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Vision statement
All critical care nurses provide the highest standard of patient 
and family centred care through an engaging, vibrant, educated 
and research driven specialized community.

Mission statement
We engage and inform Canadian Critical Care nurses through 
education and networking and provide a strong unified 
national identity.

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 Reflections

I am so excited to begin my two-year term as president of 
the Canadian Association of Critical Care Nurses. I enjoy 
working with such a dynamic group of individuals who are 

passionate about critical care nursing.

Speaking of dynamic people, with the changeover of leader-
ship on the Board of Directors effective April 1, 2016, we bid 
farewell to Karen Dryden-Palmer, President (Central Region) 
and Barbara Fagan, Director, Chair of the Professional 
Development Committee (Eastern Region). Karen and Barb 
were instrumental in advancing processes through the devel-
opment of committees to support the association’s Vision, 
Mission and Strategic Plan. They were also instrumental in 
advancing educational opportunities for our members and 
critical care nurses across the country with the rollout of our 
certification webinars in 2015 and our webinar program for 
2016. Their valuable contributions, leadership and dedica-
tion to the association have facilitated the forward movement 
of opportunities for our members to be engaged with the 
CACCN. 

I am very pleased to announce Kathy Bouwmeester, Director 
(Western Region), has accepted the position of vice-presi-
dent for the next two years ending March 31, 2018. Following 
this, Kathy will move into the position of president of the 
association. 

I would also like to take a moment to welcome Shirley Marr, 
Director (Central Region), and Mélanie Gauthier, Director 
(Eastern Region), to the Board of Directors. Shirley has 
accepted the role of Chair for the CACCN Communications 
Committee and Mélanie has accepted the role of Chair for the 
CACCN Professional Development Committee. Welcome back, 
as well, to Robert Mazur, Director (Central Region), National 
Treasurer and Chair of the CACCN Finance Committee, for 
another two-year term. 

Over the years, we have been encouraged to speak up! The 
evidence confirms that “finding our voice”, “speaking with 
conviction” and “together we can” not only improve safety 
outcomes for our patients, but empowers us to be better advo-
cates for ourselves and our work environments. It’s as though 
there should be a warning label with the speaking up challenge 
to ensure the communication is helpful. We have all worked 
in an ICU where we check our patient assignment and scan 
for who is working with us that day. Heaven forbid I should 
be close to “the negative nurse” or the one who never seems 
to reach out to help others. This dynamic can often suck the 
life out of the day. I well remember attending a presentation 
at a Dynamics of Critical Care™ conference where the speaker 
challenged the audience to be positive 90% of the time and 
negative 10% of the time. I have to confess the ratio for me is 
a little off. I partly blame myself, as I sometimes feel helpless 
with our current health care situation where we are caring for 
more acutely ill critical care patients, more advanced technol-
ogy, more complex family situations, with the same resources 
we were working with 10 years ago. We are encouraged to work 
smarter, not harder and, yes, I agree that “together we can”. Yet, 
what do we do when the people we are working with are in pure 
survival mode whether due to personal situations, workload or 
morale distress? Critical care nursing should inspire us, not zap 
our energy so that at the end of the day we have nothing left for 
ourselves or our families.

My greatest moments experienced at the bedside were when 
I felt synergy with my critical care team and when I dared to 
do something different for my patient, such as invite an opera 
singer to soothe my former symphony orchestra patient’s intol-
erable pain through classical music and song. She truly does 
have a voice of an angel. When “Sebastian” told the opera singer 
that this was the first time in a long time he did not feel pain, 
I cried.

Whatever you are experiencing in your unit, in your work 
environment, in your research, in your management role, in 
your leadership role, think about how you want to be dif-
ferent? Because you can make a difference. You can be 90% 
positive and 10% negative, if that resonates with you. You 
can inspire your team to speak up, find their voice or accom-
plish anything amazing together. It is our wish to encourage 
you to make a difference. It starts with me. It begins with 
you. Dr. Wayne Dyer famously said, “If we change the 
way we look at things, then the things we look at begin to 
change.” How powerful is that message?! How do we do that? 
How do we make a difference?  How can I be special when 
I am an employee number to Human Resources, or I never 
see my manager unless there is a problem? How can I make 
a difference when the unit is surging for the umpteenth time 
this week? 

I have found recently at the annual Dynamics conference more 
references to improvement terminology, LEAN, and KAIZEN 
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from the presenters, as witnessed in Winnipeg 2015. As an 
improvement facilitator, this pleases me. Within my employ-
ment organization, I see and hear how the processes and tools 
for continuous process improvement are having a positive 
impact in our intensive care unit. I chuckled when the closing 
speaker at the last Dynamics conference projected the word 
KAIZEN on the screen, as she touched on the essence of the 
meaning in her wrap-up and, if you are anything like the people 
who were sitting on my left and sitting on my right at the con-
ference, you are probably “Googling” the word on your mobile 
right now. 

I think KAIZEN is a fun word. When I say it, I want to break out 
into a judo chop! Kaizen literally means change “KAI” and to 
become good “ZEN.” Essentially, through a process of contin-
uous improvement and engagement of the team, small changes 
have as much of an impact to our work as large ones. “It’s a phi-
losophy that assumes that every aspect of our life deserves to be 
constantly improved”.

According to Valuedbasemanagement.net, there are five found-
ing elements to the KAIZEN philosophy: 

• Teamwork 
• Personal discipline 
• Improve morale 
• Quality circles 
• Suggestions for improvement.

So, while it is not my intention of this reflection to convert 
masses to process improvement, as we are challenged with phy-
sician-assisted dying, end-of-life, workload, surging, morale 
distress, lack of resources, lack of education, lack of funding for 
education, it is our goal at the CACCN to Be the Difference.   

Your Board of Directors is committed to making improvements 
to the association in response to what we are hearing from you. 
We welcome your feedback and help to feed forward and make 
the good change. Let’s make it better.

Thank you for the opportunity to serve as your association 
president. 

Sincerely, 
Renée Chauvin 
President, CACCN

ReFeReNCeS 
Dyer, W.W. (2010). The power of intention: 

Learning to co-create your world your 
way. Carlsbad, CA: Hay House.  

Value Based Management.net. (n.d.). 
Continuous incremental improvement: 

Summary of Kaizen philosophy and 
method. Retrieved from http://www.
valuebasedmanagement.net/methods_
kaizen.html 

Dynamics of Critical Care™ 
2016

Changing tides in Critical Care Nursing:  
Riding the Waves together to Provide Quality Care

September 25–27, 2016
Delta Prince edward, Charlottetown, Pe

The Dynamics of Critical Care™ 2016 conference flyer is here! The 
electronic brochure and conference registration will be available on the 
CACCN website at www.caccn.ca by June 5, 2016.
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Profiling

CACCN Board of Directors
Renée Chauvin
President

I am so excited and grate-
ful for the opportunity to 
serve as your president of 
the Canadian Association 
of Critical Care Nurses 
(CACCN). I have always 

been passionate about critical care and 
being involved with the CACCN. 

My involvement has been at a provincial 
level serving as the Montréal Chapter 
President for five years and the plan-
ning committee for the Dynamics of 
Critical Care Conference 2008 held in 
Montréal, QC, for our 25th Anniversary. 
I joined the National Board of Directors 
in 2013 as secretary, then vice-presi-
dent, and had the pleasure of serving as 
chair of the Dynamics of Critical Care™ 
Conference 2014 held in Québec City, 
QC.

My critical care career began in 1987 
at the McGill University Health Centre 
as a clinical nurse, mentor, Assistant 
Head Nurse, Professional Development 
Educator and Practice Consultant. I 
left Montréal in 2009 to work as Nurse 
Manager for a level three ICU at a 
community hospital in Ottawa for five 
years.

I  am current ly an Improvement 
Faci l i tator  with  the  C entre  for 
Continuous Performance Improvement. 
I find my job rewarding and valuable. 
I like to say I spent 27 years working 
in health care.  Now, I am working on 
health care.

The CACCN is implementing new 
structures to strategically align with our 
vision: “All critical care nurses provide 
the highest standard of patient and fam-
ily centred care through an engaging, 
vibrant, educated and research driven 
specialized community.”

It is a privilege to work with such a 
passionate and dedicated group of pro-
fessionals, as we continue the journey 
of promoting healthy and healing work 
environments.

Carla MacDonald
Director, eastern Region
Chair, Conference 
Advisory Committee

I am honoured to begin 
the second year of my 
t e r m  o n  t h e  B o a r d 
of  Direc tors  for  the 
Canadian Association 
of Critical Care Nurses. 
Over the past year, the 

work of the Board of Directors has 
included the implementation of a new 
strategic plan/direction and the imple-
mentation of national committees. It 
is my pleasure to chair the National 
Conference Committee working with 
many of our critical care members 
to rejuvenate our annual conference, 
Dynamics of Critical Care™.

Critical care nursing has been my pas-
sion for the past 20 years and I have 
been fortunate to have many career 
opportunities along the way. My career 
has primarily been in adult critical care 
nursing where I have had the opportu-
nity 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 clinical practice through-
out the province and be influential in 
the development of future nurses.

In 2010, my colleagues and I were recip-
ients of the Spacelabs Innovative Project 
Award for Team-Based Learning. I 
have had the opportunity to present 
at national conferences and enjoy the 
opportunity to engage with colleagues.

I am driven about maintaining and 
advancing education, obtaining my 
critical care certification and mas-
ter’s degree in 2011 from Athabasca 
University, and embarked on obtain-
ing my nurse practitioner degree in 
September 2014. 

At present, I am a Clinical Nurse 
Specialist and am excited to be directly 
involved in advancing nursing prac-
tice. I am fortunate enough to still work 
clinically in intensive care. It has been 
very exciting to bring my passion and 
experience for critical care nursing to a 
national level.

CACCN Board of Directors 2016–2017: Left to right: front row: Carla 
MacDonald, Director (Eastern Region), Kathy Bouwmeester, Vice-President, 
Director (Western Region), Shirley Marr, Director (Central Region). 

Back row: Rob Mazur, Treasurer (Central Region), Renée Chauvin, President 
(Director at Large), Lara Parker, Director (Western Region), Mélanie Gauthier, 
Director (Eastern Region), Christine Halfkenny-Zellas, Chief Operating Officer.
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Kathy Bouwmeester
Vice-President, Director, 
Western Region, Chair, 
Partners Committee

As a proud registered 
nurse (RN) working in the 
intensive care unit (ICU) 
of the Peter Lougheed 
C e n t r e  i n  C a l g a r y, 
Alberta, I am very excited 

to start the second year of my term on 
the National Board of Directors.

I have been a registered nurse since grad-
uating from the University of Alberta 
Hospitals Nursing Program in 1980. I 
have worked in several settings includ-
ing an isolation unit, general medicine, 
orthopedics and intensive care. I hold a 
Certificate in Critical Care Nursing and 
Studies in Aging (Gerontology). 

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

As an active member of the Southern 
Alberta Chapter since 2006, I was elected 
into the role of president-elect, where my 
involvement included revising the chap-
ter constitution and bylaws. I served a 
two-year term as president and have been 
involved in the development of the chap-
ter’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 out-
comes for our patients.

With the new strategic plan and direc-
tion at the national level, I sit as 
vice-president for the association as 
well as chair of the Partners Committee 
working with CACCN members and 
our association partners, sponsors 
and exhibitors to enhance education, 
awards and other opportunities for 
our members. As a board member of 
the Canadian Association of Critical 

Care Nurses, I have, over the past year, 
brought my passion of advocacy for the 
patient, the registered nurse and affili-
ated critical care health care providers to 
the national table. I am looking forward 
to the coming year!

Lara Parker
Director, Western Region
Chair, Member Relations 
Committee

I have had the pleasure of 
being a critical care nurse 
since 2000, after grad-
uating 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 in 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 the 
Dynamics of Critical Care™ Conference 
2011, with a poster presentation on fam-
ily clinical nurse specialist (FCNS). The 
second was at Dynamics Conference 
2014, where I was privileged to present 
two oral presentations: one on the BCIT 
iPad–iBooks curriculum, and another 
on Family-Centred Care in the Adult 
ICU. I have also had the privilege of 
speaking at a British Columbia Chapter 
Education Day.

I am passionate about critical care 
nursing and the great community we 
work within. Critical care nursing is 
challenging, evolving, rewarding and 
inspirational. I am committed to critical 
care specialty nursing and I am excited 

to begin the second year of my term on 
the National Board of Directors. This 
role has provided the opportunity for me 
to engage others and myself at a national 
level. With the implementation of the 
CACCN Strategic Plan and the commit-
tee structure over the past year, I have 
had the pleasure of sitting as chair of the 
Member Relations Committee working 
with our critical care members on mem-
bership recruitment and retention. I am 
a motivated and hardworking individ-
ual who balances work with my family, 
including my three beautiful children.

Rob Mazur
Director, Central Region
National treasurer
Chair, Finance Committee

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, 

acute medicine, Northern MB Nursing 
Stations, aero-medical transport, critical 
care, acquired brain injury and stroke 
rehabilitation. 

From 2004 to 2015, I worked as a flight 
nurse and CRN/Nurse Manager with 
Keewatin Air/Nunavut Lifeline. During 
this time, I successfully completed 
the Winnipeg Critical Care Nurses 
Education Program (WCCNEP) and 
wrote the Canadian Nurses Association 
Certified Nurse in Critical Care – 
CNCC(C) certification examination. 
Following completion of the WCCNEP, 
I worked in the intensive care units 
at the Health Sciences Centre and at 
the Victoria Hospital in Winnipeg, 
Manitoba.

I am currently the Manager of Clinical 
Support and Relief Teams and Interim 
Manager for Acquired Brain Injury 
and Stroke Rehabilitation at Riverview 
Health Centre. My current and previous 
positions have allowed me to expand my 
leadership skills through management, 
logistical/medical on-call, and the edu-
cation and training of registered nurses.

I feel my experience in caring for criti-
cal care patients in intensive care units, 
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nursing stations and in aero-medical 
transport is of benefit to the association. 
These environments require critical 
thinking, and an ability to think “outside 
the box”. I believe these qualities bene-
fit in helping shape unique approaches 
to the management of critically ill 
patients. As I commence my second 
two-year term on the National Board of 
Directors, I believe that my participa-
tion as a member of the board will have 
an effect that is beneficial to critical care 
nurses and their patients everywhere. 
For my second term, I remain in the role 
of National Board Treasurer and Chair 
of the National Finance Committee. In 
these roles I will continue to work with 
an external bookkeeper and auditor, as 
well as CACCN members to ensure the 
association remains financially healthy 
and viable.

Shirley Marr
Director, Central Region
Chair, Communications 
Committee

I am excited to begin 
my term as a member of 
the Board of Directors. 
I  started working in 
the intensive care/crit-
ical care unit in 1991 at 
Wellesley Hospital in 

Toronto and in 2003 moved into the role 
of educator. I have worked at William 
Osler since 2011. 

In 1989, I immigrated to Canada with 
a diploma in nursing and have since 
gained a nursing degree and two mas-
ter’s degrees—one in health education 
and one in health science in nursing. I 
have held my Certified Nurse in Critical 
Care—CNCC(C)—for 15 years, and 
also hold certificates in gerontology and 
critical care from Ryerson University. I 
attended my first Dynamics of Critical 
Care™ conference in 1992. This confer-
ence was an important milestone in my 
journey in critical care.

I joined the CACCN Board of Directors 
as I am passionate about excellence in 
critical care nursing and the CACCN 
is an important vehicle to achiev-
ing this goal. With the new strategic 
plan and direction of the association, I 

will be chairing the Communications 
Committee working with CACCN 
Members to streamline our commu-
nications with members, partners and 
others. 

Mélanie Gauthier
Director, eastern Region
Chair, Professional 
Development Committee

I cannot begin to explain 
how excited I am to begin 
my term on the National 
Board of Directors. I have 
been actively involved in 
CACCN as the president 
of the Montréal Chapter 

since April 2015, and was co-president 
from January 2013–March 2015. Since 
my involvement, the Montréal Chapter 
membership has grown from less than 
100 members to more than 200 by pro-
viding a variety of educational and 
networking activities.

I am currently a CNCC(C) Certified 
Nurse Clinician in a quaternary care 
ICU, where I have practised for more 
than seven years. I hold a Bachelor 
of Science in Nursing from McGill 
University and a Master’s in Intensive 
Care Nursing from the University of 
Sydney, Australia. 

For the past two years I have been a clin-
ical instructor, course coordinator and 
co-teacher for McGill University nurs-
ing students at the undergraduate level. 
I am actively involved in several pro-
fessional development initiatives at my 
workplace, such as co-chair of the ori-
entation committee, active preceptor 
and mentor to new nurses, member of 
the ICU skin care team, and the quality 
improvement committee. 

