was retained at eight weeks. Some participants used this 
newly acquired knowledge to interpret arrhythmias that were not 
taught during the education program.

Conclusion: Accurate interpretation of AEGs is an easy skill for spe-
cialized critical care nurses to learn via an online education program.

Preston, J.L., Currey, J., Considine, J. (2015). Atrial electrogram interpretation improves after an innovative education program. Canadian Journal of 
Critical Care Nursing, 26(1), 13–18.
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participating in this study were volunteers with at least six 
months cardiac surgical intensive care experience after com-
pleting their postgraduate qualification. In Australia, registered 
nurses complete a three-year baccalaureate degree in order to 
obtain specialized critical care qualifications. Specialization 
involves completion of at least one year of postgraduate study 
at a university coupled with clinical assessments. This cohort 
was chosen because post-cardiac surgical patients in ICU must 
be nursed by appropriately qualified and experienced nurses 
in order to manage and interpret patient information from the 
cardiac monitor, mechanical ventilation and cardiovascular 
support. There were no policies or procedures in either ICU for 
obtaining or interpreting AEGs. Therefore, the need to obtain 
and interpret AEGs in these clinical areas would be determined 
by individual nurses.

Procedures. Nurses who met the inclusion criteria were invited 
to participate in the study. Participants were required to com-
plete four components of the study: a pre-test questionnaire, 
an online education program and two-post-test questionnaires, 
two and eight weeks after completing the education program.

Instruments. Two questionnaires were developed by the 
researcher, as there were no previously validated data collection 
tools suitable for use in this study. Content and face validity were 
established by two critical care nurses not participating in the 
study and two post-doctorate nurse researchers who reviewed 
the questionnaires for clarity, content and question order.

The pre-test questionnaire elicited demographic data including 
clinical experience and experience with AEGs. Six case stud-
ies for rhythm interpretation were also included. A bank of 
27 de-identified case studies was obtained in order to allocate 
these case studies. The bank contained sinus rhythm (SR) (n = 
10, 37%), SR with a first degree atrioventricular (AV) block (n 
= 1, 4%), sinus tachycardia (ST) (n = 2, 8%), atrial fibrillation 
(AF) (n = 4, 15%), atrial flutter (AFl) (n = 6, 22%), AF with 
ventricular pacing (n = 2, 8%) and ST with 2:1 AV block (n = 
2, 8%). Three experts (an electrophysiologist, a cardiac surgi-
cal nurse educator and a cardiac pacemaker rhythm specialist) 
assessed each 12-lead ECG and AEG for tracing quality and 
clarity and interpreted each rhythm. Inter-rater reliability was 
established at 100% for each case.

Each case study contained clinical background information 
such as the patient’s operative procedure, cardiopulmonary 
bypass time, past history, pre-operative rhythm, 12-lead ECG 
and corresponding AEG. Each participant was allocated six dif-
ferent case studies. The sequencing of the case studies was not in 
order of complexity in an effort to prevent interpretation of the 
rhythm by a process of elimination. Participants were instructed 
to read the patient information, and then interpret the cardiac 
rhythm on the 12-lead ECG and corresponding AEG.

The second questionnaire was administered two and eight 
weeks after the participant accessed the education program. 
Participants were asked if they had recorded or interpreted 
an AEG, attended an education session or read information 
on AEGs since beginning the study. Another six different case 
studies were allocated and the cardiac rhythm interpretation 

process was replicated from the pre-test questionnaire. Thus, 
each participant received 18 different case studies and no par-
ticipant received the exact same case studies. Answers were 
treated in a binary manner (accurate or inaccurate), thus the 
maximum score was six for each set.

Education program. The education program was a 42-minute 
asynchronous narrated PowerPoint presentation converted to a 
mini-movie using iSpring software (iSpringsolutions, 2010). The 
education program included information about how to safely 
obtain an AEG and accurately interpret SR, ST, AF, AFl and AV 
blocks (first, second and third degree) from AEGs. This program 
was developed by the primary author who is an experienced 
educator and piloted by two peers who had no previous AEG 
education. After minor changes arising from the piloting process, 
the program was uploaded to a university’s password-protected 
learning management system website enabling the researcher 
to track and manage participant access. Email or text messages 
were sent to participants to encourage active participation and 
provide progress updates during the study (Gerber, Stolley, 
Thompson, Sharp, & Fitzgibbon, 2009). To meet the study aims, 
participants were required to complete the pretest questionnaire, 
access the online education program and complete the two post-
test questionnaires (at weeks two and eight).

Data analysis. Data were analyzed using SPSS 20 (SPSS, Inc., 
Chicago, IL). Descriptive statistics (frequencies and per-
centages) were used to summarize study data. Scores for the 
accurate interpretation of cardiac rhythms on the AEGs across 
the three timeframes of the study were analyzed using the 
Wilcoxon Signed Rank Test. The Mann-Whitney U test was 
used to analyze differences in accurate AEG cardiac rhythm 
interpretation between groups based on demographic charac-
teristics. Effect size was also calculated (Pallant, 2011).

Results
Of the 61 nurses who initially consented to participate in 
the study, 29 completed all study requirements: pretest ques-
tionnaire, the online education program and two posttest 
questionnaires. The response rate of 47.5% resulted in 174 AEGs 
being interpreted at each timeframe culminating in a total of 
522 AEG interpretations for the entire study. Characteristics 
of the sample and potential relationships with accurate AEG 
interpretation scores pre-intervention are outlined in Table 1.

The majority of the sample (59%) was Grade 2 registered 
nurses. In Australia this indicates that participants were mainly 
bedside clinical nurses who had not yet taken on other duties 
such as an education portfolio or in-charge shifts. The major-
ity of participants had postgraduate critical care qualifications 
obtained from a university (after 1995) and were from the 
larger ICU. Approximately half (52%) were aware that AEGs 
could be recorded. However, the majority had never recorded 
(73%), interpreted (76%), or read information (93%) on AEGs 
prior to the study.

Some characteristics were associated with differences in the 
number of correctly interpreted cardiac rhythms on AEGs 
pre-intervention and reached statistical significance. The 
first was between those who had a hospital versus university 
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Table 1: Participant demographic characteristics and pre-intervention AEG interpretation results across groups
Characteristics n   % T0 Score Mdn 

(0-6)
IQR Statistic 

U Z
Effect size (r) p

Gender
  Male
  Female

4
14
25
86

3
5

0.5, 5.5
4, 5

43.5 -0.42 0.07 0.67

Age range 25–52 years
  M 33 years, SD 7.3
  32 years or less
  33 years or more

13
45
16
55

5
5

4, 5
0.5, 5

87.5 -0.74 0.14 0.46

Years working in ICU
  Range 1–17 years
  4 or less years
  5 or more years

15
51
14 9

5
4.5

 

4, 5.5
0, 5

73.5 -1.42 0.26 0.16

Hours worked per week
  40 hours
  25–39 hours 
  8–24 hours

9 31
13 44
7 24

4
5
5

1, 5
4, 6
0.5, 5

73 -.83a 0.15 0.41

Nursing classification
  Grade 2b

  CNS/ANUM/TLc
17 59
12 41

4
5

4, 5
0.5, 5

99.5 -.11 0.02 0.91

Critical care qualification
  Hospital certificate
  University

6 23
23 79

2.5
5

0, 4
4, 5.5

30.5 -2.13 0.04 0.03*

Highest education level
  Hospital certificate
  Honours 
  Postgraduate certificate
  Postgraduate diploma

3
1
11
14

NA

Hospital 
  Privately funded hospital
  Government/university hospital

10 34
19 65

3.5
5

0, 5
4, 6

44 -2.41 0.45 0.02*

Aware of AEG
  Yes
  No

15 52
14 48

5
4.5

2, 5
4, 5

103 -0.09 0.16 0.93

Frequency recorded AEG pre study
  Never
  Once - 6 monthly

21 72
8 27

5
5

3, 5
2, 5.5

79.5 -0.22 0.04 0.82

Frequency interpreted AEG pre study
  Never 
  Once - 6 monthly

22 76
7 24

4
5

1, 5
5, 5

52 -1.31 0.24 0.19

Frequency read information on 
recording or interpreting AEGs
  Never
  Once – 6 monthly

27 93
2 7

NA

Note:  aDue to small sample group, size comparisons were made between full-time and part-time; bGrade 2 = bedside clinical 
nurse; cCNS = Clinical Nurse Specialist, ANUM = Associate Nurse Unit Manager, TL = Team Leader; NA = No analysis; AEG = 
atrial electrocardiogram, ICU = Intensive Care Unit; *Statistical significance not maintained for study’s duration

postgraduate critical care qualification ((U = 30.5, n1 = 6, n2 = 
23, p = .03, r = .04, two tailed). The second difference noted was 
between those working in the larger versus the smaller hospi-
tal (U = 44, n1 = 10, n2 = 19, p = .02, r = .45, p = .02, two tailed). 
These differences were not maintained for the study’s duration.

