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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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Critical thinking

Change is in the air. Across the country we are emerging 
from our long winter months and putting the shorter 
days and the unpredictable weather behind us. Spring 

is a time when we all start to reconnect with the world around 
us. We take stock of our immediate space and begin to imag-
ine possibilities and new opportunities. It is a type of spring 
cleaning in the literal and figurative sense; organizing and 
prioritizing things valued, giving attention to things needing 
upkeep and letting go of things no longer useful. The Board 
of Directors has, over the past few months, focused on exactly 
this process. We have continued the important work of strate-
gic planning.  A strategic plan is “… an organization’s process of 
defining its strategy, or direction, and making decisions on allo-
cating its resources to pursue this strategy.” (Wikipedia 2015). 
As a board, it is our responsibility, as your representatives, to 
design and review a robust and clear strategic plan, to update 
that plan annually and evaluate its substance and direction as 
needed. This year we have taken on a full strategic review with 
the goal of aligning all organizational activities and resources 
towards achieving our important mission. 

This emerging strategic plan is a high-level plan that is focused 
on achieving our mission and vision across all of the dimen-
sions of our organization. This plan will extend to our education 
programming, administrative work, advocacy responsibilities 
and the community building components of CACCN. It will 
guide the final term of this presidency and lay the foundation 
for our next generation of leaders. Working with Erin Roberts 
of ZZEEM, the board of directors has critically reviewed our 
current strategic vision and developed objectives, deliverables, 
accountabilities and infrastructure that are fully aligned with 
our organization’s mission and the future needs of members.

In February, many of our members, past leaders and directors 
participated in a focus group or completed an organizational 
scorecard to inform this process. Strategic planning partici-
pants were asked to identify the current strengths and areas of 
opportunity for the CACCN, as an organization. Perceptions 
and responses were varied across the scorecards. However, the 
areas of membership growth, member engagement, financial 
health/revenue diversification and follow through on import-
ant projects/tasks were identified as areas of opportunity for 
CACCN moving forward. We will be very excited to reveal the 
refined mission and vision statements, along with the complete 
strategic plan very shortly.

The strategic planning process also provides an opportunity 
to review structures and processes that can support or inhibit 
organizational success. This past March we embarked on a 
critical review of our existing work structures including the 
roles and goals of board and operational committees. It made 
sense that modifying committee mandates/structures, where 
needed, or recommitting to the goals of existing committees 
and project groups would enhance the efficiency of our work 
and ensure that our collective energies were aligned with our 
shared vision. Each committee and each participating mem-
ber should, as a result of this strategic planning process, have 

a clear understanding of their role in the accomplishment of 
CACCN’s objectives and be better prepared to achieve their 
respective deliverables. You will see in our upcoming commu-
nications that the board of directors has realigned our board 
portfolios in order to better support these new directives and to 
enhance opportunities for direct member engagement. In the 
next few weeks, calls for regional and local members to contrib-
ute to these new committees will be issued.   These new board 
of director committees include:

• Communications:
Chair: Renee Chauvin, Vice-President
Vice-Chair:  Kathy Bouwmeester, Director

• Finance:
Chair: Rob Mazur, Treasurer
Vice-Chair: Renee Chauvin, Vice-President
Member: Christine Halfkenny-Zellas, COO

• Member Relations:
Chair: Lara Parker, Director
Vice-Chair: Barb Fagan, Director

• National Events Committee:
Chair: Carla MacDonald, Director
Vice-Chair: Lara Parker, Director
Member: Christine Halfkenny-Zellas, COO

• Partner Relations:
Chair: Kathy Bouwmeester, Director
Vice-Chair: Rob Mazur, Director

• Professional Development:
Chair: Barbara Fagan, Director
Vice-Chair: Carla MacDonald, Director
** Karen Dryden-Palmer, CACCN President is an ex-officio 
member of all Board Committees.

I encourage you to be a part of our new direction and our 
refreshed commitment to the specialty of critical care nursing 
in Canada. Our refined strategic plan creates exciting opportu-
nities for each of us, regardless of geography, experience, 
language, practice domain or professional role. Get your full 
measure from your membership; speak up, join in and help to 
craft our association’s future and the future of the critical care 
nursing community in Canada. Together We Can.

Karen Dryden-Palmer, MN, RN
President, CACCN
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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

Correction
In the article 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), 6–18, some numbers in Table 1 were misaligned. We apologize for any 
inconvenience. The corrected table is printed in its entirety below.
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Dynamics 2016 Conference Planning 
Committee
The Dynamics 2016 conference planning committee has 
been selected, as follows:

Conference Chair: 
Ruth Trinier

Committee Members:
Barbara Fagan
Carla MacDonald
Tanya Mathews
Lindsey Smith
Karen Dryden-Palmer, Dynamics Liaison
Christine Halfkenny-Zellas, Chief Operating Officer

The committee looks forward to planning an exciting con-
ference from September 25–27, 2016, at the Delta Prince 
Edward, Charlottetown, PE. Thank you to all members who 
showed interest in the Dynamics 2016 planning committee.

Annual General Meeting  
Proxy Vote Form 2015

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

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

_______________________________________

as my proxy to attend, act, and vote on my behalf at 
the Annual General Meeting of members to be held 
Sunday, September 27, 2015, at the Dynamics of Critical 
Care Conference 2015, in Winnipeg, MB (including 
adjournments thereof).

Name: _________________________  Date:_________ 

Signature:_____________________________________

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

Please ensure delivery of the completed proxy to CACCN 
by no later than Friday, September 5, 2015, at 2359 ET:
by e-mail: caccn@caccn.ca
by fax: (519) 649-1458
by mail: Canadian Association of Critical Care Nurses 
P. O. Box #25322 
London, ON  N6C 6B1

Share your knowledge 
and critical care 
experiences…
The Canadian Journal of Critical Care Nursing is an 
international, peer-reviewed journal focusing on crit-
ical 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 pub-
lished 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.

For more information regarding The Canadian Journal of 
Critical Care Nursing, please visit “Publications” on the 
CACCN website at www.caccn.ca.

Annual General Meeting Notice
CACCN Annual General Meeting
The National Board of Directors of the Canadian Associ-
ation of Critical Care Nurses extends an invitation to the 
membership to attend the 31st Annual General Meeting. 
The Annual General Meeting of the CACCN will be held 
Sunday September 27, 2015, at the RBC Convention Cen-
tre, Winnipeg, MB, in conjunction with the Dynamics of 
Critical Care Conference 2015.
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Why consider joining the CACCN 
Board of Directors …
Tricia Bray
• Board of Director from 2008-2013 
• Western Region Representative
• Awards Director, Publications Director
• Chair CACCN Standards Committee 2009 
• 2012 Dynamics Conference Chair, Vancouver, BC 

What I gained from my work with the BOD:
First and foremost for me was the teamwork and collegiality, 
very much like working in ICU, you are never alone. Time 
spent with friends and the truly dynamic environment of 
working in a room with a group of tremendous nurses. Each 
member brought their unique experience with them: bed-
side, advanced practice, management, education and all of 
this varied experience contributed to the whole. Leadership; 
both working with leaders that I consider role models and 
the opportunity to take on leadership roles in developing 
position statements, revising practice standards, organiz-
ing conferences, working with chapters, collaborating with 
board members and bringing CACCN’s voice to interpro-
fessional research groups. Developing a national network of 
colleagues is another tremendous benefit of board member-
ship and one that I continually draw upon.

Was it a lot of work? 
There are times that are busier than others but nothing that 
can’t be managed. A rhythm of the work develops through 
the year. Other board members help out if needed, as well 
as the amazing resource that is Christine Halfkenny-Zellas! 
My colleagues were tremendously supportive, gave me help 
when I needed it and were understanding of the workload I 
was managing. Face-to-face meetings are always busy: long 
days with much to be done, but this is always balanced with 
social time and laughter, lots of laughter. 

What would you tell someone thinking of joining the 
BOD?
I had many questions: time commitment and workload and 
self-doubt “What can I bring to the board?” It is a decision 
that I have never regretted, one that I remain very glad that 
I made.

Can you do it? 
Absolutely! Focus on all things you CAN do and bring that 
to the CACCN Board of Directors and find out all the things 
you can do that you never even dreamed of!

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

CACCN is seeking interested members of the Association to 
serve as Directors on the National Board of Directors for a two-
year period:
• Eastern Region (one position open)
• Central Region (two positions open)

Criteria: Must be an Active current member of CACCN**

Director Responsibilities: 
• Attend two meetings per year (spring – three days, fall – two 

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

Term of office 
Two-year term commencing April 1, 2016, to March 31, 2018

Important Information
Nominations will close July 5, 2015 at 2359 ET

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

Please e-mail the following information to be considered 
for nomination:
Completed CACCN Nomination forms
Curriculum vitae (CV) 
Current photo (head shot in .jpg format)

Only those nomination packages completed in full, received via 
e-mail or fax by July 5, 2015 - 23:59 ET, will be considered.  
For further details, please contact National Office: Christine 
Halfkenny-Zellas, Chief Operating Officer at 519-649-5284 or 
caccn@caccn.ca

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

**Student and Affiliate Members are not eligible to sit on the Board 
of Directors.

DyNAMICS OF CRItICAl CARe 2015

Bridging the Nation with Compassion, Imagination and Innovation
September 27–29, 2015

RBC Convention Centre, Winnipeg, MB

The full colour electronic conference brochure and online registration will be available on the  
CACCN Website at www.caccn.ca by June 5, 2015
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Dynamics 2015—Oral Abstract Presentations
Development of an Interdisciplinary 
Program for early Movement of Critically 
Ill Children in the Pediatric Intensive 
Care unit (PICu) 
Kaitlin Ames, MScN, RN, Alison Hassall, BScPT, MSc, Gail 
Annich, MD, MS, FAAP, FRCP(C), Shilpa Shah, MD, MS, Craig 
Campbell, RRT, MBA, and Andrea McCormick, MScN, RN, 
Toronto, ON

Introduction: It is well documented that early movement 
of patients in adult intensive care units (ICU) is safe, reduces 
morbidity and decreases ICU length of stay (LOS) (Adler & 
Malone, 2012). For children in the pediatric intensive care unit 
(PICU) there is minimal literature demonstrating the feasibil-
ity and impact of consistent early movement. Similar to adult 
ICU patients, children in the PICU may experience prolonged 
bed rest and sedation, placing them at risk for hospital-ac-
quired morbidities, musculoskeletal weakness and in addition, 
may cause delays in reaching developmental milestones. A 
consistent approach to early movement that incorporates 
developmental considerations in the context of critical illness 
would greatly inform the rehabilitation of critically ill children.

Objectives: The purpose of this project is to critically analyze and 
synthesize the current state and factors related to early movement 
of critically ill children in the PICU and secondly, to develop, imple-
ment and test the feasibility of a comprehensive early movement 
strategy (algorithm) using an interdisciplinary team approach. 

Methods: An interdisciplinary focus group was conducted with 
frontline providers to understand the current state and perception 
of early movement of children in the PICU including the perceived 
barriers. Participants included nurses, physiotherapists, respiratory 
therapists and physicians. Using positive deviance and fishbone 
methodology, the focus group conducted a root cause analysis of 
potential reasons why PICU patients are not consistently being 
moved as soon as possible following a PICU admission.

An early movement algorithm that employs an interdisciplin-
ary team approach was developed and is being piloted in the 
PICU using the Plan-Do-Study-Act method. The algorithm 
incorporates an admission movement screening tool, struc-
tured early movement rounds, and a customizable movement 
plan based on patient readiness for movement and devel-
opmental level. Feedback will be elicited using a survey and 
condensed focus groups until a sustainable approach to early 
movement has been reached.

RBC CONVENTION CENTRE, WINNIPEG, MB

SEPTEMBER 27 TO 29, 2015

with

COMPASSION, IMAGINATION, 
INNOVATIONand

Bridging the Nation

CRItICAl CARe NuRSING ABStRACtS
Four of the strategic goals of CACCN are: 1) to provide educational opportunities for critical care nurses; 2) to optimize 
quality of critical care nursing practice; 3) to provide varied opportunities to profile critical care nursing research; and 4) 
to provide opportunities for nursing colleagues to network.

CACCN’s national conference, Dynamics of Critical Care, provides an excellent venue for accomplishing all of these.  
CACCN is pleased to be printing its 15th annual “Special Dynamics of Critical Care Issue”, which includes the abstracts 
from Dynamics of Critical Care 2015.

The following abstracts represent the concurrent session and poster abstracts being presented during Dynamics of Critical 
Care 2015 being held in Winnipeg, Manitoba, September 27–29, 2015.

It is our hope that CACCN members interested in pursuing a profiled topic will contact our national office at (519) 649-5284 
or e-mail caccn@caccn.ca to receive information regarding how to contact the author about the work.

We hope you will carefully consider the critical care nursing topics currently being investigated and discussed in various 
centres across Canada!
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Results: Quantitative data will be collected to evaluate feasi-
bility of the algorithm including time to round, frequency 
of patients assigned to each movement level and move-
ment level progressions/regressions, as well as percentage of 
patients moved according to their movement plans each day. 
Quantitative data will also be obtained from a Likert-scale 
based survey from frontline providers regarding feasibility of 
the algorithm, usefulness of the tools and perceived changes 
to their practice regarding early movement of children in the 
PICU. Qualitative data will include survey and focus-group 
open-ended questions. 

Conclusion: Evaluation of this program will hopefully guide 
resource utilization and further process development to pro-
vide an approach to early consistent movement of critically ill 
children in the PICU.

ReFeReNCeS
Adler, J., & Malone, D. (2012). Early mobilization in the intensive 

care unit: A systematic review. Cardiopulm Phys Ther J, 23(1), 
5–13.

Development of an Integrated Spinal 
Cord Injury Clinical Pathway: An 
Initiative to Care for Spinal Cord Injury 
Patients in MSNICu
Karen Bennett, BScN, RN, Jennifer Morgan, BA, RN, Elizebell 
Rooplal, BScN, RN, Maureen Anderson, BA, M.Div., dip.SHC, 
Andrea Dyrkacz, BMR (OT), BA, M.Div., Rosalie Magtoto, 
MN, RN, and Lisa Muc, BScBio-Med, MScPT, Mississauga, 
ON

When reviewing practice, a number of gaps in knowl-
edge and practice have been identified. Misidentification 
of Spinal Cord Injury (SCI) patients, particularly those 
who have sustained non-traumatic SCIs, such as patients 
with significant cervical myelopathies, primary and met-
astatic spinal tumour patients, epidural abscesses, etc. 
Patients admitted at night or on weekends may experience 
a “lag” in the initiation of services such as physiotherapy 
and occupational therapy. However, these issues have only 
been identified informally and anecdotally. The literature 

suggests strongly that development of a clear, clinical path-
way may provide an answer to some of the gaps identified. 
Currie and Harvey (1998) state that “....care pathways are 
multidisciplinary plans which predict the course of events 
in the treatment of patients with similar problems” (p. 35). 
Gray (2004) asserts that “Pathways add value”; there are 
steps to make pathways successful; we must get “buy in 
and agreement that the change is necessary” and must get 
“commitment to that change” (p. 93). Our purpose is to 
develop a SCI Clinical Pathway to improve the rate of early 
identification and effective management of patients with 
traumatic and non-traumatic SCIs, to enhance the transi-
tion of these patients from one level of care to another, and 
to reduce the length of stay in the Intensive and Acute Care 
settings. This proposal seeks to support the development of 
this Pathway by undertaking a survey of MSNICU nurses to 
better understand the factors that negatively affect this early 
identification. The information obtained in this survey will 
prove a foundation for the development of the Pathway and 
for the education of bedside nurses in the implementation of 
this Pathway.

ReFeReNCeS
Currie, L., & Harvey, G. (1998, April 15–April 21). Care pathways 

development and implementation. Nursing Standard, 12(30), 
35–38.

Gray, J. (2004). Care pathway developments—What makes the 
difference between success and failure? Journal of Integrated 
Care Pathways, 8, 93–94.

‘War Stories’ in Critical Care Nursing: 
using Intentional Storytelling to Foster 
Compassion through Imaginative 
Insight
Andrea Bodnar, MSN, BSN, BA, RN and Leigh Chapman, 
BScN, BA (Hons), BScN, RN, St. Catharines, ON

It is widely known that critical care nurses suffer compas-
sion fatigue, or secondary traumatic stress, through vicarious 
traumatization. Several authors (Charlescraft, Tartaglia, Dodd-
McCue, & Barker, 2010) have even suggested that compassion 
fatigue may affect up to 90% of critical care nurses at least 
once during their career. Interventions to address compassion 
fatigue must include education strategies designed to stimulate 
self-awareness and transcend the individual nurse. Storytelling, 
one of the oldest methods of communication, has been used 
successfully in nursing education to promote the integration 
of theory with practice (Hunter, 2008). This presentation will 
explore the potential of using intentional storytelling, par-
ticularly the sharing of critical care “war stories” as a creative 
educational strategy to promote and maintain compassion 
in the critical care setting. Intentional storytelling provides a 
reflective opportunity for critical care practitioners to delib-
erately share memorable patient experiences. It is through 
sharing that practitioners are able to achieve a more in-depth 
understanding and thoughtful recognition of the often invisible 
practice of compassion (Dewar, 2012).
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understanding Nursing Grief  
in the Critical Care unit: Creating a 
Rainbow of Caring
Colleen Breen, BScN, RN, CNCCP(C), London, ON

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

Suffering is woven into the tapestry of life. Within the fibres 
of each unique tapestry, suffering leaves jewels of hope, under-
standing, and meaning. At times, these gifts are woven so 
deeply within the fabric that years may pass before the gifts 
shine through. There are also times when suffering shreds the 
fabric, leaving ragged edges and loose threads that damage the 
material of life beyond repair.