With the implementation of the national 
strategic plan and committees, I am 
Chair of the Professional Development 
Committee working with a knowledge-
able group of CACCN members to 
provide enhanced educational oppor-
tunities through a variety of delivery 
methods.

As a younger nurse, I feel I can pro-
vide a voice to the newest generation of 
nurses and help bridge the gap between 
care and compassion by empowering 
and inspiring them to take an active role 
in their own development, the nurs-
ing profession and their professional 
nursing association. Sustainability and 
recruitment have been long-standing 
challenges of the CACCN and I am look-
ing forward to assisting in the growth 
of the association by advocating for the 
educational needs of our members.

Annual General  
Meeting Notice
CACCN Annual General Meeting

The National Board of Directors of the Canadian Association of Critical 

Care Nurses extends an invitation to the membership to attend the 32nd 

Annual General Meeting. The Annual General Meeting of the CACCN 

will be held Sunday September 25, 2016, at the Delta Prince Edward 

Convention Centre, Charlottetown, PE, in conjunction with Dynamics 

of Critical Care™ 2016. 
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Annual General Meeting  
Proxy Vote Form 2016

I, ___________________________, a voting member in 
good standing of the Canadian Association of Critical Care 
Nurses (CACCN), hereby give my proxy to:
1. Renée Chauvin, President, Board of Directors, failing 

her, to 
2. Lara Parker, Director, Chair—Member Relations 

Committee, Board of Directors.
OR (complete only if you wish to name someone other 
than the above, who will be in attendance at the AGM)

_______________________________________

as my proxy to attend, act, and vote on my behalf at the 
Annual General Meeting of members to be held Sunday, 
September 25, 2016, at the Dynamics of Critical Care™ 
Conference 2016, in Charlottetown, PE (including 
adjournments thereof).

(please print)

Name: _________________________  Date:_________ 

Signature:_____________________________________

It is the responsibility of the member to determine whether 
the person to whom they assign the proxy is an active 
member who will be in attendance at the AGM and is able 
and agrees to act in the manner described.

Please ensure delivery of the completed proxy to CACCN 
by no later than 2359 ET on September 5, 2016:
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

Certification update
Specialty Nursing Examination—Critical Care 
Nursing
Canadian Nurses Association (CNA)
CNA has announced changes to the certification pro-
gram. Join the growing network of more than 18,000 
CNA-certified RNs at the leading edge of health care. 
Being CNA certified shows that you’re committed to an 
advanced standard of professional competence and have 
a comprehensive understanding of your nursing spe-
cialty. Become CNA certified! Show that you Care to Be 
the Best.

Registration and exam information
• The next  CNA cert i f icat ion exams wi l l  be 

offered September 19 to October 7, 2016.
• The online application process to apply for the 2016 

exams will be open April 11 to July 1, 2016.

Visit Get Certified at: www.nurseone.ca/en/certification

Looking for study resources? CACCN offers a 
Certification Study Guide to CACCN members in the 
members-only area! 

CACCN Facebook Page
Visit us on Facebook for 
updated information!

Follow us on twitter: 
@CACCN1

Future sites of  
Dynamics conferences
Dynamics 2017: September 24–26, 2017, 
Toronto, ON

Dynamics 2018: September 23–25, 2018, 
Saskatoon, SK
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Oral Presentations
Finding equilibrium in the Chaos: 
Patient and Family Perspectives on 
Acute Illness
Karine Allard, BScN, RN, CNCC(C), and Mélanie Gauthier, 
BScN, RN, CNCC(C), McGill University Health Centre, 
Montréal, Québec

Key words: family perspectives, isolation, acute illness, patient 
experience, Acute Lymphoblastic Leukemia, CD19 CAR T trial

In summer 2014, shortly after returning home from his honey-
moon, a young man was diagnosed with Acute Lymphoblastic 
Leukemia. Despite three rounds of induction chemotherapy 
and participating in a Canadian clinical trial, his condition 
rapidly deteriorated. His physicians suggested a transition to 
palliative care. As a last resort, the couple travelled to the United 
States to participate in a clinical trial for a novel experimen-
tal treatment with a promising success rate. After completion 
of the trial and subsequent complications, the young man was 
declared cancer-free in early 2015. He has since undergone a 
successful stem cell transplant and, as of late 2015, is well on his 
way to recovery.

Qualitative studies have shown that cancer survivors, partic-
ularly adolescent and young adults, suffer from cancer-related 
distress. This primarily includes the consequences of living 
with heightened awareness of the uncertainties in life—worry 
about recurrence, hypervigilance about symptoms, concerns 
about family and finances, and the stress of managing health 
needs, changes in self-perceptions, body image, and feelings 
of vulnerability. While reflecting on their experience with 
life-threatening illness, we will share via video recordings the 
obstacles this newlywed couple has been faced with over the 
past 18 months. Based on their experience, they will identify 
both the positive and negative behaviours of health care pro-
fessionals they interacted with along their journey. Simple 
suggestions are made to critical care nurses on how they may 
improve their practice while caring for the critically ill and 
their families.

This mixed-media presentation aims to provide participants 
with an intimate insight into critical illness from the perspective 
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of both the patient and their family. A basic review of hemato-
logic malignancies, CAR T clinical trials, and hematopoietic 
stem cell transplant will provide participants with context and a 
better understanding of this patient’s lived experience.
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I.C.u. M.O.V.e.S: Intensive Care unit 
Mobility, Optimizing a Very early Start
Marlene Ash, BSc, RN, Elinor Kelly, BsN,BA,RN, Tara Mercier, 
PT, Giselle Davis, PT, Marie-Helene Renault, PT, Patricia Daley, 
RN, Cynthia Isenor, MScN, RN, and Karen Webb-Anderson, 
BSc, MN, RN, Nova Scotia Health Authority, Halifax, Nova 
Scotia

Key words: early mobility, delirium, long term outcomes, front 
line involvement, culture shift, collaboration

Today, more critically ill patients are surviving and leaving 
the intensive care unit (ICU). However, patients with a criti-
cal illness can experience a myriad of complications. They are 
at risk for complications such as physical deconditioning with 
profound muscle weakness, delirium and skin breakdown. 
Recognizing the impact on long-term outcomes requires a cul-
ture shift in health care teams. No longer are we just “keeping 
alive”; we are helping patients get back the life they want.

The evidence supports that early mobility reduces ICU-acquired 
weakness, decreases the incidence of ventilator-associated 
pneumonia, and reduces skin complications. Furthermore, 
early mobilization of adult ICU patients is the intervention 
most strongly recommended to reduce the incidence and 
duration of one of the most deleterious effects of critical ill-
ness—delirium. Delirium is estimated to occur in up to 80% 
of adult ventilated patients. It is associated with prolonged ICU 
and hospital lengths of stay and the development of post-ICU 
cognitive impairment. The impact on patients and families is 
profound.

In this presentation, we will share our experience of shift-
ing our culture from “keeping alive” to optimizing long-term 
outcomes by implementing an early mobility program in 
two of our ICUs. The processes undertaken and proto-
col developed will be shared. Recognizing the importance 
of frontline knowledge and capacity, the implementation 
phase and evaluation of our early mobility program has 
been led by a team of frontline nurses and physiotherapists. 
This frontline involvement has been key in supporting the 
culture shift. We will explore how the planning and imple-
mentation of early mobility program, and a commitment to 
evidence-informed practice have enhanced collaboration in 
our multidisciplinary ICU team, helping patients get back 
the life they want.
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teamwork Competency Development: 
how and What We Should Be teaching 
Nurses About teamwork
Glenn Barton, MSN(Ed), RN, Royal College of Physicians and 
Surgeons of Canada, Ottawa, Ontario

Key words: nursing, teamwork, competency based education, 
constructivism, leadership, simulation, integrative literature 
review

Aims: To present research describing nursing teamwork com-
petency development and illustrate how these findings can 
inform best teaching practices that promote the evolution of 
competent nursing teamwork.

Background: Since the Institute of Medicine recommended 
enhancing the coordination and communication abilities of 
health care teams, many educational initiatives targeting team-
work competency development have surfaced. Registered 
nursing teams comprise the primary human resource structure 
for patient care delivery, and individual nurses are central fig-
ures within interprofessional health care teams. Nurses heavily 
influence overall team coordination and outcomes, yet little is 
known about the team training they receive, and, furthermore, 
what educational components best enhance teamwork perfor-
mance in nursing personnel.

Design: Whittemore and Knafl’s revised integrative review 
framework guided all stages.

Data sources: CINAHL, Web of Science, Academic Search 
Complete, and ERIC were searched, and detailed inclusion-ex-
clusion criteria applied. Studies (n=19) published (2001–2014) 
were selected for review.

Review methods: Studies were appraised using established 
qualitative-quantitative evaluation tools. A systematic iterative 
approach was used to extract and filter data used for drawing 
conclusions.

Results: Nursing teamwork epistemology is derived 
from High Reliability Teams theory and Crew Resource 
Management training sources. Effective pedagogical 
approaches include high-fidelity simulation and reflective 
discussion in order for students to acquire, practise, and 
refine these skills. Evaluating teamwork competency is a 
complex task involving contextually based assessments of 
knowledge, skills, and attitudes.

Conclusion: Nursing teamwork competency-based curric-
ula should emphasize leadership and skilled communication 
knowledge, as learned, practised and assessed in practice-based 
constructivist teaching environments.
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the Consequence of Caring— 
Moral Distress Re-examined
Debbi Beukes, RN, Victoria General Hospital, Victoria, British 
Columbia

Key words: moral distress, ethical dilemmas, nursing, ICU, 
critical care, retention, workforce, burnout

Critical care nursing is entering an era of great transformation 
that is driven by many changes. Amid increased violence, an 
aging population, increasing complexity of needs, budget cuts, 
and the staffing crisis, health care can ill afford the consequences 
of experienced mentors and novice intensive care unit (ICU) 
nurses leaving critical care. Yet, such issues present daily chal-
lenges to the provision of quality care and the longevity of the 
nursing workforce. Nurses are particularly vulnerable because 
they are simultaneously equipped with knowledge that may 
impact patient care, but have very little decision-making power. 
Insults on the moral integrity of individuals are associated with 
burnout and intention to leave the workforce. Therefore, it has 
become necessary to re-examine the concept of moral distress 
and the effects of moral residue, as nurses struggle to “do the 
right thing”. Because quality care depends on patient advocacy, 
nurses should be encouraged to recognize moral distress and 
be provided with the necessary tools and skills to minimize 
moral residue and develop moral courage.
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Critical Care Visiting Guidelines
Tina Breckenridge, BN, RN, CNCC(C), and Adam Gagnon, BN, 
RN, CNCC(C), Bathhurst, New Brunswick

Key words: intensive care units, visitation, leadership, 
perceptions

The purpose of this project was to develop evidence-based 
guidelines for visiting within an adult intensive care unit (ICU). 
One of the most stressful times for families and nurses is when 
someone is admitted to the ICU. The need for both communica-
tion and close proximity is important to families. While nurses 
play a significant role in collaborating with families to meet 
their needs, few studies have explored strategies that might be 
incorporated into daily care to achieve family-centred care. As 
families want to be close to their loved one, nurses try to bal-
ance the complexity of care within this dynamic environment. 
Although families and nurses may have varying perceptions 
of visiting within the ICU, recent evidence suggests that fam-
ilies and nurses both see the patient as their priority. In order 
to enhance the collaboration between families and nurses, 
there is a need for nursing leadership and supportive resources 
within the adult ICU. First, a systematic literature review was 
conducted of studies that included key words of “intensive 
care unit”, “families’ perception”, “nurses’ perceptions”, and 

“visitation”. Next, a team of dedicated staff nurses who were 
leaders among their peers was assembled to assist with this 
project. A framework was selected to help guide our implemen-
tation of evidence-based practice in the clinical setting. Change 
is always a challenge. However, creating awareness and interest, 
building knowledge and commitment, promoting action and 
adoption, and pursuing integration and sustained use are effec-
tive strategies that were used in this project (Cullen & Adams, 
2012). Finally, a collaborative action evaluation (CAE) frame-
work will be used to evaluate the ongoing implementation of 
evidence-based practice within the ICU.
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hearing Silent Voices: Augmentative 
Communication for Patients in Critical 
Care
Colleen Breen, BScN, RN, CNCCP(C), and Jane Houghton, RN, 
London Health Sciences Centre, London, Ontario

Key words: communication, patient care, family centred care

When patients are experiencing the most powerful, painful 
and personal moments in their lives, communication is often 
hindered by ventilation, medication, weakness, and treat-
ment. Nurses witness the impact of patients’ inability to share 
concerns, needs and emotions; often resulting in frustration, 
fear, and sadness. Often, medications are required to create a 
calmness that is conducive to patient treatment and healing. 
Nurses feel helpless and ineffective when they are unable to 
understand the needs of their patients and provide appropri-
ate support. Improved patient communication leads to better 
quality of care, improved outcomes, and decreased morbidity 
and enhances job satisfaction for nurses. Technology enhances 
the physical care of patients and can provide communication 
methods to improve their emotional care, as well.

Based on lived experience, this interactive presentation 
describes and demonstrates an augmentative communication 
program for children in critical care, focusing on the benefits to 
patients, families, care providers, and health care organizations.
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Navigating the transition of Critical Care 
to end-of-Life Care using a Strengths-
Based Nursing Approach
Annie Chevrier, MSc(A), RN, CMSN(C), Elaine Doucette, 
MScN, RN, Sophie Bastarache, BSc(N) student, Valerie Duff-
Murdoch, BSc(N) student, Julie Marceau, BN (I) student, and 
Cecilia Marti, BN (I) student, McGill University Health Centre, 
Montréal, Québec
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Nurses working in critical care environments are often chal-
lenged with the difficulty of transitioning patients and families 
from aggressive and curative treatments to a palliative, end-of-
life focus. Current research addressing the role of nurses during 
this pivotal transition is sparse and reveals the need to explore 
the ways in which nurses can facilitate this emotional experi-
ence for families.

Nurses play a pivotal role in patient care, as they spend more 
time with patients and their families at the end of life than 
any other health care professional. As a result, critical care 
nurses are often confronted with the challenges of supporting 
patients and families through painful transitions, complicated 
ethical dilemmas, and the agonizing decision-making pro-
cess surrounding this shift to a palliative approach to care. In 
an intensive care unit (ICU) setting there may be the percep-
tion that little can be done for patients receiving palliative care. 
However, palliative patients often have complex medical needs 
and are typically suffering from multiple disease processes. The 
goals of palliative care are meant to support the multidimen-
sional needs of patients and family members before, during, 
and after death. 

Using a strengths-based approach to care, which is collabo-
rative and multidisciplinary and embodies values of holism, 
patient-centredness and the creation of a healing environment 

can be useful in the support of families experiencing the dif-
ficulty of accompanying a loved one at the end of life. And 
in so doing, it allows nurses to provide support and advo-
cate for families in complicated and emotionally challenging 
situations.

The role of the nursing student is also important in helping 
patients and their families during this critical stage of their 
particular illness trajectory. The presenters will explore the 
complexities associated with these transitions and the impact 
on families through the lens of a strengths-based nursing (SBN) 
approach, and propose interventions
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Stepping It up: transitioning to 
Proficient Critical Care Nurses, Does It 
Work?
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BEd, RN, University Health Network, Toronto, Ontario

Key words: learning, experiences, knowledge, step-up 
guidelines

Five years ago, the medical surgical intensive care unit 
(MSICU) at one of Canada’s largest academic quaternary care 
centres developed formalized step-up guidelines (SUG), a tool 
outlining a novice to expert critical care pathway. The goal of 
the SUG is to provide novice critical care nurses with a guide 
to their learning and experiences. It is also a tool to aid patient 
assignments for novice critical care nurses during their first 
year of practice in the MSICU. The tool fosters optimal learn-
ing experiences for successful skill and knowledge acquisition 
structured around critical care competencies. This results in the 
development of confident and competent practitioners.

An evaluation of the SUG was conducted in the MSICU; sur-
veying nurses from both the MSICU and the Critical Care 
Nursing Resource Team (NRT) to understand their experi-
ences. The goal of this survey was to evaluate satisfaction with 
the tool.
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A total of 68 nurses were recruited from two ICU nursing clus-
ter groups; 20 nurses from the NRT pool and 48 nurses from the 
MSICU. These critical care nurses started in the MSICU from 
January 2013 to October 2015.