The primary outcome, accurate AEG interpretation, 
significantly increased from baseline (T0) to two weeks post-in-
tervention (T1) (p = 0.008). However, there were no significant 
differences in accurate interpretation of AEG accuracy scores 
between two weeks and eight weeks post intervention (p = 
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0.98), indicating that there was no significant improvement in 
accurate AEG interpretation from two weeks post intervention 
to eight weeks post intervention. Overall, the number of accu-
rate interpretations for all cardiac rhythms tested improved 
from 64% (n = 174) pre intervention to 89% (n = 174) eight 
weeks post intervention (Table 2).

The frequency of actual cardiac rhythms interpreted on AEGs 
by participants across the study’s duration is shown in Table 2. 
The number of correctly interpreted AEGs increased for the 
cardiac rhythms of SR, ST, AF and AFl. The most frequently 
incorrect AEG interpretation was for SR with 1°AV block and 
ST with a 2:1 AV block. There was a variation in the number of 
different cardiac rhythms given to participants at the baseline 
and two post-intervention assessments. For example, the num-
ber of infrequently occurring or more complex rhythms such 
as ST with a 2:1 AV block increased two weeks after the inter-
vention from 12 to 20. Conversely, the number of sinus rhythm 
AEGs given to participants to interpret was reduced from 76 
to 53 (see Table 2). The education program was accessed once 
by all participants and it remained available throughout all 
non-assessment periods. As the study’s aim was to investigate 
nurses’ ability to interpret AEGs, data were not analyzed in 
terms of nurses’ ability to recognize a specific rhythm repeat-
edly. However, the frequency of rhythms interpreted is shown 
in Table 2 to illustrate the variation in actual cardiac rhythms 
received by participants over the study period.

Some uncontrolled variables may have had an impact on the 
results, such as participants engaging in other learning activi-
ties, so information about these was sought after the education 
intervention. All participants reported not to have attended 
any other education session regarding AEGs. The majority 
of participants (T1 n = 26, 90%; T2 n = 27, 92%) reported that 
they did not read any education material on AEGs during the 
study. Some participants indicated they had recorded an AEG 
during the study (T1 n = 1, 3%; T2 n = 7, 28%). Those who did 
not record an AEG cited reasons such as there were no atrial 
pacing wires insitu (T1 n = 11 50%, T2 n = 10, 77%), no arrhyth-
mias were detected (T1 n = 6, 27%; T2 n = 2, 15%), or AEGs 
were not standard practice (T1 n = 5, 21%; T2 n = 1, 8%). One 

participant reported that he/she recorded an AEG when he/
she was unsure of the cardiac rhythm displayed on the bedside 
monitor. Following interpretation of the AEG, treatment was 
changed based on his/her rhythm interpretation.

Discussion
Specialized critical care nurses are able to accurately interpret 
cardiac rhythms on AEGs. Prior to the education program, 64% 
of cardiac rhythms on AEGs were correctly interpreted. This 
result is not surprising given these participants had prior car-
diac rhythm interpretation knowledge and skills in interpreting 
12-lead ECGs that are easily translated to AEG interpreta-
tion. A statistically significant improvement in accurate AEG 
interpretation two weeks post intervention occurred despite 
participants receiving more difficult and less-common cardiac 
rhythms by chance. This favourable result may be explained by 
the short timeframe between AEG-specific knowledge acquisi-
tion and assessment. No statistically significant improvement 
in accurate AEG interpretation scores was found from two to 
eight weeks following the intervention, indicating knowledge 
was maintained, and that AEG interpretative accuracy nei-
ther improved nor deteriorated over this time. This result may 
have occurred because more frequently occurring and, thus, 
more familiar cardiac rhythms were analyzed by participants at 
eight weeks post test. Alternatively, there may have been a ceil-
ing effect whereby nurses with high levels of AEG knowledge 
exhibit lesser increases in knowledge acquisition than nurses 
with poor AEG knowledge.

The overall result that accurate AEG interpretations improved 
after an education program is consistent with results reported 
by McRae, Chan and Imperial-Perez (2010) who tested nurses’ 
AEG interpretation in combination with 12-lead ECG analysis 
following a 30-minute education program. The combination of 
results from both studies suggests interpreting AEGs is quick 
and easy for nurses to learn and that this skill can be achieved 
after a short, well designed education program. The ease with 
which this can occur raises the issue of why the recommenda-
tion by Drew et al. (2004) that nurses obtain an AEG whenever 
a post-operative cardiac surgical patient develops an atrial 
arrhythmia is not frequently performed (Miller & Drew, 2007). 

Table 2: Frequency of AEGs correctly interpreted before and after nurses’ education according to actual cardiac rhythm
Cardiac rhythm T0 Baseline 

n           %
T1 2 weeks post-intervention 
n %

T2  8 weeks post-intervention 
n %

Sinus rhythm 61/76      80 48/53 90 94/97 97
Sinus rhythm with a 1°AVa block 3/8        37 10/10 100 3/5 60
Sinus tachycardia 12/14      85 15/15 100 6/6 100
Sinus tachycardia with 2:1 AV block 1/12        8 16/20 80 2/3 66
Atrial fibrillation 16/26       61 26/32 81 13/14 93
Atrial fibrillation with ventricular pacing 8/14       57 15/15 100 7/9 78
Atrial flutter 10/24      42 22/29 75 30/40 75
Total score at end of each timeframe 111/174    64 152/174 88 155/174 89
aAV = atrioventricular
Numerator = number of rhythms on AEG interpreted correctly
Denominator = number of AEGs for the specific rhythm given to all participants to interpret
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One reason may be that nurses do not have the confidence to 
initiate the investigation or do not see performing AEGs and 
rhythm interpretation as their responsibility (Miller & Drew, 
2007). Teaching nurses this skill places responsibility for accu-
rate rhythm identification via AEGs firmly in their domain and 
provides a foundation for performing it when clinically indi-
cated. Indeed, it is expected that nurses can interpret cardiac 
rhythms on a monitor, so the same expectations should be 
applied to AEGs post cardiac surgery.

A number of cardiac rhythms were not interpreted accurately 
100% of the time despite these being taught during the educa-
tion program. However, one rare rhythm, ST with 2:1 AV block, 
was not included in the education program; yet some partici-
pants were able to interpret this correctly at all three timeframes 
(T0 n = 1, 8%, T1 n =16, 84%, T2 n = 2, 66%). This result differs 
from McRae et al.’s (2010) study in which participants showed 
no improvement with AEG interpretation in rhythms that were 
not taught during the education program. McRae et al.’s (2010) 
result may have occurred because only 81% of participants had 
attended a formal course on interpreting cardiac arrhythmias, 
whereas all participants in this study had a formal critical care 
qualification that included approximately 20 hours devoted to 
12-lead ECG analysis.

Despite the primary results suggesting AEG interpretation is 
easy to learn, not all participants achieved an accuracy score of 
100% at the two post-intervention timeframes. This result may 
have occurred for a number of reasons. First, no supplementary 
clinical cues such as blood pressure and skin colour were pro-
vided. Further, clinical cues in case studies were not presented 
in the manner in which nurses are traditionally familiar (being 
able to visualize a patient), but rather, as text information on 
paper (Elstein, Shulman, & Sprafka, 1978). Second, these partici-
pants may have a preferred learning style that did not completely 
match the asynchronous teaching method used in this study 
(Quinn & Hughes, 2007). Finally, feedback is known to improve 
learning, in this case accurate interpretation (Croskerry, 2000), 
however, no participant took up the offer of feedback about his/
her results. In order for nurses to further improve or remain at a 
highly accurate level of AEG interpretation, holding follow-up 
sessions to provide feedback about learning is recommended.

One unexpected result was that some participants reported they 
had self-initiated recording and interpreting cardiac rhythms 
from an AEG in clinical practice after the education program 
(T1 n = 1, 3%; T2 n = 8, 24%). This is particularly noteworthy 
given that there was no guidance in the form of a protocol, 
procedure or direction from senior staff for recording or inter-
preting AEGs in the study settings. The process of translating 
evidence-based practice guidelines and in turn, their uptake 
into clinical practice is known to take up to 20 years (Sussman, 
Valente, Rohrbach, Skara, & Pentz, 2006). One reason given 
for this delay is the need for education (Black, Schorr, & Levy, 
2012). Continuing education is a convenient way for nurses to 
increase knowledge and skills (Skees, 2010). Results from this 
study indicate that interpreting AEGs was used in practice by 
nearly a third of participants after attending just one continu-
ing education session.