Suffering is a complex, subjective, and multidimensional con-
cept. Many factors may impact the experience of suffering, 
creating or diminishing opportunities to find new meaning. In 
this presentation, based on lived experiences, the meaning of 
suffering will be explored. The presence of the burden and the 
gifts of suffering will be debated, with examples to support the 
discussion. Factors that influence the discovery of the gifts of 
suffering will be discussed. Participants will be encouraged to 
explore their personal and professional experiences of journey-
ing with the suffering, through reflective and creative activities. 
Conclusions about the merit of suffering as a burden and a gift 
will be summarized.
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Redefining MSICu Nurses’ Approach to 
Skin health: A Cultural transformation
Sharon Cudek, RN, Nancy Parslow, MCISc, RN, CETN(C), and 
Ingrid Daley, MScN, RN, CNCC(C), Toronto, ON

Pressure ulcers are associated with pain, suffering and an increased 
length of hospital stay. This skin health improvement project will 
change nurses’ practices through improving the identification of 
risk factors and implementation of prevention strategies. Current 
research illustrates that the maintenance of skin health requires a 
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multi-component strategy with a multidisciplinary team assist-
ing in its implementation. An influential component identifies 
that nurses’ are better equipped to implement this when provided 
with education that is appropriate to their needs at the bedside 
(JWOCN, 2012). This project will implement a multimodal 
strategy including nurse to nurse knowledge translation shifting 
practice from treatment to prevention.

Several processes will be implemented to accomplish this plan. 
Standardize the role of the wound care resource nurse with a 
change of focus from pressure ulcer assessment and manage-
ment to knowledge transfer to the frontline nurses. Educational 
sessions and information will be offered in different forums 
and a reference package will be provided to cement learned 
information. A visual tool that is colour-coded, laminated and 
displayed at each bedside, containing best practice interven-
tions and an algorithm for a new practice change to prevent 
will be created.

Monitoring will help assess the effectiveness of the project and 
meet timelines. Ongoing weekly data collection will continue 
to occur with skin health rounds. This will assist in the anal-
ysis of the project through collection of quality improvement 
indicators, the prevalence and incidents of hospital acquired 
pressure ulcers.

Reducing the pain and harm to the patient and improving the 
care provided are the ultimate goals of this initiative. This, in 
turn, will improve patient safety by preventing pressure ulcers 
and improving patient outcomes. Building proficiency in 
MSICU nurses’ knowledge on pressure ulcer assessment and 
management will positively impact patients.
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What every Critical Care Nurse Needs 
to Know: Abdominal Compartment 
Syndrome 101
Amanda Di Florio, BN, RN, CNCC(C), and Sandra Cook, BN, 
RN, CNCC(C), Montréal, QC

Intra-abdominal hypertension (IAH) and abdominal compart-
ment syndrome (ACS) have received a great deal of attention in 
the critical care domain due to its increased mortality and mor-
bidity. Intra-abdominal hypertension has a prevalence of at 
least 50% in the critically ill population and can lead to multi-or-
gan failure and death if left untreated (Lee, 2012). Negative 
consequences can affect the cardiovascular, pulmonary, renal, 
neurological and splenic functions, as well. Guidelines describ-
ing the assessment and care for IAH/ACS have only been 
developed in 2006, when the World Society of ACS was cre-
ated. Critical care nurses play a pivotal role in assessing patients 
at risk for developing IAH/ACS. Three patient populations are 
most likely to develop ACS and require decompressive laparot-
omy: post-operative trauma and general surgery patients who 
experienced near-exsanguination requiring massive transfu-
sion, and the severely septic patient requiring large quantities 
of fluid resuscitation (Luckianow et al., 2012). Critical care 
nurses also provide fundamental frontline care to complex crit-
ically ill patients. As a result, critical care nurses have the ability 
to implement and evaluate evidence-based practice interven-
tions. Monitoring for signs of ACS such as intra-abdominal 
pressure (IAP) and abdominal perfusion pressure (APP) have 
become a cost effective and useful diagnostic tool for identify-
ing complications (Hunt et al., 2014). Thorough screening and 
monitoring for IAH may improve patient outcomes. Due to 
high incidence of IAH and ACS, it has become essential for crit-
ical care nurses to regularly monitor IAP and APP. We will do 
a review of the medical and surgical management of IAH and 
ACS, such as ventilatory support, hemodynamic management 
and decompressive laparotomy. Additionally, the management 
and care of an open abdomen will be discussed, such as the use 
of sedation, pain control, ventilation, fluid and nutritional sup-
port and patient positioning. 
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Bridging the Pain Gap
Carlo Dorado, RN, Ashleigh Dunnington, RN, and Maria 
Kobylecky, MScN, RN, CNCC(C), Mississauga, ON

Pain is a common reality in the critical care setting with around 
70% of patients reporting having had experienced moderate 
to severe pain during their stay, and more than 50% reported 
pain during routine care practices (Stites, 2013). Although 
there is more research to prove its existence, despite sedation, 
pain remains under-recognized and under-treated. Inadequate 
pain management is linked to increased length of hospital stay, 
as well as producing long-lasting, physical, psychological and 
emotional distress, leading to alteration in clinical outcomes 
(Ahlers, Dick, Van der Veen, & Van Dijk, et al., 2010). There 
are many barriers to providing adequate pain management 
in the critical care environment, such as ventilators, sedation 
and presenting acuity, all resulting in the patients’ inabil-
ity to communicate effectively (Clukey, Weyant, Roberts, & 
Henderson, 2014). Currently there is no one universal assess-
ment tool being used to recognize pain in the critically ill, 
non-verbal patient (Arif-Rahu & Grap, 2010). The Critical-
Care Pain Observation Tool (CPOT) is a behavioural pain scale 
designed to assist the trained professional to the detection of 
pain in those unable to self-report. With pain being subjective 
in nature, the CPOT scoring system provides a numerical value 
based on certain behavioural/non-verbal cues. Of the available 
observational pain scales, the CPOT has shown superior reli-
ability and validity when used in nonverbal critically ill adults 
(Stites, 2013). The purpose of this presentation is to highlight 
how the use of CPOT has had an impact in pain management 
in the critical care setting. Our findings suggest that the use 
of CPOT has empowered nurses to assess pain more compre-
hensively, help decrease over-sedation and, ultimately, lead to 
improved patient outcomes. Overall, it has bridged the pain 
gap to improve patient outcomes through education and active 
participation of the multidisciplinary team.
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Procedural Pain Management in ICu and 
Beyond: It takes a village!
Danielle Dunwoody, MS, BScN, BS, RN, CNCC(C), Richard 
Bishop, BScN, IIWCC, RN, and Catherine Duffin, BScN, RN, 
Burlington, ON

It has been said that it takes a village to raise a child and in the 
critical care environment it takes a team to restore a patient. 
This presentation depicts one patient’s journey from presenta-
tion in the ER with necrotizing fasciitis, throughout their stay 
into the OR, ICU and beyond. Post-operatively, necrotizing fas-
ciitis patients require a team approach to manage their complex 
needs leading to a successful recovery. A significant component 
of patient care is the management of procedural pain for the 
extensive wound care within the confines of the ICU. Effective 
pain management is key to developing a trusting, therapeutic 
relationship with a patient and their family, as well as facilitate 
the healing process. This pain management is a challenge and 
draws upon the whole multidisciplinary team to practise com-
passionate, imaginative and innovative patient-centred care. 
Optimizing a multi-modal approach to pain relief that mini-
mizes potential risks for respiratory depression and increasing 
delirium are important to the development of the procedural 
pain care plan. Communication, autonomy and respect are key 
factors that facilitate high-quality ICU care for such a patient. 
This presentation will discuss the successes and challenges that 
presented themselves during this patient’s stay. Scope of prac-
tice and potential opportunities for critical care nursing will 
also be discussed.
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therapeutic hypothermia:  
Is it still Cool?
Norma Ferrer-Pilarta, BScN, RN, CCRN, Toronto, ON

In Canada, approximately 40,000 deaths each year are 
attributed to sudden cardiac arrest. This equates to one cardiac 
arrest every 12 minutes (Heart & Stroke Foundation, 2014). 
Cardiovascular disease remains one of the leading causes of 
mortality. Cardiac arrest is the “Abrupt cessation of cardiac 
mechanical function, which may be reversible by prompt inter-
vention, but will lead to death in its absence” (Mann, Zipes, 
Libby, & Bonow, 2015, p. 822). The survival rate for out-of-hos-
pital cardiac arrest remains low at 10-20% despite advancement 
in critical care management and intervention.

The concept of therapeutic hypothermia has revolutionized the 
advanced treatment of post-cardiac arrest patients. The history of 
hypothermia in medicine dates back to the time of Hippocrates 
(400 BC) where he packed wounded soldiers with ice and snow, 
and continues to evolve the post-resuscitation care in today’s com-
plex patients. “More than 90% of out-of-hospital cardiac arrest 
patients die before reaching the hospital” (Kozik, 2007). Those 
who survive to hospitalization have 30% ROSC, only 10% survive 
the first 24 hours and only 4% survive to discharge. Unfortunately, 
those who survive to hospitalization often develop severe neuro-
logical impairment due to cerebral ischemia and edema (Kozik, 
2007). Peberdy et al. (2010) state: “Therapeutic hypothermia and 
treatment of the underlying cause of cardiac arrest impacts sur-
vival and neurological outcomes.” Several clinical and animal 
studies have demonstrated the benefits of hypothermia in mitigat-
ing the cascade of inflammatory processes following cardiac arrest.
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Palliative care in critical care:  
Is it always there?
Frances Fothergill Bourbonnais, PhD, RN, and Angele 
Landriault, BScN, RN, Ottawa, ON

Background: Limited research has been conducted on how 
health care professionals in a community hospital (CH) per-
ceive the provision of palliative care in a critical care setting. 
One study by Penrod et al. (2012) examined performance 
measures in three intensive care units (ICUs): two ICUs from 
academic hospitals and one CH ICU and found performance 
of these processes to be inconsistent, infrequent and with site-
to-site variation.

A needs assessment (NA) was conducted exploring the differ-
ent elements that impact care of critically ill patients in a CH 
and to identify any educational and system-level gaps. This 
mixed-methods study was conducted between June 2011 and 
February 2012. Focus groups were conducted as part of the 
qualitative data collection strategies used. 

Specific focus of this presentation: This presentation will focus 
on one aspect of this larger study, namely, the needs related to pro-
viding palliative care within critical care in a community hospital. 
Results: A total of 15 nurses and four physicians participated 
in focus groups, as well as seven administrators in interviews. 
Having resources and attention to end-of-life discussions by 
the team are crucial. 

Conclusion:. There are many influences in the provision of 
palliative care within critical care in a community hospital. 
Consideration of context is essential in the development of 
educational, as well as system-level approaches.
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Growing Staff experts through the 
Clinical ladder System
Suzanne Gregory, MS, RN, CCRN-CMC, APN, and Myrna 
Young, MSC, RN, CNOR, Spotswood, NJ

Significance and background: At our hospital, the clinical 
ladder program is the gateway and the driving force to exem-
plary professional nursing practice. It provides the framework 
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and the structure for our nurses to demonstrate their commit-
ment to quality patient care, and professional growth, as well 
as promote the nursing profession. Their participation in the 
clinical ladder motivates and empowers them to get involved 
in planning, implementing and evaluating innovative health 
care programs. In their journey to climb up the clinical ladder, 
the Clinical Nurse Specialists /Clinical Nurse Educators (CNS/
CNE) guide, mentor and coach the nurses in achieving their 
goals.

Purpose: Describe the CNS/CNE role in developing bedside 
experts through mentorship and clinical ladder project devel-
opment and its impact on quality patient care.

Evaluation: The staff nurses collaborate with the CNS/CNE 
to develop unit-based or hospital-wide projects to meet their 
clinical ladder requirements. The CNS/CNE group created a 
new type of project, also known as a module, which allowed 
the staff to develop advanced clinical skills in areas such as pain 
management, care of the elderly, emergency preparedness, and 
breastfeeding techniques for postpartum women. In addition, 
staff now participates in annual competency skills validation 
for their peers and paraprofessionals.

Discussion: These projects have transformed our nurses into 
expert resources and leaders at the bedside. For example, to 
become a resource in pain management, they need to attend 
the pain university. This innovative project requires 11 hours 
of specialized education, pain committee membership and par-
ticipation in committee projects such as staff education. The 
graduates then serve as pain resource nurses at the bedside. 
The staff ’s ability to intervene at the bedside allows the nurse to 
advocate for the patient, provide education, and provide expert 
nursing care. 
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First line of Defence: Decreasing 
Medical Adhesive Related Skin  
tears in the Intensive Care unit
Sarah Haimes, BScN, RN, CNCC(C), Angela Robinson, BScN, 
RN, CNCC(C), Audrey Beaulieu, BScN, RN, Debra Johnston, 
MN, RN, CETN(C), Ingrid Daley, MScN, RN, CNCC(C), Karen 
Lesiak, BScN, RN, and Marinella Vasquez, BScN, RN, Toronto, 
ON

Skin tears are often painful, acute wounds resulting from 
trauma to the skin and are largely preventable (LeBlanc & 
Baranoski, 2011). Research estimates 1.5 million skin tears 
occur each year in institutionalized adults in the United 

States (LeBlanc & Baranoski, 2011). These wounds impact 
physiological, psychological well-being, as well as increas-
ing workload, and straining tight budgets in the intensive 
care unit (ICU). The average cost of treating a skin tear in 
an extended convalescent centre was recently reported to be 
$21.96 per patient per incident (McNichol, Lund, Rosen, & 
Gray, 2013). At present there are no best practice guidelines 
for the prevention and treatment of skin tears. There is min-
imal information to support health care professionals in the 
prevention of medical adhesive-related skin tears (MARST) 
in the critically ill patient population. ICU-specific medica-
tions, poor nutrition, impaired gas exchange, fluid overload, 
higher number of vascular access devices, tubes and drains, 
stress, and multiple comorbidities are examples of complex 
factors that place this population at higher risk of develop-
ing MARST. A quality improvement initiative was developed 
for the Medical Surgical Intensive Care Unit (MSICU) and 
Coronary Intensive Care Unit (CICU) at one of Canada’s 
largest academic tertiary care centres. This quality improve-
ment initiative highlights the knowledge gaps in preventing 
MARST among at-risk critically ill patients, accurate diagno-
sis of skin tear staging, and appropriate management strategies 
for MARST when they occur. The primary focus utilized to 
decrease MARST is through education related to prevention 
interventions. The purpose of this presentation is to explain 
how we decreased the incidence of MARST in the critical care 
setting through educational tools, weekly incidence tracking 
audits, and an evaluation of health care staff knowledge, as 
well the pilot implementation of skin tear bundle kits to crit-
ical care units.
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the Prevalence of Physical Restraint  
use in a Canadian Adult ICu
Deborah Hamilton, MSN, MTS, RN, Donald Griesdale, MD, 
MPH, Lorraine Mion, PhD, RN, FAAN, and Masoud Yousefi, 
MSc, Vancouver, BC

Critical care nurses use physical restraints as a method to 
prevent critically ill patients from attempting to disrupt inva-
sive therapeutic medical equipment. Physical restraints limit 
patient autonomy, and cause psychological and physical 
harm. How and when nurses make the decision to restrain 
is poorly understood in Canadian nursing research. This 
research study determines prevalence of physical restraint 
use in a large city teaching ICU. Risk factors that may con-
tribute to their application are identified. Prevalence rates 
help RNs become accountable for their practice, and increase 
patient safety. A prospective cohort design was used. Daily 
direct patient observation and chart review were collected for 
five weeks. Thirty ICU nurses were interviewed using open-
ended questions at the time they restrained the patient. The 
interviews were transcribed and analyzed using open coding 
technique. Seventy-two patients were included. The preva-
lence rate was 358 restraint days per 1,000 ICU days (CI=95%, 
309-414). Patients were restrained for a median of three days 
(2–3 IQR). Endotrachael tubes in situ and administration of 
any opioid and/or midazolam increased the odds of physi-
cal restraint application. RNs did not consult with physicians 
before restraining, and their primary reason for restraining 
was to protect the airway. Due to poor record keeping, agi-
tation and delirium could not be correlated with physical 
restraint use.

ICU cultural beliefs around the efficacy of physical restraints 
influence their use. Constant assessment of the patient in phys-
ical restraints and charting these assessments improves patient 
safety. Mobilization, early extubation, better pain control and 
frequent visitors to distract patients are some methods that can 
reduce physical restraint use. There may always be a need for 
physical restraints in critical care, but the goal is always to min-
imize their use.

ReFeReNCeS
Benbenbishty, J., Adam, S., & Endacott, R. (2010). Physical 

restraint use in intensive care units across Europe: The PRICE 
study.  Intensive and Critical Care Nursing, 26, 241–245.

Choi, E., & Song, M. (2003). Physical restraint use in Korean ICU. 
Journal of Clinical Nursing, 12, 651–659. 

Happ, M.B. (2000). Preventing treatment interference: The nurse’s 
role in maintaining technologic devices. Heart & Lung, 29(1), 
60–69.

Luk, E., Sneyers, B., Rose, L., Perreault, M.M., Williamson, D.R., 
Mehta, S., …. Burry, L. (2014). Predictors of physical restraint 
use in Canadian intensive care units. Critical Care, 18(2), 1–8. 
hppt://ccforum.com/content/18/2/R46. 