The findings will assist in determining the need to re-evalu-
ate the stages in the SUG. This evaluation will include learning 
trajectory, appropriate skill building, knowledge development, 
sustainability and adaptability across ICUs in our organization.

In this presentation, we will report our results of the evaluation 
and explore the future of the SUG for critical care nursing com-
petency development.
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Pushing the Boundaries of Critical Care 
Nursing education: the experience 
of Operationalizing a Complex high-
Fidelity Simulation
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Cecilia Baylon, MN, RN, CNCC, Robert Kruger, MEd, RN, 
CNCC(C), and Andrea Ford, MSN, RN, CNCC(C), British 
Columbia Institute of Technology, Surrey, British Columbia

Key words: high-fidelity simulation, education, complex 
scenarios

High‑fidelity simulation is foundational to nursing students’ 
educational experiences and for decreasing the theory to prac-
tice gap. High‑fidelity simulation uses lifelike mannequins that 
simulate patients, including heart and lung sounds, and can 
have invasive hemodynamic lines attached and monitored. 
High-fidelity simulation creates a learning environment for 
students to advance their skills in comprehensive assessment, 
complex clinical decision-making, communication and per-
forming skilled interventions prior to entering clinical practice.

High-fidelity simulators can be programmed to run simple 
patient scenarios, with minimal changes, to more complex 
scenarios that have multiple hemodynamic fluctuations. For 
example, simulating a deteriorating critically ill patient and 
potential side effects of student chosen interventions.

In our critical care program, we use simulation from basic sce-
narios to complex scenarios. These complex scenarios support 
students to make more complex clinical decisions and per-
form skilled interventions aligning with our program’s learning 
intentions to solidify students’ theory into practice, without the 
pressure of a real, deteriorating patient.

The process and experience of creating and running these 
advanced simulations has provided areas of growth and learn-
ing for both students and faculty. In this engaging presentation 
we would like to share what has been learned over the past 18 
months of developing and delivering complex evolving simula-
tions. We will discuss the processes and practice of our current 
advanced simulation and what the future might hold for our 
continued growth, as we continue preparing critical care nurses 
for the complex and acute nature of critically ill patients.
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Navigating the Challenges of Delirium 
Management in the PICu: A Nursing 
Student’s Perspective in Providing a 
Strengths-Based Approach
Elaine Doucette, MScN, RN, Annie Chevrier, MScN, RN, Catherine 
Bigras, RN, Vanessa D’Aquila, BScN Student, Jodi Kalubi, BScN 
Student, Palmina Montenaro, BScN Student, and Teodora Riglea, 
BScN Student, McGill University Health Centre, Montréal, Québec

Key words: PICU, delirium, critical care nursing, pCAM-ICU, 
strengths based approach to family-centred care

Delirium is a phenomenon that occurs in all critical care set-
tings, including pediatric intensive care units (PICU). One in 
three children admitted to the PICU will experience signs and 
symptoms comparable to adults experiencing delirium. A diag-
nosis of delirium in the PICU is significant, related to the fact 
that children diagnosed with this disorder have increased mor-
bidity and mortality rate.

Screening and assessing for delirium in adult intensive care 
settings are part of established best practices. However, in the 
PICU settings this practice is not widely seen as part of usual 
care. The Paediatric Confusion Assessment Method (pCAM-
ICU) is a valid and reliable tool to diagnose this syndrome in 
critically ill children. The inability to systematically recognize, 
screen, and assess for delirium is often due to a lack of under-
standing of the clinical significance of this diagnosis, and the 
necessary interventions that are required for treatment.

Health care professionals with limited experience with this con-
dition may perceive the subtle, early symptoms of pediatric 
delirium to be behavioural changes associated with hospitaliza-
tion. Symptoms of pediatric delirium can be unexpected and 
frightening for the family, especially if it has not been encoun-
tered before, or if the parents have not been informed or prepared 
for this possible development. Therefore, education about the 
early recognition and treatment of pediatric delirium in the PICU 
is crucial. With a strengths-based nursing approach to care, we 
can more adequately address the stress that pediatric delirium can 
cause to the patient and their families. Our goal is to propose evi-
dence-based nursing interventions that are strengths-based and 
family-centred in order to properly assess, intervene, and prevent 
the incidence of delirium in the pediatric critical care setting.
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the Role of technology in enhancing a 
Family-Centred Approach to Care
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Families of patients admitted to the intensive care unit often 
experience high levels of stress and uncertainty, which can 
be exacerbated by poor communication, unclear informa-
tion about patient status, and a lack of guidance and support. 
Harnessing the power of modern communication technologies 
using smart phone and tablet applications is a new and exciting 
area of development within critical care settings. These devices 
have been shown to help alleviate the communication gaps 
between families and caregivers by allowing family members to 
express concerns, and have more timely access to information 
regarding their loved ones. Critical care settings are distinct 
in that the nurse is the main source for the psychosocial and 
informational support that families so often require during a 
critical illness. Implementing alternative methods of commu-
nication with the family may be an innovative approach to 
providing timely information to family members. Harnessing 
the power of modern communication technologies is a new 
and exciting area of development within critical care settings. 
Accessibility to resources such as a downloadable smartphone 
or tablet application can enhance the flow of communication 
between the family members and the health care professionals.

The goal of this presentation is to demonstrate some of the 
technological alternatives that can improve communication 
and promote a strengths-based approach to care that can, ulti-
mately, enhance the patient-family experience in these settings.
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Cardiac Critical Care in Developing 
Nations: Improvise, Innovate, empower
Kate Earley, BScN, RN, London Health Sciences Centre, London, 
Ontario

Key words:  cardiac surgery, international nursing, humanitar-
ian relief, cardiac critical care nursing

This presentation will illustrate the profound contrasts and sur-
prising similarities that exist between nursing in North America 
and nursing in some of the most perilous and impoverished 
countries in the world. Leadership, adaptation and resilience 
are both tested and developed when working in unfamil-
iar environments. These skills and experiences have extensive 
benefits for patients, nurses, and organizations in Canada and 
beyond. Through video footage, personal narrative, and inter-
active discussion, this informative and thought-provoking 
presentation will appeal to those interested in global health, 
nursing opportunities abroad, and lessons learned from criti-
cal care nursing in some of the most challenging and inspiring 
countries in the world.
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Physician-Assisted Death and 
Conscientious Objection: Implications 
for Critical Care Nurses
Marie Edwards, PhD, RN, University of Manitoba, Winnipeg, 
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Key words: physician-assisted death, conscientious objection, 
law, ethics

As a result of the landmark 2015 Supreme Court of Canada 
decision in Carter v. Canada (Attorney General), revisions to 
the federal Criminal Code and a legislative framework for phy-
sician-assisted death (PAD) are anticipated in Canada by June 
2016. The Supreme Court of Canada recognized that partici-
pation in PAD is a matter of conscience for physicians and 
identified that, as legislators and regulators develop laws, prac-
tice guidelines, and policies, there is a need to reconcile the 
rights of both patients and physicians in relation to PAD. The 
same can be said for other health care providers, including crit-
ical care nurses, asked to assume roles in the process of PAD. 
In this presentation, the law related to PAD in Canada will be 
examined, with a particular focus on the balancing of patients’ 
right to request PAD when certain criteria are met and health 
care providers’ right to declare a conflict of conscience. The 
critical care experience with PAD in jurisdictions where eutha-
nasia or assisted suicide is legal (e.g., Belgium, the Netherlands) 
will be explored, with attention paid to nurses’ roles in the pro-
cess and the approach taken to conscientious objection in those 
countries. Finally, the guidance provided to nurses regarding 
PAD and conscientious objection by federal and provincial leg-
islation, the Canadian Nurses Association Code of Ethics for 
Registered Nurses, and nurses’ regulatory bodies in Canada 
will be discussed.
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Family Presence in the Adult Intensive 
Care unit During Daily Rounds 
Discussions: Riding the Waves of Change!
Basil Evan, BN, BA, RN, Jodi Walker-Tweed, MHS, BN, RN, 
Bojan Paunovic, MD, FRCPC, Kendiss Olafson, MD, FRCPC, 
MPH, and Dave Easton, MD, FRCPC, Winnipeg Regional 
Health Authority, Winnipeg, Manitoba

Key words: collaboration, communication, culture change, 
engagement, experience of care

Several professional associations and health care organizations 
including the Canadian Association of Critical Care Nurses support 
the presence and participation of family members in the intensive 
care unit (ICU). Cultural change, however, is a dynamic process 
and supporting family presence in the ICU poses several challenges 
for the critical care team. In 2014, the outcomes improvement team 
(OIT) tasked eight Critical Care Quality Circles with implementing 
family presence during daily rounds discussions. Team members 
were encouraged to develop site‑/unit‑specific best practices that 
would promote unrestricted visitation hours in the ICU. These fun-
damental changes in practice led towards a paradigm shift in how 
critical care teams communicate with families. Positive feedback 
replaced initial staff resistance and families who were previously 
asked to leave the ICU during daily rounds are currently informed 
that it is okay to remain at bedside. In addition, team members are 
more comfortable with family presence and some units have begun 
inviting families to participate in rounds discussions.

Family satisfaction surveys performed prior to and after the imple-
mentation of family presence in the ICU supported the proposition 
that family presence can improve communication with the health 
care team and may also improve specific elements of satisfaction 
with care. Qualitative analysis of the results provided insight into 
the two areas that families reported they valued the most; access 
to their loved ones in ICU and good communication with mem-
bers of the critical care team. Although overall scores using the 
Family Satisfaction (FS-24) tool improved from 84% to 86%, fur-
ther education and future research aimed at better understanding 
the family’s role in the ICU is required. In this presentation, partic-
ipants will explore a variety of best practices that were developed 
to promote family presence in the ICU, encourage stakeholder 
engagement and improve the patient/family experience of care.
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Coping with Moral Distress in Critical 
Care Nursing
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Moral distress is a significant issue in critical care nursing that 
hinders the provision of quality patient care. It arises when 
individuals perceive that they are constrained from pursu-
ing what is ethically correct. Moral distress is problematic, as 
it can cause nurses to experience negative emotions (such as 
anger, sadness, frustration, and guilt) and influences them to 
leave positions and, in some circumstances, even the profession 
(Gutierrez, 2005). It has also been noted to negatively influence 
patient care, as it can cause nurses to avoid patients and/or their 
families, emotionally withdraw from them, and minimize inter-
actions with them (Gutierrez, 2005).

Moral distress frequently affects nurses employed within the 
intensive care unit due to circumstances where life-sustain-
ing therapies are implemented that are perceived to prolong a 
patient’s suffering and death (King & Thomas, 2013). Critical 
care nurses can also experience it due to conflicts with physi-
cians, conflicts with institutional policies, unsafe/inadequate 
staffing, and inappropriate use of health care resources 
(Gutierrez, 2005). 

Though sources of moral distress have been well researched 
within the nursing discipline, there is seldom focus on how 
critical care nurses cope with it. Studies that have explored this 
phenomenon have revealed that critical care nurses often use 
evasive coping strategies to physically and mentally distance 
themselves from sources of moral distress (Gutierrez, 2005; 
McClendon & Buckner, 2007). This presentation will refer-
ence Lazarus and Folkman’s (1984) stress and coping theory 
to explore how critical care nurses can use proactive strategies 
such as seeking social support, accepting responsibility, plan-
ful problem-solving, and positive reappraisal to cope with their 
moral distress.
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Frailty in Critical Care: understanding 
Risks, Identifying Patients, and 
examining Implications for Current 
Clinical Practices
Jennifer A. Gibson, MSN, RN, CCN(C), Providence Health 
Authority, Vancouver, British Columbia
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Understanding frailty is essential for the delivery of excellent 
care to older adults in critical care. Frailty is a complex state 
of impairment that results from multisystem physiologic and 
cognitive losses. Affecting up to 40% of patients admitted to 
intensive care, frail patients experience an increased risk of 
adverse outcomes when exposed to stressors such as illness and 
hospitalization compared to people the same age. Such adverse 
outcomes can be severe and include a higher likelihood of pro-
cedural complications, delirium, significant functional decline 
and disability, prolonged length of stay, extended recovery peri-
ods, and death. 

Frailty prevalence rises with age. In Canada, frailty affects 
approximately half of people older than 85. As our population 
ages, frailty in critical care will become increasingly com-
mon. All health care professionals involved in direct clinical 
practice and leadership of critical care environments need to 
understand how to identify frailty and be familiar with related 
clinical practice implications. Such knowledge underpins effec-
tive organization and delivery of patient-centred care strategies 
that may be implemented to minimize harm and maximize 
favourable outcomes for frail older adults and their families.

Drawing from recent literature that has examined frailty in crit-
ical care, this session will highlight risks associated with frailty 
in critically ill populations and provide an overview of com-
monly used approaches to identify frailty including the frailty 
phenotype, Clinical Frailty Scale, Frailty Index, and single-item 
physical tests. Relationships between frailty and end of life will 
be discussed and related to practice recommendations includ-
ing early clarification of treatment goals and care planning. 
Practices that may maximize outcomes, such as minimization 
of sedation, delirium screening and prevention, and early phys-
ical rehabilitation, will also be explained.
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2015 ACLS Guidelines: What’s New?
Sandra Goldsworthy, PhD, MSc, RN, CNCC(C), CMSN(C), 
University of Calgary, Calgary, Alberta
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The guidelines for Advanced Cardiac Life Support (ACLS) have 
recently been updated based on the current state of resuscita-
tion science. This presentation is aimed at outlining the new 
changes in the guidelines, the rationale for these changes and 
how they will impact practice for critical care nurses. New and 
emerging research in the area of adult resuscitation will be dis-
cussed. In addition, tips and resources for instructors will be 
included in the presentation.
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how healthy is Your Work environment?
Sandra Goldsworthy, PhD, MSc, RN, CNCC(C), CMSN(C), 
University of Calgary, Calgary, Alberta

Key words: critical care, nurse work environments, recruit-
ment and retention

How healthy is your work environment? This interactive pre-
sentation is aimed at discussing the current state of critical care 
nursing work environments in Canada and globally. Current 
literature will be explored and results from a doctoral study 
among Canadian nurses will be presented. Challenges and 
opportunities in changing the environment we work in will 
be discussed. Improving work environment conditions will 
help stabilize the critical care nurse workforce across Canada. 
Global innovations will be shared along with potential solu-
tions for future consideration.
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the Influence of Professional 
Development on Intent to Stay Among 
Critical Care Nurses
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The intensive care unit has the highest turnover rates among 
nurses in the country. Factors affecting nurse turnover 
include nurse manager leadership ability, work environment, 
the availability of professional development opportunities, 
nurse-physician collaboration, feeling valued and recognized 
and workload. Results of a doctoral study that examined the 
influence of professional development opportunities on intent 
to stay among critical care nurses will be presented, along 
with their implications for nurses, managers, educators and 
policy.
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Lightening up and Spreading It 
Around: A Successful Implementation 
of the ABCDe Bundle using Change 
Management and Lean Strategies
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Background: The Society for Critical Care Medicine pub-
lished guidelines in 2013 for pain, agitation and delirium. A 
preliminary survey of a 14-bed medical-surgical intensive and 
cardiac care unit showed cyclical sedation, infrequent seda-
tion awakenings and no systematic delirium assessment. Given 
the immense impact of delirium on patients, families, and the 
health care system, this standard of care was not sustainable as 
the norm.

Project:  In 2014–15, using the ABCDE framework, the clinical 
team implemented elements of the guidelines. To ensure inte-
gration into daily unit operations, various stakeholders were 
involved. We created a simple framework to assess and manage 
complex patients that optimized the skills of the entire clini-
cal team. While successful implementation is a source of pride 
for the unit, there were challenges that needed to be addressed, 
such as questions of safety, and a steep learning curve of using 
the Lean management strategies.

Results: Through pre and post chart audits and daily tracking, 
we recognize improvements. Physician prescribing practice is 
now directed by scales and the use of benzodiazepine infusions 
has almost been eliminated. The total time patients receive 
sedation and/or analgesia has decreased by 17%. Average 
patient time on propofol was 3.1d and fentanyl was 6.4d. 
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Propofol infusion duration has decreased by 22% while fen-
tanyl increased by 28%. Initial treatment of pain has improved, 
with evidence of bolus dosing and optimizing fentanyl infu-
sions. On average, fentanyl infusions continue for almost three 
days longer than propofol.

Nurses are consistently using pain, agitation and assessment 
scales. With a nurse driven protocol, sedation awakening tri-
als are being completed 80% of the time versus 46% previously. 
Average ventilator days per patient are also trending lower.