A likely barrier to implementing AEGs in practice is the lack 
of protocols regarding indications and recording procedures 
(Miller & Drew, 2007). This is supported by Sinuff et al. (2013) 
whose systematic review of 119 investigations revealed that 
implementation of evidence-based guidelines in ICU was 
more likely when protocols were provided. Despite nearly one 
third of participants recording and interpreting AEGs, more 
nurses may have recorded and interpreted an AEG if a writ-
ten protocol or procedure had been available in either ICU. 
Protocols may now be written because analyzing and synthe-
sizing research, which is one of the barriers to implementing 
evidence-based practice (Rickbeill & Simones, 2012) has been 
performed and information relating to recording and inter-
preting AEGs is readily available in a respected cardiac nursing 
textbook (Ledoux & Luikart, 2010). However, further educa-
tion on recording and interpreting AEGs may be required for 
all nurses caring for post-operative cardiac surgical patients.

limitations
A number of limitations are associated with this study. First, 
only 29 of 61 initial participants completed all stages of the 
study. Participants who failed to complete all requirements of 
the study did not indicate high participant burden, or other 
reasons for their non-completion. However, although there 
were only 29 participants from two hospital sites, 522 AEGs 
in total were interpreted to meet the research aims and inform 
the conclusions. Second, participants were self-selected, as 
informed consent was a requirement of study participation. 
It is unknown whether the characteristics of nurses who did 
and did not participate were different. Third, the timing of the 
assessment of knowledge retention was limited to eight weeks, 
therefore, no claims regarding long-term knowledge retention 
or ongoing practice changes are made. Finally, there was a lack 
of individual feedback to participants to further improve their 
learning and accurate AEG interpretation. Although feedback 
was offered, no participants took this up. The unanticipated 
high pre-education AEG interpretation scores, combined with 
nearly one third of nurses recording AEGs prior to this study, 
suggests nurses had no expectations to initiate AEGs in prac-
tice. In hindsight, asking participants to rate their confidence in 
AEGs and tracking this over time may have been useful.

Conclusion
Cardiac arrhythmias are a common post-cardiac surgical 
complication. Inaccurate interpretation of post-operative 
atrial arrhythmias that mimic other arrhythmias on the sur-
face 12-lead ECG can potentially lead to the commencement 
of inappropriate therapy and adverse patient outcomes. Thus, 
only an accurate interpretation of an AEG offers a precise inter-
pretation of a postoperative cardiac surgical atrial arrhythmia 
leading to targeted treatment.

Results from this study indicated nurses’ AEG interpreta-
tions improved significantly after a short education program. 
This result suggests that interpreting cardiac rhythms from 
AEGs is an easy skill for nurses to learn and can be taught in 
a very short period of time. Further, nearly one third of nurses 
translated this newly acquired knowledge to clinical practice 
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without specific policies or procedures. Therefore, education 
and policies and procedures on recording and interpreting 
AEGs should be provided to all nurses monitoring post-cardiac 
surgical patients for the complication of cardiac arrhythmias to 
comply with monitoring recommendations (Drew et al., 2005). 
Further research is required to determine what processes can 
be used to further enhance translation of this knowledge into 
clinical practice and to track patient outcomes as a result of cor-
rect or misinterpreted rhythm disturbances.  

About the authors
Julie L. Preston, BN(Hons), Crit Care Cert, MEd, RN, Nurse 
Manager, Cardiology, St. Vincent’s Private Hospital, Victoria, 
Australia

Judy Currey, BN(Hons), Grad Cert Higher Ed, Grad Cert 
Sc(App Stats), Crit Care Cert, PhD, RN, Associate Professor, 
Director of Postgraduate Studies, School of Nursing and 
Midwifery, Deakin University, Victoria, Australia

Julie Considine, RM, BN, Grad Dip Nurs(Acute Care), Grad 
Cert Higher Ed, PhD, RN, Chair in Nursing, Eastern Health-
Deakin University Nursing and Midwifery Research Centre, 
Deakin University, Victoria, Australia

Address for correspondence: Julie L. Preston, Nurse Manager, 
9th Floor, St. Vincent’s Private Hospital, 59-61 Victoria Pde, 
Fitzroy, Victoria, Australia, 3065. +61 3 9411 7890.

Email: jlpreston@optusnet.com.au

Daytime fax number: +61 3 9411 7885

ReFeReNCeS
Black, M.D., Schorr, C., & Levy, M.M. (2012). Knowledge trans-

lation and the multifaceted intervention in the intensive care 
unit. Critical Care Medicine, 40, 1324–1328. doi.org/10.1097/
CCM.0b013e3182431673

Bogun, F., Anh, D., Kalahasty, G., Wissner, E., Bou Serhal, C., Bazzi, 
R., … Schuger, C. (2004). Misdiagnosis of atrial fibrillation and 
its clinical consequences. The American Journal of Medicine, 117, 
636–642. doi.org/10.1016/j.amjmed.2004.06.024

Bromley, P. (2010). Online learning: Anywhere anytime educa-
tion for specialist nursing. Neonatal, Paediatric & Child Health 
Nursing, 13, 2–6. Retrieved from www.npchn.com/

Conti, V.R., & Ware, D.L. (2002). Cardiac arrhythmias in cardio-
thoracic surgery. Chest Surgery Clinics of North America, 12, 
439–460. doi.org/10.1016/S1052-3359(02)00006-6

Croskerry, P. (2000). The feedback sanction. Academic Emergency 
Medicine: Official Journal of The Society for Academic Emergency 
Medicine, 7, 1232–1238. doi.org/10.1111/j.1553-2712.2000.
tb00468.x

Drew, B.J., Califf, R.M., Funk, M., Kaufman, E.S., Krucoff, M.W., 
Laks, M.M., … Van Hare, G.F. (2004). AHA scientific state-
ment: Practice standards for electrocardiographic monitoring 
in hospital settings: An American Heart Association Scientific 
Statement from the Councils on Cardiovascular Nursing, 
Clinical Cardiology, and Cardiovascular Disease in the Young: 
Endorsed by the International Society of Computerized 
Electrocardiology and the American Association of Critical-
Care Nurses. Circulation, 110, 2721–2746. doi.org/10.1161/01.
CIR.0000145144.56673.59

Ellis, M.F. (1998). Atrial fibrillation following cardiac sur-
gery. Dimensions of Critical Care Nursing, 17, 241–242. doi.
org/10.1097/00003465-199809000-00001.

Elstein, A.S., Shulman, L.S., & Sprafka, S.A. (1978). Medical prob-
lem solving: An analysis of clinical  reasoning. Cambridge, MA: 
Harvard University Press.

Gerber, B.S., Stolley, M.R., Thompson, A.L., Sharp, L.K., & 
Fitzgibbon, M.L. (2009). Mobile phone text messaging to 
promote healthy behaviors and weight loss maintenance: A 
feasibility study. Health Informatics Journal, 15, 17–25. doi.
org/10.1177/1460458208099865

Hogue, C.W., Creswell, L.L., Gutterman, D.D., & Fleisher, L.A. 
(2005). Epidemiology, mechanisms, and risks: American College 
of Chest Physicians guidelines for the prevention and manage-
ment of postoperative atrial fibrillation after cardiac surgery. 
Chest, 128, 9S–16S. doi.org/10.1378/chest.128.2_suppl.28S

iSpringsolutions. (2010). iSpring Free 6.1 [computer software]. 
Retreived from http://www.ispringsolutions.com

Jackson, C. (2010). Electrocardiography. In S. Woods, E. Sivarajan 
Froelicher, S. Underhill Motzer, & E. Bridges (Eds.), Cardiac 
nursing (6th ed., pp. 300–323). Philadelphia, PA: Lippincott, 
Williams and Wilkins.

Kern, L.S., McRae, M.E., & Funk, M. (2007). ECG monitoring after 
cardiac surgery: Postoperative atrial fibrillation and the atrial 
electrogram. AACN Advanced Critical Care, 18, 294–304. doi.
org/10.1097/01.AACN.0000284430.53158.5c

Knight, B.P., Michaud, G.F., Strickberger, S.A., & Morady, F. (1999). 
Electrocardiographic differentiation of atrial flutter from atrial 
fibrillation by physicians. Journal of Electrocardiology, 32, 315–
319. doi.org/10.1016/S0022-0736(99)90002-X

Ledoux, D., & Luikart, H. (2010). Cardiac surgery. In S. Woods, 
E. Sivarajan Froelicher, S. Underhill Motzer, & E. Bridges 
(Eds.), Cardiac nursing (6th ed., pp. 595-622). Philadelphia, PA: 
Lippincott Williams and Wilkins.