Registered Nurses Association of Ontario (2012). Promoting 
safety: Alternative approaches to the use of restraints. Toronto, 
ON: Author.

end-of-life Care in ICu:  
Online Support for Nurses
Brenda Hearson, MN, RN, CHPCN(C),  
and Jo-Ann Lapointe McKenzie, MN, RN,  
Canadian Virtual Hospice, Winnipeg, MB

The Canadian Virtual Hospice provides support and person-
alized information about palliative and end-of-life care to 
patients, family members, health care providers, research-
ers and educators. The CVH has been online since 2004, and 
offers evidence-based information and an e-health pioneering 
feature called Ask a Professional. Nurses have direct access to 
End of Life Health Specialists through this feature. This is a 
safe place to sort through issues related to death and dying. 
The information and support found here helps make sense in 
times of confusion, offers compassion in times of isolation, 
and reassurance in times of anxiety. There are new tools under 
development for the site that address the concerns of First 
Nations, Inuit and Métis; cultural, spiritual and religious per-
spectives of many diverse immigrant communities in Canada; 
and grief and loss support. A final tool explores methadone as 
a solution for intractable pain.
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Mixed-methods evaluation of  
the Interior health Authority’s  
high Acuity Response team
Brent Hobbs, BSN, RN, CNCC(C), Jude Kornelsen, PhD, 
and Stefan Grzybowski, MD, CCFP, MCISc, FCFP, Kelowna, BC

Introduction: The High Acuity Response Team started in 
2011, in response to a growing need for alternative models in 
transporting high acuity patients from rural settings in the 
Interior Health Authority of British Columbia, due to the fact 
that rural areas in the interior are staffed by Basic Life Support 
(BLS) ambulance paramedics, who are not skilled or equipped 
to meet the clinical needs of high acuity patients. Historically, 
this clinical gap was bridged by rural physicians and nurses. 
These “medical escorts” were required to leave their local com-
munities for a significant length of time to transfer patients to 
regional hospitals—due to the long travel time to cover expan-
sive distances, often in treacherous weather conditions. This 
resulted in rural communities losing health care capacity for 
significant periods of time. The HART model is composed of 
dedicated teams composed of a registered nurse and respiratory 
therapist. HART responds to rural health care facilities across 
the Southern Interior to support the stabilization and transfer 
of acutely ill patients to a higher level of care. It has been called 
“the Intensive Care Unit without walls.” Preliminary evalua-
tions of the project have shown it to be successful in meeting the 
transport needs of Interior Health, although some challenges 
regarding the interface with BC Ambulance Services still exist.

Purpose: To evaluate a Regional High Acuity Response Team 
approach through a mixed-methods process. 

Methods: The Interior Health Authority has commissioned a 
team of researchers from the University of British Columbia, 
Centre for Rural Health Research, to work collaboratively with 
the research team at Interior Health to conduct interviews 
with doctors, nurses and administrators involved with the 
execution of the High Acuity Response Team throughout the 
Health Authority and to conduct a chart audit to examine the 
efficacy of the program, as compared to previous transports.
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Informatics RNs as Part of the  
Critical Care team: Connecting  
Clinicians with Clinical Data to  
Support Practice in an ICu
Lynn James, MSc, BSN, BSc, RN, Karen Bruce, BSN, RN, Tracy 
Canuel, BSN, RN, Jaymi Chernoff, MSN, BSN, RN, and Crystal 
White, MSN, BSN, CCNC(C), Warfield, BC

The adoption of evidence-based practice has not kept pace with 
the explosion of health care knowledge. Access to clinical data 
is fundamental to the evaluation of current practice, and adop-
tion of evidence-based practice and, yet, access to data does not 
guarantee change. The Critical Care Network is bridging this gap 
by connecting people, practice, and clinical data. In 2012, the 
Network joined an initiative in which operational and clinical 
data are collected on every ICU patient, every day, by critical care 
informatics RNs. Then, in March 2013, the Network adopted the 
“ABCDE Bundle” as an education and practice priority.

The first component of the ABCDE bundle, “Awakening”, 
prompts the team to minimize sedation, and to titrate sedation 
to a goal. This practice is reflected in nursing documentation of 
RASS goals and scores. Informatics RNs collected RASS goals 
and scores on every ventilated patient, every day, prior to initi-
ation of the ABCDE bundle, through implementation, and data 
collection continues.

In 2012, nurses documented RASS scores and goals on 39 per 
cent of days, and did not document either a RASS goal or score 
on 37 per cent of days. These results prompted collaborative 
action between the Network, informatics RNs, local nursing 
staff, educators, administrators and physicians. Results were 
discussed at staff meetings, the sedation protocol was updated, 
and an extensive ABCDE education plan was rolled out. In 
2013, nurses documented both RASS scores and goals on 60 
per cent of patient days, and did not document a RASS goal 
or score on 22 per cent of days. Plans are underway to capture 
daily data on delirium and mobility.

We conclude that the Critical Care Network is helping clini-
cians adopt evidence-based practice by supporting practice 
initiatives and providing the means to evaluate changes. 
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Recognition and Response:  
Patient Deterioration on  
the General Ward
Linda Kennedy, MN, RN, Khalid Qushmaq, MD, Benson 
Ferreras, BN, Lungelwa Magqashele, RN, and Helen Dioquino 
RN, Riyadh, Saudi Arabia

Clinical deterioration can occur at any point during a patient’s 
hospitalization. Many patients who experience an adverse 
event show signs of deterioration during the preceding 24 
hours. Patients are more apt to be recognized before an event 
through monitoring of physiological parameters and regular 
patient assessments.

Recognizing and responding to patient deterioration on 
the ward is a complex process. Numerous factors including 
communication, leadership, workload, experience, skills, team-
work, and organizational systems and processes have been 
identified as impacting care of acutely ill patients in the general 
wards. Safety initiatives, such as rapid response systems (RRS) 
and automated alerts, have been developed to ensure a fail-
safe system for the recognition and response to deterioration. 
Early detection of deterioration and immediate response could 
either prevent an unplanned ICU admission or facilitate a more 
timely ICU admission. 

As part of a patient safety quality improvement initiative, 
the Modified Early Warning Score (MEWS) and the SBAR 
(Situation, Background, Assessment and Recommendation) 
Communication Tool were implemented in the adult general 
medical wards in a large tertiary hospital in a developing coun-
try. During the three-month project, there were 128 MEWS 
activations. The most common trigger was respiratory rate, 
followed by temperature and blood pressure. MEWS scores 
ranged from 3 to 16 with a mean of 5.86. Post-MEWS imple-
mentation, code blues decreased while ICU transfers increased. 
Implications for practice, leadership, research and education 
will be discussed.
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Focus the Flame:  
Attention on excellence
Teri Lynn Kiss, MS, MSSW, CNML, RN, Fairbanks, AK

Daniel Goleman (2013) speaks to the necessity of focus, or where 
we put our attention, as the basis for creating a reality of excel-
lence. Cognitive science provides the realm for understanding 
the basics of attention with focus in three areas: on our intuitions 
and decision making, on our connections to people in our lives, 
and on our ability to make sense of the world around us. 

In addition, Sir Ken Robinson (2009) defines ‘element’ as the 
place where the things we love to do and the things we are good 
at come together. When they converge, there is fire. The fire of 
doing our best work. That fire, our flame, is the element that 
forges the ability to integrate the three areas of focus into a 
strategy where we apply our compassion, innovation and cre-
ativity in order to, as the American Association of Critical-Care 
Nurses vision says, create a health care system driven by the 
needs of patients and families where acute and critical care 
nurses make their optimal contributions. 

The problem is that much of the time we cannot be in our 
element. We don’t have the oxygen required to fuel our fire. 
This means we need a new model that allows us the capacity 
we require to meet the challenges of a new era in health care. 
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Capacity in our ability to create, learn and apply new knowl-
edge. Capacity to change and fix broken systems instead of 
defaulting to workarounds. 

Capacity to confront our moral distress and move toward reso-
lution instead of throwing up our hands in frustration.

Fire is associated with assertiveness, passion and high ideals. 
Each of us has that internal flame. It’s what drives us to make 
our optimal contribution and our desire for excellence. Think 
of F-I-R-E as an acronym that identifies the aptitudes we must 
develop to meet tomorrow’s demands. Fearlessness, Inquiry, 
Resilience, Engagement will help us develop the capacity neces-
sary to meet tomorrow’s challenges today.
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Development of a Web-Based  
Patient Decision Aid—Decide together: 
life Support
Jennifer Kryworuchko, PhD, RN, CNCC(C), and Cherie Kapell 
Brown, BSc, BSN, RM, Saskatoon, SK

Background: A web-based patient decision aid, “Decide 
Together: Life Support”, was developed to help patients and 
family members become more actively involved in making 
decisions about the use of life support in the Intensive Care 
Unit (ICU). The generic tool was designed to promote com-
munication about life support across a wide range of diagnoses, 
prognoses and illness trajectories.

Methods: Mixed methods field testing with patients, families 
and health care professionals. 

Results: A paper-based prototype was acceptable to fam-
ilies and health professionals, balanced, understandable, 
and improved knowledge. Family members (24/25) used the 
decision aid to clarify what mattered most in the decision. 
The We Decide prototype decreased family member distress 
(from 34.25/75 to 28.04; p = 0.02). However, the paper-based 
prototype could only be shared with family members who 
were physically present and required manual data entry to 
generate the decision summary, raising concerns about fea-
sibility for use in clinical settings or in a large multi-centred 
trial. The web-based version may enhance delivery, feasibil-
ity and perhaps enhance accessibility for lower literacy or 
family members living away from the decision making con-
text; evaluation of this tool is ongoing in the medical ward 
setting.

Conclusion: The Decide Together: Life Support decision aid 
shows promise for helping patients and families to be more 
involved in decisions about life support. Integrating shared 
decision making approaches requires engagement of health 
care teams, especially nurses who support families in the deci-
sion making process. The research study will contribute to what 
is already known about overcoming challenges to involvement 
with a goal of keeping patients and families at the centre of 
decisions about their health.

Nursing Care of the Post  
Cardiac-transplant extracorporeal 
Membrane Oxygenation (eCMO) 
Patient: A Case Study
Lee Lamb, BA(Hons), RN, MHA, Crystal Jones, BN, RN, 
CNCC(C), Christina McGuigan, BScN, RN, Elizabeth Murray, 
BScN, RN, Melanie Oleskiw, BScN, RN, Kalin Payne, RN, 
CNCC(C), and Andrew Stanzel, BScN, RN, Ottawa, ON

Extracorporeal membrane oxygenation (ECMO) is a therapy 
that provides cardio-pulmonary bypass beyond the operating 
suite. ECMO can serve as a bridge to recovery (for reversible 
cardiac or pulmonary disease) or to heart and/or lung transplan-
tation (Abrams, Prager, Blinderman, Burkart, & Brodie, 2014). 
The use of ECMO has been increasing in many critical care 
units; especially noteworthy was the increased use of ECMO to 
treat Adult Respiratory Distress Syndrome (ARDS) during the  
2009 H1N1 pandemic (Hung, Vuylsteke, & Valchanov, 2012). 
The hearts and/or lungs of these critically ill patients are inca-
pable of supporting life even with the application of traditional 
mechanical ventilation and vasoactive medications. While the 
precarious condition of ECMO patients and the complexity of 
ECMO technology present challenges to all the members of the 
multidisciplinary critical care team, this case study will focus 
in particular on the nursing considerations and best practices 
in caring for these patients. The case to be reviewed is excep-
tional because the patient received ECMO therapy immediately 
after cardiac transplantation. This case study will illustrate the 
general nursing responsibilities and interventions necessary in 
caring for such patients, and will also review the challenges that 
arose in this specific case, including hemodynamic instability, 
tissue damage, bleeding and multi-organ dysfunction. The pre-
sentation will conclude with a discussion of inclusion criteria 
and the ethical implications of ECMO therapy.
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you Give Me Fever! Removing the 
Mystery of Malignant hyperthermia
Lesley LaPierre, NP, MN, CNCC(C), and Eugene Mondor, MN, 
RN, CNCC(C), Edmonton, AB

Malignant hyperthermia is a rare, but potentially fatal meta-
bolic syndrome that most often occurs suddenly and without 
warning. Yet, the relative infrequency with which it occurs in 
Canadian hospitals requires that all members of the health 
care team be knowledgeable about this condition and able to 
implement immediate treatment when it occurs. The purpose 
of this presentation is to identify and describe the physiolog-
ical basis of malignant hyperthermia and role of the critical 
care team in management and care of the patient with this rare, 
but potentially life-threatening condition. Exposure to specific 
pharmacological agents can trigger a crisis, disrupting nor-
mal calcium homeostasis in skeletal muscle. Common triggers 
amongst the adult critical care population include depolarizing 
muscle relaxants and inhalation anesthetic agents. A number 
of specific clinical signs, evident during a malignant hyper-
thermic episode, characterize patient presentation. Rapid 
identification of the condition when it occurs, and subsequent 
immediate intervention, are vital to prevent complications or 
death. Management of the adult patient in critical care with 
malignant hyperthermia, and the role of the critical care nurse, 
emphasizing the administration of Dantrolene and the impor-
tance of early, aggressive cooling, will be highlighted. Other 
associated care, including hemodynamic stability, monitoring 
core temperature, and avoidance of potential complications, 

will be addressed. Given the complexity of critically ill patients 
and multiple aetiologies that may present with elevated tem-
perature, critical care nurses must be cognizant of malignant 
hyperthermia as a potential cause of fever in intensive care 
patients. A case study will be used to highlight evidenced-based 
practice to guide the critical care nurse to identify, assess and 
provide interventions to patients presenting with malignant 
hyperthermia.
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Acute upper Gastrointestinal Bleeding:  
We’ve Got a Gusher
Lesley LaPierre, NP, MN, CNCC(C), Edmonton, AB

Acute upper gastrointestinal bleeding is a severe form of gas-
trointestinal bleeding with mortality rates of 15–20% and 
often patients require admission to an intensive care unit. 
The purpose of this presentation is to identify and describe 
the pathophysiology of acute upper gastrointestinal bleeding, 
including variceal and non variceal bleeding, and role of the 
critical care team in management and care of upper gastroin-
testinal hemorrhage. Early resuscitative interventions include 
airway management and stabilization of hemodynamics, with 
ongoing assessments for evidence of hypoperfusion and end 
organ failure. Multiple interventions are occurring simultane-
ously to treat aggressive gastrointestinal hemorrhage including 
administration of blood products and pharmacologic agents 
such as proton pump inhibitors, vasoactive medications and 
antimicrobials. Early interventional therapies include endos-
copy, arterial embolization and possible surgical interventions. 
While esophagogastric tubes are less commonly used, they 
continue to have a role in acute gastrointestinal bleeding 
management. A case study will be used to feature the evi-
dence-based management of acute upper gastrointestinal 
bleeding, and enhance critical care nurses’ understanding of 
clinical assessment, transfusion triggers, treatments and resus-
citation goals.
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A Square Peg into a Round hole: 
Creating a Neonatal and Pediatric 
Nursing education Stream within an 
existing Adult Framework
Susan Launder, BScN, RN, CNCC(C), and Karen Bodnaryk, 
BN, RN, Winnipeg, MB

Background: Our previous Neonatal and Pediatric Critical 
Care Program closed in 2001 and, as a result, no neonatal and 
pediatric education existed. A well established adult critical 
care program was in place. Supportive administration advo-
cated for inclusion in the existing program. 

Objective: To create a neonatal and pediatric stream within the 
existing adult program. 

Description: Eight weeks of joint critical care theory followed 
by one week of neonatal and pediatric theory. Critical care 
skills lab three times a week. Six week clinical rotation in NICU 
and PICU. Two days of specialized education provided prior to 
10-week clinical placement in either unit. Students paid full-
time wages in exchange for return of service. 

Resources: Adult critical care educators dedicated to the pro-
gram deliver core theory. One nurse educator from each of 
NICU and PICU facilitate lab sessions, support students and 
provide supplemental theory and the week of neonatal and 
pediatric theory. During clinical rotation the educators select 
individualized patient assignment, and preceptors, while pres-
ent in units to support and facilitate learning experiences. They 
also lead daily post conference and provide feedback on daily 
written assignments. During clinical placement nurse educa-
tors monitor student’s experiences and provide feedback on 
written assignments. 

Challenges: Nurse Educators challenged to manage increased 
workload with existing resources. Meeting learning needs of 
neonatal and pediatric students within an adult focused frame-
work. Tailoring experiences for students with a variety of 
previous knowledge and experience. 