Integrating new practices can be overwhelming despite a team 
approach. The bundle is a work-in progress, a transformative 
change to our practice of caring.
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expanding the Donor Pool: Increasing 
Lung transplantation through ex-Vivo 
Lung Perfusion
Diana Heng, BScN, RN, Toronto General Hospital, Toronto, 
Ontario

Despite the high demand, about 80% of donor lungs are 
rejected because they are not suitable for transplantation. Many 
lungs are considered unusable because of the injury that occurs 
with brain death and intensive care unit (ICU) complications, 
such as barotrauma, lung edema, aspirations, and pneumonia. 
This is what led to the development of ex-vivo lung perfusion. 
With all of the solid organs, typically they are retrieved, put 

on ice and transported to the transplanting facility. By putting 
lungs on ice, it prevents cell death. It slows down the dying pro-
cess by stopping all cell metabolism from occurring and this 
method has been widely accepted for preserving organ via-
bility. But this strategy is non-selective, so vital enzymes and 
cell processes also stop working, which leads to cell edema and 
injury. By putting organs on ice, health care teams are essen-
tially racing against time because the organ is dying and we are 
just slowing the dying process with the ice. The organ needs to 
get into a human body so it can be perfused. But ex-vivo lung 
perfusion is different because it allows lungs to be kept at nor-
mal body temperature, just like they would be in a human body. 
They can stay in this sterile bubble for hours and, in this time, 
we are able to see how the lung functions and if it can improve. 
So, with this technology, lungs that are questionable, lungs that 
normally would never be transplanted, such as those from car-
diac death, can be taken and assessed for a few hours to see 
if they are any good instead of rejecting them right away. This 
technology also allows the re-expansion of areas that have col-
lapsed, clearing of secretions, the sampling of blood gases, etc. 
Current research is looking at ways to heal lungs after aspira-
tion, treating infections with high-dose antibiotics, using gene 
therapy to alter lungs, and regenerating gas exchange tissue—
all prior to the lungs being transplanted into a recipient.
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Improving Interdisciplinary Delirium 
Management in the ICu: Riding the 
Waves of Change
Sharon Hickin, BSc, RN, CNCC(C), and Sandy White, BSN, 
RN, Fraser Health, Surrey, British Columbia
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Delirium is a frequent complication experienced by patients in 
the intensive care unit (ICU). Untreated, it significantly impacts 
patient morbidity and mortality, families, the health care sys-
tem, and society. Even with accelerating research on delirium 
in critical care, it remains poorly understood and managed. The 
link between delirium and patient morbidity/mortality led the 
Society of Critical Care Medicine to update its clinical practice 
guidelines for pain, agitation, and delirium (PAD). The guide-
lines highlight the importance of an interdisciplinary approach. 
Royal Columbian Hospital’s interdisciplinary team imple-
mented a long-term quality improvement initiative within its 
mixed ICU to create and implement a cohesive patient delirium 
mitigation strategy. A dual pronged approach involving the 
development of an interdisciplinary Clinical Practice Guideline 
(CPG) and delivery of a delirium education program including 
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use of the Intensive Care Delirium Screening Checklist (ICDSC) 
was used. The multifaceted delirium education approach, ini-
tially nursing focused, reintroduced the ICDSC, disseminated 
current delirium knowledge and supported the adoption of 
non-pharmacological management interventions. The team 
experienced many “a ha” moments along the way influenc-
ing the direction of the initiative. Success was assessed using 
three questionnaires administered at pre, post and long-term 
follow-up periods along with data from the provincial Critical 
Care Database. The team observed an initial improvement in 
both knowledge and screening frequency, with a subsequent 
decline in knowledge retention. However, screening frequency 
has continued to improve over time with greater acceptance 
and improved regard for the ICDSC. The observed knowledge 
retention decline has highlighted the need for regular review of 
the significance of delirium and its sequelae. It also highlighted 
the need to engage new team members to maintain enthusiasm 
and project momentum.
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Simulation by Distance: Leading 
the Waves of Change in Critical Care 
education
Michelle House-Kokan, MSN, RN, CNCC(C), and Rob Kruger, 
MEd, RN, CNCC(C), British Columbia Institute of Technology, 
Burnaby, British Columbia

Key words: distance education, simulation, clinical decision 
making

High‑fidelity simulation is a significant component of teach-
ing and learning in both academic and clinical contexts within 
critical care programs. Designed to expose novice critical care 
nurses to the intensive care environment and prepare them to 
manage acute situations independently, simulation provides an 
active learning environment for students to experience authen-
tic situations and develop and practise critical thinking, clinical 
decision-making, and clinical judgment. It is well-documented 
that didactic knowledge used during simulation is retained for 
a longer period of time than knowledge gained through lecture 
format, especially when debriefing with faculty is incorporated 

as a component of the simulation experience. As well, student 
self‑confidence, competency, and satisfaction with learning are 
increased when simulation is used. However, it is challenging 
to provide quality simulation experiences outside the context 
of a physical teaching and learning centre, such as a college or 
hospital. While our onsite facilities allow us to offer high‑fi-
delity simulation for students who can travel to campus, we 
were challenged to provide the same experience for distance 
students, in a way that was fiscally possible and educationally 
sound.

In this presentation, we will share how we have developed a 
non-high-fidelity, distance simulation learning experience 
specifically for distance students that uses videos, iPads, and 
principles of debriefing to develop critical thinking, clinical 
decision-making, and clinical judgment. Participants will be 
invited to explore the simulation experience, and consider how 
it may be used in their work environment. We will also share 
our iterative process for future development towards virtual-
ized simulation, as well as the capacity building necessary for 
teaching in this type of simulation. 
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Why Is It Always Beeping? Smart Pump 
Alarms: An Interactive experience on 
Why and When they Occur
Timothy Kavanagh, BScN, RN, CRNI, and Jennifer Lehr, BA, 
RN, BBraun of Canada, Montréal, Québec

Key words: alerts, alarms, alert reduction, alarm reduction, 
infusion pumps

Reducing alarms and associated fatigue is a priority based on 
the Joint Commission’s 2016 National Patient Safety Goals. 
Participants will take part in a question-and-answer game show 
regarding infusion pump alarms and why they are a patient 
safety priority. Based on information collected from more than 
25 hospitals and greater than 10,000 infusion pumps, partic-
ipants will learn which infusion therapies are associated with 
the greatest number of alarms in the ICU.
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Defragmenting Care: Nurse-Led, 
Multidisciplinary team Approach to 
transitions of Care in Complex Intensive 
Care unit Patients
Kelly Lehmann, RN, and Michael Metzger, MN, RN, ACCN, 
Red Deer Regional Hospital, Red Deer, Alberta

Key words: collaborative communication with family, patient 
and health care team

Fragmentation of care in managing a long-term, complex 
patient in the intensive care unit (ICU) presents a challenge 
to the patient, family, and the health care team. Care becomes 
more challenging in transitions of care between care areas and 
handover from shift to shift. A coordinated multidisciplinary 
approach led by a nurse case manager is the best practice for 
involving the family and patient in care and for moving the 
patient successfully through the continuum of the health care 
system. This level of consistent involvement and communica-
tion with patient and family reduces their anxiety and helps to 
make transitions successful.

Collaborative communication is the cornerstone of optimizing 
care and a smooth transition for long-term, complex patients. 
This communication involves patient, family and the health care 
team meeting in regular conferences to discuss progress, and 
plan mutually agreed upon goals. Clearly recorded outcomes 
of these meetings needs to be available and communicated in 
a consistent way to the rest of the health care team to ensure 
continuity of care and achievement of care and planning goals.

This case-based presentation will review the methods used in 
organizing a multidisciplinary team approach to caring for a 
young, ventilator-dependent, spinal cord injured patient in a 
regional centre that does not commonly care for spinal cord 
injury patients during the acute phase of the injury. As a result, 
the health care disciplines worked together to innovate and cre-
ate the best delivery of care for this patient through research 
of best practice, collaboration, and a shared commitment to 
excellence in providing patient- and family-centred care. The 
experience impacted all involved and the results showed in the 
patient’s daily progress, outcomes and successful transition out 
of ICU.
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Changing from Rate-Based to Volume-
Based enteral Feeding for Critically Ill 
Patients—It takes team Work
Shirley Marr, MScN, MHed, RN, CNCC(C), and Stefani Morra, 
BASc, RD, William Osler Health System, Brampton, Ontario

Key words: volume based feeds, team approach, research 
based, nurse empowerment

Enteral feeds are often stopped in the intensive care unit (ICU) 
setting for a variety of reasons, including tests, medication 
administration and perceived “high” gastric residuals. In order 
to optimize delivery of enteral nutrition, a decision was made in 
2012 to move to a volume-based feeding approach. This proto-
col includes volume-based feeding guidelines, high rate limit, a 
bowel routine, a specified gastric residual volume threshold and 
orders for treatment of high residuals with the use of promotility 
agents. With this feeding protocol in place, nurses are empow-
ered to initiate enteral nutrition support when the dietitian is 
not present. The protocol does specify that a dietitian consult is 
required for any patient being started on volume-based feeds. 
The dietitian assesses each patient and makes individual rec-
ommendations accordingly, when available. Implementation of 
the protocol required intensive education for nurses and phy-
sicians. With the use of this protocol in our ICU, enteral feeds 
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are being initiated early, interruptions in enteral feeds because 
of “high” gastric residuals have decreased, and target energy 
and protein requirements are being more closely met. Research 
in 2009 in our unit showed that, on average, our patients were 
receiving 64% of the protein and 67 % of the calorie require-
ments. A survey of our enterally fed patients in 2013 showed 
that our patients were achieving 79% of protein and 80% of 
calorie requirements. With this protocol, paired with our early 
mobility protocol, we are enhancing and standardizing patient 
care, which is leading to fewer concerns on ICU transfer to 
floors. Changing to volume-based feeding strategy in our ICU 
was a successful initiative that required a full team approach 
and even now requires ongoing education and support in order 
to overcome long-held beliefs such as residual issues and con-
cerns regarding feeding too much too fast.
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transitioning a Chronically 
Ventilator-Dependent Patient home 
From a Community hospital: An 
Interdisciplinary Approach
Shirley Marr, MScN, MHed, RN, CNCC(C), Robyn Klages, BSc, 
RRT, and Domenico Capolongo, BSc, RRT, William Osler Health 
System, Brampton, Ontario

Key words: home ventilator, interdisciplinary care, patient 
wishes

Our community hospital serves a population of more than 1.3 
million in one of the fastest growing and most culturally diverse 
regions of Canada. We have 36 intensive care unit (ICU) beds 
with a 90% occupancy rate. We will describe our experience 
with transitioning a chronically ventilated patient from hospi-
tal to home.

The patient is a 46-year-old male recently diagnosed with 
Amyotrophic Lateral Sclerosis. Home management consisted 
of infrequent use of non-invasive ventilation and a cough assist 
device; respiratory failure ensued necessitating hospitaliza-
tion and subsequent ventilation, as per family wishes. Once 
stabilized he was transferred to the ICU and, considering his 
diagnosis, tracheostomy and percutaneous endoscopic gastros-
tomy tubes were inserted. The patient and family expressed a 
desire to return home. A referral to the home ventilator train-
ing centre was organized. Unfortunately, he did not meet 

criteria for entry into this program, but family insisted on pur-
suing options for discharge home.

A hospital interdisciplinary team with outside stakeholders 
developed a business case and presented it to the commu-
nity health care funding agency. Following financial approval, 
patient needs were identified and resources outlined to cover 
equipment, patient care, education/training and other miscel-
laneous costs. A targeted discharge date was proposed and a 
training schedule for the home care nurses and the family was 
developed. Weekly interdisciplinary meetings were held to 
update and review plans. Home visits were completed to exam-
ine elements of the home environment. 

Before discharge, the patient was transitioned to home equip-
ment including the ventilator and various devices to mimic the 
home environment. Family then provided 48 hours of continu-
ous care, which was observed by nursing and respiratory staff. 
Any concerns were addressed in real time.

The patient was transported home via ambulance in July 2015. 
Since discharge weekly teleconference meetings continue 
involving home and hospital stakeholders to monitor ongoing 
care.
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An Innovative and Collaborative 
Approach to Managing Patients 
Requiring Renal Replacement therapy in 
the Intensive Care unit
Catherine McIntyre, BN, RN, Nancy Waite, RN, and Kari 
Taylor, MN, RN, CNCC(C), Alberta Health Services, Calgary, 
Alberta

Key words: collaborative, renal replacement therapy

The occurrence of acute kidney injuries in critically ill patients 
is 1–25% with a mortality of 15–60%. In two centres in Calgary, 
Alberta, South Health Campus (SHC) and Rockyview General 
Hospital (RGH), a patient population was identified in which 
conventional 72-hour continuous renal replacement ther-
apy (CRRT) was not appropriate or ischemic hemodyalsis was 
unavailable. A collaborative nursing process identified this as 
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an area for improvement based on a lack of IHD availability; 
challenges with ICU delirium surrounding day/night cycle and 
mobilization, and to negate a need for inter-facility transport of 
patients between sites for therapy. Based on these factors, a new 
“modified” renal replacement therapy was developed.

The purpose of this presentation is to explain how this new dial-
ysis therapy mode was developed including the use of accurate 
dosing, the challenges that were faced, the overall benefits and, 
finally, where we are at today with this new renal replacement 
therapy mode. The nursing teams from SHC and RGH worked 
in consultation with experts to develop a mode of CRRT that 
offered a 12-hour run with our current equipment. In addi-
tion, the physician groups at both sites assisted in the order set 
planning, making this truly an interdisciplinary approach to 
therapy development. Patient safety was of the utmost impor-
tance and inclusion criteria were developed on which patients 
would be most appropriate for this type of therapy.

The initial group of patients receiving the therapy was approxi-
mately 25 to 30, with the goal for six unique patients. It should 
also be noted that this was the first instance that dosing was 
introduced into the Calgary region, and this new therapy high-
lighted the impact of achieving the proper dose for a patient. 
The results of the first initial runs were positive with some 
instances of patients’ creatinine being halved after 12 hours 
of therapy. Since its inception, this modified run with dosing 
method has been requested both within Canada and abroad for 
use at various sites.
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Courageous Care
Karen McQuillan, MS, RN, CNS-BC, CCRN, CNRN, FAAN, 
Aliso Viejo, California 

Nursing care can make a lasting difference in the lives of 
patients and families. It is powerful and bold, at times difficult, 
and takes tremendous courage to deliver. Courageous Care — 
reminds us that what courage really means is that we face our 
fears to do what we know is right, even when it’s not easy. For us 
as nurses, it means doing what is necessary to provide the best 
possible care for our patients and their families. Courageous 
care requires critical care nurses to care with compassion, 

renew themselves, maintain a sound knowledge base, and 
serve as leaders. While patients and family members gener-
ally assume they will be provided safe care they desire care that 
is compassionate. Compassionate care occurs when the nurse 
acknowledges the suffering of another and attempts to alleviate 
that suffering. Simple interventions can be incorporated in the 
care nurses provide to foster compassionate care. While pro-
viding care, critical care nurses are vulnerable to compassion 
fatigue, moral distress, burnout and change fatigue. Although 
still in need of additional research, there are interventions that 
may help nurses develop resilience that assists in overcoming 
these phenomenon. Critical care nurses working with complex 
patients often requiring sophisticated technology to support 
organ dysfunction must build and maintain a strong knowl-
edge base. Nurses need to be courageous in questioning how 
to best care for patients and in helping other nurses develop so 
they can make their optimal contributions to patients and fam-
ilies. With all of the dynamic changes in healthcare who better 
to lead that change than nurses? Nurses must be courageous 
in leading practice changes that improve outcomes making it 
imperative for nurses to learn leadership and to be seen by oth-
ers as effective change agents. Developing courage is imperative 
for nurses to provide courageous care—care that contributes to 
a legacy of making a difference in the lives of others.
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the Meaning of the Breastfeeding 
experience for Mothers in Critical Care
Michele McShane, BScN, RN, CCN(C), Faith Wight Moffatt, 
PhD, RN, Marilyn Macdonald, PhD, RN, Glenda Carson, PhD, 
RN, PNC(C), IBCLC, and Maureen White, MN, RN, Dalhousie 
University, Halifax, Nova Scotia
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A small percentage of women will require hospitalization in 
a critical care unit during the postpartum period, and breast-
feeding is a goal for many of these mothers. However, the 
breastfeeding experience of postpartum mothers in critical 
care is poorly understood. The purpose of this interpretive 
phenomenology study was to discover the meaning of the 
mother’s experience of breastfeeding when admitted to a crit-
ical care unit in the first six weeks of the postpartum period. 
Seven women, with intent to breastfeed, admitted to a critical 
care unit for over 24 hours, during the years 2009–2014, were 
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interviewed about their experience. Their babies ranged from 
31 to 37 weeks gestation. After analyzing and interpreting the 
data, the following themes were developed: separation from my 
baby, with sub-themes, planning helps with separation and cre-
ative connections; breastfeeding, an afterthought in the ICU; 
and surviving pre-empts breastfeeding. This study provides 
insights on how to improve practice by acknowledging the 
woman as a new mother separated from her baby, knowing her 
breastfeeding goals and priorities, and improving communi-
cation between acute care and obstetric personnel. Additional 
suggestions include improvements to services by facilitating 
visits between mother and baby, minimizing separation peri-
ods, considering if these mothers could be safely cared for in a 
maternity centre with upskilled staff, as in other centres, iden-
tifying breastfeeding mothers, and providing education and 
resources for staff support of breastfeeding women. Education 
around medication safety in breastfeeding, physiology of lacta-
tion, milk expression and becoming a mother might help staff 
feel more comfortable caring for postpartum mothers. Finally, 
study findings support the need for research with critical care 
staff to explore what barriers exist for them and what they need 
to feel competent and confident to provide breastfeeding sup-
port to mothers.
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explicit Recalls: What ICu Nurses Need 
to Know
Mylène Suzie Michaud, RN, and Marilou Gagnon, PhD, RN, 
University of Ottawa, Ottawa, Ontario