McRae, M.E., Chan, A., & Imperial-Perez, F. (2010). Cardiac sur-
gical nurses’ use of atrial electrograms to improve diagnosis of 
arrhythmia. American Journal of Critical Care, 19, 124–134. doi.
org/10.4037/ajcc2010877

Miller, J.N., & Drew, B.J. (2007). Atrial electrograms after cardiac 
surgery: Survey of clinical practice. American Journal of Critical 
Care, 16, 350–356 . Retrieved from http://www.aacn.org/

Pallant, J. (2011). SPSS survival manual (4th ed.). Crows Nest, 
Australia: Allen and Unwin.

Quinn, F.M., & Hughes, S.J. (2007). Quinn’s principles and practice 
of nurse education (5th ed.). Cheltenham, UK: Nelson Thornes.

Rickbeil, P., & Simones, J. (2012). Overcoming barriers to im-
plementing evidence-based practice. Journal of Nursing Staff 
Development, 28, 53–56. doi.org/10.1097/JPN.0b013e3181aedf2f

Sinuff, T., Muscedere, J., Adhikari, N.K., Stelfox, H.T., Dodek, 
P., Heyland, D.K., … Garland A. (2013). Knowledge trans-
lation interventions for critically ill patients: A systematic 
review. Critical Care Medicine, 41, 1–14. doi.org/10.1097/
CCM.0b013e3182982b03

Skees, J. (2010). Continuing education: A bridge to excellence in 
critical care nursing. Critical Care Nurse Quarterly, 33, 104–116. 
doi.org/10.1097/CNQ.0b013e3181d913a1

Sussman, S., Valente, T.W., Rohrbach, L.A., Skara, S., & Pentz, M.A. 
(2006). Translation in the health professions: Converting sci-
ence into action. Evaluations & the Health Professions, 29, 7–32. 

Waldo, A.L., Ross, S.M., & Kaiser, G.A. (1971). The epicardial 
electrogram in the diagnosis of cardiac arrhythmias following 
cardiac surgery. Geriatrics, 26, 108–112.



Volume 26, Number 1, Spring 2015  •   www.caccn.ca   19

A social construction of the development of ICu 
nursing in Canada, 1960 to 2002
By Brandi Vanderspank-Wright PhD, RN, CNCC(C), Frances Fothergill Bourbonnais PhD, RN, Cynthia Toman, 
PhD, Christine McPherson PhD, RN

Abstract
Background: The early 1960s marked the opening of intensive 
care units (ICUs) in several hospitals across Canada. From the 
beginning, registered nurses constituted the largest body of health 
care providers in the ICU environment and they were the central 
provider of hands-on care to patients and families. From a his-
torical perspective, however, a limited body of knowledge exists 
specific to the development of ICU nursing in Canada.

Purpose: In this study we explored the development of ICU nurs-
ing in Canada from 1960 to 2002 using a social history approach 
that emphasized the creation of an historical account from the 
perspective of the everyday experiences of ICU nurses.

Method: A social history approach was used. Primary sources 
included oral history interviews, documents and records, pub-
lished professional literature between 1960 and 2002, as well as 
photographs. The study received ethics approval from the research 
ethics boards at the University of Ottawa (for conducting oral 
history interviews), as well as Queen’s University (for access to 
archives at the Kingston General Hospital).

Results: The findings of this study provide a perspective on how 
ICU nurses learned and created new knowledge, as well as the 
establishment of an ICU nursing identity at both the individual 
and national levels.

Background

The early 1960s marked the opening of intensive care 
units (ICUs) in several hospitals across Canada.  ICUs 
offered a defined space and place where critically ill 

patients could receive constant nursing care and where the 
necessary equipment and technology were readily available 
(Fairman & Lynaugh, 1998). From the beginning, registered 
nurses constituted the largest body of health care providers 
in the ICU environment and they were the central provider of 
hands-on care to patients and families. From a historical per-
spective, however, a limited body of knowledge exists specific 
to the development of ICU nursing in Canada. There has been 
very little exploration or understanding of how ICU nursing 
became an area of recognized specialty nursing practice in 
Canada.

Purpose
The development of ICU nursing in Canada was studied from 
1960 to 2002 using a social history approach that emphasized 
the creation of a historical account from the perspective of the 
everyday experiences of ICU nurses. Berger and Luckmann’s 
(1966) Social Construction of Reality framework, facilitated an 
exploration and understanding of ICU nursing as a social pro-
cess centred on relationships—particularly the relationships 
among ICU nurses themselves.

Methods
A social history approach was used for this study. Primary 
sources (first-hand accounts) included oral history interviews, 
documents and records, professional literature published 
during the period, and photographs. In total, 25 oral histories 
were conducted. The sample reflects nurses’ experiences from 
41 hospitals across Canada including community and larger 

academic centres. Sampling was purposive and relied on key 
informants and subsequent snowball sampling. Analysis of 
the interview data used a thematic approach and the identi-
fied themes were corroborated throughout the analysis process 
with other primary and secondary sources, as a means of estab-
lishing methodological rigour from a historical perspective. 
Archival sources from hospitals and organizations included 
annual general reports, meeting minutes, and newsletters. 
Published professional literature included the Canadian Nurse 
(as Canada’s longest standing nursing publication since 1904) 
and articles from the Canadian Association of Critical Care 
Nurses (available from 1984 onward). Archival and personal 
photographs were also incorporated. The study received eth-
ics approval from the research ethics boards at the University 
of Ottawa (for conducting oral history interviews), as well 
as Queen’s University (for access to archives at the Kingston 
General Hospital).

The social construction of reality
The incorporation of the Social Construction of Reality (Berger 
& Luckmann, 1966) framework emphasized that the develop-
ment of ICU nursing was a social process that was not linear 
but, rather, iterative in nature and changed over time. Concepts 
incorporated from this framework include objective and sub-
jective realities, which helped to emphasize that the early 
cohorts of ICU nurses experienced a practice reality that had lit-
tle formalized structure or routine. Aspects of nursing practice 
may have been transferable from their experiences on the wards 
or in training, but ICU nursing from a Canadian perspective, 
had yet to be defined by a particular structure (what Berger and 
Luckmann [1966] described as an objective reality). ICU nurses 
played an important role in the establishment of a structured 
reality where routines and nursing practices in ICU were dis-
cernible and easily distinguishable from other practice areas.

Vanderspank-Wright, B., Fothergill Bourbonnais, F., Toman, C., & McPherson, C. (2015). A social construction of the development of ICU nursing in 
Canada, 1960 to 2002. Canadian Journal of Critical Care Nursing, 26(1), 19–22.
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Findings
Early intensive care units
The reformed image of the hospital in the early-to-mid 
twentieth century was successful in positioning these institu-
tions as the primary place of care for the sick (Gagan, 1989; 
Wishart, 2001). Canadian historians like Toman have argued 
that the proliferation of medical technology within hospi-
tals was partially responsible for hospitals becoming a major 
place of employment for nurses during the 1950s and-1960s 
(Toman, 2005; Toman, 2006). She argues that nurses enabled 
this proliferation since “[p]hysicians generally introduced new 
technologies and were responsible for them until the volume 
of treatments increased or became burdensome to the medi-
cal staff ” at which point the work was delegated to the nursing 
staff (Toman, 2005, p. 97). With a patient population that was 
becoming more complex and a proliferation of new and more 
technologically advanced treatments, other solutions needed to 
be put in place for patients who were more critically ill. Caring 
for critically ill patients on the wards posed a risk to patient 
safety (e.g., due to high nurse-to-patient ratios), and early strat-
egies to minimize risk, like moving the sickest patients closer 
to the nursing station, were only partially effective (Fairman & 
Lynaugh, 1998).

Unlike the emergence of ICUs in the United States, which 
began in the early 1950s, Canadian ICUs opened somewhat 
later in the early to mid-1960s. These ICUs were often make-
shift areas where wards or other large rooms were converted 
and subdivided into smaller spaces (Fairman & Lynaugh, 1998). 
Fothergill Bourbonnais likened the early structure of ICUs to 
modern day post-anesthetic care units (recovery rooms) where 
patient care areas were partitioned off by curtains and offered 
relatively little privacy (F. Fothergill Bourbonnais, personal 
communication, September 30, 2011). She added that many of 
the ICUs where she worked at the beginning of her career were 
often removed from the rest of the hospital and often had little 
natural light, making it difficult to distinguish night from day.