Results: Evaluations from students positive. Ten classes run, 55 
graduates, currently 84 percent retention in critical care over 
the past 5 years. Conclusion: Specialized education is import-
ant to prepare nurses to work in neonatal and pediatric critical 
care. Graduates come away with an ability to use critical think-
ing and actively participate within the interdisciplinary team.
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Development of Crisis Resource 
Management Skills using high-Fidelity 
Simulation education: A Review of 
Current literature
Amanda Lucas, RN, Winnipeg, MB

High-fidelity simulation (HFS) technology has become an 
increasingly popular method of teaching and learning founda-
tional nursing skills. As an innovative and imaginative approach 
to nursing education, there are many opportunities to teach a 
variety of learning outcomes including acquisition of the crisis 
resource management skills of problem solving, resource utili-
zation, situational awareness, communication, and leadership. 
Though widely used among the health professions, HFS’s effec-
tiveness in teaching these skills is largely unknown. In order to 
address this knowledge gap, a review of current literature was con-
ducted to answer the following question: what evidence is there to 
demonstrate the effectiveness of high-fidelity simulation-based 
learning programs on health care professionals’ acquisition of 
crisis resource management skills? Twenty studies from multi-
ple disciplines, including specialty areas like critical care, were 
included in the review. These used a variety of methods, sample 
populations, educational interventions, and evaluative measures. 
As would be expected with this level of variation, there was a wide 
range of results reported within the different studies. Based on this 
small number of studies, this literature review found that high-fi-
delity simulation-based learning programs may be effective in 
teaching crisis resource management skills. This is particularly 
salient for critical care nurses since they play a prominent role in 
crisis response in most hospital settings. More research is needed 
in the development of ideal formats and evaluation methods of 
translated educational outcomes in order to determine the full 
potential of this innovative technology.
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Pins, Plates, Pulleys and Screws:  
the Orthopedic Patient in Critical Care
Eugene Mondor, MN, BScN, RN, CNCC(C), Edmonton, AB

Orthopedic injuries, whether they occur as a result of trauma, 
falls, or are sports-related, are becoming an all-too-common 
everyday occurrence for emergency and critical care nurses. 
This presentation aims to enhance assessment and management 
skills of critical care nurses who may be unfamiliar with the ter-
minology, types of injuries and limitations in movement, nursing 
care, or complications that may arise due to orthopaedic injury. 
Key content concepts covered in this session include a review of 
the anatomy of bone, analysis of a fracture, and phases of bone 
healing. Commonly encountered orthopedic injuries, with a 
focus on spine and neck trauma, fractures of the ribs, hip and 
pelvis, are highlighted. The role of damage control orthopedics 
for polytrauma patients is explained. Potential complications 
arising as a direct result of injury to the musculoskeletal sys-
tem, including non-union, pulmonary and fat embolism, deep 
vein thrombosis, compartment syndrome, and infection, are 
discussed. Whether attributable to age-related degenerative 
changes or traumatic injury, critical care nurses require current, 
up-to-date knowledge regarding the assessment, medical, sur-
gical, and most importantly, nursing management and care of 
orthopedic patients in the intensive care unit.
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So What’s eating you?  
Necrotizing Fasciitis!
Eugene Mondor, MN, RN, CNCC(C), Edmonton, AB

The appearance of this devastating soft tissue infection not 
only disrupts functioning of the largest organ system in the 
human body, but it also predisposes susceptible individuals 
to numerous potential complications. This session provides 
an in-depth examination of Necrotizing Fasciitis, including 
the pathophysiology, epidemiology, and known risk factors 
for this unique condition. A review of organisms most likely 
to cause Necrotizing Fasciitis, with an emphasis on Group A 
Beta Hemolytic Streptococcus (GAS) is discussed. The ability 
to recognize pertinent signs and symptoms that differentiate 
Necrotizing Fasciitis from other soft tissue infections, the neces-
sity and urgency of early surgical consultation and the rationale 
for repeated debridement is emphasized. Most importantly, this 
session highlights the role of the critical care nurse during the 
patient’s post-operative experience, including the early admin-
istration of broad spectrum antibiotics, analgesia and sedation, 
wound care (including vacuum-assisted devices), prevention of 
infection, debridement and skin grafting, and preventing com-
plications (renal failure and septic shock). This session will assist 
with the application of knowledge to clinical practice through 
a case study and audience discussion, thereby facilitating and 
promoting evidence-based best practice amongst critical care 
nurses caring for patients with Necrotizing Fasciitis.
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What you Need to Know About  
Acute Respiratory Failure and 
Mechanical Ventilation
Eugene Mondor, MN, RN, CNCC(C), Edmonton, AB

Research suggests that 40 to 60 per cent of all adult patients 
admitted to critical care meet criteria for some degree of Acute 
Respiratory Failure. More recently, several unusual forms of 
respiratory insufficiency and failure have appeared on a global 
scale, causing both uncertainty and uneasiness amongst the 
public and health care professionals. Critical care nurses are at 
the forefront of caring for patients with unfamiliar presentations 
of acute respiratory failure. In addition, nurses must have a solid 
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understanding of mechanical ventilation and various respiratory 
strategies and adjuncts. At the same time, the critical care nurse 
must be able to integrate and apply this knowledge at the bedside 
of critically ill patients and evaluate their response to various 
treatment options. Key concepts in this presentation include a 
brief, but focused review of the anatomy and physiology of the 
respiratory system, the Berlin definition of Acute Respiratory 
Distress Syndrome (ARDS), and the pathophysiology, epidemi-
ology, and distinguishing characteristics of H1N1, H5N1, and 
Middle East Respiratory Syndrome (MERS), all of which may 
lead to ARDS. Options for patients, including pressure regu-
lated volume control (PRVC), airway pressure release ventilation 
(APRV), high frequency oscillatory ventilation (HFOV), posi-
tive end expiratory pressure (PEEP), low tidal volume, proning, 
selected pharmacological interventions and extracorporeal 
membrane oxygenation (ECMO) are emphasized. Interactive 
case scenarios, identifying critical aspects of respiratory and 
patient care management for ARDS patients, are provided 
to engage the audience and facilitate application of the most 
up-to-date, evidence-based knowledge to Critical Care clinical 
practice. Enhancing the knowledge of critical care registered 
nurses will ultimately increase information sharing amongst 
health care professionals and foster excellence in patient care.
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Patient and Family Centred Care During 
end of life in the Adult ICu. the three 
Cs: Compassion, Communication, 
Collaboration
Lara Parker, MSN, RN, CNCC(C), Port Moody, BC

The palliation of a patient in critical care has many descrip-
tors: end-of-life care, cessation of medical care, withdrawal of 
life-sustaining measures, and comfort care. Whatever the cho-
sen label, the results are the same—the transition of the patient 
from life to death. Nurses in critical care have a ‘front row seat’ 
to bear witness to this patient and family journey and it is our 
privilege to be present, to facilitate, advise and, ultimately, pro-
vide a ‘good death’. End-of-life care is not only for the patient, 
but also encompasses the family. Providing family-centred care 
is a necessity, knowing the families are in crisis (Davidson, 

2009) and can be diagnosed with post-intensive care syn-
drome-family (PICS-F). Imagine what further occurs for the 
family during end-of-life care.

The three Cs of compassion, communication and collabora-
tion are foundational to providing a ‘good death’, integrating 
patient and family-centred care entwining the patient, nurse 
and family. The complexity and challenges of a ‘good death’ are 
formidable and the art of ending life in critical care while pro-
viding family-centred care in the presence of such advanced 
lifesaving equipment is an art rarely taught and usually learned 
through experience. Kirchhoff and Kowalkowski (2010) have 
concluded that critical care nurses need to be formally trained 
in the withdrawal of life-sustaining treatments.

This presentation will engagingly present the role of compas-
sion, communication and collaboration on a ‘good death’ for 
patient and family. Specifically, exploring how we can bet-
ter prepare new critical care nurses with informed education 
on end-of-life care including family-centred care. Secondly, 
explore key aspects that families need during this journey 
towards end of life. For example, how does a family explain a 
‘good death’?
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Septic Acute Kidney Injury  
in the Intensive Care unit:  
A Review for Clinicians
Jaime Pentland, BScN, RN, Kennedy Cox, BN Student, Karen 
L. Then, PhD, CCN(C), ACNP, and James A. Rankin, PhD, NP, 
Calgary, AB

In Canada (with the exception of Quebec), there were more 
than 30,000 hospitalizations due to sepsis in 2008/09 and more 
than 9,000 patients with sepsis died in hospital. Of this popula-
tion, 45.1% of all sepsis patients were in the intensive care unit 
(ICU). Among patients with severe sepsis, 62.6% (n = 12,063), 
the respiratory system was the most commonly affected, fol-
lowed by the renal and cardiovascular systems (CIHI, 2009). 
In a retrospective interrogation of prospectively collected data 
of 57 ICUs in Australia, a total of 120,123 patients were admit-
ted to the ICU from January 1, 2000, to December 31, 2005. Of 
those admitted, 22,275 had a sepsis-related diagnosis (27.8%), 
and among these patients 42.1% (n= 14,039) had associated 
acute kidney injury (AKI) (Bagshaw et al., 2008).

Sepsis is the consequence of two mechanisms: host response and 
pathogen characteristics, which influence the direction and extent 
of the disease pattern. In the absence of other causes of AKI, septic 
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acute kidney injury (SAKI) is defined by the concurrent presence 
of the AKI criteria and the consensus criteria for sepsis.

Given the frequency of occurrence of SAKI in critical care envi-
ronments, it is essential for professional registered critical care 
nurses to have a concrete understanding of the unique entity 
of septic acute kidney injury. It is important for critical care 
RNs to have knowledge of etiology, pathogenesis, evaluation 
and treatment, as well as the impact SAKI has on patients and 
their families. The authors will present definitions of sepsis and 
SAKI and their pathogenesis. In addition, the current manage-
ment strategies, based on the most recent research and practice 
guidelines, will be discussed.
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exploring the Predictors of Intent to 
leave in Critical Care Nurses: What 
Nursing leaders Need to Know
Jo-Ann V Sawatzky, PhD, RN, Carol Enns, MN, RN, and Carol 
Legare, MN, RN, Winnipeg, MB

The shortage of critical care nurses is reaching crisis proportions 
in Canada and throughout the industrialized world. This short-
age affects every aspect of healthcare delivery. The availability 
of critical care nurses is threatened by a changing demographic 
and the physical and emotional stressors associated with this 
work environment. To date, intent to leave research has focused 

on the general nursing population. However, there is a pau-
city of published research on turnover intention in critical care 
nurses. Identifying the key factors that affect intent to leave is 
central to developing optimal retention strategies for nurses 
working in critical care. Therefore, the purpose of our study was 
to explore the predictors of intent to leave in critical care nurses. 
As part of a larger mixed-methods study, we collected online 
survey data from a convenience sample of registered nurses 
working in critical care areas in the province of Manitoba. 
Of the 188 respondents, 24 per cent reported that they would 
probably/definitely leave critical care within the next year. 
Based on bivariate and regression analyses, the key personal 
and organizational factors that were significantly related to 
intent to leave critical care included issues within the catego-
ries of: professional practice, management, physician/nurse 
collaboration, nurse competence, autonomy, staffing resources, 
positive scheduling environment, and control/responsibility, 
in particular. Job satisfaction, engagement, compassion satis-
faction and burnout were also convincing predictors of intent 
to leave critical care and nursing overall. This study highlights 
the importance of developing compassionate, imaginative, and 
innovative strategies for retention that include addressing man-
agement issues, providing ongoing professional development, 
and developing organizational structures to empower critical 
care nurses. These strategies will ultimately have a favourable 
impact on economic, patient, and nursing outcomes.
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high-dose insulin therapy in beta-
blocker and calcium channel-blocker 
poisoning
Tom Scullard, MSN, RN, CCRN, Farmington, MN

Calcium-channel blocker and beta-blocker overdoses are 
typically the result of a suicide attempt, unintentional inges-
tion, medication error such as double dosing, or interaction 
with another drug. Due to cardiovascular toxicity, including 
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profound hypotension and conduction disturbances, the mor-
bidity and mortality rates associated with overdoses are high. The 
presentation and treatment of the patient with a calcium chan-
nel blocker or beta-blocker overdose is similar. Characteristic 
features seen in calcium channel blocker and beta-blocker over-
dose are hypotension, bradycardia, decreased systemic vascular 
resistance, and cardiogenic shock. Unfortunately, patients are 
often refractory to standard resuscitation measures. In addition 
to supportive care, initial interventions include fluids, calcium, 
glucagon, atropine, catecholamines, inotropes, and vasopres-
sors. These interventions may not improve hemodynamic 
parameters enough to guarantee survival of the severely intoxi-
cated patient. Recent experimental data and clinical experience 
suggest that high-dose insulin therapy is effective in restoring 
hemodynamic stability. This presentation will review the initial 
supportive care of the overdosed patient. The pathophysiology 
of beta-blockers and calcium channel blockers and the physi-
ologic changes associated with an overdose will be discussed. 
The pathophysiology and effects of high dose insulin will be 
examined. A case study will be used to demonstrate the use of 
high-dose insulin therapy and nursing management.
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Resource Manual for Critical Care 
Nurses Caring for Culturally Diverse 
Families involved in the Organ and 
tissue Donation Process
Wendy Sherry, MN, RN, Beaconsfield, QC

Nurses working in critical care areas are frequently challenged 
with caring for families throughout the organ and tissue dona-
tion (OTD) process. Many of these families come from diverse 
cultural backgrounds (Statistics Canada, 2013, 2014). In 2010, 
the Expert Panel on Global Nursing created a set of univer-
sal transcultural nursing standards that could be translated 
into practice. Drawing on these standards, Leininger’s (1988) 
Theory of Culture Care Diversity and Universality, and discus-
sions with members of key ethnocultural communities, nurses, 
and expert clinicians in the field of OTD, a nursing resource 
manual for critical care nurses caring for culturally diverse 
families involved in the OTD process, was created in partial 
fulfillment of a graduate degree in Nursing (Sherry, 2014).
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Moral Distress: A Personal  
Journey to Recovery
Ruth Trinier, BScN, RN, CNCCP(C), and Lori Liske, BScN, RN, 
Toronto, ON

In 1984, Jameton (p. 6) described moral distress as “when 
one knows the right thing to do, but institutional constraints 
make it nearly impossible to pursue the right course of action”. 
Situations can threaten personal moral integrity if there is a 
conscious perception of being unable to act in a manner that 
is thought to be ethically correct. Moral distress has been rec-
ognized as a significant problem for nurses working in critical 
care, where complex patients experience life-threatening cri-
ses amidst the use of advanced technology. Perceived futility 
of care, challenges related to understaffing, and inabilities to 
provide pain relief have all been identified, however, causes of 
moral distress and the experience of physical and emotional 
manifestations vary among individual health care providers. 
It has been suggested that the frequency of situations causing 
moral distress in this environment will increase as technology 
continues to advance, and the population ages. Individuals 
are often reluctant to speak openly about feelings of dis-
tress, and they frequently consider leaving the profession, or 
the environment where the incident occurred if the threat to 
their integrity is not adequately resolved. Studies of the criti-
cal care environment that have identified causes, indications, 
and potential strategies can provide guidance for limiting the 
deleterious effects of moral distress. However, health care evi-
dence is frequently thought of and discussed in a theoretical 
sense, despite its purpose to identify and guide best practice. 
This presentation will discuss moral distress and moral cour-
age and both personal and institutional interventions that have 
been identified. It will “tell the story” of a journey of discovery 
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of the personal meaning of the literature in preserving moral 
integrity in the face of moral distress. It will tell the story of the 
potential for positive outcome from integrating research into 
practice.
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Nursing Workload and Patient Care 
error: An Observational Study
Ruth Trinier, BScN, RN, CNCCP(C), Toronto, ON

Background: Patient care error, a leading cause of death and 
disability in the critical care setting, contributes to suffering of 
the patient and family; can precipitate an emotional crisis for 
the health care staff involved; and creates an increased finan-
cial burden to the health care system. Critical care nurses have 
reported a perception that increased nursing workload contrib-
utes to circumstances that lead to negative patient outcomes. 
Previous studies of this relationship have been inconclusive as 
measurement of both nursing workload and patient outcomes 
has been variable. Few studies have used a direct observation 
method of error detection or a comprehensive recording of 
complications of care.

Objective: This observational study used a correlational design 
to examine the relationship between the variables of nursing 
workload and patient care error.

Method: A subset of data from a larger study using direct 
observation strategies recorded the presence or absence of 
13 complications of care of all patients admitted to a critical 
care unit over a period of five months. Corresponding nurs-
ing workload scores for each patient were collected from data 
entered directly by the patient’s nurse. The nursing workload 
score quantified physical and emotional care of the patient 
including underlying cognitive activities and indirect care 
(telephone calls, documentation, supplies, patient transfer, 
admission preparation).

Findings: 2,116 total patient days, representing 3,841 nursing 
shifts were observed during the study period. Of these days, the 
presence of a complication of care was recorded on 496 days 
(23.44%). On several occasions more than one complication 
was recorded with the total number of identified complications 
of care totalling 600.

Implications: This presentation will review the results of this 
study in an effort to advance understanding of the relationship 
between nursing workload and patient care error.
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Intensive Care Nurses’ experiences of 
Providing Critical Care North of 60: A 
Pilot Study
Brandi Vanderspank-Wright, PhD, RN, CNCC(C), Ottawa, ON

Background: Previous research has described the experiences 
of nurses providing care to patients and families in vari-
ous contexts specific to critical care (for example, end-of-life 
care). However, from a broader Canadian perspective, limited 
research has been done specific to the experiences of nurses 
in Canada who provide critical care north of the 60th parallel 
(Yukon, Northwest Territories, and Nunavut).

There is a growing body of knowledge specific to remote, rural 
and northern nursing practice in Canada. Andrews, Morgan 
and Stewart (2010) have identified that often “[n]orthern nurs-
ing is commonly associated with expanded ‘generalist’ practice 
roles and function” (p. 57). Andrews et al., citing Krieg, Martz 
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and McCallum (2007), also added that “the role of the northern 
RN was found to entail more expanded practice skills” and that 
previous experience in acute care was essential (p. 59).

Themes related to rural and northern contexts have been 
identified in the literature including professional isola-
tion, less-structured practice roles, and increased autonomy 
(Andrews, Morgan & Stewart, 2010). Additionally, the avail-
ability of resources including human resources, have been 
identified as challenges related to northern nursing practice 
(MacLeod, Kulig, Stewart, Pitblado & Knock, 2004). Therefore, 
as a starting point, the aim of this pilot study was to gain insight 
into the experiences of nurses providing critical care to patients 
and families in locations north of 60.

Study design: This study incorporated a hermeneutic phe-
nomenological approach using interpretive phenomenological 
analysis (Smith & Osborn, 2003). Interviews were conducted 
with critical care nurses who have provided care for patients 
and families within a critical care environment north of the 
60th parallel. Findings of this pilot study will be discussed 
using themes of nursing experience in general, as well as the 
rewards and challenges of working within this context of crit-
ical care.
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A lesson from Sisyphus:  
Recognizing Challenges, Implementing 
a Novel Role and using Simple Data to 
effect Positive Change
Karen Webb-Anderson, MN, BSc, RN, CCN(C), Marlene Ash, 
RN, Patricia Daley, RN, Pam Hughes, RN, CNCC(C), Elinor 
Kelly, BsN, BA, RN, Sarah M. McMullen, MD, MSc, FRCPC, 
and Dawnelda Murray, MBA, RN, Halifax, NS

In ancient Greek mythology, Sisyphus, founder and King of 
Corinth, was condemned to an afterlife of eternally trying to 
roll a rock up a mountain, only to have it roll back down every 
time—there was no greater punishment than futile labour. 
Trying to make and sustain positive changes in health care, we 
often channel and empathize with Sisyphus. The purpose of 
this presentation is to share some of our experiences of rolling 
that large rock uphill.