Key words: explicit recalls, mechanical ventilation, sedation 
and analgesia

Sedation and analgesia used during mechanical ventilation in 
the intensive care unit (ICU) enable hypnosis, pain relief, amne-
sia, comfort, and reduced anxiety. Yet, it is not uncommon for 
patients to remember events, sensory perceptions, and emo-
tions that occurred when they were mechanically ventilated in 
the ICU—this is known as explicit recalls. Explicit recalls can 
be related to voices, discomfort, anxiety or fear, the endotra-
cheal tube, invasive treatments, hallucinations, pain, physical 
restraints, and the inability to communicate. Some patients 

still experience explicit recalls years after their admission in 
the ICU, up to 10 years and sometimes even longer. Explicit 
recalls can take the form of frequent nightmares directly related 
to the experience of being mechanically ventilated. They can 
also lead to serious psychological problems, such as post-trau-
matic stress disorder. Lack of knowledge on this phenomenon 
can possibly explain the minimal prevention, management and 
support from health care professionals to patients who are at 
risk or suffer post-mechanical ventilation. To provide a bet-
ter understanding of explicit recalls, a literature review of the 
etiology, risk factors and psychological consequences will be 
presented. Specific nursing interventions in the ICU for the 
management of explicit recalls will also be discussed. It is clear 
that this presentation is important to improve quality of care, 
more precisely towards mechanically ventilated patients in the 
ICU.
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Cerebral Microdialysis: Micro-analysis 
of tissue Metabolic Markers Post 
traumatic Brain Injury
Laura Robinson, BScN, RN, CNCC(C), Joan Harris, MBE, RN 
and Sandy Manuel, BN, RN, Foothills Medical Centre, Calgary, 
Alberta

Key words: cerebral microdialysis, traumatic brain injury, met-
abolic markers

Traumatic brain injury is a key cause of death and disability. 
Following traumatic brain injury, the intensive care unit focuses 
on preventing secondary insults, which can lead to poor neu-
rologic outcomes and irreversible brain damage. Microdialysis 

ABStRACtS



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

analyzes local brain biochemistry, providing information 
related to secondary injury. Ongoing insult to brain cells is 
manifested in dramatic changes of metabolic markers related 
to the production of adenosine triphosphate.  Microdialysis 
focuses on biochemical markers of ischemia and cell dam-
age such as pyruvate, glucose, glycerol, glutamate and lactate 
in the brain’s extracellular fluid. It is used to evaluate the suc-
cess of therapeutic interventions and ongoing secondary injury. 
The presentation will focus on the principles of microdialy-
sis, including brain metabolism and biochemical markers that 
identify ischemia and cell damage in traumatic brain injured 
patients.
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exploring Age-Related Strategies to 
enhance Child Visitation in the Adult 
Intensive Care unit
Rachel Schofield, BScN, RN, Hamilton Health Sciences Centre, 
Hamilton, Ontario

Key words: child visitation, adult intensive care unit, age 
related strategies

While caring for a critically ill patient in the adult intensive care 
unit (ICU) prior to the withdrawal of care, it was apparent to the 
interdisciplinary team that there were gaps in the resources avail-
able to support the vision of family-centred care and the patient 
experience, as a whole, specifically in the form of child visitation 
in the adult intensive care environment. These concerns led to 
a review of the environment and literature, as well as an explo-
ration of critical care best practice standards. Restrictive child 
access themes or barriers presented in the literature correlated 
with those that presented in the needs assessment and environ-
mental review within this adult ICU. These barriers included 
nurse bias and perception, physiologic stress, increased infection, 
mental exhaustion for both patient and families and interfer-
ence of care, as well as personal thoughts that the child would 
be harmed. These themes were not rooted in evidence. Review 
of the literature suggests that children have the same needs as 
adults, just expressed differently. Evidence in the literature illus-
trated the benefits of child visitation, which included the ability 
of the child to feel involved and not excluded which, therefore, 
could help the child to understand why other family members 
show sorrow, tears and despair. Further benefits of child visita-
tion included increased understanding and involvement in the 
family group, reduced fears of helplessness, guilt, separation, self-
blame and abandonment, reassurance a family member has not 
left them, a reduction of hospital misconceptions, as well as the 
opportunity to express and share feelings. With well prepared 
and supported visitation, the child can show an increased under-
standing, reduced fears of helplessness and guilt, as well as intense 
emotions. Resources for staff, children and families were devel-
oped and obtained to facilitate child visitation and enhance best 
practice, and staff engagement and awareness became apparent.
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Alcohol Withdrawal Syndrome
Tom Scullard, RN, MSN, CCRN, Hennepin County Medical 
Center, Minneapolis, Minnesota

Key words: alcohol withdrawal, delirium tremens, alcohol 
withdrawal delirium.

Alcoholism is one of the most prevalent addictive diseases 
in the United States. Any individual admitted to the hospital 
may be at risk for developing alcohol withdrawal syndrome. 
There are many physiologic changes that occur in the brain 
with chronic alcohol abuse. This presentation examines the 
changes that occur to the primary inhibitory neurotransmit-
ters, gamma-aminobutyric acid and the primary excitatory 
neurotransmitter glutamate. Upregulation and downregulation 
of these neuro-transmitters and their role in developing a tol-
erance are explained. These changes and cessation of alcohol 
are what leads to alcohol withdrawal syndrome. Alcohol with-
drawal syndrome has a 2–10% mortality rate. Alcohol affects 
almost every body system. Alcohol withdrawal syndrome can 
be divided into four phases: autonomic hyperactivity, halluci-
nations, seizures, and delirium tremens. The treatment goals 
according to the American Society of Addiction Medicine 
include a safe and humane withdrawal that prepares the individ-
ual for ongoing treatment of his or her dependence of alcohol. 
The Clinical Institute Withdrawal Assessment of Alcohol scale 
is one of the tools that is used to help assess the severity of with-
drawal. Multiple medications have been used. Medication can 
be given on a fixed schedule regimen or as a symptom‑trig-
gered regimen. Assessing for alcohol abuse and dependency on 
admission can help the bedside nurse identify those patients 
at risk for alcohol withdrawal syndrome. The CAGE Screening 
Tool is one of may tools that can be used. Case studies will be 
used to help the bedside nurse apply the information from this 
session into practice.
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Prone Positioning and Acute Respiratory 
Distress Syndrome
Tom Scullard, RN, MSN, CCRN, Hennepin County Medical 
Center, Minneapolis, Minnesota

Key words: prone positioning, acute respiratory distress syn-
drome, ventilator induced lung injury, respiratory failure

It is estimated that acute respiratory distress syndrome (ARDS) 
accounts for up to 75,000 deaths annually and 3.6 million hos-
pital days a year. Mortality rates from ARDS and acute lung 
injury remain high, ranging from 35% to 45%. Protective lung 
ventilation using a low tidal volume is currently a proven and 
accepted treatment option for ARDS and acute lung injury. 
Multiple other ventilation and treatment strategies have been 
studied including high-frequency oscillatory ventilation, 
extracorporeal membrane oxygenation, high positive end-ex-
piratory pressure, airway pressure release ventilation, nitric 
oxide, steroids and prone positioning. Prone positioning has 
been used since 1997 to increase oxygenation in patients with 
ARDS. Recent studies have shown that early and prolonged 
prone positioning along with low tidal volumes in moderate to 
severe ARDS reduces mortality. The physiologic effects include 
improving ventilation-perfusion mismatch, recruitment 
of dependent lung regions, optimizing chest wall mechan-
ics, increases drainage of tracheobronchial secretions, and 
increases lung volume and alveolar recruitment. Prone posi-
tioning should be considered for patients in moderate to severe 
ARDS, with the inability to maintain adequate oxygen satura-
tions despite receiving high oxygen levels and high positive end 
expiratory pressures.
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Brain under Attack—Anti NMDA 
Receptor encephalitis
Colleen Shepherd, RN, CNCC(C), and Rhonda Thorkelsson, RN, 
CNCC(C), Health Sciences Centre, Winnipeg, Manitoba

Key words: anti-NMDA receptor encephalitis, case study

Anti-N-methyl D-aspartate (NMDA) receptor encephalitis is 
an autoimmune disorder that attacks the NMDA receptors in 
the brain. NMDA receptors are proteins that control electrical 
impulses and are responsible for autonomic functions, mem-
ory, judgment and reality perception. This disorder has only 
been known since 2007. Throughout history it has most likely 
been misdiagnosed with patients being sent to psychiatric 
wards or having undergone exorcisms for presumed demonic 
possessions. Patients initially present with flu-like symptoms, 
which quickly progress to a psychotic stage and then require 
intensive care admission for ventilatory support for autonomic 
dysfunction, decreased level of consciousness and seizures. 
This condition affects mostly women and is associated with a 
tumour, particularly a teratoma of the ovaries. Treatment con-
sists of removal of the tumour, steroids, immunotherapy and 
symptomatic control. With this case presentation we will share 
our experience of a patient’s admission and course of treatment 
of this newly characterized, highly lethal, but treatable autoim-
mune disorder.
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Continuous Renal Replacement therapy 
in the Critically Ill Child
Ruth Trinier, BScN, RN, CNCCP(C), and Cecilia St. George-
Hyslop, BScN, RN, MEd, CNCC(C), The Hospital for Sick 
Children, Toronto, Ontario

Key words: acute kidney injury (AKI), continuous renal 
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Acute kidney injury (AKI) is a common occurrence in criti-
cal illness, including the critical illness seen in children. It is 
frequently seen as a result of complications arising from other 
diseases, treatments or processes and, increasingly, the chil-
dren requiring treatment for AKI have multiple comorbidities. 
Children who require intensive care as a result of sepsis, car-
diopulmonary bypass, acute respiratory distress syndrome 
or inborn errors of metabolism may develop AKI requiring 
prompt intervention to prevent further deterioration. With the 
gradual removal of fluids and toxins minimizing the hemody-
namic instability seen in more rapid methods of fluid removal, 
continuous renal replacement therapy is often considered the 
treatment of choice. Recent developments in equipment have 
facilitated use in lower body weights, however, morbidity 
and mortality remain high, and complications of therapy are 
frequent.

Although the treatment plan is initiated and guided by the 
direction of a physician, the addition of a highly invasive ther-
apy to the nursing care of a critically ill child requires a solid 
understanding of the critically ill child, continuous renal 
replacement therapy and the potential for complications. An 
expert nurse clinician will anticipate, monitor, assess and inter-
vene appropriately to positively impact patient outcomes and 
minimize complications. Frequent skill review is necessary to 
maintain competency and confidence.

This presentation will include a case-based approach to the 
nursing care of the critically ill child requiring continuous renal 
replacement therapy. Scenarios will review indications, access, 
filters, blood flow rates, anticoagulation, dosing, extracorpo-
real membrane oxygenation and continuous renal replacement 
therapy outcomes. Techniques to assist in learning and main-
taining competence will also be reviewed.
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Navigating Rough Seas—Keeping Our 
head Above Water in a Flood and its 
Aftermath
Karen Webb-Anderson, BSc BScN RN MN CCN(c), Marlene 
Ash, BSc, RN, Shashi Bangera, BScN, RN, Catherine Bent, 
BScN, RN, Patricia Daley, RN, Audrey Gallant, RN, Pam 
Hughes, RN, CNCC(C), Cynthia Isenor, MScN,RN, Ken Oates, 
RN, Walter Somers, MN, RN, Shannon Stride, RN, Andrew 
Watson, BScN, RN, and Debrah White, RN, Nova Scotia Health 
Authority, Halifax, Nova Scotia
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What happens when the only intensive care unit (ICU) in a 
high-acuity hospital needs to be resuscitated? Picture your 
average evening in the ICU. Nurses are just finishing their 
assessments. Families are at bedsides. Many of the allied health 
team have gone home for the day. You notice a trickle of water 
coming from the ceiling ... just in time to see a gush!

This is the story of the flood and its aftermath. We will share our 
experiences of evacuating patients, families and equipment. We 
will describe how a sister unit a few city blocks away responded 
to make patients and staff welcome in difficult times. In the 
weeks that followed, the staff of the flooded unit was temporar-
ily displaced in order to provide care for patients relocated to a 
number of temporary ICU locations, as well as providing emer-
gency onsite care at the primary hospital site, where many high 
acuity services remained post-flood.

There are lessons to be learned by sharing our individual and 
collective experiences that evening and in the days that fol-
lowed. This story will demonstrate the capacity of ICU nurses 
to respond swiftly, appropriately and creatively. It will also 
reveal the importance of camaraderie in our profession, and 
how central our work family is to our well-being and resilience. 
It will show the challenges to providing evidence-based, fami-
ly-centred care in temporary ICU spaces, and our commitment 
to advocating for patients and families.

How do you resuscitate an ICU? The same way you do a patient—
with skilled, compassionate and determined teamwork!
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Closing Speaker
Suffering: A Gift or a Burden
Colleen Breen, BScN, RN, CNCCP(C), London Health Sciences 
Centre, London, Ontario

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 multi-dimensional 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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 traumatic Brain Injury: Putting All the 
Pieces together
Tricia Bray, MN, RN, CNCC(C), Pam Hruska, MSc, BN, RN, 
CNCC(C), and Joan Harris, MSc, BSc, RN, Foothills Medical 
Centre, Calgary, Alberta

Severe traumatic brain injury (TBI) is the most common pri-
mary diagnosis for patients who are neurologically injured 
within critical care. These patients require health care providers 
to have an understanding of the underlying pathophysiology 
of this disease process, and as well as skills and knowledge 
for effective management. Patients with severe TBI are cared 
for within many different types of units ranging from gen-
eral intensive care units to specialized neurocritical care units. 
Monitoring technology or management approaches used 
within these different types of units may vary drastically.

Use of standardized care protocols for TBI has assisted the crit-
ical care team to identify common goals for the treatments and 
interventions for different acuities of TBI injuries. These proto-
cols give the bedside nurse cognitive tools for decision-making 
and treatment options within each level of the protocol. 
Integrating data from advanced multi-modal neurological care 
monitoring along with protocol use have shown benefits in a 
Western Canadian tertiary referral centre. The benefits shown 
include decreased hospital mortality and increased discharge 
to home after severe injury.

Despite variation in how different critical care teams care for 
TBI patients, it is proposed that a facilitated education session 
with clinicians who have expertise in neuro specialized care 
can help spread development of more in-depth understanding 
of the rationale for interventions and management strategies of 
the TBI patient. By sharing learnings from the use of advanced 
neurocritical care monitoring devices and data obtained, cli-
nicians from any critical care unit can gain a more in-depth 
understanding for how the TBI patient is progressing. With this 
expanded knowledge, nuances of how to care for TBI patients 
and concepts from experienced specialty units can arguably be 
applied within any care setting. 
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understanding Shock States using PAC: 
Pulmonary Artery Catheter or Preload, 
Afterload, Contractility
Lara Parker, MSN, RN, and El Ladha, RN, British Columbia 
Institute of Technology, Burnaby, British Columbia

Critical care nurses are at the forefront of patient care. Our 
expertise in comprehensive assessment, hemodynamic 
monitoring and initiating interventions while working collab-
oratively and providing family-centred care are just a few of 
our outstanding strengths. Numerous patients who critical care 
nurses will be caring for experience shock. Shock is a complex 
and life-threatening syndrome. It is vital for today’s critical care 
nurse to be able to recognize, comprehend and manage shock, 
as it is foundational to patient survival. 