Archival records of the Kingston General Hospital (KGH), 
which evidence from this current study suggests was one of the 
first ICUs in Canada, provided a glimpse into some of the initial 
discussions and decisions about the development of an ICU.1 
By 1959, discussion had begun regarding the establishment of 
an Acute Treatment Area for surgical patients. According to the 
records of the Medical Conference Committee (MCC) at KGH, 
the Acute Treatment Area would group acutely ill patients 
into one area rather than leave them scattered throughout the 
facility while also “concentrate[ing] nursing and other skilled 
personnel” into such an area. The MCC noted that “[t]he 
Nursing Staff will require to be adequate [in number] and on 
a twenty-four-hour basis.” (Bingham, 1959, April 15). It was 
also anticipated that the area would be a “very valuable source 
of training for young nurses, students and, indeed, [doctors].” 
(Bingham, 1959, April 15).

According to the committee minutes of 15 September 1959, 
Bingham (Chair of the Acute Treatment Area Committee), sug-
gested “a study should be made of the best means of using the 
available nurses at our disposal at the present time,” since he felt 

it advisable that the Intensive Treatment Area2 be opened as soon 
as possible (Bingham, 1959, September 15). Bingham visited the 
Rhode Island Hospital (in Providence, Rhode Island) in 1959 to 
tour their unit for the treatment of seriously ill surgical patients. 
On return, he wrote to the Chair of the KGH MCC remarking 
that, “All with whom I came in contact spoke most enthusiasti-
cally about it. The nurses felt that it reduced, to a very substantial 
degree, the nursing stress in the general wards, eliminating a 
good deal of running about with intravenouses, levine suction 
tubes, etc. They felt intensely interested in the area and there was 
a real esprit de corps and pride in their work.” (Bingham, 1959, 
October 8). In summary, he noted the advantages of the unit to 
include expert care being available on a constant basis, and a 
decreased pressure on other areas of the hospital. He remarked: 
“I feel that it would be an act of folly for us not to establish such a 
unit in this hospital.” (Bingham, 1959, October 8).

The early days of the 1960s: Developing ICU nursing 
knowledge
The success of these newly formed ICUs ultimately depended 
on the creation of a group of highly skilled nurses to provide 
care to critically ill patients and their families. Basic nurse 
training focused on a foundational set of skills and knowledge 
required for general practice, and would prove insufficient for 
the care of critically ill patients. For early ICU nurses in Canada, 
there were limited numbers of textbooks, courses and formal-
ized educational resources. Essentially, they found themselves 
in an area of nursing practice where expectations had yet to be 
established and where they were thrust into a practice reality 
with minimal structure. Initially, ICU nurses built on previous 
nursing experiences (like general duty nursing on medical-sur-
gical units or their days as students), but they also relied 
heavily on one another and their shared experiences at the ICU 
bedside. Nurses coming to this new environment quickly rec-
ognized and acknowledged their need for a more advanced 
understanding of anatomy, physiology and treatment regimens 
(S. Anderson, personal communication, January 23, 2013; F. 
Fothergill Bourbonnais, personal communication, September 
30, 2011; R. Pollock, personal communication, September 7, 
2011). With few formal opportunities available to them, their 
learning was largely self-driven and acquired, often through 
trial and error, at the bedside. Together they learned from each 
other and with each other through the provision of hands-on 
care. For example, Pollock described an early experience of 
interpreting cardiac rhythms: 

“We’d spend our night…working with strips and playing 
with strips…just playing with them and discussing…I can 
remember…being embarrassed because I had to call [the 
doctor] in the middle of the night and say… ‘I’m seeing 

1. An employment advertisement for Registered Nurses in 
the Intensive Care Unit at the Kingston General Hospital was 
published in a 1961 volume of The Canadian Nurse. This adver-
tisement appeared to be the first of its kind.
2. The name would change several times in the KGH records, 
from acute treatment area, to intensive treatment area and 
eventually to intensive care unit. 
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something I don’t like on the monitor. I don’t know what 
it is, but I don’t like it and the patient’s not doing well.’ 
And it was V-Tach” (R. Pollock, personal communication, 
September 7, 2011).

Similarly, McBain recalled, “All we knew was if there was 
a straight line [on the cardiac monitor] to call for help!” (M. 
McBain, personal communication, January 23, 2013).

From early on, two things became clear. First, nurses for these 
units would require a high level of motivation to learn and 
acquire new knowledge in order to provide good patient care. 
Second, the practice environment was always changing—new 
procedures and changes in patient populations were constant 
and nurses would need strategies to keep up. The need for new 
knowledge prompted early ICU nurses to identify what they 
needed to know and how they would teach each other, which, 
ultimately, set the stage for a structured ICU nursing practice 
reality. Parks, for example, recalled the tremendous effort she 
made to gather and disseminate literature for the pediatric ICU 
nursing staff at Toronto’s Hospital for Sick Children. Parks’ 
early efforts resulted in a series of 12 educational manuals for 
the unit (that were in use until the 1980s). Parks also (unknow-
ingly) demonstrated the benefits of simulation long before it 
had become a routine aspect of nursing education. She recalled: 

“Somebody gave me a toddler-size doll, and what I did was 
drill holes in it and put tubes up and set it up so she was 
intubated and had a balloon for lungs, and I was then able 
to teach them about intubation and ventilation…I put in 
an arterial line and a catheter and an NG feeding tube—
as much as I could.” (D. Parks, personal communication, 
April 19, 2013)

She noted that the use of the doll facilitated the acquisition of 
knowledge and hands-on skills that could be learned away from 
the bedside, and then transferred back to patient care (D. Parks, 
personal communication, April 19, 2013).

The 1970s: Formalized learning and changes in nursing 
education
The 1970s proved to be a significant period of change, particu-
larly related to the development of more formalized educational 
strategies. From a broader Canadian perspective, according to 
historian Kirkwood (2005), significant pedagogical shifts had 
taken place in nursing education with a move away from basic 
nursing education/training being taught primarily in hospital 
schools towards the preparation of nurses in colleges and uni-
versities (1970s and 1980s). A graduate workforce replaced the 
predominantely student workforce (Toman, 2006). This change 
in nursing education influenced the way nursing students 
acquired hands-on nursing experience and resulted in less time 
spent at the bedside.

Strategies to support new nurses were implemented into hos-
pital settings. Initially, emphasis was placed on hospital-based 
orientations and, later, unit-based orientations. Discussion 
regarding the purpose and benefits of formalized hospital ori-
entation had begun to surface in the Canadian Nurse in the 
1960s and by the early to mid-1970s many of this study’s partic-
ipants recalled having had an orientation. Evidence suggested 

that orientation programs (like hospital orientations) had a 
positive impact on new employees’ satisfaction, easing their 
anxieties and promoting a better transition into their new work 
experience/role (Buller & McDonald, 1962). Over time, study 
participants referred to more formalized ICU orientations from 
the early 1970s onward. Other learning strategies were linked 
with orientations and hiring “new to ICU” nurses, including 
the tendency to try and assign these new nurses to patients 
who were generally more stable, such as patients who required 
chronic ventilation. This strategy was coupled with ensuring 
new nurses had access to more experienced ICU nurses. Having 
a more experienced nurse in close proximity was pivotal, as 
they provided the support, the knowledge and the “know how” 
to ensure patient safety, as well as transitioning the new nurse 
into providing safe, competent care. However, while assigning 
new nurses to more stable patients was the ideal, participants 
like van den Berg noted that it was not always possible, espe-
cially when taking into account the unpredictability of patients 
with critical illness (R. van den Berg, personal communication, 
January 9, 2012.).

The development of knowledge and skills needed to care for 
increasingly complex patients required continuing education, 
as well. Post argued that, “No professional nurse can function 
well or for long without continuing to learn. A nurse who grad-
uated five years ago and has not studied in her field is out of 
date” (Post, 1969, pp. 29–30). By the mid-1970s, continuing 
education was becoming standard for staff nurses on the wards 
and in specialty units like the ICU. The majority of participants 
in this study recalled in-service education and workshops as 
the most common and frequently accessed form of continuing 
education. However, this type of education, although the most 
common, was also problematic for several reasons, but mainly 
because ICU nurses were the primary caregivers for patients 
and families. Their position at the bedside restricted their flexi-
bility to leave the unit during the day to attend these educational 
sessions (J. Elliott, personal communication, September 15, 
2011). Information and new knowledge from in-services were 
often disseminated among ICU nurses by their colleagues who 
had been able to take advantage of the continuing education 
opportunity. In-service education sessions were often attended 
by nurses on their own time, further indicating their commit-
ment to learning and to enhancing patient care.