The managers of two critical care units, along with the Medical 
Director of Quality and members of the Quality Team, rec-
ognized the importance of ensuring we continue to adopt 
evidence-based practices to optimize patient care and health 
outcomes. Further, they recognized that in our current paper-
based world of documentation, there is limited comprehensive 
information on which to base decisions. Additionally, in a 
reality of ongoing structural changes, time and budgetary con-
straints, it was increasingly difficult to sustain a focus on quality 
within current managerial roles. Together with the Health 
Services Director, they identified resources to make quality a 
priority by hiring a Quality Leader to be shared between the 
two units. Although early in the role, we are already beginning 
to see that simple local data, combined with an understanding 
of the facilitators and barriers to quality care, and a commit-
ment to engagement can move us in a positive direction. We 
present an example how using simple data related to delirium 
is helping to shift our focus from short-term, immediate criti-
cal care needs to long-term physical and cognitive recovery. We 
are adopting a synergistic approach, linking with other simulta-
neous best practice work. Early successes include a remarkable 
commitment of nurses to daily data collection in order to elu-
cidate our units’ delirium incidence; increased discussion of 
delirium each day on patient rounds; the implementation of an 
early mobility project; and a budding focus on sleep in the ICU. 
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Pass the Salt: An Innovative  
look at Cerebral Salt Wasting  
Syndrome in the Adult traumatic  
Brain Injury Population
Mat Wenger, BScN, BSc, RN, CNCC(C), Ottawa, ON

Salt wasting in the adult traumatic brain injury patient pop-
ulation can pose as a significant secondary complication and 
requires early diagnosis, vigilant assessment and accurate 
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management. Hyponatremia is a hallmark characteristic of 
both cerebral salt wasting and the syndrome of inappropri-
ate antidiuretic hormone. Risks associated with hyponatremia 
may include headache, nausea, lethargy, decreased level of con-
sciousness and seizures. Post brain injury, current literature 
on cerebral salt wasting suggests that the pathogenesis might 
result from a loss of sympathetic input to the kidney with the 
presence of circulating natriuretic peptides versus elevated 
levels of circulating antidiuretic hormone of the same named 
syndrome.

Differentiating between the two involves assessment of key fac-
tors such as kidney function, urine osmolality, urine sodium 
concentration and patient volume status. This presentation 
will be supported by recent literature on cerebral salt wasting 
and describe the pathophysiology of natriuresis, the type of 
neurological patients the syndrome affects, assessment of clin-
ical findings, and treatment options. With these concepts the 
participant will be able to distinguish the difference between 
cerebral salt wasting and the syndrome of inappropriate antid-
iurectic hormone. The goal is to prepare bedside practitioners 
with the knowledge and skills to recognize these hyponatremic 
syndromes in our neurological patient population and facilitate 
positive patient outcomes.

ReFeReNCeS
Bajwa, S.J., & Haldar, R. (2014). Endocrinological disorders 

affecting neurosurgical patients: An intensivist’s perspective. 
Indian Journal of Endocrinology and Metabolism, 18(6), 778–783.

John, C., & Day, M. (2012). Central neurogenic diabetes insipidus, 
syndrome of inappropriate secretion of antidiuretic hormone, 
and cerebral salt-wasting syndrome in traumatic brain injury. 
Critical Care Nurse, 32(2), E1–8.

Kim, D., & Joo, K. (2009). Hyponatremia in patients with neurologic 
disorders. Electrolytes & Blood Pressure, 7(2), 51–57.

Kirkman, M.A. (2014). Managing hyponatremia in neurosurgical 
patients. Minerva Endocrinologica, 39(1), 13–26.

Yee, A., Burns, J., & Wijdicks, E. (2010). Cerebral salt wasting: 
Pathophysiology, diagnosis, and treatment. Neurosurgery Clinics 
of North America, 21, 339–352.

It’s Alarming! Clinical Alarm  
Reduction in the ICu
Anita White, MSN, APRN, ACNS-BC, CCRN, Cleveland, OH

Most clinical alarms are non-actionable and lead to alarm 
fatigue (Cvach, 2012; Feder & Funk, 2013; Gorges, Markewitz, 
& Westenskow, 2009; Graham & Cvach, 2010; Sendelbach & 
Funk, 2013). The ICU Alarm Management Task Force formed 
to standardize alarm default settings and decrease alarm fatigue 
in accordance with the Sentinel Event Alert, 2013. Heart fail-
ure ICU (HFICU), coronary ICU (CICU), vascular ICU 
(VICU), cardio thoracic ICU (CTICU), medical ICU (MICU), 
surgical ICU (SICU), and neuro ICU (NICU) were reviewed 
for current settings and standard vital sign high/low alarm 
limit ranges. We believed that different ICU populations would 
have varied vital sign ranges and norms. A database was used 
to obtain heart rate (HR), SpO2, and respiratory rate (RR) data 
in each of the ICUs. Criteria included the following: patient age 
>=18 years, all ICU system-wide, validated data from an elec-
tronic database January to October 2013. Observational data 
of HR datapoint totals were 145,527; for SpO2 82,938; and for 
RR 123,270. HR data for each unit showed similarities between 
ICU populations. Agreement was achieved to standardize 
SpO2 and HR high and low settings across our ICUs. The heart 
rate alarm was turned off for the SpO2 alarm. The total change 
for all ICUs occurred from May to August of 2014. Pre-post 
alarm frequency data showed decrease in alarm frequency in 
all units but two. The difference in the pre/post grand means 
for each unit shows: G50/51 MICU 31%↑; G60/61/62 MICU 
36%↓; SICU 4.8%↓; neuro ICU G20 28%↑; neuro ICU H20 
24%↓; CICU/HFICU/CARU 8.9%↓; J5s CVICU .04%↓; J6s 
CVICU, vascular ICU 93%↑. Pre-post patient satisfaction data 
for quiet at night per area mirrored alarm frequency results. 
Analysis of health care staff fatigue, how changes in alarm set-
tings affect number of alarms triggered and quiet at night affect 
warrant further study. These findings are being used to begin 
the next phase of standardization of alarm default settings 
across ICUs.
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Dynamics 2015—Poster Abstract Presentations 
use of Peer Interviews to examine 
Critical Care Nurses’ Need for  
Guidance in Addressing Spirituality in 
Critically Ill Patients
Christina Canfield, MSN, RN, ACNS-BC, Debi Taylor Sutter, 
RN, Kimberly Nagy, RN, Claire Strauser, BSN, RN, CCRN, 
NE-BC, Karen VanKerkhove, BSN, RN, Stephanie Wills, BSN, 
RN, and Patricia Sawicki, RN, Cleveland, OH

A review of literature reveals no universally accepted definition 
for the term spirituality. This study sought to identify individ-
ual critical care nurses’ definition of spirituality, their comfort 
in providing spiritual care, and their perceived need for educa-
tion. Additionally, the researchers sought to develop a working 
definition of spirituality in health care to guide nursing prac-
tice. A qualitative research design that incorporated peer 
interviews was utilized to meet the specific aims of the study.

Peer interviews were conducted by two novice researchers after 
coaching from an experienced research mentor. A purpose-
ful cross-section of 30 registered nurses who worked as direct 
caregivers in a 25-bed medical intensive care unit were selected 
and consented to participate in the interviews.

This study revealed that nurses generally feel comfortable pro-
viding spiritual care to critically ill patients, but expressed a 
need for further education about multicultural considerations. 
Nurses expressed that spirituality and religion are not mutually 
exclusive concepts, but also did not feel individuals need to be 
religious to be spiritual. They felt a need for spiritual support 
at the end of life and requested assistance with initiating dis-
cussions about spirituality. A working definition for spirituality 
in health care was developed through analysis of transcribed 
interviews.
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Assessing Responsiveness of Critical 
Care Nurses to telemedicine
Christina Canfield, MSN, RN, ACNS-BC, Lara Jehi, MD, 
Chiedozie Udeh, MD, Tarik Hanane, MD, Jorge Guzman, MD, 
Bo Hu, PhD, and John Tote, MSN, RN, CCRN, Cleveland, OH

Nearly 11% of patients in intensive care units (ICUs) in the 
U.S. are monitored via telemedicine. While the goals of each 
program vary, most aim to provide early intervention for phys-
iologic decline while also providing support to the bedside 
caregiver. A recent quality improvement study sought to assess 
nurses’ perceptions of a home-grown telemedicine program 
piloted in three ICUs at a large health system. Risk predictive 
modeling technology is used in an “Operations Center” staffed 
by two critical-care registered nurses and an intensive care phy-
sician during the hours of 1900 to 0700, seven days a week.

Nurses were queried via anonymous electronic survey before 
and then six months after implementation. Eighty-two RNs com-
pleted the pre-survey and 38 RNs completed the post-survey. 
Data were analyzed using t-test or Chi-squared test, as appro-
priate. The proportion of nurses who “strongly agreed” with 
an improvement in clinical support provided by telemedicine 
improved from 29.3% in the pre-survey to 51.5% in the post-sur-
vey (p-value= 0.027), while the perception of availability of 
information to facilitate early intervention also improved from 
42.1% to 57.6% (p= 0.137). After adjusting for years of experience 
and perceptions of being among the first among peers to adopt 
technology, the former correlation lost its statistical significance 
(adjusted p=0.096). The trend remained in the same direction. 
Prior knowledge of telemedicine positively correlated with per-
ception of improved clinical support (adjusted p-value=0.120). 
Study limitations include the lack of subject matching among the 
pre and post cohorts, and a relatively small sample size.

This targeted survey shows promising pilot data suggesting 
that the use of a well-designed ICU telemedicine program 
may improve physician–nurse communication and facilitate 
early intervention during nighttime hours. Improving nurs-
ing knowledge of telemedicine prior to implementation may 
enhance the usefulness of this tool.
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Advocating your Patients’ end-of-life 
Wishes—the Compassionate and ethical 
thing to Do
Pamela Cybulski, BA, RN, CNCC(C), and Kim Charman, 
BHSN, RN, CNCC(C), Brampton, ON

According to the Canadian Nurses Association and CACCN, 
the role of the nurse as patient advocate is vital. Advocacy in 
critical care is much more intense as it involves assisting our 
patients and their families to come to terms with end-of-
life decision-making. The substitute decision maker (SDM) 
is expected to make choices based on the patient’s prior 
expressed wishes if the patient is unable to do so. The criti-
cal care nurse must navigate the patient and family through 
this painful transition complicated by ethical dilemmas and 
agonizing decisions surrounding withdrawal of care (Ferrell & 
Coyle, 2006).

Some nurses are better suited to this challenge than others, 
whereas some nurses may have never developed this skill. 
Developing a process to enhance the therapeutic relationship 
with the patient and their family has been helpful in encour-
aging nurses in our unit to advocate their patient’s end-of-life 
wishes to the rest of the health care team. Two questionnaires 
developed by the intensivist and ethicist to ensure that eth-
ical and legal obligations for patient’s end-of-life wishes are 
met were adopted. The questionnaires assist in determining 
the extent of life-saving interventions the patient is willing to 
undergo if the quality of life they experience is not deemed to 
embrace the patient’s personal values.

The nurse and the patient or SDM complete the questionnaire, 
which explores the values after admission. This process assists 
the patient or SDM to begin to re-frame their thoughts from 
the patient’s perspective. If the patient remains in the ICU after 
72 hours, the nurse meets with the patient or SDM to further 
explore the patient’s previously expressed wishes if confronted 
with a life-threatening prognosis. This information is docu-
mented and available to the team when determining which 
treatment options are in accordance with the patient’s vision for 
end-of-life care.
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Safe travels: Keeping Critical Care 
Patients Safe During Intra-hospital and 
Inter-hospital transports

Nicola Farrow, BA(Hons), DipHE, RN, Beth Linseman, BScN, 
RN, CNCC(C), Erica Chadwick, BScN, RN, Orest Kornetsky, 
MHI, BSN, BA, RN, Rowena Odejar, BScN, RN, and Patricia 
Storey, RN, Toronto, ON

The management of critically ill patients requires investigations and 
treatments outside of the critical care units, necessitating intra-hos-
pital transports. Patients sometimes also require transport to other 
facilities for care and treatment. Prior to transporting a critically ill 
patient, the potential benefits must be weighed against the potential 
risks of the transport. Adverse events during transport of criti-
cally ill patients are reported as ranging from 6-71%. These adverse 
events are most often associated with circulatory, respiratory and 
equipment failures. Patient safety is enhanced through standard-
ized policies, appropriately trained personnel and availability and 
use of appropriate equipment. Our facility, a large urban teaching 
centre, historically had used informal guidelines and processes for 
transporting critically ill patients, leading to inconsistencies and 
potentially unsafe patient transports within and between hospitals. 
The members of the education and practice council developed poli-
cies to address the need for a safe, organized and consistent process 
when transporting patients. Input and feedback were provided by 
front-line nurses in the five critical care units within our hospital, as 
well as other key stakeholders. The implementation of a standard-
ized patient transport policy will improve patient safety and provides 
guidance to all team members of varied levels of experience.

ReFeReNCeS
Ferninande, P. (1999). Recommendations for intra-hospital 

transport of the severely head injured patient. Intensive Care 
Medicine, 25, 1441–1443.

Ontario Agency for Health Protection and Promotion, Provincial 
Infectious Diseases Advisory Committee. (2012). Routine 
practices and additional precautions in all health care settings 
(3rd ed.). Retrieved from http://www.publichealthontario.ca/
en/eRepository/RPAP_All_HealthCare_Settings_Eng2012.pdf

Parmentier-Decrucq, E, Poissy, J., Favory, R., Nseir, S., Ominus, 
T.,Guerry, M., … Mathieu, D. (2013). Adverse events during 
intrahospital transport of critically ill patients: Incidence 
and risk factors. Annals of Intensive Care, 3, 10. http:www.
annalsofintensivecare.com/content/3/1/10

Warren, J., Fromm, R.E., Orr, R.A., Rotello, L.C., & Horst, M. (2004). 
Guidelines for the inter- and intrahospital transport of critically 
ill patients. Critical Care Medicine, 32(1), 256–262.

RBC CONVENTION CENTRE, WINNIPEG, MB

SEPTEMBER 27 TO 29, 2015

with

COMPASSION, IMAGINATION, 
INNOVATIONand

Bridging the Nation



Volume 26, Number 2, Summer 2015  •   www.caccn.ca   31

ABStRACtS

Implementing evidence-Based 
Interventions & Protocols to Improve 
Pressure ulcer Prevention
Kelli Gambin, BScN, RN, and Colleen Sharpe, RN,  
Kentville, NS

Background: Development of Hospital Acquired Pressure 
Ulcers (HAPUs) are associated with increased discom-
fort, increased likelihood of surgery, increased length of stay, 
increased health service costs, and mortality (Cox, 2011). A 
five-year study of an Ontario hospital determined the net costs 
of facility acquired pressure ulcers based on degrees of trauma 
(Chan et al., 2013):
• Category II: $43,930
• Category III: $68,320
• Category IV: $90,000
• Unstageable: $45,570

Accreditation Canada (2013) established guidelines to 
encourage organizations, “… to develop a plan to support com-
prehensive education on pressure ulcer prevention…” (p. 26). 
Accreditation Canada strongly encourages the use of a val-
idated risk assessment scale. Prevention programs should, 
“include best practice guidelines and interventions to: prevent 
skin breakdown; minimize pressure, shear, and friction; reposi-
tion; manage moisture; optimize nutrition and hydration; and 
enhance mobility and activity” (p. 26).

Method: Clinical setting—Valley Regional Hospital Intensive-
Care Unit (seven-bed Med/Surg ICU). In the process of 
improving our unit’s pressure ulcer rates, we reviewed a num-
ber of protocols and products designed to facilitate staff in 
addressing key risk factors in the prevention of pressure ulcer 
development and prompting early mobility and activity.

Results: Updated pressure ulcer prevention protocol and 
products (heel protectors, turn and positioning system, and 
a seated positioning system) were implemented on the unit 
with a focus on HAPUs prevention. Protocols incorporated 
our current skin assessment tool (Braden Score) and use the 
Braden Subscale in determining the appropriate interventions. 
Ongoing prevalence review of our unit’s pressure ulcer rates 
is currently being performed to determine the final impact of 
these changes in our clinical practice over an extended evalu-
ation period.
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Incontinence Associated Dermatitis 
and Immobility as Pressure ulcer Risk 
Factors: A Multisite epidemiologic Study
Karen Giuliano, PhD, RN, FAAN, and Mikel Gray, PhD, APRN, 
FAAN, Salem, NH

Background: Urinary and fecal incontinence is linked to the 
development of Incontinence Associated Dermatitis (IAD) and 
pressure ulcer (PU). Immobility is an independent risk factor 
for PU, and in combination with IAD, further increases patient 
risk. 

Purpose: The purpose of this study was to measure the prev-
alence of IAD, immobility and PU in a group of adult patients 
with urinary and/or fecal incontinence. Specific study aims: 1) 
to measure the prevalence of IAD, immobility and PU in adult 
patients with incontinence, 2) determine the proportion of IAD 
that was facility acquired, 3) determine the proportion of PU 
that were facility acquired, and 4) analyze risk factors associ-
ated with facility acquired PU.

Methods: Data were extracted from a multisite national 
database which included 424 facilities (N= 5342 individual 
patients). 420 (99.1%) were acute or long-term acute care and 4 
(0.9%) were long-term/rehabilitation facilities. Skin assessment 
was completed by nurses at each facility using a standard-
ized assessment tool. No patient identifying information was 
collected.

Findings: The majority of IAD (73%) was facility acquired, 
and patients who were immobile had a statistically significantly 
higher incidence of IAD than those who were not immobile 
(944/2368 = 39.9% versus 196/2662 = 7.4%, respectively, chi-
square test p-value<0.001). Multivariate logistic regression 
supported that both IAD (OR=4.56; CI 3.68-5.65) and immo-
bility (OR=3.56; CI 2.73-4.63) were statistically significant 
factors related to PU. Even after adjusting for immobility, IAD 
remained statistically significant. 

