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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.

Th e 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. Th e 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 certifi cation

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 fi eld 

of critical care

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

membership 
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Critical Refl ections

It’s a nice warm November evening here in Ottawa. My 
workday is complete and I shift  my focus on the great work 
going on in the CACCN. Did you get a chance to attend the 

Dynamics conference in PEI? I always enjoy the opportunities 
to connect, socialize and learn how we can do better as an asso-
ciation and within our professional lives, as well.

Th ank you to our chapter executive leaders who participated 
in Chapter Connection Day on September 24, 2016. Th e Board 
of Directors invited Jim MacKelvie to speak about “synergy” 
and how we can create energy with purpose to drive contin-
uous improvement in our organization. Great ideas flowed 
through this interactive educational event. I especially liked 
the idea of leading our organization to a place where people 
say, “Did the CACCN endorse that?” Th is is very much aligned 
with our mission of “We engage and inform critical care nurses 
through education and networking and provide a strong uni-
fied national identity”. So, how do we get there? How do we 
achieve our mission when there are 17,790 critical care nurses 
in Canada (CIHI 2014), 1,417 CNA certifi ed nurses in critical 
care and 1,305 members of the CACCN? Where do we focus 
our energy when our jobs are so demanding, our families are 
waiting for us to take a moment with them and life is just so 
busy and distracting… much like the U.S. Presidential debates. 
With all that is happening in our personal world and in the 
world at large that has a tremendous impact on our peace of 
mind and our professional practice, I would like to know how 
we can add value to your membership with the CACCN? Please 
email me at president@caccn.ca with a copy to National Offi  ce 
at caccn@caccn.ca.

This year at the Dynamics of Critical Care™ Conference, we 
introduced online voting, interactive polling technology, live 
Twitter feeds at the annual dinner, a diff erent time scheduled 
for the Annual General Meeting to facilitate greater attendance, 
and longer sessions to help you master a specifi c skill. Th ese 
longer sessions were titled ‘Mastery Sessions’ and some del-
egates thought this implied you were required to be working 
towards or have already achieved a Master’s degree to attend. 
We have learned from this confusion and will adjust for next 
year. We will also be investing in technology to make the 
abstract submission process, the registration process, access to 
electronic information and communication seamless and eas-
ier. Our Board of Directors was also pleased to collaborate with 
our exhibit partners and our sponsors who generously fund 
awards, bursaries, webinars and other events to support your 
learning, research and recognition of the great work you con-
tribute to critical care nursing.

Our theme for the 2016–2018 term is “Be the Diff erence.” Th is 
theme really resonates with me. I have worked with many 
incredible and dedicated nurses in both Montréal and Ottawa. 
Th ere are many who have excelled at what I call the three fac-
tors of skill, knowledge and attitude. I have truly appreciated 
working with those who put their patients fi rst, went above and 
beyond and demonstrated genuine empathetic gestures that 
set the awesome apart from the amazing. You give so much to 
your patients—thank you! Be good to yourself and, yes, I must 
say, be good to one another. I know you are thinking you don’t 
need a reminder and you probably don’t, but how about a gen-
tle reminder to role model what is good and great about critical 
care nurses so that we slowly dilute the proverbial cloud of 
negativity.

I will leave you with a favourite quotation of mine from Viktor 
Frankl, “Between stimulus and response there is space. In that 
space is our power to choose our response.” You can choose to 
be the diff erence.

All the best
Renée Chauvin
CACCN President

REFERENCES
Canadian Institute for Health Information. (2014). Regulated 

Nurses, 2014. Retrieved from https://secure.cihi.ca/free_
products/RegulatedNurses2014_Report_EN.pdf  
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Chapter Connections Day 2016

Chapter Connections Day is 
always an important one-day 
meeting the day before the 

Dynamics of Critical Care™ Conference 
begins. This day provides an oppor-
tunity for Chapter Presidents and 
Executive members to meet with the 
Board of Directors to share informa-
tion from chapters and the Board. 
Chapter Connections Day was held on 
September 24, 2016 at the Delta Prince 
Edward in Charlottetown, PE with nine-
teen chapter leaders in attendance.