The closing of hospital schools of nursing and a shift to col-
leges and universities in the 1970s resulted in less experiential 
learning at the bedside for students. As Kirkwood (2005) noted, 
even prior to this change in nursing education, it had already 
become apparent within hospital training schools that junior 
students did not have the necessary skills to care for more com-
plex patients. By the late 1970s, there were several innovative 
experiments to supplement nursing education and clinical 
experience, as well as ensure nurses’ knowledge and skills were 
adequate to care for an increasingly complex patient popula-
tion. These include preceptorships, specialty conferences, and 
formalized ICU nursing courses.

Preceptorship programs were established to link theory and 
practice and to provide adequate clinical exposure, initially for 
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nursing students. Preceptorship involved a student nurse work-
ing alongside an experienced staff nurse for a designated period 
of time. ICUs were one of the first clinical practice areas to trial 
a preceptorship model of education. For example, in 1978, the 
British Columbia Institute of Technology began a preceptorship 
project. Taylor and Zabowski (1982) explained that the model 
was mutually beneficial, as the student worked side by side with 
an experienced nurse, and the nurse (or preceptor) identified 
the experience as educationally stimulating, and felt a sense 
of accomplishment through the sharing of nursing knowledge 
and an opportunity to sharpen his or her own skills and clin-
ical thinking. The preceptorship model fit extremely well with 
ICU nursing education because learning in the ICU had always 
included at a minimum, a pairing or “buddy system”—a new 
nurse working alongside a more experienced nurse.

Fothergill Bourbonnais recalled the development of a consol-
idation experience in 1981 for all fourth-year students in the 
baccalaureate program at the University of Ottawa. Students 
selected an area to complete their final clinical experience, 
structured as a preceptorship program. The experience lasted 
six weeks full time and later became eight weeks. A small 
number of fourth-year students went to the ICU and, soon 
after, others could choose the emergency department or the 
post-anesthesia care unit, as well. Fothergill Bourbonnais 
said, “Because of my background [as a critical care nurse]…
we organized it so that a [small] group of students could go to 
intensive care. And, at the time, we developed the consolida-
tion experience, we knew that we had to have certain criteria 
[for student selection]” for those going to ICU (F. Fothergill 
Bourbonnais, personal communication, September 30, 2011). 
The specific criteria, she explained, included high academic 
standing and references from previous clinical instructors that 
indicated critical thinking and independence, among other 
traits. Preceptorship, as Burrows recalled, “was a great opportu-
nity to learn.” (M. Burrows, personal communication, August 
31, 2011). She explained that learning from senior staff, as role 
models, played an integral role in becoming more comfortable 
in one’s self ,as a developing professional.

The 1980s—Practice changes and moving towards a 
national ICU nursing identity
Along with the introduction of preceptorship experiences in 
ICUs, significant progress began to take place for intensive 
care nursing education from a national perspective. By the 
early 1980s, ICU conferences and courses had become com-
mon across the country. Evidence suggests that early programs, 
like the Intensive Care Nursing Program at the Winnipeg 
General Hospital (WGH), which began in 1966, were instru-
mental in the dissemination of critical care nursing knowledge 
across the country. Participants like Dyna and Stutsky noted 
that students came from across Canada, as well as internation-
ally to participate in the Winnipeg course (A. Dyna, personal 
communication, October 27, 2011; B. Stutsky, personal com-
munication, October 26, 2011). Importantly, the course 
included a formal, structured “buddying” experience with an 
experienced nurse, reinforcing that an essential part of learning 
for ICU nurses was from, and with, each other (Health Sciences 
Centre, no date). Evidence also indicates that ICU nurses 

actively promoted their own continuing education by devel-
oping these courses and organizing conferences (Canadian 
Nurses Association, 1967; Winnipeg General Hospital, 1969; 
Weick, 1989, May 8; M. Burrows, personal communication, 
August 31, 2011.)

Towards a national identity. The 1980s marked another 
important development in the history of intensive care nursing 
in Canada. The American Association of Critical Care Nurses 
(AACN) had been in existence since 1969 and had within its 
structure an educational mandate for nursing (Fairman & 
Lynaugh, 1998). Prior to 1975, it is likely that Canadian ICU 
nurses relied to a certain extent on the AACN for educational 
support. However, by the mid-1970s a national grassroots 
movement was taking place within Canadian ICU nursing. The 
movement resulted in the establishment of a Canadian Chapter 
of the AACN in Toronto in 1975 and other associations like 
the Niagara Association of Critical Care Nurses in 1979. At 
the Toronto Chapter’s executive meeting on April 20, 1983, 
the group decided to leave the AACN and form a Canadian 
association. Meeting minutes suggest that experience with the 
AACN had provided “structure, guidance, and credibility” to 
the fledgling Canadian group (Toronto Chapter of the AACN, 
1983, April 20). According to Zanin (1984), “a need for auton-
omy and credibility” prompted the split and the AACN gave 
full support. The Toronto Chapter became the National Society 
of Critical Care Nurses (NSCCN) with individual chapters in 
London, Windsor, and Vancouver (Mahon, 2008). The Niagara 
Association changed its name to the Canadian Association 
of Critical Care Nurses under which new chapters formed in 
Niagara, Waterloo Regional, Hamilton, Ottawa, and Alberta 
(Mahon, 2008).

By 1985, a merger of the NSCCN and the Canadian Association 
of Critical Care Nurses (formerly the Niagara group) marked 
the foundation of what is now referred to collectively as the 
Canadian Association of Critical Care Nurses (CACCN). 
Mahon (2008) suggested that the merger reflected a “true spirit 
of unity” (p. 6) in that the name was incorporated from the 
CACCN and the official logo was that of the Toronto-based 
NSCCN. The merger of these two groups brought the total 
CACCN membership to more than 700 in 1984 (Zanin, 1984).

The formation of the CACCN provided opportunity to build 
on educational initiatives previously offered by the individual 
associations and chapters. In 1984, for example, the NSCCN 
sponsored a “Dynamics of Critical Care Conference” held 
September 26–28 in Toronto. It was advertised at a national 
level in the newly established Canadian Critical Care Nursing 
Journal.3 In the years following, annual conferences held by the 

3. The official publication of the association would change 
names several times: Canadian Critical Care Nursing Journal 
(1984 to 1990); The Official Journal of the Canadian Association 
of Critical Care Nurses (1990 to 1999); Dynamics: The Official 
Journal of the Canadian Association of Critical Care Nurses 
(2000 to 2010); and Dynamics: Journal of the Canadian 
Association of Critical Care Nurses (2011 to the present). (C. 
Halfkenny-Zellas, personal communication, August 12, 2013).
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CACCN adopted the name “Dynamics of Critical Care.” The 
newly merged association published its collective objectives in 
the January 1985 issue of the Canadian Critical Care Nursing 
Journal, highlighting a focus on quality patient care, critical 
care nursing education and research, and the promotion of pro-
fessional status, as well as ethical and political mandates. The 
association also proposed that critical care nursing be formally 
recognized as a specialty in Canada through the establishment 
of national standards and specialty certification.

Evidence from the Canadian Critical Care Nursing Journal 
suggests that by 1986 the CACCN had begun to discuss the 
development of standards for critical care nurses (Kidd, Whitely, 
& Scherer, 1987; Whitely, 1986). The Standards Committee, 
chaired by Whitely, provided an avenue by which a committee 
of practitioners could begin to develop standards that would be 
accepted as “credible and attainable by practitioners” (Whitely, 
1986, p. 7). By 1992, the CACCN published the first edition of 
its “Standards for Critical Care Nursing Practice,” which under-
went subsequent revisions in 1997, 2004, and 2009. The 1992 
Standards clearly claimed critical care nursing as:

A profession which exists to care for clients who are experi-
encing life-threatening health crises. Nursing the critically 
ill client is continuous and intensive. Critical care nurs-
ing requires a careful decision-making process, founded 
upon a sound knowledge base and the ability to assess, 
intervene, and evaluate. Aided by sophisticated technol-
ogy and advanced knowledge, critical care nurses aim to 
assist clients to achieve and maintain an optimum level of 
functioning or a peaceful death (Canadian Association of 
Critical Care Nurses, 1992, p. 3).

Within the Social Construction of Reality framework, the 
establishment of these standards for critical care nursing prac-
tice marked the institutionalization of ICU nursing in Canada. 
Years of history, shared experiences, specialty knowledge, and 
clinical practice culminated in a set of national standards. The 
standards provided a structure and framework for critical care 
nursing practice in Canada—subsequently shaping practice 
realities (objective realities), the knowledge required, and the 
expectations for working with patients, families and each other.