Conclusion: These findings provide further support for IAD as 
an independent risk factor in the development PU, particularly 
in critical care. Prevention and treatment of IAD, especially in 
patients who are immobile, is a fundamentally important com-
ponent in the care of patients at risk for the development of PU.
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Measuring the Impact of Room 
Configuration on Clinical Performance 
in a Simulated MSICu Setting
Karen Wannamaker, BSc, RN, Cecilia Santiago, MN, RN, Orla 
Smith, MN, RN, and Kirsten Martin, MBA, RN, Toronto, ON

Background: Our organization is constructing a new 17-storey 
patient care tower that will feature an updated Medical-Surgical 
Intensive Care Unit (MSICU). The new MSICU will feature 
large, all-private rooms configured in pairs with beds placed in 
a “mirrored” fashion.

Objectives: The purpose of this project was to use simulation 
to investigate the impact of two different room configurations 
on non-technical performance and efficiency and identify cli-
nician preferences for room configuration and equipment 
placement.

Methods: A descriptive, observational, simulation-based 
study with participant debriefing was performed in the 
mock-up MSICU space. Participants were grouped into teams 
and assigned to one of three clinical scenarios: 1) standard 
daily assessment of a stable, mechanically ventilated patient; 
2) admission of a patient from the emergency department; 
3) and cardiac arrest. Team size varied by scenario and con-
sisted of nurses, health disciplines, physicians, and clinical 
assistants as dictated by the scenario. A total of 12 simula-
tions were conducted. Two teams tested each of the scenarios 
in the two different room configurations: 1) monitor to the 
left (inboard) and ventilator to the right (outboard); and 2) 
monitor to the right (outboard) and ventilator to the left 
(inboard). A wide-angled camera and multiple microphones 

captured activities and communication during each simula-
tion. An Xbox Kinect™ was used to capture second-to-second 
changes in motion. One participant per scenario wore a pair 
of Google Glasses™ to capture video data from the perspective 
of the clinician.

Results: Data analysis is currently underway. Anecdotal 
reports from the simulations highlighted concerns regarding 
visibility between rooms, space constraints, and placement of 
fixed and movable equipment.

Next steps: We are currently in the process of analyzing 
multiple sources of data captured during the simulations 
and debriefs. The results will be triangulated to provide 
recommendations.
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tracking Patient Compliments and 
Complaints in the MSICu
Karen Wannamaker, BSc, RN, Lisa Poon, and Cecilia Santiago, 
MN, RN, Toronto, ON

Background: Promoting patient-centred care is one of the 
quality dimensions and embedded in the mission, vision and 
values of our organization. To align with the corporate philos-
ophy, the critical care department (CCD) highlighted the goal 
of optimizing the care experience of patients and families in 
its strategic plan. Since 2009, CCD has been tracking patient 
compliments and complaints data. The metric reflects the num-
ber of written compliments and complaints sent to the clinical 
leader managers (CLM) or to the Patient Relations Office. The 
number of compliments was previously low and did not reflect 
the actual numbers of compliments received in the Medical 
Surgical Intensive Care Unit (MSICU). This year, the MSICU 
Patient and Family Centred Care Committee (PFCC) created a 
binder to house and track the data.

Objective: To improve the collection of compliments and com-
plaints about the quality of care received from patients and 
families.

RBC CONVENTION CENTRE, WINNIPEG, MB

SEPTEMBER 27 TO 29, 2015

with

COMPASSION, IMAGINATION, 
INNOVATIONand

Bridging the Nation



Volume 26, Number 2, Summer 2015  •   www.caccn.ca   33

ABStRACtS

Method/approach: In January 2014, we created a tracking tool 
and shared it with the Patient Relations Office and CLM. We set 
up a holder and bulletin board to display written compliments 
and cards at the nursing station. We tracked the number of 
written compliments and complaints. The scorecard targets are 
compliments > 1, complaints < 1. The results of tracked com-
pliments and complaints are reported to unit and departmental 
meetings.

Results and conclusions: With the formalized process of track-
ing compliments and complaints, we have observed a significant 
increase in the number of compliments and no complaints in 
the two quarters following the implementation period. Results 
are fed back to staff as part of the performance dashboard 
review during staff and MSICU Council meetings. The results 
are also posted on the bulletin board and on the central mon-
itor at the nursing station. The feedback process engages staff, 
celebrates accomplishments and increases staff morale.
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ticket to Ward: transitioning Patients 
from MSICu to Inpatient Areas
Karen Wannamaker, BSc, RN, Karen Michelsen, MN, RN, and 
Cecilia Santiago, MN, RN, Toronto, ON

Background: Medical Surgical Intensive Care Unit (MSICU) 
is a 24-bed unit that admits patients presenting with pre- or 
post-operative and medical critical illness, cardiac arrest, as 
well as patients from emergency department, CritiCall and 
other ICUs. MSICU discharges patients to multiple inpatient 
areas with various admission criteria and expectations, as well 
as varied capability of managing medical devices. Transfer of 
Accountability (ToA) from MSICU to inpatient areas has been 
a standard practice for many years. In 2014, the Best Practice 
Guideline (BPG) Fellowship seconded a nurse to assess ToA 
practices, revise and create tools, develop new references and 
educate staff. The fellowship streamlined the process of transi-
tioning patients from MSICU to inpatient areas.

Objectives: To assess the current state of transitioning patients 
from MSICU to inpatient areas and to evaluate the revised and 
new ToA tools.

Methods: We assessed the current state through process map-
ping. We revised existing tools and developed new ones to meet 
our current needs. We provided education about the tools and 
conducted audits to assess their utility.

Results and conclusion: The BPG fellowship facilitated the 
revision of existing ToA tools, development of new tools, and 
streamlining of processes. One hundred and thirteen MSICU RNs 
attended the education sessions. Of those who have completed a 
post-education evaluation form, 98.5% (n=69) agreed that they 
understood the significance of the various ToA tools to provide 
safe patient discharge. Most respondents agreed that they plan to 
incorporate the ToA processes. Initial audits show that most have 
complied with the ToA elements. For next steps, we will continue 
audits to identify areas for improvement, feedback audit results, 
and engage the team in the sustainability of the ToA processes.
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high Fidelity Simulation as an 
educational tool for ebola Preparedness
Melissa Guiyab, MN, RN, ENC(C), Lee Barratt, MN, RN, 
ENC(C), SANE, Roger Chow, Prafulla Savedra, RN, Shannon 
Swift, RN, Karen Wannamaker, BSc, RN, Kari White, RN, RRT, 
FCSRT, Nazanin Khodadoust, MHCM, BScN, RN, MHCM, and 
Joyce Fenuta, MHS, BScN, RN, Toronto, ON

Introduction: In response to the rise of Ebola virus disease 
cases in West Africa in the fall of 2014, hospitals began prepa-
rations to manage the care of such patients. In our hospital we 
assembled a core team of health care professionals from dif-
ferent critical care units and the emergency department to be 
trained in the management of a potential Ebola case. These 
individuals were faced with the challenge of learning a new set 
of intricate protocols, as part of a new team, in a short period 
of time. To overcome these challenges we selected simula-
tion training as our method of instruction. Although the risk 
of receiving patients with Ebola virus disease continues to 
decrease as the number of cases worldwide declines, would our 
team be prepared in the unexpected event of caring for a patient 
with Ebola virus disease?

Objective: To evaluate the effectiveness of simulation training 
in retaining clinician knowledge of the care of a patient with 
suspected or confirmed Ebola virus disease.
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Method: The core team underwent 12 hours of simulation 
training in our simulation centre and reviewed three clinical 
scenarios. A debriefing session followed each scenario, during 
which time clinicians completed a self-assessment survey. This 
survey will be sent to team members at three and six months 
after the simulation training to evaluate knowledge retention.

Results: This educational review is currently in progress, with 
all results to be collected by June 2015. The initial survey results 
indicate that clinicians felt comfortable with the procedures 
surrounding the care of the patient with Ebola virus disease.

Implications: Although there is much evidence in the literature 
to support the use of simulation training to hone clinical skills, 
there is little research identifying how often retraining with 
simulation should be conducted. The results of this review will 
guide the development of future simulation training programs.
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Follow us on twitter: using Mobile 
technology in education
Maurita Kiesman, BN, RN, CNCC(C), Catherine Campbell, BN, 
RN, and Joanne Browning, BScN, RN, Winnipeg, MB

The use of handheld devices and social media are becoming 
part of everyday communication. Using mobile technology can 
be an effective adjunct to teaching. Critical care education can 
be overwhelming to new learners, with learning new equipment 
and acquiring new skills. Employing the popular application 

Twitter, the Winnipeg Critical Care Nursing Education Program 
has been able to enhance the acquisition of psychomotor skills 
in the hands-on lab setting. Using handheld mobile devices, 
lab instructors tweet or post relevant information, pictures and 
video links after each skills lab session. The learners are able to 
follow and review the tweets to recall and retain skills taught. 
Surveys of twitter use were provided to learners at the end of 
the education program. The poster will discuss the develop-
ment, progression and survey results in the use of Twitter. Next 
steps for improvement will also be included.
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A Square Peg into a Round hole: 
Creating a Neonatal and Pediatric 
Nursing education Stream Within an 
existing Adult Framework
Susan Launder, BScN, RN, CNCCP(C), and Karen Bodnaryk, 
BN, RN, Winnipeg, MB

Background: Our previous neonatal and pediatric critical care 
program closed in 2001, with the result that no neonatal and 
pediatric education existed. There was a well established adult 
critical care program in place. Supportive administration advo-
cated for inclusion in the existing program. 

Objective: To create a neonatal and pediatric stream within the 
existing adult program. 

Description: Eight weeks of joint critical care theory followed 
by one week of neonatal and pediatric theory. Critical care 
skills lab three times a week. Six-week clinical rotation in NICU 
and PICU. Two days of specialized education provided prior to 
ten-week clinical placement in either unit. Students paid full-
time wages in exchange for return of service. 

Resources: Adult critical care educators dedicated to the pro-
gram deliver core theory. One nurse educator from each of 
NICU and PICU facilitate lab sessions, support students and 
provide supplemental theory and the week of neonatal and 
pediatric theory. During clinical rotation the educators select 
individualized patient assignment, and preceptors, while pres-
ent in units to support and facilitate learning experiences. They 
also lead daily post conference and provide feedback on daily 
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written assignments. During clinical placement nurse educa-
tors monitor students’ experiences and provide feedback on 
written assignments. 

Challenges: Nurse educators challenged to manage increased 
workload with existing resources. Meeting learning needs of 
neonatal and pediatric students within an adult focused frame-
work. Tailoring experiences for students with a variety of 
previous knowledge and experience. 

Results: Evaluations from students positive. Ten classes run, 55 
graduates, currently 84 per cent retention in critical care over 
the past five years. 

Conclusion: Specialized education is important to prepare 
nurses to work in neonatal and pediatric critical care. Graduates 
come away with an ability to use critical thinking and actively 
participate within the interdisciplinary team.
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Risk Factors for the Occurrence of 
Delirium in Surgical Intensive Care unit 
Patients
Kyoung-eun Moon, RN, Soo-jin Oh, RN, Yooun-joong Jung, RN, 
Yeon-Hwa Chung, RN, Sun-ju Lee, RN, and Soon-hang Lee, RN, 
Seoul, Korea

Background: Despite its high prevalence, delirium is often 
under-recognized by clinicians due to the difficulties in diag-
nosis and lack of recognition. Delirium is associated with the 
increased period of mechanical ventilation, the length of stay at 
hospital and mortality.

Method: We performed a prospective cohort study involv-
ing the patients admitted to Surgical 1 Intensive Care Unit at 
Asan Medical Center between April 2013 and August 2013. The 
included patients were assessed independently by trained ICU 
nurses using the Confusion Assessment Method for the ICU 
(CAM-ICU).

Result: During the study period, 53 out of 251 patients in the 
ICU (21.1%) showed the symptoms of delirium, and the most 
common period of onset was within three days of ICU admis-
sion. Delirious patients tend to undergo longer ventilator care 
(p<0.000) and to stay longer in ICU (p<0.000).

The most common factors associated significantly with delir-
ium were old age (p<0.000), poor visual acuity (p<0.045), 
divorced and widowed (p<0.001), transfer from general wards 
(p<0.012), transfer from other ICUs (p<0.000), admission 
due to respiratory problems (p<0.000), drowsy mentality on 
admission (p<0.048), use of restraint (p<0.000), ventilator care 
(p<0.000), hemodialysis (p<0.000), not using the seclusion 

room (p<0.002), use of sedative drugs (p<0.000), APACHE 
II (p<0.000) and shock (p<0.000). As a result of the logistic 
regression analysis, the most strongly associated factors were 
use of restraint (OR 6.7;95% confidence interval [CI] 2.1, 
21.0), use of sedative drugs (OR 6.4;95% confidence interval 
[CI] 1.9, 21.1), transfer from other ICUs (OR 4.3;95% confi-
dence interval [CI] 1.6, 11.6), shock (OR;3.0;95% confidence 
interval [CI] 1.2, 21.0), age (OR; 1.0;95% confidence inter-
val [CI] 1.0, 1.0), visual disturbance (OR 0.2;95% confidence 
interval [CI] 0.9, 0.6), and not using the seclusion room (OR 
0.2; 95% confidence interval [CI]0.6, 0.7). The recognition 
of delirium and its prevention and proper intervention are 
necessary.
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Simulation: expect the unexpected
Mary Mustard, MN, NP-Adult, RN(EC), CCN(C), CNCC(C), 
Ellen Lewis, RN, and Arshia Najikhoie, RN, Toronto, ON

The use of simulation to facilitate team competency during 
emergent resternotomy has delivered unanticipated quality 
improvements. Cardiac arrest following cardiac surgery is typ-
ically related to reversible causes associated with the surgery. 
Guidelines in Europe and the United Kingdom propose that if 
the initial resuscitation is unsuccessful or the arrest is likely to 
last longer than 5–10 minutes, emergent resternotomy should 
be considered in the intensive care unit. Once the decision to 
open the chest has been made, resternotomy should be com-
pleted within five minutes. Surveys in our unit revealed only 
four nurses had assisted in a reopening during the last 12 
months. For this reason, simulation sessions for all staff were 
conducted, using high-fidelity simulation.

Simulation has been utilized in health care since the 1990s. 
In our hospital, it is used to teach and refine new skills 
and to review skills that are used less frequently. For our 
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resternotomy simulation, clear educational goals were set. 
What was not anticipated was the effect of simulation on 
quality improvement outside of the educational component. 
Potential gaps in equipment and supplies were discov-
ered both during the planning and implementation stages. 
Additional procedural inconsistencies were identified during 
the simulation itself. A working group was formed to analyze 
our resternotomy process, identify gaps, and propose and 
implement changes that would ensure that the procedure was 
performed seamlessly.
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Releasing time to Care: Promoting 
Bedside Presence in a World filled 
with Documentation, tasks and 
Distractions—the ICu
Trudy Nernberg, MN, RN, CNCC(C), and Gladys Ens, RN, 
CNCC(C), Winnipeg, MB

Releasing Time to Care (RTC) is a trademarked improvement 
program developed by the National Health Service Institute 
for Innovation and Improvement in the United Kingdom. This 
patient-centred program, primarily designed to increase time 
that nurses can spend with patients, has proven outcomes in 
improved experiences for both staff and patients. RTC has been 
used widely in the U.K., and implementation started in Canada 

in 2009. Currently three provinces have active RTC programs. 
The experiences of the first intensive care unit to initiate RTC 
are captured in this presentation.

RTC offers a series of nurse-led modules that target the vari-
ous health care experiences of patients. Frontline staff play a 
key role in making key decisions regarding the best and most 
efficient use of scarce resources. Improvement processes are 
designed by staff, using the tools provided by RTC. A culture 
of staff empowerment is created. There is much evidence that 
suggests this makes a real difference for both staff and patients.

A mixed medical/surgical/cardiac care unit embarked upon 
RTC in January of 2013, under the guidance and support of the 
unit’s nursing leadership and the hospital manager of quality 
and innovation. The ward lead, a critical role in implementa-
tion, was identified as the full-time CRN. The members of this 
steering group received extensive training in RTC method-
ology. A baseline assessment of Direct Care Time for nursing 
staff revealed that a mere 21% of a nurses’ shift involved direct 
care activities. With a goal of increasing this result to 50%, the 
ICU initiated the 11 RTC modules in a customized sequence, 
meeting the most apparent and urgent needs first. Completion 
of the project is scheduled for March 2015. Ongoing reassess-
ments indicate progress towards the goal: Direct Care Time has 
reached a high of 33%.
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Nursing Respite Room:  
Naps Aren’t Just for Kids!
Kathleen Przybyl, MSN, CCRN, CCNS, Lansing, IL

Working the night shift is not uncommon in the nursing pro-
fession with drowsiness and fatigue among workers equally 
common. While fatigue has been an issue in other industries, 
it has not been as widely addressed in the nursing profession. 
Nurses are expected to remain alert and vigilant in order to 
respond quickly to changes in patient conditions, but this vig-
ilance may be adversely impacted by fatigue. In addition to 
concerns regarding patient safety, the fatigued nurse is also at 
risk during the commute home following a night shift.

Studies have found that short naps can increase alertness 
and decrease errors while improving a sense of comfort and 
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safety during the commute home (Scott, Hofmeister, Rogness, 
& Rogers, 2010). To combat night shift fatigue and potential 
threats to patient and staff safety, the Surgical Intensive Care 
Unit (SICU) proposed the creation of a nursing respite room. 
With administration support, an empty office near the unit 
was converted to a quiet rest area with adjustable lighting and 
recliners for napping.

Nurses on all shifts have taken advantage of the opportunity to 
nap during their break. Staff response has been overwhelmingly 
positive, as evidenced by results of a unit survey conducted six 
months after the respite room opened. Comments have ranged 
from feeling more alert to being more comfortable driving 
home to being more motivated. Information has been shared 
with several other nursing units that are now in the process of 
creating their own respite rooms.