Within this engaging and interactive presentation, the three 
most common states of shock will be explored: hypovolemic, 
cardiogenic, and septic. Each will be presented in relation to 
the three components of stroke volume (preload, afterload and 
contractility), and further related to the overall understanding 
of the impact on cardiac output. Furthermore, all three types of 
shock will be presented and analyzed using pulmonary artery 
catheter numbers. While the debate of pulmonary artery cathe-
ter utilization continues, pulmonary artery catheters are still in 
practice and critical care nurses must be able to understand and 
analyze the data and provide interventions associated to the 
numbers. Lastly, common inotropic support provided during 
shock states will be reviewed.

During this presentation many blended learning techniques 
will be used. In our critical care nursing program, we have 
been challenging the boundaries of nursing education by hav-
ing all of our curriculum as iBooks on iPads. The participants 
attending this presentation will have the opportunity to explore 
iBooks, as our presentation will be delivered on iPads using 
many multimedia methods from animations to interactive key-
notes, and finishing with a participant case study application. 

Mastery Sessions
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It’s time to turn Over… Way Over! 
Pronation therapy… how one MICu 
triumphed in Manual therapy 
Anita White, MSN, RN, ACNS-BC, CCRN, and Christina 
Canfield, MSN, RN, ACNS-BC, CCRN, The Cleveland Clinic, 
Cleveland, Ohio

Pronation therapy has increased in popularity since Guérin et 
al. (2013) demonstrated decreased mortality when the therapy 
was employed. The current strategy of employing commercially 
available rotational bed therapy was limited by the demand of 
increased volume. Our medical intensive care unit (MICU) 
was challenged to integrate manual pronation therapy while 
maintaining safe patient monitoring and safe patient handling. 
Although manual pronation therapy is not new, nursing staff 
were unfamiliar with the techniques, safety mechanisms and 
patient care practices necessary to achieve and sustain therapy.

Manual pronation was taught and practised in a safe simulation 
environment. Nurses, trained as super users, acted as resources 
for their peers on the nursing unit. Two Clinical Nurse 
Specialists who covered the MICU collaborated with a ven-
dor to create customized foam wedges for positioning proned 
patients. Following education, manual pronation became the 
norm, rather than the exception. Commercially available beds 
were rarely used. The MICU’s unit-acquired pressure ulcer rate 
was 4.61% prior to implementing a pronation therapy program. 
Positive clinical outcomes include a dramatic reduction of 

pronation-related pressure ulcers from 13.21% (with commer-
cially available pronation bed) to 3.41% (with manual pronation 
therapy with pillows). Currently, MICU unit-acquired pressure 
ulcer rate with manual pronation therapy with wedges for all 
patients is 6.48%, which is below the The National Database of 
Nursing Quality IndicatorsTM rate of 6.49%. Cost reduction was 
achieved by standardizing manual pronation and eliminating 
the bed rental cost of $1,500 USD per day. Pronation wedges 
cost $400 USD and may be used through the duration of the 
patient’s hospitalization. There have been no reported injuries 
incurred to nurses or allied health staff during manual prona-
tion therapy.  
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utilizing Frontline Intensive Care unit 
(ICu) Nurses as Super users to Assist 
Nurses transition to a New Digital ICu
Francis Cacao, MN, RN, CNCC(C), Maria Diego, RN, 
CNCC(C), Mamta Modgil, RN, Thanusah Sanmugavadivel, RN, 
Manpreet Kainth, RN, Patricia Collantes, RN, Sarah Luckhardt, 
RN, CNCC(C), Yemi Adebayo, RN, Jane Cornelius, RN, Marisa 
Vaglica, MN, RN, and Cecile Marville-Williams, MA, RN, CHE, 
Humber River Hospital, Toronto, Ontario

Key words: super users, train-the-trainer, transition, 
orientation

Background: The Humber River Hospital (HRH) is Canada’s 
first fully digital hospital upon moving to the new facility 
on October 18, 2015. Two Intensive Care Units (ICUs) from 
HRH’s legacy sites were combined to become the new 48-bed 
Intensive Care Unit (ICU). The anticipated change in work 
environment has known impacts on nurses (Berry & Parish, 
2008), and supporting them is imperative for transition suc-
cess. The use of Super Users has been valuable in successful 
implementation of identified projects (Boffa & Pawola, 2006; 
Yuan, Bradley, & Nembhard, 2015).

Purpose: To evaluate the use of frontline ICU Super Users in 
facilitating transition orientation and in providing support 
post-move through mentorship.

Methods: A team of ICU Super Users completed the train-
the-trainer program developed and facilitated by educators 
from HRH and George Brown College (Bull et al., 2015). The 
ICU Super Users facilitated all sessions using a combination 
of different teaching techniques and educational materials 
over a period of three months. They trained additional ICU 
staff to build capacity for Super User support after the move. 

Results: A total of 130 nurses completed the evaluation, and 
89% “Agree” and “Strongly Agree” on over-all satisfaction of 
the training sessions. Staff ’s pre-and post-assessments (1-No, 
5-A lot) of equipment knowledge have increased after the 

training (Mean: 1 to 4). Two months after the move, 135 staff 
self-assessed their levels of proficiency (Benner, 1982): (1) 
more than 80% were “Competent/Proficient/Expert” on the 
majority of new equipment used regularly, and (2) approxi-
mately 60% were “Novice/Advanced Beginner” on equipment 
not used regularly.

Conclusion: The use of frontline ICU Super Users was an effec-
tive model during HRH’s ICU transition orientation and in 
providing post-move support. Expanding this program would 
be beneficial for future projects. Staff ’s self‑assessment of their 
equipment proficiency can guide ICU leadership to plan, sup-
port, and meet the identified needs.
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Implementation of a Follow-up Program: 
extending the Walls of the Intensive Care 
unit
Merica Chase, RN, and Gwen Stevenson, RN, CNCC(C), 
Horizon Health Network, Fredericton, New Brunswick

Key words: follow up, support, transfer of care

In June of 2014, a Rapid Response Team (RRT) based in the 
Intensive Care Unit (ICU) called the Advanced Care Team 
(ACT) was implemented in our facility.  Developed using vari-
ous models including recommendations from Safer Healthcare 
Now!, the Advanced Care Team responds to calls to inpatient 
adult units within the facility to assist nursing and medical staff 
with advanced assessment and treatment. The ACT Registered 
Nurse (RN) is also responsible for “follow-up” assessments. 
This is a form of critical care outreach. Each patient transferred 
from ICU to the med/surg nursing units has a follow-up visit 
done within 24 hours of transfer. The goal of this visit is two-
fold: 1) to ensure that the transfer of care was adequate and all 
relevant information has been relayed to the receiving unit; 
and 2) to ensure the patient has remained stable and there have 
been no issues or changes in the patient’s condition since the 
transfer from intensive care. An added benefit of this resource 
is that we are able to transition long-term ICU patients to the 
nursing units more quickly and with less pre-planning, help-
ing to ensure staff on the receiving unit are comfortable caring 
for these complicated patients. In the 12 months prior to the 
implementation of the follow-up visits the re-admission rate 
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to our ICU was 4.4%. In the year since implementation that 
rate has decreased to 3.9%. The ability to identify and mitigate 
an impending threat to a patient’s health is the cornerstone of 
ICU nursing. With the follow-up visits, communication of any 
concerns can occur between the ICU RN, the floor RN and 
the primary physician, hopefully avoiding any further clinical 
deterioration. In a few instances, a follow-up visit resulted in an 
ACT call. While the benefit to the patient is the ultimate goal, 
an unforeseen benefit is the improvement in relations between 
ICU and the nursing units. The ICU has created a culture of 
support, mentorship and collaboration through the Advanced 
Care Team and follow-ups!
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the effect of a Preceptor’s Attitude on 
a New Graduate’s transition into the 
Intensive Care unit
Rebecca Chudyk, RN, Kristy Klein, RN, Robin Mummery, RN, 
and Christine Keba, RN, Norfolk General Hospital, Simcoe, 
Ontario

Key words: nursing, new graduates, transition into ICU, change 
to mentor practice

As the nursing profession continues to grow, it is important 
to provide a supportive and positive learning environment 
for new graduate registered nurses (RNs). This is especially 
important in a fast-paced and critical thinking area, such as 
the Intensive Care Unit (ICU), where nurses need to feel part 
of a team and be able to rely on their co-workers during criti-
cal events to save lives. We need to bring attention to how the 
work of caring impacts new nurses (Hodges, 2015). New RNs 
are looking for guidance and a positive learning environment, 
so they can grow and adapt with new learning experiences 
and become a skilled RN and part of a team. There is often a 
high turnover rate to new graduates; one reason may be that 
preceptors spend little time with preceptees on a daily basis 
or provide them with insufficient feedback and guidance 
(Horton, DePaoli, Hertach, & Bower, 2012; Marks-Maran et 
al., 2013; Muir et al., 2013). 

We will explore the role of the preceptor and how it affects the 
new graduate’s learning experience, abilities and overall atti-
tudes toward nursing and other staff members. Surveys will be 
completed by six new graduate RNs currently practising in a 
six-bed ICU/eight-bed stepdown unit in a rural community. 
The poster and project summary will outline the results of the 
survey, sharing how we can learn and grow from this experi-
ence, enhancing a supportive and caring learning environment 
for new RNs. It will provide insights regarding how a positive 
or negative attitude can shape the attitude and perception of 

a new graduate nurse towards their patients and team mem-
bers and influence retention and recruitment of new graduate 
nurses to acute care settings.
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A Personal handprint: Making a 
Difference in a Patient’s Intensive Care 
unit Stay
Rebecca Chudyk, RN, Kristy Klein, RN, Robin Mummery, RN, 
and Christine Keba, RN, Norfolk General Hospital, Simcoe, 
Ontario

Key words: personal handprint, patient experience, therapeu-
tic relationship, patient-nurse relationship

An Intensive Care Unit (ICU) can be an overwhelming, fright-
ening and traumatic experience for both patients and their 
families. It is important, as part of our nursing care, to address a 
patient’s and family’s holistic care needs. It has been discovered 
that patients’ memories of frightening ICU experiences may be 
a threat to later psychological recovery (Ahlström et al., 2008). 
Patients and families need to understand that the appropriate 
care measures will take place and that they will be a part of the 
care circle throughout the entire ICU stay.

For this abstract, we will explore the effect a “Personal 
Handprint” handout will play in their comfort and meeting 
holistic needs. The “Personal Handprint” was created by hospi-
tal staff as a way to learn about what is important to the patient 
and family during their stay and in their everyday life. It is a 
handout that is created at the time of admission, asking patients 
to list important things in their life and what is important to 
them during their hospital stay. This form stays at the bedside, 
so each professional interacting with the patient will have access 
to it. We will review the compliance of staff using this tool upon 
admission, a survey to assess how staff feel this aids in their care 
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to their patients and will review a survey completed by previous 
patients. Our goal for this abstract and survey is to gain knowl-
edge of how this tool affects care towards the patients and if it 
has a positive effect on their ICU stay, and share our findings 
with critical care professionals. 
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Introducing Bedside Continuous 
electroencephalography Monitoring in a 
Non-Neuro Intensive Care unit
Sarah Crowe, MN, RN, CNCC(C), Caroline Penner, RN, 
CNCC(C), and Judith Mehregani, BScN, RN, Fraser Health 
Authority, Surrey, British Columbia  

Key words: electroencephalography, EEG, bedside use, tech-
nology, quality patient care

Technology in critical care is constantly changing and evolving. 
The use of bedside continuous electroencephalography (EEG) 
is one example of evolving technology that can have a consid-
erable impact on critical care patients. Bedside continuous EEG 
monitoring can be used to provide information on the status of 
the brain in real time. This enables critical care nurses to assess 

their patients’ level of consciousness, and to monitor the effects 
of therapy, such as sedatives. Bedside continuous EEG moni-
toring can also be used by the interdisciplinary team to detect 
and manage seizures, and to provide additional data for prog-
nostication when planning goals of care for patients with brain 
injuries (e.g., post-cardiac arrest, anoxic brain injuries, etc.). 

Although continuous EEG is traditionally implemented in inten-
sive care units that specialize in neurology, this technology was 
implemented in our 20-bed medical–surgical intensive care unit 
(MSICU) in order to provide our clinicians with tools to improve 
patient care. We utilized a four-channel bedside EEG module 
with a sub-hairline montage to accomplish this in partnership 
with GE Healthcare and clinical experts from across Canada. The 
purpose of this presentation is to describe the process under-
taken to implement this technology including planning and 
implementation, as well as lessons learned for the future.
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Development of an early Mobility 
Protocol for Critical Care
Melissa Guiyab, MN, RN, Christine Leger, PT, Orla Smith, PhD, 
RN, Mary Mustard, NP-adult, MN, CCN(C), CNCC(C), Vasuki 
Paramalingam, RN, Prafulla Savedra, RN, and Shannon Swift, 
RN, St. Michael’s Hospital, Toronto, Ontario

Key words: early mobility, adult, mobilization protocol, 
interprofessional

Background: Immobility in the intensive care unit (ICU) neg-
atively impacts patient outcomes. In our four ICUs, patients are 
mobilized inconsistently due to gaps in staff knowledge and 
experience as evidenced by staff surveys and clinical practice. 

Objective: To develop and implement an inter-professional crit-
ical care early mobility protocol that promotes the initiation of 
safe mobilization of medically stable patients within 24 to 48 
hours of ICU admission. The mobility protocol will also guide 
mobility progression during the patient’s ICU stay and facilitate 
communication among clinicians with regard to patient mobility. 

Method: To develop and implement the protocol, a quality 
improvement approach using plan-do-study-act (PDSA) cycles 
was taken with the following steps: 
1. Create an inter-professional early mobility working group 
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with representatives from four ICUs
2. Scan current state of patient mobility and staff perceptions
3. Review literature
4. Develop protocol
5. Pilot protocol in all ICUs 
6. Use a multipronged approach to engage staff and educate 
7. Implement the protocol in all ICUs.

Results: An evidence-based protocol was created to guide 
clinicians through a mobility assessment linked to appropri-
ate exercises and activities of daily living. Mobility progress 
is tracked through the use of a mobility scale. To determine 
usability and engage staff, the protocol was piloted. Ten regis-
tered nurses completed a formal evaluation of the protocol and 
80% agreed that the tool is practical and realistic to implement 
into practice.

Conclusion and next steps: Based on feedback received 
from the pilot, adjustments have been made to the protocol 
and accompanying staff education. General implemen-
tation of the protocol will begin in June 2016. Audits will 
be conducted to evaluate the success of implementation 
and a staff survey will be conducted at six months post 
implementation.
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transfer of Accountability among the 
Operating Room, Post Anesthesia Care 
unit, and Intensive Care units
Melissa Guiyab, MN, RN, Nancy Rudyk, RN, Mary Mustard, 
NP-adult, MN, CCN(C), CNCC(C), Joyce Grandy, RN, Debbie 
Snatenchuk, RN, and Pamela McLachlan, RRT, St. Michael’s 
Hospital, Toronto, Ontario
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Background: The transitions of care for critically ill patients are 
complex, involving interaction and communication between 
health care professionals from different departments and dis-
ciplines. Gaps in the transfer of patient information have been 
highlighted by staff, and may be a source of patient safety 
breach in the transitions of patients among the operating room 
(OR), post anesthesia care unit (PACU), and intensive care 
units (ICUs).

Objective: To utilize a quality improvement framework to 
develop and implement an interdisciplinary standardized 
transfer of accountability (TOA) process among these units.

Method: We used a quality improvement framework to 
develop a standardized TOA process between the periop-
erative and critical care departments. We created a 
multi-departmental interdisciplinary committee to lead the 
project. To understand the current state of patient transfers 
between departments, we conducted a literature review and 
surveyed the staff. Based on these results we developed an 
interdisciplinary TOA procedure consisting of three com-
ponents: 1) pre-transfer communication, 2) a “pause” upon 
transfer to the receiving unit, and 3) a checklist to guide the 
information given during handover. 

Results: This process will be piloted in April among the periop-
erative and critical care departments and the evaluations from 
this trial will be presented.