The “Standards for Critical Care Nursing Practice” were also 
pivotal in CACCN’s application to the Canadian Nurses’ 
Association Specialty Certification Program. In 1993, the 
CACCN, in collaboration with a working group of critical 
care nurses from across the country, identified initial compe-
tencies for certification in critical care. The CACCN submitted 
the “Specialty Designation Proposal for Critical Care Nursing” 
to the Canadian Nurses Association (Canadian Association of 
Critical Care Nurses, 1993). It was intended to be “the basis to 
create a critical care certification exam” (Morgan, 1999, p. 10). 
The initial exam blueprint was completed in 1994 and, until the 
year 2000, included a pediatric component (Canadian Nurses 
Association, 1994). A separate pediatric exam was developed 
subsequently in 2003 (Canadian Association of Critical Care 
Nurses, 1999). Critical care nursing was formally established as 
an area of specialty practice in 1995.

Over the course of the CACCN’s existence it worked dili-
gently towards becoming the voice of critical care nursing 
in Canada. The “Dynamics” conferences and the evolving 
journal enabled the identification of pertinent Canadian 
critical care issues over time. An analysis, for example, of 
the topics of the yearly “Dynamics” conferences reveals the 
growth of the association, as well as strengthening the voice 
of Canadian critical care nurses. Initially, conference pro-
grams included many presentations from physicians rather 
than nurses (similar to the early years of the Winnipeg ICU 
nursing program). Over time, however, physician presence at 
these conferences (as presenters) diminished and ICU nurses, 
including those in formal leadership and educational roles, as 
well as front-line nurses, formed the body of presenters. From 
an initial focus on highly technical discussions, presentations 
expanded to highlight the broader ethical and societal issues 
that impacted critical care nurses. For example, discussions 
began to reflect the toll on nurses of trying to provide care to 
critically ill patients and families when little regard was given 
for their own emotional needs (Gervaize & Howard, 1984). 
Through conferences and a national publication, front-line 
nurses found opportunity to voice their experiences from 
their individual ICUs.

Summary
Over a period of approximately 40 years, nursing in Canadian 
ICUs grew from individual nurses who worked in ICUs, to a 
recognized specialty nursing practice area with formalized stan-
dards and competencies. Over time, nurses began to recognize 
themselves as critical care nurses rather than simply nurses who 
worked in critical care. As a critical mass of ICU nurses devel-
oped in Canada, they sought a national identity that, ultimately, 
became the Canadian Association of Critical Care Nurses. This 
study provides a beginning exploration of ICU nursing from 
a Canadian perspective and serves as a starting point, from a 
historical perspective, to further explore ICU nursing educa-
tion and knowledge development, the role of technology in this 
milieu of care, as well as the socialization and identity forma-
tion of ICU nurses themselves.

The findings of this study provide a perspective on how ICU 
nurses learned and created new knowledge, as well as the estab-
lishment of an ICU nursing identity at both individual and 
national levels. 
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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 dedication of a CACCN Chapter in carrying out the 
purposes and goals of the association.

The Chapter of the Year criteria is founded on the CACCN 
Mission Statement and recognizes the activities of the 
Chapter with specific emphasis on service to members and 
promotion of the specialty of Critical Care Nursing includ-
ing, but not limited to publications, presentations, and 
certification activities.

Note: this award application process is complementary to 
the Annual Chapter Report. We recommend completion of 
the Annual Chapter Report prior to proceeding with calcu-
lating the Chapter of the Year score. 

Award funds available: $500.00 
Recognition plaque 

Submission deadline: May 31 annually

Application process: Mandatory submission for all Chapters 

Criteria for the award program
• Eligible chapter activities for the period of April 1 to 

March 31 each year
• The chapter awarded the most points will be the success-

ful recipient of the Chapter of the Year Award
• In the case of a tie, CACCN BOD will determine the final 

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

Connections Day
• Plaque and cheque will be presented at the annual awards 

ceremony at Dynamics by the Chapter of the Year recipi-
ents for the previous year.

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

Award
• Chapters who have not submitted their annual report and 

quarterly financials by the required deadline quarterly/
annually to National Office will not be eligible for the 
award

• Chapters will be responsible for ensuring that National 
Office receives all required documentation to be consid-
ered for the award

• Points will be awarded for only chapter activities that have 
been validated with supporting documentation

• The successful Chapter will be announced at the annual 
CACCN Awards Ceremony and in CACCN publications

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

Points system
Points are accumulated in each of six activity categories:
Section Category
1 Member education
2 Promotion of critical care specialty
3 New member recruitment
4 Sustained membership
5 Academic activity
6 Certification activity

Instructions:
1. Complete the Chapter Annual Report
2. Gather validation documents for each of the categories of 

activities in the past year
3. Calculate scores for sections 1 thru 6
4. Add section scores for total Chapter of the Year score
5. Submit the application with documentation to CACCN 

National Office by May 31 annually

Section instructions
Section 1: Member education
• Any educational event coordinated and hosted by the local 

chapter is eligible
• The total number of hours for an educational session are 

considered (excluding meal breaks and social events)
• Concurrent sessions are not cumulatively totaled. It is pre-

sumed that the session participants would be split between 
the concurrent session, therefore hours of education for par-
ticipant is not altered
■■ For example: an eight-hour educational day that includes 

six concurrent sessions would be counted as eight hours 
for a total of 6 CL hours

• Please contact CACCN head office if your delivery model is 
different than reflected in this section

•	 Suggested validation documents: 
■■ Brochure, advertising or pamphlet
■■ Copy of agenda (including hours of education)
■■ Attendee numbers
■■ Evaluation forms or report from each event 

Formula:
•	 To create the member education score, the total number of 

hours of education hours provided in the year is divided by the 
total number of Chapter members, this number is then multi-
plied by 1,000 in order to establish a score that is not dependent 
on the size of the individual chapter.

Total hours of education offered in the year 
Total number of Chapter members x 1000  = member 
education 

Example:
Chapter A
• Donation after Cardiac Death educational meeting – 3 hours
• Total Chapter Membership number 26
• 3 hours divided by 26 members  = 0.115 multiplied by 1000 

= 115
• therefore the membership education innovation score is 115

AWARD INFORMAtION
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Chapter B
• Neuro education and bioethics education session offered
• Total education hours – 28 hours
• Membership number 310
• Formula: 28 hours divided by 310 members = 0.090 multi-

plied by 1000 = 90
• Therefore, the member membership education score is 90

Section 2: Promotion of critical care specialty
Total hours of any public or community service event coordi-
nated and hosted by the local chapter is eligible. 
• Concurrent sessions are calculated as per member edu-

cation hours. For example: an eight-hour event that 
includes six concurrent sessions would be counted as 
eight hours. 

• Eligible event must be clearly indicated as sponsored/hosted 
by CACCN. Event examples: participating in blood pressure 
clinics, teaching CPR to the public, participation in health 
fairs.

Validation documents:  
• Documents to identify event as CACCN sponsored 

■■ For example, submitting a letter from the receiving group 
or a picture of the event, etc.

Formula:
To create the Promotion of Critical Care Specialty score, the 
total number of hours of promotional event hours provided in the 
year is divided by the total number of Chapter members. This 
number is then multiplied by 1,000 in order to establish a score 
that is not dependent on the size of the individual chapter.

Total hours of events offered
Total number of chapter members x 1000 = Promotion of 
Critical Care Specialty

Chapter A
• Total specialty promotion hours – 4 hours
• Membership number 38
• Formula: 4 hours divided by 38 members = 0.105 multiplied 

by 1000 = 105
• Therefore the Promotion of Critical Care Specialty score is 

105

Chapter B
• Total specialty promotion hours – 2 hours
• Membership number 110
• Formula:  2 hours divided by 110 members = 0.018 multi-

plied by 1000 = 18
• Therefore the Promotion of Critical Care Specialty score is 

18

Section 3: New Member Recruitment 
• Calculated based on the percentage of new members 

recruited up to March 31 of the award 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, as 10 months has passed since the 
membership expired

■■ 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 14 months

• Use the Membership Recruitment/Retention spreadsheet 
from the CACCN National Office to obtain the number of 
new members.

Formula:
To create the recruitment score, the total number of recruited 
members is divided by the total number of chapter members as 
of March 31 of the award year. This number is then multiplied 
by 100 to give you the percentage of new members. The points 
awarded are noted on the chart based on the percentage of new 
members.

Total new members
Total number of chapter members x 100 = percentage of 
new members 

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

Chapter A
• Total number of new members  23
• Total number of chapter members  110
• Formula:  23 new members divided by 110 members = 0.209 

multiplied by 100 = 20.9 % - rounded up to 21%
• 21% corresponds with the 21-30% level on the chart there-

fore 30 points will be awarded.

Chapter B
• Total number of new members – 12
• Total number of chapter members  38
• Formula:  12 new members divided by 38 members =  0.315 

multiplied by 100 = 31.5 % - rounded up to 32%
• 32% corresponds with the 31-40% level therefore 40 points 

will be awarded.