ReFeReNCeS
Scott, L.D., Hofmeister, N., Rogness, N., & Rogers, A.E. (2010). An 

interventional approach for patient and nurse safety. Nursing 
Research, 59(4), 250–258.

the iPad® and talkRocket Go™ 
Application as Communication Strategy 
for Patients With endotracheal or 
tracheostomy tubes in MSICu
Cecilia Santiago, MN, RN, CNCC(C), Orla Smith, MN, RN, 
CNCC(C), Darcy Roza, M.H.Sc, S-LP(C), Reg. CASLPO, 
Heather McPhail, RRT, Margaret Oddi, RRT, and Kerri 
Porretta, RRT, FCSRT, Toronto, ON

Background: Critically ill patients commonly require mechan-
ical ventilation. Although some patients with artificial airways 
are still able to communicate through mouthing words, gestur-
ing, or writing, many are unable to do so effectively. Difficulties 
in communication can result in unmet needs and communica-
tion breakdowns. 

Objective: To explore the feasibility and usefulness, from the 
perspective of bedside clinicians in the intensive care unit 
(ICU), of using an iPad® equipped with TalkRocket Go™, a 
communication aid for patients who are unable to communi-
cate using verbal speech. 

Methods: Pilot, observational, single-centre study in a 24-bed 
Medical-Surgical Intensive Care Unit (MSICU). The study was 
approved by the Research Ethics Board. 

Results: Forty patients were referred for SLP and 24 patients 
(60%) were deemed eligible and passed the cognitive screen. 
Twenty patients were enrolled in the study and used the iPad®. 
Twenty clinicians completed an evaluation form. Majority 
agreed/strongly agreed that: they received sufficient training 
(90%); application was easy to learn (95%); the application was 
easy for the patient to learn (84%); application facilitated the 
patient’s ability to communicate (80%); and using the iPad® to 
communicate was relevant to their practice (95%). The major-
ity reported that it took less than five minutes for them to learn 

how to use the application (89%) and less than 10 minutes for 
patients to learn how to use the application (95%). Most were 
somewhat or very satisfied (80%) with the use of the iPad® as a 
communication tool and perceived that patients were somewhat 
or very satisfied with it (63%). On a scale of 0 – 10, 75% of staff 
rated the usefulness of the iPad® for communication as seven or 
greater. 

Conclusion: It is feasible for ICU clinicians to learn and use an 
iPad® enabled communication tool for patients with artificial 
airways. The iPad® is a useful adjunct to current communica-
tion techniques in this population of patients.

ReFeReNCeS
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My Story: humanizing the Critical Care 
experience
Cecilia Santiago, MN, RN, CNCC(C), and Orla Smith, MN, RN, 
CNCC(C), Toronto, ON

Background: Involvement of patients’ families in intensive care 
unit (ICU) is important because patients are too ill to advocate 
for themselves or encounter significant barriers to communi-
cation and are unable to provide us with their stories. Family 
members often have first-hand insight into patients’ pref-
erences. In 2009, the MSICU adapted the My Story poster 
to facilitate the therapeutic exchange between a nurse and 
patients and family members. The tool provides a mechanism 
for families to share patient information that is not captured in 
traditional hospital documents, e.g., patients’ hobbies. Despite 
its early adaption to MSICU’s local context, the impact of My 
Story as a communication tool on the ICU experience of fami-
lies of MSICU patients is unknown to us. 
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Objective: To elicit family member/substitute decision maker 
perspectives on the impact of My Story, as a communication 
tool, on their ICU experience. 

Method: Interviewer-administered survey of substitute deci-
sion-makers of patients intubated and mechanically ventilated 
for at least two days in the MSICU. 

Results and conclusion: One hundred and forty-three partic-
ipants responded when asked whether they received My Story, 
with 62 (43%) stating “Yes”, 58 (41%) “No”, and 23 (16%) “Do 
not recall”. When asked whether My Story provided opportu-
nity for sharing information, 100% (n=44) agreed and strongly 
agreed. 89% (n=41) agreed and strongly agreed that My Story 
made them feel the team cared about their family member 
while 9% (n=4) responded neutral and 2% (n=1) disagreed. 
While 87% (n=40) agreed and strongly agreed that My Story 
made them feel welcome, 13% (n=6) responded neutral. 80% 
(n=37) agreed and strongly agreed that the tool improved their 
overall experience while 15% (n=7) were neutral and 4% (n=4) 
disagreed and strongly disagreed. The survey results showed 
that My Story has potential in conveying to families that we 
care about the patient as a person.
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Family Meeting Initiative in the Medical 
Surgical Intensive Care unit
Cecilia Santiago, MN, RN, CNCC(C), Kristy Buck, RSW, 
MSW, Christine Lee, RW, MSW, Rose Piacentino, RSW, BSW, 
Eusebia Da Silva, CREDENTIALS, and Orla Smith, MN, RN, 
CNCC(C), Toronto, ON

Background: Current evidence shows that interprofessional 
structured family meetings reduce family’s stress and confusion, 
as it facilitates communication between clinicians and family 
members regarding patient’s treatment plans and goals of care. 
Like many critical care areas, the medical surgical intensive care 
unit (MSICU) faces various barriers in providing structured 
family meetings. In addition, little is known about how family 
meetings are conducted in the MSICU. To bridge these gaps, we 
developed and implemented a family meeting algorithm to guide 
us with when, where and how family meetings should occur. To 
get an objective baseline data, we developed and implemented a 
new tracking tool for family updates and meetings. 

Objective: To evaluate the utility of the family meeting tracking tool. 

Method: We developed a multi-phase family meeting initia-
tive. Phase 1 involved the development of the Family Meeting 
Algorithm and Family Meeting Tracking (FMT) tools and pro-
cess. Phase 2 involved the education of the staff and roll out of 
the tools. The tracking records were collected and analyzed. 

Conclusions: Although 83 nurses received the in-service about 
the FMT, the tool was not routinely updated by nurses and 
other clinicians who attended family meetings. The majority 
of family meetings occurred to provide updates (84%) between 
the substitute decision maker (73.2%) and physician at bedside 
(67.9%). The social worker was only present 21.4% and nurse 
10.7% of the time. Reasons for minimal involvement of other 
interprofessional members in family meetings warrant further 
review. Areas for potential future exploration include improv-
ing representation of interprofessional team members during 
family meetings and determining the proportion of family 
communication that is documented in the chart. Our next 
steps include evaluating the Family Meeting Algorithm.
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Critical Care Research and education 
Discussion time (CReDIt): A Critical 
Care Journal Club for Nurses and health 
Disciplines
Eliane Stockler Leite, RN, CNCC(C), Cecilia Santiago, MN, 
RN, CNCC(C), and Orla Smith, MN, RN, CNCC(C), Toronto, 
ON

Background: The medical surgical intensive care unit 
(MSICU) makes significant contributions to and is impacted 
by critical care research. All members of the interdisciplinary 
team are directly or indirectly involved in clinical research. 
Furthermore, many MSICU patients and their families become 
research participants during critical illness. Research findings 
impact the clinical practice of critical care and foster the devel-
opment of skills necessary for evidence-based practice (EBP). 
Nurses and other interprofessional team members also recog-
nize that EBP leads to improved patient outcomes. Yet, in the 
critical care department, our journal discussion is usually led 
by physicians.

Objectives: To determine whether establishing a journal club 
for the MSICU nurses and health discipline professionals 
supports the dissemination of current critical care research, 
contributes to the development of research appraisal skills, and 
increases awareness of research’s contribution to the provision 
of optimum critical care.

Method: One article of interest per month is selected for dis-
cussion from recently published literature. Questions to guide 
the research appraisal were developed. We employed multi-
ple strategies to raise awareness about the journal discussion. 
The discussion is facilitated by one of the two co-chairs of the 
CREDIT. During the discussion, we appraise the evidence 
and determine implications to clinical practice, education and 
research. Participants of the discussions were asked to complete 
an evaluation at the conclusion of every encounter.

Results: Participants found the sessions beneficial but the 
number of participants fluctuated. The results of the collated 
evaluation form will inform us about the areas for improve-
ment in increasing the number of participants. As part of the 
journal club sustainability and spread, the quarterly interde-
partmental journal club has commenced.
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MSICu undergraduate Nursing 
Preceptorship Weekly Plan
Eliane Stockler Leite, RN, CNCC(C), and Cecilia Santiago, MN, 
RN, CNCC(C), Toronto, ON

Background: Medical Surgical Intensive Care Unit (MSICU) 
nurses seldom act as preceptors to undergraduate student 
nurses and there were no tools to structure the clinical expe-
rience. These factors exacerbate the challenges encountered 
during the clinical placement for both MSICU preceptees and 
preceptors. Using Benner’s proficiency levels as a framework, a 
weekly plan was developed to guide preceptors and preceptees 
during the preceptorship experience in MSICU.

Objective: To provide MSICU preceptors a weekly plan to 
guide the preceptorship of undergraduate nursing students 
clinically placed in the MSICU for 12 weeks. 

Measures: The successful development of the weekly plan was 
defined as a user-friendly, flexible, and accessible tool that 
would not only facilitate, but also enhance the preceptorship 
experience for MSICU preceptors and preceptees. Two ques-
tionnaires were utilized during the project to identify the needs 
and challenges MSICU preceptors have experienced while pre-
ceptoring undergraduate student nurses and to evaluate the 
weekly plan’s acceptance, usefulness and relevance. 

Results: The MSICU Undergraduate Nursing Preceptorship 
Weekly Plan has been available for use as of December 2013. 
It has become part of a package that is utilized by both MSICU 
nurses and student nurses. It is currently in use by an under-
graduate nursing student and his preceptors in MSICU. 
Furthermore, the weekly plan has been shared with another 
critical care unit. 

Conclusion: A single tool cannot meet all the needs of pre-
ceptors and preceptees. It is important, however, to have some 
structure to guide clinicians, as well as students as a starting 
point upon which to build. The next steps include having the 
tool trialed, reviewed, and modified accordingly by colleagues 
from MSICU and other critical are units.
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Getting to Zero: Daily universal 
Chlorhexidine Bathing in the ICu
Jacqueline Torrance, BScN, BSc(Hons), RN, Susan Dunford, 
BScN, RN, Janice Ross, MN, RN, Christina Murphy, MHSc, 
Margaret Cameron, MLT, BHA, CQM/OE, and Catherine Kerr, 
MSc, CIC, Peterborough, ON

Hospital-acquired transmissions of AROs such as MRSA, and 
central line infections (CLIs) can result in devastating patient 
outcomes. MRSA transmissions and CLIs also have a signifi-
cant and well-documented financial impact on hospitals. A 
large-scale, multi-centre, randomized, controlled trial showed 
a 44% reduction in CLIs and 37% reduction in MRSA trans-
mission when implementing a chlorhexidine gluconate (CHG) 
impregnated cloth for daily patient bathing. In 2013/14, a 
20-bed medical ICU experienced a spike in CLIs and an 

outbreak of MRSA. The ICU engaged a multidisciplinary team 
to address this patient safety issue, and set the goal of achiev-
ing 0 MRSA transmissions and CLIs. Engaging a team in the 
review of the cases and their epidemiology, and staff champi-
ons in observation and feedback of evidence-based practices 
helped identify opportunities for improvement. To build on 
existing interventions, the team identified opportunities to fur-
ther minimize the risk of infection by reducing skin bacteria. 
Changes included chlorhexidine (CHG) impregnated dress-
ings and daily bathing with CHG wipes for patients colonized 
with MRSA. While these interventions eliminated CLIs, trans-
mission of MRSA continued. The second phase of the initiative 
broadened daily CHG bathing to all ICU patients. Innovations 
such as visual triggers, standardized teaching tools at the 
point-of-use and engaging a ward aide champion in compli-
ance monitoring helped ensure reliable and appropriate use for 
every patient, achieving a greater than 80% compliance. The 
evaluation of this phase examined two three-month periods: 
pre-intervention (soap, water bathing with a disposable basin) 
and post intervention (CHG impregnated cloth bathing). 
Incidence of MRSA transmissions were compared. The rate of 
MRSA transmission dropped from 1.61/1000 patient days to 0 
in the post-intervention period. Cost avoidance was significant 
and led to the implementation of daily universal bathing with 
CHG wipes as the standard of care.
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Karen Dryden-Palmer
President
I have more than 30 years of clinical 
experience in child health care focusing 
on critical illness and injury. I am cur-
rently the Clinical Nurse Specialist in the 
Pediatric Critical Care Unit at the Hospital 
for Sick Children, Toronto. My clinical 
focus is the child and family experience of 

critical illness, chronic critical illness in childhood and pediat-
ric failure to rescue. 

I have been a Canadian Association of Critical Care Nurses 
leader as a chapter president, National Director and, most 
recently, National President. I have developed and piloted 
our national critical care nurse mentorship program and have 
contributed to Dynamics conference planning, presentations, 
CNA specialty certification preparation workshops, and con-
tributed to the development of national guidelines supporting 
the practice of critical care nursing.

I am currently completing my PhD at the Institute of Health 
Policy, Management and Evaluation, Faculty of Medicine, 
University of Toronto, focusing on knowledge translational and 
implementation science. My research is concerned with under-
standing how practice innovations are taken up in complex 
health care systems. I am currently studying the implementa-
tion of the Bedside Pediatric Early Warning system as part of 
an international RCT. 

It is truly a very exciting time for our organization and for 
your 2015–2016 Board of Directors. All of our directors, 
Renée Chauvin, Vice-President, Barb Fagan, Director (Eastern 
Region), Carla MacDonald (Eastern Region), Rob Mazur 
(Central Region) and Christine Halfkenny-Zellas, Chief 
Operating Officer, along with our newly elected directors Kathy 
Bouwmeester (Western Region) and Lara Parker (Western 
Region), rolled up their sleeves in order to achieve our ambi-
tious agenda and innovative vision for our organization’s future.

Our work as a board, alongside our chapter leaders, members 
and our national partners, has been inspiring and very pro-
ductive. Critical care and critical care nursing continues to 
evolve and, necessarily, so must the organization that supports, 
advocates and informs our specialty practice community. As I 
enter my final year as president I remain firmly committed to 
providing our members with the tools, information, network 
and support to advance the profile and science of critical care 
nursing. Along with your 2015–2016 BOD, I will continue to 
nurture our mission and vision. Through the expertise and wis-
dom of our community we will forward our unique perspective 
and inform critical care education, certification, practice stan-
dards, innovation, and health policy. Together We Can lead in 
building and enhancing the future of critical care in Canada.

Renée Chauvin 
Vice-President
It is a great pleasure to continue to 
serve as Vice President of the Canadian 
Association of Critical Care Nurses. I am 
very passionate about critical care and 
empowering nurses to pursue excellence, 
while taking responsibility for a healthy 
and healing work environment.

I have been a CACCN member for more than 10 years. My 
involvement has been at a local level serving as the Montréal 
Chapter President for five years, planning committee mem-
ber for the Dynamics of Critical Care Conference 2008 held 
in Montréal, QC—CACCN’s 25th anniversary conference. 
Most recently I was the chair of the Dynamics of Critical Care 
Conference held in Québec City, QC. Currently residing in 
Ottawa, I have joined the CACCN at a national level on the 
Board of Directors. My career in critical care started 27 years 
ago at the McGill University Health Centre. I have enjoyed 
many great experiences such as clinical nurse, mentor, assistant 
head nurse, professional development educator, practice con-
sultant, and manager of ICU. I am currently an Improvement 
Facilitator with the Centre for Continuous Performance 
Improvement. I work with interprofessional teams including 
critical care to improve clinical and service outcomes using 
LEAN methodology.

I believe in the delivery of excellent care, leading with integ-
rity, and support for education and research in critical care. 
Critical care is not only a specialty, but a commitment. I 
love the Canadian Association of Critical Care Nurses for its 
ability to enable critical care nurses to collaborate, network, 
share, learn and promote excellence. What a privilege to con-
tinue to work with such a passionate and dedicated group of 
professionals.

 PROFIlING

Top to bottom: Karen Dryden-Palmer, President, Renée 
Chauvin, Vice-President, Carla MacDonald, Director, 
Barbara Fagan, Director, Rob Mazur, Treasurer, Kathy 
Bouwmeester, Director, Christine Halfkenny-Zellas, Chief 
Operating Officer, and Lara Parker, Director
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Rob Mazur 
treasurer
I am a registered nurse residing in 
Winnipeg, Manitoba. I graduated in 
1999 with a BN from the University of 
Manitoba. Since 1999, I have worked as 
a nurse in psychiatry, medicine, northern 
MB nursing stations, aero-medical trans-
port and critical care.

In 2004, I became a flight nurse with Keewatin Air/Nunavut 
Lifeline. After five years of transporting patients who, at times, 
were critically ill, I successfully completed the Winnipeg Critical 
Care Nurses Education Program (WCCNEP). Following com-
pletion of the WCCNEP I worked in the intensive care units at 
the Health Sciences Centre and at the Victoria Hospital.

With the completion of the WCCNEP and my aero-medical 
experience I was offered the position of CRN/nurse manager 
at Keewatin Air. My current position has allowed me to expand 
my leadership skills through management, logistical/medical 
on-call, and the education and training of flight nurses.

I feel my experience in caring for critical care patients in inten-
sive care units, nursing stations and in aero-medical transport 
is of benefit to the association. These environments require crit-
ical thinking, and an ability to think “outside the box”. I believe 
these qualities could benefit in helping shape new approaches 
to the management of critically ill patients. It is my hope that 
my participation as a member of the board will have an effect 
that is beneficial to critical care nurses and their patients 
everywhere.

I joined the Canadian Association of Critical Care Nurses to 
help prepare me for the Canadian Nurses Association Critical 
Care (Adult) (CNCC(C)) certification exam, which I suc-
cessfully wrote in 2013. I am currently the national treasurer, 
managing the finances for the association with the assistance 
of a bookkeeper.