Conclusion: There is a large amount of important, pertinent 
information that must be relayed between the care providers of 
critically ill patients who have undergone surgical procedures 
to ensure safe continuity of care. Once the standardized TOA 
process has been implemented, tests of compliance will include 
audits, staff feedback, and a review of adverse events related 
to TOA among the OR, PACU, and ICUs. Through interdisci-
plinary collaboration across departments, these patients will 
experience a smooth, safe, and efficient transition, as they jour-
ney from one care area to another. 
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Riding the Wave together from 
Beginning to end: A Review on Cognitive 
Function after Critical Illness
Esperanza Malubay, BSN, RN, and Sarah Louise Gyorfi, RN, 
Providence Health Care, Vancouver, British Columbia

Key words: cognitive impairment, critical illness, PICS, ther-
apy, peer review

Purpose: Bedside critical care clinicians often wonder about 
the health and well-being of patients after they are discharged 
from hospital. Research has proven that many critical illness 
survivors can acquire substantial psychological, cognitive, 
and physical impairments post-discharge ranging from mild 
to severe, persisting months to years after critical illness 
(Hopkins, 2013). This literary collective will focus on the 
effects of cognitive impairment on critical illness survivors 
and their families.

Method: Search criteria included keywords: PICS, cognitive 
impairment, critical illness, therapy, peer review.

Results: It is believed several factors may play an important role 
in cause and effect of cognitive impairment after critical illness. 
Such factors discussed include: inadequate brain oxygenation, 
delirium, sedation, systemic inflammatory response, glucose 
dysregulation, medications, and specific illnesses, which may 
have direct effects on the brain. Physical and cognitive exer-
cises, social support networks, early psychological evaluation 
and treatment, promoting personal well-being, encourag-
ing independence with ADLs, and educating and supporting 
patients’ families on their role in critical illness have all proven 
to aid in healthy cognitive outcomes (Brummel et al., 2012; 
Davidson et al., 2013; Hopkins, 2013).

Conclusion: There are a myriad of obstacles critically ill 
patients and their families’ face that can start acutely and end 
chronically. Cognitive decline is only one of many of these 
obstacles. It is a bedside clinician’s role to care for the patient 
to improve both acute and chronic health outcomes by incor-
porating daily evaluation and screening, and implementing 
proven cognitive activities. Further research of post-discharge 
cognitive outcomes and their impact on patient well-being can 

allow clinicians to recognize these issues earlier on and miti-
gate potential destruction of a patient’s cognition to improve 
healthy outcomes for the future.
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Influence of a Delirium education 
Program on Intensive Care Nurses’ 
Knowledge Regarding Delirium 
Identification and Mitigation
Shirley Marr, MHEd, MHScM, BScN, RN, William Osler Health 
System, Brampton, Ontario
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The issue of delirium is frequently observed in the intensive care 
unit (ICU) and is a distressing medical syndrome for patients 
and family members, as well as hospital staff. Even when diag-
nosed, the treatment options are varied and there is evidence 
that even with treatment, the patient is still left with long last-
ing effects. At present, this condition cannot be prevented or 
treated well with every patient, therefore, early identification of 
delirium and promotion of practices to mitigate and treat the 
syndrome is necessary.

Research was planned in one ICU and completed with the 
following aims:  1. assess if the introduction of delirium edu-
cation will improve ICU nurses’ knowledge of delirium after a 
two-month period of time, 2. assess if any knowledge change 
brought about by the introduction of education is influenced 
by the nurse having a nursing degree versus a diploma, and 
3. assess if any knowledge change brought about is influ-
enced by a nurse’s years of experience (less than three years 
or greater).

This research used four-hour educational sessions with the 
nurses in the unit with a pre test and a six-week post test. The 
results were analyzed using a Wilcoxon signed-rank test. A 
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mean and mode for each group will be reported and the per-
centage of each group that obtained the right question pre/
post will be reported.  The results showed that education and/
or experience did not influence knowledge uptake and that the 
main knowledge of delirium was low at both testing points, 
thus indicating that education alone is not enough to influence 
knowledge of this multi-factorial syndrome. 
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Nursing Processes Related to unplanned 
Intensive Care unit Admissions
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Background: Patients who require admission to the Intensive 
Care Unit (ICU) during their hospitalization have a higher 
rate of mortality, longer length of stay and a prolonged recov-
ery post discharge (Johns, 2014). In Canada, 11% of persons 
hospitalized require a critical care environment; of those 19% 
will die during their ICU stay (Garland, Olafson, Ramsey, 
Yogendran, & Randall, 2013). It is, therefore, desirable to iden-
tify issues that can contribute to the prevention of unplanned 
ICU admissions.

Purpose: The purpose of this study was to explore the nursing 
processes that are related to an unplanned intensive care unit 
admission. Communication, documentation and recognition 
of patient deterioration are complex issues that could impact 
patient outcomes, specifically unplanned intensive care unit 
admissions.

Design: This study was a descriptive retrospective cohort 
research design that utilized chart audit analysis to obtain 
data.

Method: A chart auditing tool was created based on the 
literature that was reviewed. The sample was collected ret-
rospectively from 140 charts of patients who had been 
admitted to the intensive care unit from the general wards of 
the hospital. 

Findings: In the 12 hours prior to ICU admission vital signs were 
collected 3.4 times. The most common reason for unplanned 
intensive care unit admission was respiratory distress (52.7%), 
even though the respiratory rate was the least documented vital 
sign. Prior to ICU admission communication with the most 
responsible physician was documented 82.6% of the time and 
with the critical care response team 67.4% of the time.

Conclusion: Communication, documentation and recognition 
of patient deterioration are key components of nursing practice 
where we can improve patient care outcomes. Strengthening 
these aspects of nursing care will improve patient outcomes 
and in turn help to prevent the need for unplanned intensive 
care unit admissions.
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harnessing Nursing expertise and LeAN 
Methodology to Champion Change to 
Arterial Blood Pressure Monitoring
Lorna McLellan, BScN, RN, CNCC(C), and Sarah Grin, MN, 
RN, CNCC(C), St. Mary’s General Hospital, Kitchener, Ontario
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In spring of 2014, a physician questioned the accuracy of the 
Intensive Care Unit (ICU) arterial blood pressure monitoring 
set-up. The concern was that the transducer did not consistently 
provide accurate blood pressure monitoring. The transducer 
did not lie in the phlebostatic axis when the patient’s position 
changed due to its position on the lower forearm. This practice 
had been in place for many years. A literature review enabled 
the identification of evidence to guide knowledge mobilization.

The ICU nursing staff championed a practice change across the 
organization, one that aligns with the hospital’s goal to be the 
safest and most effective hospital in Canada. Careful attention 
was paid to change principles. In addition, LEAN methodol-
ogy was enlisted to achieve success with this practice change. 
Through their knowledge of arterial blood pressure monitor-
ing and careful attention to the issue, nurses identified that the 
change would not only improve accuracy of readings but would 
also promote blood conservation strategies, decrease risk of 
infection for patients and protect staff from blood exposure, 
concerns nursing had for a considerable time. Nursing cham-
pioned change to a vital area of practice.
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time to Change: From Families As 
Visitors to Families as Partners in Care
Catherine Rodriguez, RN, and Sherly Mathew, RN, CCRN, 
St. Paul’s Hospital, Vancouver, British Columbia
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Berwick (2004) believes that it is rational, humane and evi-
dence-based to do away with visiting restrictions in critical care 
units entirely. Recently, many Canadian hospitals are beginning 
to do away with traditional, restricted visiting hours in favour 
of more flexible, patient and family-friendly policies.

Critical illness not only affects Intensive Care Unit (ICU) 
patients, it also impacts patients’ families (Davidson, 2009). 
The importance of people special to the patient in the healing 
process needs to be considered given the focus on improving 
patient experience within the Canadian health care system. 
Family-centred care in the ICU is associated with improve-
ments in the long-term psychiatric sequelae of critical illness, 
the trust between hospital staff and family members and overall 
satisfaction with medical care. However, according to Valerie 
Johnson, Project Manager for Critical Care at the Institute for 
Healthcare Improvement, the most common barrier to open 
visiting in ICUs is staff resistance—doctors for the most part, 
and nurses too. They worry that it will interfere with their abil-
ity to get things done. Health care staff also said that families 

would camp out in the ICU—they were sometimes in the way. 
The Institute for Healthcare Improvement (n.d.) also states that 
“sometimes what’s best for patients and family members is hard 
for staff. But that doesn’t mean it shouldn’t be done” (para. 1). 
Recent data suggest that open visitation does not adversely 
impact patient outcomes and represents only a moderate and 
acceptable intrusion on patient care (Kleinpell, 2008).

With the positive impact that unrestricted visitation has to 
patient’s and family’s health, our ICU had started implement-
ing unrestricted and flexible visiting in October 2015. Findings 
from patient and family satisfaction surveys carried out after 
its implementation were concurrent with the findings of other 
hospitals that had adapted unrestricted visiting, including a 
decrease in anxiety, confusion and agitation for the patient.
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Nurse Satisfaction with Medication 
Management Before and After 
Introduction of an electronic Medication 
System in the Intensive Care unit
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BScN, RN, Ellen Lewis RN, Norine Meleca, MN, RN, Mary 
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Medication errors are common in the Intensive Care Unit (ICU) 
and can result in adverse events. Computer-based systems may 
reduce errors. Nurses’ experiences with medication systems are 
important to understand. We surveyed ICU nurses in a large, 
academic, urban hospital before and after introducing an e-sys-
tem using the Medication Administration System – Nurses’ 
Assessment of Satisfaction scale. Each item was scored on six-point 
scale (strongly agree – strongly disagree) with higher scores indi-
cating greater satisfaction. Overall satisfaction was reported on 
a 0 – 10 scale (0 = completely dissatisfied; 10 = completely satis-
fied). Three hundred and twenty‑eight surveys were distributed. 
Response rate was 37% (n=120) before and 35% (n=115) after. 
Overall satisfaction was significant with the new system (6.2 ver-
sus 7.0, p <0.01). There were also significantly higher scores on 
all items related to safety (p<0.05) and two of six items related to 
access [access to systems that support medication administration 
(4.4 versus 4.9, p<0.01) and availability of information to manage 
bad reactions (3.1 versus 3.8, p<0.01)]. Nurses reported the system 
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was effective in reducing and preventing medication errors (3.2 
versus 4.5, p<0.001). However, there was no difference in percep-
tions of system efficiency (4.2 versus 4.4, p=0.25) or the proportion 
who agreed the system was user-friendly (68 versus 71%, p=0.70). 
At both time points, a large proportion of nurses (45 versus 49%, 
p=0.25) agreed they stashed medication for patient care. The intro-
duction of an e-medication system was associated with ICU nurses’ 
perceptions of greater safety and increased overall satisfaction with 
medication processes. Nurses did not perceive the e-system as 
more efficient or user-friendly than the paper-based system.
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Medication Safety huddles in the 
Intensive Care unit:  A Patient Safety 
Initiative Led by Our Critical Care 
Pharmacists and Nurses
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Authority, Halifax, Nova Scotia
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The literature identifies that Intensive Care Unit (ICU) patients 
experience on average 1.7 errors per day and 78% of these are 
medication related. Given the medical complexity of critically ill 
patients and their limited ability to compensate for these errors, 
life-threatening consequences are probable. It is estimated that 
50% to 96% of mediation errors are not reported, presenting a 
challenge to improving patient safety. Barriers to reporting are 
many and include fear, workload and staffing levels. In addition 
to the threat to patient safety, the psychological repercussions of 
errors in ICU threaten the well-being of care providers.

In our ICUs, we have implemented weekly Medication Safety 
Huddles, led by our pharmacists and charge nurses. These 
weekly interdisciplinary short briefings create an opportu-
nity to share information about actual or potential medication 
safety issues on a regular basis. Huddles identify and address 
contributors to medication errors, educate staff and foster a safe 
environment for communication and quality patient care.

Medication Safety Huddles are helping to foster positive rela-
tionships within the team, contributing to a positive patient 
safety culture. They are becoming one of our key avenues to 
understand problems, share information, both within a unit 
and between our ICUs. Each quarter, topics are summarized 
and reviewed by our team of pharmacists, charge nurses and 
leadership to ensure appropriate action has been taken.

Medication Safety Huddles are helping to change the conversa-
tion from problems to solutions. 
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Behind the Collar: Prevention Strategies 
of Occipital Pressure ulcers in trauma 
Intensive Care unit Patients
Aisha Abdalla, RN, Viksit Bali, BScN, RN, Nicola Farrow, BScN, 
RN, Orest Kornetsky, BScN, BA, RN, MHI, Jennifer Lovering, 
BScN, RN, and Grace Walter, RN BScN, CNCC(C), Sunnybrook 
Health Sciences Centre, Toronto, Ontario
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Recently a significant increase in occipital pressure ulcers was 
noted in our Intensive Care Unit (ICU) patient population. 
Anecdotally one to two occipital ulcers were typically seen on 
a per annum basis. However, in 2015 we identified six pressure 
ulcers over a six-month period. Our Education & Practice Council 
led a quality improvement initiative to advance the quality of 
care related to prevention of occipital pressure ulcers. A litera-
ture review affirmed our assumption that cervical spine collars 
may be a major contributor to occipital pressure ulcers. Although 
the occurrence of occipital pressure ulcers is low, Jacobson et al. 
(2008) reported the incidence of 23.9%–44% in patients wear-
ing a cervical collar. When staff were surveyed regarding routine 
removal of cervical collar back panel and assessment of patients’ 
occipital area, only 36% of staff “always” or “often” performed this 
assessment. Additionally, staff identified variations in practice 
related to occipital pressure ulcer prevention and lack of knowl-
edge and education related to care of patient in long-term cervical 
spine immobilizers. Following the quality improvement initiative, 
an extensive chart review was performed to explore other pos-
sible contributors. We found that in our most recent cases, all 
patients were Level III ICU traumas who were intubated at the 
time of identification. All occipital pressure ulcers reviewed were 
first noted by day 10 to 14 of ICU stay and were already deemed 
unstageable, as per the National Pressure Ulcer Advisory Panel 
Clinical Practice Guidelines (2014). The majority of patients had a 
Glasgow Coma Scale score of three for the seven-day period prior 
to identification and experienced operation times greater than 
two hours and/or neuromuscular blockade. Based on the results 
of relevant evidence, chart investigations, and staff feedback, a 
comprehensive prevention and treatment plan was developed.
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Advanced Practice Partners 
transforming healthcare Delivery 
in Critical Care with a Nurse 
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Implementation
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The way patient care is delivered in today’s ever-changing health 
care system is requiring new and imaginative ideas to ensure all 
patients have access to comprehensive, appropriate, universal 
care. In the Fraser Health Authority (FHA), we are changing 
the way our critical care population is being cared for by inte-
grating Nurse Practitioners (NPs) into our interdisciplinary 
Intensive Care Unit (ICU) team. In order to accomplish this, 
the Nurse Practitioner Lead and the Clinical Nurse Specialist 
for Critical Care, two advanced practice nurses, worked 
together to create a Critical Care Fellowship Program for NPs 
entering critical care. The goal of the fellowship program is to 
ensure the NPs were prepared with the necessary advanced 
skills and knowledge to be an alternative care provider able to 
deliver efficient, safe, high-quality, cost–effective care to critical 
care patients and their families. The aim of this presentation 
is to share the process undertaken, including the planning and 
implementation process, evaluation plan, and lessons learned.
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Message Given and Received: 
Developing a standardized tool for Shift-
to-Shift transfer of Accountability (tOA) 
in an Intensive Care unit
Janice Glen, RN, Alana Harrington, HBSc, MSc, PhD/Dip (ABD), 
and Ellen Lewis, RN, St. Michael’s Hospital, Toronto, Ontario
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Background: Clinical handover is an important area to target 
for improvement, given that nearly 70% of sentinel events are 
caused by a breakdown in communication. Often, what is lack-
ing is a common structure that standardizes the information 
that is handed over. As such, Transfer of Accountability (TOA) 
tools have the potential to aid in the provision of consistent and 
relevant information and, in doing so, can improve the quality 
of patient care.

Objective: To develop a tool that aids in standardizing and pro-
viding structure to the verbal handover between Intensive Care 
Unit (ICU) registered nurses (RNs) at change of shift. 

Methods: In order to develop a standardized tool, handover 
practice was observed and chart reviews were done to iden-
tify current practices. Additionally, expectations for handover 
were determined through conversation with both nursing and 
management teams and used in concert with the collected 
information to develop a checklist tool. These tools were then 
rolled out for trial to standardize the information that was com-
municated at handover. A post survey will be done to determine 
the effectiveness and usability of the tool. 

Results: Chart reviews and observations identified gaps in doc-
umentation and inconsistencies and led to the development 
of a simple checklist tool. The checklist that was developed 
included: Head-to-Toe, a review of orders and medications, 
patient specific checklists (pain scores, SAS, delirium, etc.), as 
well as the proper disposal of narcotics. After three months of 
use, a post survey will be done to determine the usability of the 
tool. Chart reviews and observations of handover time will ver-
ify the effectiveness of the tool and any necessary revisions will 
be made prior to its finalization. 