Renée Chauvin, President, welcomed 
the attendees and reviewed the day’s 
agenda. Everyone participated in a fun 
exercise called “Map It Out” which 
involved a large map of Canada. All 
attendees were requested to complete an 
information sheet prior to the meeting 
providing a photo and information on 
where they live, something new, exciting 
or challenging about their job, their pas-
sion and a personal or favourite quote. 
Th e information sheet was posted on the 
wall and the member placed a star with 
their name on their community on the 
map. It was a fun interactive way to get 
to know one another.

In keeping with our goal of education for 
chapter leadership, the Board welcomed 
Jim MacKelvie, Lean Improvement 
Facilitator, who facilitated a work-
shop on Synergy and Teamwork. Mr. 
MacKelvie worked with the group and 
in smaller working groups on defi ning 
our roles, common purpose and shared 
vision for the association. The presen-
tation taught us that trust is key in the 
things we do and is a ‘team thing’…it is a 
purpose of your day! 

Following the educational event, the 
Board discussed the Canadian Nurses 
Association Environmental Scan and 
asked the group for their input on the 
following questions:  1. identify the key 
trends that will have an impact whether 
positive or negative on nursing, health 
and healthcare delivery over the next 
two years, and 2. what do you see as the 
top priorities for nursing, health and 
healthcare delivery over the next three 
to five years. This evoked a lively dis-
cussion with the attendees. CACCN 
provided feedback to the Canadian 

Nurses Association and will share the 
scan results with the chapters when 
received.

The CACCN Committees – Member 
Relations, National Conference Advisory, 
Professional Development, Partner 
Relations were re-introduced to the 
attendees by Renée Chauvin. Attendees 
were welcome to browse the poster pre-
sentations for each committee and engage 
the Chair in discussion about the exciting 
things happening at CACCN now.

Aft er a delicious and nutritious spa net-
working lunch, the group came together 
again to participate in the World Café – 
Knowledge Sharing. Lara Parker, BOD 
Director shared that attendees would par-
ticipate in a group at fi ve diff erent stations: 
Annual General Meeting, Education, 
Chapter Leadership, Connecting and 
Awards. Th e purpose of the World Café 
was to discuss with chapter leaders how 
to share some of the successes and tackle 
some of the issues within those areas. 
Each café was facilitated by a member of 
the Board of Directors and the groups 
rotated at 20-minute intervals through 
each café. During the event, attendees 
collected an entrance sticker at each café 
for their ‘passports’. Th e passport would 
prove to be benefi cial at the end of the day.

After World Café, the open forum fol-
lowed to keep the rich discussions 
fl owing. Attendees discussed how to con-
nect with members who are not ‘local’ 
to the chapter. Ideas for connecting 
included using skype, teleconferencing 
and webinars. Chapters wondered if it 
was possible to share educational events 
across the country via webinar. Perhaps 
each chapter presents one webinar a 
month. Could increase membership and 
educational opportunities. Discussion 
also involved whether ‘Dinner and 
Learn’ events off ered by medical compa-
nies are considered sponsored CACCN 
events and are we viewed as endors-
ing these events. Th e Board explained a 
Dinner/Lunch and Learn are generally 
not CACCN sponsored events, but may 
be offered/marketed to our members 
provided there is an educational compo-
nent. Th is is an excellent way to provide 
education for your chapter members at 
little to no cost; however, chapters must 

be mindful that they are not viewed as 
‘endorsing’ a company or their products. 
Any questions about these events may be 
directed to National Offi  ce.

Montréal Chapter for the third year in 
a row was the recipient of the Draeger 
Medical Canada / CACCN Chapter of 
the Year Award! Honourable mention was 
provided to the Manitoba, New Brunswick 
and Toronto Chapters, who also had 
impressive chapter of the year applications. 

At the end of the day, the Board col-
lected the World Café passports 
and drew for the following prizes:  
Dynamics 2017 Full Tuition Coupon—
Catherine MacIntyre (Southern Alberta 
Chapter); Complimentary Membership 
Renewals—Evelyne Dufresne (Montréal 
Chapter), Ryanna Salvador (Vancouver 
Island Chapter) and Brandi Vanderspank-
Wright (Ottawa Region Chapter). 