Section 4: Sustained members

• Calculated based on the percentage of renewing members up 
to March 31 of the award year

• Any member with a membership lapse of less than 12 months 
or more will be considered a renewed member 
■■ i.e., a membership expired April 2013 and is renewed 

February 2014. This member would be considered a 
renewing member as the renewal is within 12 months of 
the expiry

■■ i.e., a membership expires April 2013 and is renewed 
June 2014. This member would be considered a new 
member as the “renewal” is over 12 months of the 
expiry

• Use the Membership Recruitment/Retention spreadsheet 
from the CACCN national office to obtain the number of 
new members
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Formula:
To create the sustained members score, the total number of renewed 
members is divided by the total number of chapter members as of 
March 31 of the award year. This number is then multiplied by 100 
to give you the percentage of sustained members. The points awarded 
are noted on the chart based on the percentage of new members.

Total new members 
Total number of chapter members  x 100 = percentage of 
new members 

Percentage Points Percentage Points
01–10% 5 51–60% 30
11–20% 10 61–70% 35
21–30% 15 71–80% 40
31–40% 20 81–90% 45
41–50% 25 91–100% 50

Example:
Chapter A
• Chapter A renewed 70 members this past year 
• They have 250 total chapter members
• 70 divided by 250 = 0.28 multiplied by 100 = 28% 
• 28% corresponds with the 21–30% category therefore 15 

points are awarded

Section 5: Academic activity
• This section accounts for the activity of each chapter related 

to contribution to the science and specialty of critical care 
nursing. This can include publications and presentations in 
local, national and international journals, and presentation 
delivered by chapter members. 

• Participation in national position statements, standards 
work and other committees  is also  scored. 

Formula
Publications 
• Points will be calculated for chapter members who have con-

tributed articles to:
■■ The chapter newsletter 
■■ Canadian Journal of Critical Care Nursing (excluding the 

Summer Abstract Journal)
■■ Any other peer reviewed journal where the author is affil-

iated with CACCN
• Chapters are responsible for providing:

■■ list of member contributions, together with a copy of the 
chapter newsletter

■■ list of member contributions to the journal or publication 
(full reference) 

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 the 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 listing the chapter member as a presenter. 

Each Presentation = 25 points 

Committee work
• Points will be calculated for chapter members who have con-

tributed to committee work on behalf of CACCN at the local, 
provincial and national CACCN activities

• Points will be awarded only once for each member on each 
committee, regardless of the number of meetings or level of 
participation of the member

• Chapters are responsible for providing:  list of member 
contributions. 

Total points from all three areas:

Example 
Chapter A
• An article was published by a member in the chapter’s news-

letter = 25 points
• One article from a chapter member was published in 

Canadian Journal of Critical Care Nursing = 25 points
• One chapter member presented at the local education day = 

25 points
• Three members presented separate presentations at a 

Dynamics conference = 75 points

Total points = 150

Section 6: Critical care certification—CNCC(C) and 
CNCC(P) 
• Points will be calculated for chapter members who have suc-

cessfully completed and/or renewed the CNA Certification 
Examination in the award year

• Validation of certification status of submitted members will 
be obtained via the Canadian Nurses Association

Formula initial certification
To create the certification score, the total number of certified 
members of th chapter in the award year is divided by the total 
number of chapter members. This number is then multiplied by 
100 to give you the percentage of certified members. Multiply this 
number by 10 to give you the number of points awarded.

Number of members certified/renewed 
Total number of chapter members x 100 = Percentage
10 points for each percentage of the total number of chapter 
members who are new certifications in the award year.

Percentage x 10 = certification points

Example 
Chapter A
• Initial certification = 3 members 
• 250 chapter members
• 3 divided by 250 = 0.012 multiplied by 100 = 1.2% 
• multiplied by 10 = 12 points 

Formula renewal  certification
To create the renewal certification score, the total number of 
renewed certifications of the chapter in the award year is divided 
by the total number of chapter members. This number is then 
multiplied by 100 to give you the percentage of certified mem-
bers. Multiply this number by 5 to give you the number of points 
awarded.
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Number of members  renewed 
Total number of chapter members x 100 = Percentage
5 points for each percentage of the total number of chapter 
members who are new certifications in the award year.

Percentage x 5 = certification points

Example 
Chapter A
• Renewed certification =  11 members
• 250 chapter members
• 11 divided by 250 = 0.044 multiplied by 100 = 4.4% 
• multiplied by 5 = 22 points 
• Add initial certification total with renewal total for points 

awarded in certification category
• Initial certification points + renewal certification points= 

total certification score for chapter
• Example Chapter A: 12 + 22= 34 certification points

Submission: Tally the points from all categories on the calcu-
lation form, complete the application form and forward all to 
National Office with supporting documentation.

Draeger Medical Canada and the CACCN Board of Directors 
look forward to receiving your application. Good luck in your 
endeavours!

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

Criteria Revisions: October 2014
CACCN Document: Award Criteria Revised March 2011
Form Design Revision Date: January 2011
The Draeger Medical Canada Inc. Chapter of the Year Award

CACCN Research grant 
The CACCN research grant has been estab-
lished to provide funds to support the 
research activities of a CACCN member that 
are relevant to the practice of critical care 
nursing. A grant will be awarded yearly to the investigator of 
a research study that directly relates to the practice of critical 
care nursing. 

Award funds available: $2,500.00 

Deadline for submission: February 15

Send applications to CACCN National Office at caccn@caccn.ca 
or fax to 519-649-1458 or mail to: CACCN, PO Box 25322, 
London, ON N6C 6B1. Mailed applications must be post-
marked on or before February 15.

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

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

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

• Be licensed to practise nursing in Canada
• Conduct the research in Canada

• Publish an article related to the research study in Canadian 
Journal of Critical Care Nursing

• 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 Canadian Journal 
of Critical Care Nursing for review and possible publication.

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

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

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

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

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

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

• Proof of CACCN active membership and Canadian 
citizenship

• Facility approval for commencement of study.

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

The CACCN Board of Directors retains the right to amend the 
award criteria.
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the editorial Awards
The Editorial Awards will be presented to the authors of two 
written papers in Canadian Journal of Critical Care Nursing 
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 fur-
ther 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 com-
mittee or editorial committee of Canadian Journal of Critical 
Care Nursing 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 Canadian Journal of Critical 
Care Nursing

• For the Canadian Journal of Critical Care Nursing manu-
script submission guidelines, please refer to the CACCN 
Information for Authors at http://www.caccn.ca/en/publi-
cations/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?

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 Canadian 
Journal of Critical Care Nursing.

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

• 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

CACCN educational Awards
The CACCN Educational Awards have been established to 
provide funds ($1,000.00 each) to assist critical care nurses to 
attend continuing education programs at the baccalaureate, 
masters 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, P.O. 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 CACCN Educational Award applica-

tion 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/
responsibilities — oral and poster presentations will be 
considered.

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

didate meets the criteria.
• The successful candidate will be notified via email and reg-

ular 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 The Canadian Journal of Critical Care Nursing 
(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 retains the right to amend the award criteria.
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• 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-transferable
• 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 criti-
cal 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 candidate’s name/photograph will be pub-
lished in Canadian Journal of Critical Care Nursing (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
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the Brenda Morgan leadership 
excellence Award
The Brenda Morgan Leadership Excellence 
Award is a peer-nominated award. The award 
was established to recognize 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 leader-
ship 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 con-
sidered 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 certifi-

cation 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 and values:

■■ 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.

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 candidate’s name/photograph will be pub-
lished in Canadian Journal of Critical Care Nursing (Winter 
edition).

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

article for Canadian Journal of Critical Care Nursing shar-
ing 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
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the CACCN “Chasing excellence” Award
The CACCN “Chasing Excellence” Award is presented annu-
ally to a member of the Canadian Association of Critical Care 
Nurses who consistently demonstrates excellence in critical 
care nursing practice.

The CACCN Chasing Excellence Award is to be used by the 
recipient for continued professional or leadership development 
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, P. O. Box # 25322, London, ON, N6C 6B1

Mailed applications must be postmarked on or before June 1.

The CACCN Chasing Excellence Award is a peer nominated 
award.  The CACCN 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) years 

• 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 and 
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 member.  

A supporting letter from a supervisor such as a unit man-
ager 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 candidates name/photograph will be pub-
lished in Canadian Journal of Critical Care Nursing (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 retains 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.
Saunders: Philadelphia. 

The CACCN “Chasing Excellence” Award  
Revision: January 2015
Content Revision: March 2014
Logo Revision: 2012
Form Design Revision Date: January 2011
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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 Canadian Journal of 
Critical Care Nursing (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 Canadian Journal of Critical Care Nursing 

• 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 