Conclusions: Preliminary data identified a lack of structure for 
handover between critical care RNs. To that end a checklist tool 
was developed. Ideally, the standardization of handover will 
reduce communication breakdowns and, ultimately, improve 
the quality of patient care. 
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“every Patient Must have a 
Destination”: transitioning Care within 
the Intensive Care unit
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In a surgical intensive care unit, patient turn-over is frequent. 
In our Cardiovascular Intensive Care Unit (CVICU), 96.3% of 
patients stay less than 24 hours. Patients who require prolonged 
mechanical ventilation fall outside of the routine care process 
and often require more complex interventions and longer time 
in the Intensive Care Unit (ICU). In 2011, interprofessional, 
long-term care rounds were developed to discuss all patients 
residing in the CVICU for more than seven days. The intent 
was to: identify and understand patient/family issues; improve 
the coordination of care between nursing, health disciplines 
and medicine; and develop a more holistic approach to the care 
of patients receiving prolonged intensive care.

In early 2012, CVICU adopted “My Story” from our Medical 
Surgical Intensive Care Unit (MSICU) colleagues. This tool was 
originally developed in California by a family member whose 
husband was involved in a trauma. The tool was further refined 
for use at St. Michael’s Hospital to humanize the patient’s expe-
rience while in the hospital. The aim of the tool is to facilitate 
families sharing important information that is not traditionally 
captured in hospital documents, and provide a conversation 
starter between caregivers and family.

More recently, attention has been given to a fundamental tenant 
in our unit: “every patient must have a destination”. There is a 
recognition that patients need to transition to other areas, 
including the ward, ventilation weaning units, or referring hos-
pitals. With this in mind for long-term ICU patients, care needs 
to be re-focused and both short- and long-term goals need to 
be set. To that end, we have created a guideline/checklist to use 
proactively at weekly long-term care rounds, which addresses 
issues such as de-medicalization of the patient, development of 
written weaning and mobility plans, increasing patient/family 
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involvement in care, and initiating communication with future 
care facilities/units. Future evaluation will assess the impact 
this tool has had on our long-term ICU patients. 
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the ICu-CAReS Initiative: ICu 
Collection, Analysis, and Response to 
evaluations of Satisfaction
Orla Smith, PhD, RN, Elizabeth Butorac, MN, RN, Melissa 
Guiyab, MN, RN, Ellen Lewis, RN, Nikki Marks, NP, MN, 
Mary Mustard, NP-adult, MN, CCN(C), CNCC(C), Karen 
Wannamaker, BSc, RN, Lisa Poon, Jan Friedrich, MD, and 
Andrew Baker, MD, St. Michael’s Hospital, Toronto, Ontario

Key words: ICU, patient experience, family experience, satis-
faction, data

Background: Excelling in the care of the critically ill requires a 
systematic approach to soliciting and utilizing patient and fam-
ily feedback. The purpose of ICU-CARES is to capture data to 
identify areas of excellence and targets for improvement. 

Methods: Our inter-professional team designed a survey based 
on existing literature with additional questions to address local 
issues using scaled and categorical response options and open-
text fields for additional feedback. Patients and families in each 
of four ICUs (coronary care, cardiovascular, medical-surgical, 
and trauma-neurosurgical) are invited to complete the survey 
in paper or electronic form at discharge. 

Results: During the first four months of data collection, 102 
surveys were submitted. Patients completed a minority (13%; 
n=12/91) and spouses were the most frequent responders (48%; 
n=44/91) with the majority responding as the designated deci-
sion-maker (68%; n=68/92). The majority reported complete 
satisfaction with care (84%; n=81/97) and decision-making 
(75%; n=73/97). The proportion of excellent ratings was high-
est for nursing care (77%; n=76/99) and lowest for waiting 
room comfort (22%; n=22/98). Few reported visiting flexibil-
ity as excellent (36%; n=35/98). Consistency and frequency of 
information from nurses was rated as excellent more often than 
consistency and frequency of information from physicians 
[59% versus 45%, p=0.08; 59% versus 39%, p=0.03]. Teamwork 
was rated excellent by the majority (71%; n=71/99). Most (68%; 
n=52/77) reported being well informed about ICU discharge. A 
scorecard has been created to report and trend indicators in the 
domains of: presence; care and needs met; communication and 
information; and decision-making. 

Conclusion: Systematic collection, analysis, and interpreta-
tion of patient and family feedback support our organizational 
commitment to excellence and help ensure improvement activ-
ities and resources are targeted to provide the best possible 
experience.
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Development of an Interprofessional 
education Curriculum for a Study of 
Low-Flow extracorporeal CO2 Removal 
in the Intensive Care unit
Orla Smith, PhD, RN, Michael Sklar, MD, Hilary Every, 
RRT, Pamela Greco, RRT, Kurtis Salway, RRT, MSc,  Carolyn 
Campbell, BSc, Melissa Guiyab, MN, RN, Margaret Oddi, RRT  
Gyan Sandhu, BScN, RN, Prafulla Savedra, RN, Shannon Swift, 
MN, RN, Karen Wannamaker, BA, RN, and Laurent Brochard, 
MD, St. Michael’s Hospital, Toronto, Ontario

Key words: ARDS, research, extracorporeal carbon dioxide 
removal, interprofessional practice, education

Current evidence suggests patients with Acute Respiratory 
Distress Syndrome (ARDS) be managed with a lung protec-
tive strategy incorporating low tidal volumes (~6 mls/kg) and 
plateau pressures less than 30 cmH2O. Achieving even lower 
tidal volumes may provide incremental benefit. However, 
reducing tidal volumes can induce severe hypercapnia with 
adverse effects. Treatment with an extracorporeal carbon diox-
ide removal (ECCO2R) device may facilitate ventilation with 
tidal volumes less than 6 mls/kg and reduced plateau pres-
sures (Terragni et al., 2009). In the context of the international 
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SUPERNOVA study (NCT02282657), the role of ECCO2R in 
reducing tidal volumes will be assessed. In the study, ECCO2R 
will occur through a veno-venous circuit using the ALung 
Hemolung®-RAS system. Venous blood will be removed from 
the circulation using a dual-lumen catheter and pumped 
through a circuit to remove CO2 while tidal volume is incre-
mentally reduced. 

The purpose of this presentation is to introduce ECCO2R and 
describe development of an education curriculum to support 
the study in our intensive care unit. An interprofessional team 
of registered nurses (RNs), respiratory therapists (RTs), and 
physicians designed a four-hour workshop to train experi-
enced front-line RNs and RTs on the system, in collaboration 
with the device manufacturer (ALung®). During training, roles 
and responsibilities for each health care professional involved 
in the care of study participants receiving ECCO2R are defined. 
In addition to training on the study protocol and ventilation 
algorithm, the workshop provides participants with didactic 
and hands-on training on: circuit priming and management 
including anticoagulation, catheter insertion, weaning and 
decannulation. A competency checklist outlines acquired skills 
at workshop completion. A start-of-shift checklist, incorporat-
ing two-person checks of the alarms, anticoagulation, catheter, 
circuit, and safety equipment supports the safe implementation 
and monitoring of the treatment for study participants.
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understanding moral distress 
experienced by critical care nurses
Ila Vargas Will, BN, RN, and Karen Then, PhD ACNP, Alberta 
Health Services, Calgary, Alberta

Key words: moral distress, nurses

Moral distress negatively impacts nurses and their patients 
(Meltzer & Huckabay, 2004). Moral distress is a conflict 
between knowing the right course of action believed to be mor-
ally correct and the inability to follow that course of action 
(Corley, Elswick, Gorman, & Clor, 2001; Pendry, 2007). For 
example, Intensive Care Unit (ICU) Registered Nurses (RNs) 
often provide aggressive and invasive treatments aimed at sav-
ing lives, notwithstanding the human costs nor the expressed 
wishes of the patient and family. Advancements in technol-
ogy, ageing populations, and the ability to sustain patients with 
complex diseases longer all influence the experience of moral 
distress (Gutierrez, 2005). Adding to the distress, such treat-
ments can, contrary to some nursing practices, adversely affect 
a patient’s quality of life. Nurses can remain unaware of their 
moral distress (Gutierrez, 2005; Pendry, 2007). A clear, con-
sistent understanding of moral distress by RNs would assist in 
managing and decreasing this phenomenon.

This presentation reports on a project aimed at understanding 
moral distress experienced by critical care nurses in a trauma 
centre. The project included interviews with key stakeholders, 
an ICU RN on-line survey and focus groups with ICU RNs. 
Causes, symptoms, effects, and potential solutions to moral dis-
tress underwent analysis. By increasing understanding of moral 
distress among RNs in ICUs, available resources and supportive 
interventions suitable to the nursing staff in critical care units 
will be presented. This work has the potential to impact ethical 
patient and family collaborative care across critical care settings 
while exploring expected outcomes, goals, and the QOL of crit-
ically ill patients.  
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Membership Recruitment
Are you a critical care nurse or interested in critical care nursing? 

Join your National Association! 
Visit www.caccn.ca and join today!

Enter NEWMBR2016 at the time of registration to receive 
$10.00 off CACCN one- and two-year membership fees. 
Membership must be completed online and the discount code 
must be entered at the time of registration. Discount code is 
valid on new memberships only until June 30, 2016.

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

Criteria:
• Current / Active CACCN Members may participate.
• Applicable on NEW member applications only.  A new mem-

ber is one who has not been a CACCN member previously or 
has not been a CACCN member for a minimum of 12 months.  

• To qualify, your name must be included on the new mem-
ber’s application form or included in the online application 
submission, as the “sponsor” or “person who recommended 
joining CACCN”.  

• Names cannot be entered into the draw if the sponsor / rec-
ommending information is not included when the member 
application is processed.

• Members may be entered to win a complimentary member-
ship for each referral once per quarter. 

www.caccn.ca

CACCN calendar of events

DAteS tO ReMeMBeR!
April 11–July 1: Canadian Nurses Association Certification Registration 
open
May 9–16: National Nursing Week
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 2016 conference brochure/online registration available
July 5: Board of Director Nominations deadline
August 15: CACCN Canadian Intensive Care Week Spotlight Challenge 
Award deadline
August 22: Dynamics 2016 Early Bird Registration deadline
September 1: CACCN Educational Award deadline
September 5: Dynamics 2016 Registration deadline
September 19–October 7: Canadian Nurses Association Certification 
Examinations
September 22–23: CACCN Board of Director Meetings
September 24: Chapter Connections Day
September 25–27: Dynamics of Critical Care™ Conference 2016 

Awards available to CACCN members
Criteria for awards are published on pages 45–55 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
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
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Chapter B
• Neuro education and bioethics education session offered
• Total education hours – 28 hours
• Membership number 310
• Formula: 28 hours divided by 310 members = 0.090 multi-

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

Section 2: Promotion of critical care specialty
Total hours of any public or community service event coordi-
nated and hosted by the local chapter are 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 
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 less than 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 more than 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 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 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 es e arch  Gr ant  Appl i c at i on  l o c ate d  at  
http://www.caccn.ca/en/awards/index.html or via CACCN 
National Office at caccn@caccn.ca.

The CACCN Board of Directors retains the right to amend the 
award criteria.
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CACCN educational Awards
The CACCN Educational Awards have been 
established to provide funds ($1,000.00 each) 
to assist critical care nurses to attend continu-
ing 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.

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.
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• 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 presented 
to an individual who exhibits stellar leader-
ship and mentoring abilities in critical care.

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

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

Award funds available: $1,000.00 

Deadline for submission: June 1 

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

Mailed applications must be postmarked on or before June 1.

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

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

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

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

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

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

for consideration of the BBraun Sharing Expertise Award.

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

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

Deadline: Fiscal year end – March 31 

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

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

Coupons will be issued electronically to all chapters.

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

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

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

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

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

year’s members, the chapter will receive one (1)—Dynamics 
of Critical Care Conference three-day early bird tuition 
coupon and two (2)—Dynamics of Critical Care Conference 
partial tuition coupons

• If the chapter has greater than 70% renewal of its previous 
year’s members, the chapter will receive two (2)—Dynamics 
of Critical Care Conference partial tuition coupons

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

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

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

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

CACCN National Board of Directors
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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 published 
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
■■ 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).
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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 pre-
sented annually to a member of the Canadian 
Association of Critical Care Nurses who consistently demon-
strates excellence in critical care nursing practice.

The CACCN Chasing Excellence Award is to be used by the 
recipient for continued professional or leadership development 
in critical care nursing.

Award Funds Available: $ 1,000.00 
Deadline for Submission: June 1 

Send applications to CACCN National Office at caccn@caccn.
ca or fax to 519-649-1458 or 
Mail to:  CACCN, P. O. Box # 25322, London, ON, N6C 6B1

Mailed applications must be postmarked on or before June 1.

The CACCN Chasing Excellence Award is a peer nominated 
award. The CACCN Chasing Excellence Award is awarded to a 
critical care nurse who:
• is an active member of the Canadian Association of Critical 

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

care [CNCC(C) or CNCCP (C)] (preferred)
• consistently practises at an expert level as described by 

Benner (1984) 
• Expert practice is exemplified by most or all of the following 

criteria:
■■ participates in quality improvement and risk management 

to ensure a safe patient care environment
■■ acts as a change agent to improve the quality of patient 

care when required
■■ provides high quality patient care based on experience and 

evidence
■■ effective clinical decision making supported by thorough 

assessments
■■ has developed a clinical knowledge base and readily inte-

grates change and new learning to practice
■■ is able to anticipate risks and changes in patient condition 

and intervene in a timely manner

■■ sequences and manages rapid multiple therapies in response 
to a crisis (Benner, Hooper-Kyriakidis and Stannard, 1999)

■■ integrates and coordinates daily patient care with other 
team members

■■ advocates, and develops a plan of care that consistently 
considers the patient and family and ensures they receive 
the best care possible

■■ provides education, support and comfort to patients and 
their families to help them cope with the trajectory of ill-
ness and injury, to recovery, palliation or death

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

■■ assumes a leadership role as dictated by the dynamically 
changing needs of the unit

■■ is a role model to new staff and students
■■ shares clinical wisdom as a preceptor to new staff and students
■■ regularly participates in continuing education and profes-

sional development

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

CACCN by the deadline 
• One letter of support must be written by a CACCN member. 

A supporting letter from a supervisor such as a unit man-
ager or team leader is also required.
■■ The nomination letters must describe three clinical 

examples outlining the nominee’s clinical excellence and 
expertise 

• Incomplete nomination packages will not be considered.

Selection Process
• each nomination will be reviewed by the Canadian 

Association of Critical Care Nurses Awards Review 
Committee 

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

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

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

• The successful candidate’s name/photograph will be published 
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. (1984). From novice to expert, excellence and power in 

clinical nursing practice. Menlo Park, CA: Addison-Wesley 
Publishing Company.

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
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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.

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.
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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. 
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the CANADIAN JOuRNAL OF 
CRItICAL CARe NuRSING

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.

Revised November 2011



Application for membership
Name: _____________________________________________________________

Address:  ___________________________________________________________

____________________________________  _____________   _____________

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

Email:  _____________________________________________________________

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
email: caccn@caccn.ca; website: www.caccn.ca
Visa/Mastercard: ______________________ Exp.: ____/____ CVV (back of card):_____

Continuous renewal
Continuous renewal: We have made it easier to maintain your membership. By providing 
a credit card number, your membership will automatically renew on the 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), 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. For FAQs on automatic renewal, visit www.caccn.ca/JOINUS

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

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.

Vision Statement
All critical care nurses provide 
the highest standard of patient- 
and family-centred care through 
an engaging, vibrant, educated 
and research driven specialized 
community.

Mission Statement
We engage and inform Canadian 
Critical Care nurses through 
education and networking and 
provide a strong unified national 
identity.

Benefits of Membership
• A strong, unified voice for critical 

care nursing in Canada
• A subscription to the Canadian 

Journal of Critical Care Nursing
• CACCN Standards for Critical 

Care Nursing Practice (4th Ed.)
• Annual Report
• Position Statements
• Awards, Grants and Bursaries
• CNCC(C) Certification Study 

Guide
• Opportunities for nurses to 

present at local and national levels
• Educational opportunities to 

accumulate continuing learning 
hours

• Opportunities to network with 
peers

• Reduced tuition fees 

Become a member 
of your professional 
association today!

Revised April 2016

(City) (Province)

(Street)

(If applicable)

(Postal code)
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