Barbara Fagan
Director
I am excited to be continuing my sec-
ond term as a member of the Canadian 
Association of Critical Care Nurses Board 
of Directors. I have been responsible for 
the Awards and Corporate Sponsorship 
portfolio over the past year and I am look-
ing forward to continuing to recognize the 

wonderful talented nurses we have in our association. I have 
also enjoyed liaising with our chapters—such diversity and 
similarities in practice and educational needs across this great 
country of ours!

I graduated from Dalhousie University with my Baccalaureate 
in Nursing in 1991. After two years of great medical surgical 
experience, my thirst for knowledge called me to enroll in the 
Critical Care Nursing Program at the Post RN programs in 
Nova Scotia. Critical care nursing has become my passion ever 

since and I have not looked back. I was blessed with 15 years 
of amazing intensive care experience—as a staff member, pre-
ceptor and charge nurse. Twenty years later, with a wonderful 
husband and three fabulous children, I am even more called to 
our profession. For the past six years I have had the privilege of 
being a nurse educator for the Critical Care Nursing Program 
with the Registered Nurses Professional Development Centre 
(RN-PDC) in what was formerly part of the Post RN program 
in Nova Scotia. It is funny how things come full circle in life.

I am currently enrolled in the Master’s of Nursing program 
at Athabasca University. I have been an active CACCN mem-
ber and have had the privilege to present at the 2009 and 
2010 Dynamics conferences. At the Dynamics 2014 confer-
ence, I was a panel member for a nursing leadership session. 
My colleagues and I were the fortunate recipients of the 2009 
Spacelab’s Innovative Project Award for our work on Creating 
Life-long Critical Care Thinkers.

Working together with all members of the health care team to 
our full scopes of practice is another passion of mine. I am a 
member of our local Nova Scotia Chapter and have partici-
pated in local meetings and education sessions. I am looking 
forward to continuing to work with the Canadian Association 
of Critical Care Nurses to increase the voice of excellence in 
critical care nursing. Together we can accomplish much!

Carla MacDonald
Director
I am honoured to begin my first full 
term on the Board of Directors for the 
Canadian Association of Critical Care 
Nurses. Critical care nursing has been my 
passion for the past 20 years and I have 
been fortunate to have had many career 
opportunities along the way. 

My career has primarily been in adult critical care nursing 
where I have had the opportunity to provide excellent bedside 
care to patients and families, as well as interact with a strong 
intraprofessional team. As faculty with the Nova Scotia Critical 
Care nursing program, I was able to stay connected to clini-
cal practice throughout the province and be influential in the 
development of future nurses. 

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

I am driven about maintaining and advancing education, 
obtaining my critical care certification and Master’s degree in 
2011 from Athabasca, and embarked on obtaining my Nurse 
Practitioner degree in September 2014. 

I have recently accepted a new position as a Clinical Nurse 
Specialist and am excited to be directly involved in advancing 
nursing practice. I am fortunate enough to still work clinically 
in intensive care. I am very excited to bring my passion and 
experience for critical care nursing to a national Level.
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Kathy Bouwmeester
Director
As a proud registered nurse working in the 
intensive care unit of the Peter Lougheed 
Centre in Calgary, Alberta, I am very 
excited to start my term on the National 
Board of Directors.

I have been a registered nurse since 
graduating from the University of Alberta Hospitals Nursing 
Program in 1980. I have worked in several settings including 
an isolation unit, general medicine, orthopedics and intensive 
care. I recently completed my certificate in Studies in Aging 
(Gerontology).

I started working in ICU in 2001 after completing my Advance 
Critical Care Nursing through MRU in December of 2000. I 
have held several positions within the ICU as a bedside clini-
cian, outreach RN, and nurse clinician in both the cardiac care 
unit and recently in the ICU.

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

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

As a Board Member of the Canadian Association of Critical 
Care Nurses, I will bring my passion of advocacy for the patient, 
the registered nurse and affiliated critical care health care pro-
viders to the national table.

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

sion for teaching and began to teach clinical nursing for the 
University of British Columbia (UBC) undergraduate program, 
and for the British Columbia Institute of Technology (BCIT) 
Critical Care Program. I have since completed my Master’s in 
Nursing at UBC in 2006, with a focus in family-centred care 
in the adult ICU, and I am now a full-time faculty member at 
BCIT’s critical care nursing program. I remain at VGH ICU 
on a casual basis, as I thoroughly enjoy bedside critical care 
nursing.

I have had the opportunity to be involved with the CACCN 
on three occasions and I look forward to many more. My 

first introduction was at Dynamics Conference 2011, with a 
poster presentation on family clinical nurse specialist (FCNS). 
Secondly, at Dynamics Conference 2014, where I was privileged 
to present two oral presentations: one on BCIT, iPad–iBooks 
curriculum; and another on family-centred care in the adult 
ICU. Most recently, I had the privilege of speaking at a BC 
Chapter education day.

I am passionate about critical care nursing and the great com-
munity we work within. Critical care nursing is challenging, 
evolving, rewarding and inspirational. I am committed to criti-
cal care specialty nursing and I am excited to begin my term on 
the National Board of Directors. I believe this role will let me 
engage for myself and others at a national level. I am a moti-
vated and hardworking individual who balances work with my 
family including my three beautiful children.

Christine R.  
halfkenny-Zellas
Chief Operating Officer
As I enter my eighth year as the Chief 
Operating Officer of the Canadian 
Association of Critical Care Nurses, I con-
tinue to be honoured to have the pleasure 
of working with the Board of Directors, 

our committees, and you, our members, as well as our spon-
sors, exhibitors and suppliers. 

With more than 30 years of experience behind me, I feel my 
skillset blends well with the goals of the association. I am very 
appreciative of the opportunities provided to me by our current 
and previous board members to learn and grow in this position.

I am a graduate of the Canadian Institute of Management, 
holding the designation of Certified in Management (CIM). 
My career has taken me down several pathways offering me 
an opportunity to share my expertise and gain experience in 
a number of areas from finance to government to corporate 
administration to human resources. Through my personal life, 
I have also gained valuable experience as an executive member 
on several not-for-profit associations and provincial and fed-
eral election campaigns over the years.

Being a military “brat”, I have had the opportunity to travel far 
and wide. However, my roots have always been grounded in the 
London area…where the CACCN began. Even when living in 
another country, London was always “home” for us.

My time with the CACCN continues to be extremely educa-
tional, enjoyable and I truly do learn something new every 
day. I have had the great pleasure of meeting and forming 
relationships with many of our members, corporate sponsors 
and conference exhibitors over the years. From the Board of 
Directors, I have not only formed wonderful working relation-
ships, but many friendships that have and will continue long 
into the future. I look forward to continuing to work on behalf 
of the members of the Canadian Association of Critical Care 
Nurses…it is my pleasure to serve you!
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Membership Recruitment
Current CACCN members are eligible to be entered into a quarterly draw 

to receive a complimentary one year CACCN membership (value $75)
for new members referred to CACCN

Poster Reception, Dynamics 2015

Criteria:
1. Current / Active CACCN Members may participate.
2. Applicable on NEW member applications only.  A new member is one who has not been a CACCN member previously or has not been 

a CACCN member for a minimum of 12 months.  
3. To qualify, your name must be included on the new member’s application form or included in the online application submission, as the 

“sponsor” or “person who recommended joining CACCN”.  
4. Names cannot be entered into the draw if the sponsor / recommending information is not included when the member application is 

processed.
5. Members may be entered to win a complimentary membership for each referral once per quarter. 

www.caccn.ca

CACCN calendar of events

DAteS tO ReMeMBeR!
May 31: Draeger Medical Canada Chapter of the Year Award deadline
June 1: Brenda Morgan Leadership Excellence Award deadline
June 1: BBraun “Sharing Expertise” Award deadline
June 1: CACCN Life Member Award deadline
June 1: CACCN  “Chasing Excellence” Award deadline
June 1: Spacelabs Healthcare Innovative Project Award deadline
June 5: Dynamics 2015 conference brochure/online registration available
July 5: Board of Director Nominations deadline
August 22: Dynamics 2015 Early Bird Registration deadline
August 15: CACCN Canadian Intensive Care Week Spotlight Challenge 
Award deadline
September 1: CACCN Educational Award deadline
September 5: Dynamics 2015 Registration deadline
September 24–25: CACCN Board of Director Meetings
September 26: Chapter Connections Day
September 27–29: Dynamics of Critical Care Conference 2015

Awards available to CACCN members
Criteria for awards are published on pages 45–56 of this issue of Canadian 
Journal of Critical Care Nursing.

ADVeRtISING OPPORtuNItIeS
CACCN Dynamic Career Connections
CACCN is offering the opportunity to post individual employ-
ment opportunities on the CACCN website. If you are 
interested in taking advantage of this advertising opportunity, 
please visit CACCN Advertising Opportunities on the CACCN 
website at www.caccn.ca for rates and information.

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

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

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

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



46   The Canadian Journal of Critical Care Nursing   •   Canadian Association of Critical Care Nurses

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 have 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. 

Therefore 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 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 the Canadian 
Journal of Critical Care Nursing.

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

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 application 

including all required documentation. Submit a letter of ref-
erence 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 candi-

date 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 candidate’s 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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• Tuition coupons are for full or partial tuition
• Tuition coupons may only be used by active members of the 

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

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

conference activities
• Coupons are not redeemable for cash
• Tuition coupons cannot be carried over to the next fiscal year
• Tuition coupons are non-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

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 reten-
tion 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 tui-
tion coupon 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
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• 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

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
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■■ 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

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 
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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. Philadelphia: Saunders. 

The CACCN “Chasing Excellence” Award 
Revision: January 2015
Content Revision: March 2014
Logo Revision: 2012
Form Design Revision Date: January 2011

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 spe-
cialty—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
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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

CACCN life Member Award
CACCN Life Member status is awarded to indi-
viduals who have demonstrated sustained 
support and exceptional contributions to the 
Canadian Association of Critical Care Nurses and its Mission 
and Vision. Life members have contributed to the advancement 
of the art and science of critical care nursing through practice, 
education, research leadership and advocacy for the specialty. 

This award is conferred by the Canadian Association of Critical 
Care Nurses.

As a Life Member, the recipient will be provided a compli-
mentary annual CACCN membership. The recipient will retain 
CACCN voting privileges until such time as they actively 
retire from registered nursing and/or cease to hold an active 
practising nursing licence, at which time the complimentary 
membership will revert to an affiliate membership.

Awards available
• Award of choice 
• Funding for travel, tuition and hotel accommodation to 

Dynamics to accept the award

Deadline for submission: June 1 annually 

Send nominations 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

Eligibility criteria
• The candidate must be a CACCN member in good standing 

for a minimum of 10 years (with no lapse of membership)
• The candidate has contributed to the Mission and Vision of 

CACCN in two or more of the following ways:
■■ Providing leadership in direct patient care practice, edu-

cation, research and advocacy with a focus on critical care
■■ Assuming CACCN leadership roles within the organiza-

tion through national or chapter executive/project work 
or contributions to the Canadian Journal of Critical Care 
Nursing (editorial board, columnist)

■■ Contributing to the advancement of the science of critical 
care nursing via evidence generation, education or qual-
ity assurance activities on behalf of the CACCN at local, 
regional and national levels

■■ Demonstrating the values of CACCN in their practice
■■ Acting as a resource/expert in a domain of critical care 

nursing (practice, education, research and leadership)
■■ Advocating for the practice of critical care nursing at the 

regional, provincial or national level.

Exclusion criteria
• The candidate is not a member of CACCN
• The candidate does not hold a registered nursing licence
• Self-nominations will not be accepted
• Nominations of elected officers at the national or chapter 

level of the CACCN will not be accepted during an active 
term of office.
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Nomination procedure 
The primary nominator is required to provide the following for 
consideration:
• Candidate Personal Information:

■■ Curriculum Vitae; or 
■■ Resume, or 
■■ Name
■■ Address
■■ Educational history
■■ Employment history including number of years of practice

• Candidate’s CACCN activities including:
■■ Positions and terms of office with the CACCN (local and/

or national)
■■ Relevant contributions, for example committee work 

(local and/or national), guideline development, educa-
tional contributions certification exam support.

Nominators (two CACCN members) must each provide a writ-
ten statement as the candidate’s eligibility for a lifetime member 
award:
• Candidate statements cannot exceed one page
• The statement should highlight the impact the candidate has 

had on the growth of the association and the achievement of 
the association’s mission

• The statement should also provide examples of outstand-
ing contributions to CACCN and/or critical care nursing 
practice.

Consideration/selection
• Candidates must be nominated by a current CACCN Member
• Only candidates meeting the award criteria will be considered 
• Selection shall be made by candidate review and Life time 

membership will be awarded by the National Board of 
Directors of the Canadian Association of Critical Care Nurses

• Successful Recipients will be notified of their selection via 
email and regular mail

• Successful recipients will be:
■■ announced at the Annual General Meeting (AGM)
■■ acknowledged at the CACCN Awards ceremony at 

Dynamics of Critical Care
■■ in the Canadian Journal of Critical Care Nursing (Winter); 

and
■■ posting on the CACCN website.

• The award will be presented in person wherever possible 
■■ If the recipient is not in attendance at Dynamics, a 

National Board of Director or Chapter President will pres-
ent the award in person

■■ In circumstances where a personal presentation is not pos-
sible, the Chief Operating Officer shall mail the award to the 
recipient in a timely manner following the announcement

• The CACCN Board of Directors are not eligible to submit 
nominations

• The CACCN Board of Directors has the right to forego a des-
ignation in a given year

• The CACCN Board of Directors has the right to alter the 
award criteria as required.
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Terms of Reference
• At the time of the award CACCN shall provide recipients 

with the following:
■■ Complimentary CACCN Membership for life
■■ A commemorative certificate
■■ A commemorative gift (recipient’s choice)
■■ Dynamics Conference tuition for the day of the Awards 

ceremony
■■ Travel expenses of up to $500 to be used to attend the 

Awards Ceremony at the Dynamics of Critical Care 
Conference; Travel expenses must be used in the year the 
award is presented

■■ Hotel accommodation for two nights at the conference 
host hotel. 

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

CACCN/Sage Products 
Poster Bursary
The CACCN/Sage Products Poster Bursary provides a $500 
award to eligible applicants to attend the Dynamics of Critical 
Care Conference to present a poster with a focus on the pre-
vention of complications or deleterious impacts of critical 
illness hospitalization. Maximum of ten (10) recipients may be 
selected annually.

Award funds available: $500/each
Ten (10) bursaries available (annually)

Application year: Dynamics of Critical Care Conference Call 
for Abstracts (annually)

Deadline for submission: January 31 (annually)

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

Eligibility
• First/presenting poster author is an active CACCN member
• First-time poster submission to CACCN Dynamics 

conference
• Focus of the poster is on the prevention of complications 

or deleterious impacts of critical illness hospitalization for 
example (but not limited to): prevention of hospital acquired 
infection, including; pressure injury reduction; and early 
mobility)

• Completed CACCN/Sage Products Poster Bursary 
application 

• Poster is reviewed through the abstract submission system 
and is accepted for presentation at CACCN’s Dynamics of 
Critical Care conference.

Note:
• No branding of the poster for Sage Products is required
• The poster does not need to address prevention using prod-

ucts provided by Sage Products.

Application process
• Applicants must submit a poster abstract online at www.

caccn.ca as per the CACCN Dynamics abstract submission 
process by no later than 2359 ET – January 31 annually

• Applicants complete and submit the CACCN/Sage Products 
Poster Bursary application to CACCN National Office 
(caccn@caccn.ca) at the time of abstract submission or by no 
later than 2359 ET – January 31 annually

• The poster abstract will be blind reviewed according to 
CACCN’s abstract review policies

• Following review, eligible abstracts will be listed based on 
review scores

• The first ten (10) eligible abstracts with the highest review 
scores will receive a bursary of $500/each;

• Successful poster presenters will be notified via email and 
regular mail

• Acceptance of the Sage Products – CACCN Bursary indi-
cates a commitment by the presenter to attend the Dynamics 
conference to present the poster

• A letter of acceptance must be signed by the recipient prior 
to the distribution of the funds

• CACCN/Sage Products Poster Bursary may only be used to 
offset conference expenses: registration, travel, accommoda-
tion, meals, poster preparation/printing, etc.

• CACCN/Sage Products Poster Bursary recipients will be 
acknowledged by CACCN and Sage Representatives at the 
CACCN Awards Ceremony

• Recipients are required to attend the CACCN awards cere-
mony and the Sage Products Exhibit Booth at the conference 
for photographs

• The successful applicant will forfeit the bursary if they fail 
to attend the Dynamics of Critical Care Conference, the 
CACCN Awards Ceremony and the Sage Products Booth. 



Application for membership
Name: _____________________________________________________________

Address:  ___________________________________________________________

____________________________________  _____________   _____________

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

E-mail:  ____________________________________________________________

Employer:  __________________________________________________________

Position:  ___________________________________________________________

Area of Employment:  _________________________________________________

Nursing Registration No.: _______________________ Province:  _____________

Chapter Affiliation (if known):  __________________________________________

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

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

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

Signature:  __________________________________________________________

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

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

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

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

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

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

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

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

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

CACCN Values 
Statement
Our core values are:

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

research, and practice 

Dignity & Humanity 
• Respectful, healing and humane 

critical care environments
• Combining of compassion and 

technology to advocate and 
promote excellence 

Integrity & Honesty
• Accountability and the courage to 

speak for our beliefs 
• Promoting open and honest 

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

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

Manuscripts submitted for publication must follow the following format:

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

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

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

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

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

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

when used in the manuscript.

4. Copyright:
• Manuscripts submitted and published in Dynamics become the property of CACCN. Authors submitting to The Canadian 

Journal of Critical Care Nursing are asked to enclose a letter stating that the article has not been previously published and is 
not under consideration by another journal.

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

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

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