Th e day passed quickly as everyone was 
actively engaged in the learning and 
sharing. Chapter Connections Day 2016 
was productive and a wonderful kick-off  
to what was a wonderful conference.

Thank you to our Chapter Leaders in 
attendance, and those who were unable 
to attend for your participation with 
CACCN. We appreciate all that you do 
for your chapter and our membership.

Christine R. Halfk enny-Zellas, CIM
Chief Operating Offi  cer
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Notice of correction
Notice of incorrect spelling of author’s last name:
McShane, M., Moffatt, F., Macdonald, F., Carson, 
G., & White, M. (2016). The Meaning of the 
Breastfeeding Experience for Mothers in Critical 
Care. Canadian Journal of Critical Care Nursing, 
27(2), 28–29.

Please note Marilyn Macdonald’s name was mis-
spelled in the printed version of the Summer 2016 
issue. It is correctly spelled in the online version.

CACCN Facebook Page
Visit us on Facebook for 
updated information!

Follow us on Twitter: 
@CACCN1

Dynamics of Critical Care Conference: 
Future Sites
Dynamics 2017: September 25–27, 2017, Toronto, ON

Dynamics 2018: September 2018, Calgary, AB
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Dynamics of Critical Care™ 2016

Th e  b e a u t i f u l  c i t y  o f 
Char lotte town,  the  bir th-
place of Confederation, hosted 

Dynamics of Critical Care™ 2016, the 
annual conference of the Canadian 
Association of Critical Care Nurses 
from September 25–27. The conference 
theme of “Changing Tides in Critical 
Care Nursing” is a reflection of how 
critical care nurses have always been 
on the leading edge of change; whether 
practising in direct care, research or 
education, we adapt to the complex-
ity and continual evolution of our 
environment so that we can provide 
the best care possible. Delegates from 
across Canada and the United States 
were provided with three days of edu-
cational opportunities to gain new 
knowledge, inspire leadership, nurture 
innovation and encouragement to “Be 
the Difference”. 

Following the theme of change and adap-
tation, participants at the conference 
introduced new and exciting innova-
tions, enhancing the delegate experience. 
In addition to the usual, highly regarded 
concurrent sessions and static posters, 
mastery session workshops and elec-
tronic posters were introduced. The 
mastery sessions provided extended, 
in-depth, evidence-based learning for 
our delegates while the electronic post-
ers allowed our poster authors to present 
information in a dynamic, contempo-
rary forum. Both electronic and static 
posters were featured in a gala reception, 
supported by the Canadian Intensive 
Care Foundation and held in associ-
ation with our sponsor and exhibitor 
partners, as they showcased their prod-
ucts and services for all the delegates in 
attendance. 

The annual general meeting of the 
association, held over the first lunch 
hour, allowed delegates an opportu-
nity to attend the meeting, hear about 
activities of the association over the 
previous year and allow their voices to 
be heard through voting in association 
business. Good food and a comfort-
able place to sit were provided so that 
everyone could enjoy a true “business 
lunch”.

Additionally, an audience interac-
tion tool, Slido, was trialed in several 
sessions. This tool offered interactive 
questions and answers, live polls and 
real-time presentation sharing all via 
the convenience of an app easily down-
loaded to your electronic device. 

The conference was opened with a little 
island flair, as delegates were treated to 
traditional dancers, pipers and drum-
mers from the College of Piping in 
Charlottetown. Following this, CACCN 
member and talented singer, Tricia 
Bray, led the delegates in a passionate 
rendition of our national anthem. A 
lively welcome from CACCN President 
Renée Chauvin explored the associa-
tion theme of “Be the Difference”, which 
was followed by keynote speaker, critical 
care researcher, educator and clinician, 
Beth Henneman. Beth discussed prac-
tical strategies that critical care nurses 
can use to enhance patient safety in our 
challenging environment.

Karen McQuillan, past president of 
our partner association, the American 
Association of Critical-Care Nurses, 
provided the plenary session for day 
two, detailing the concept of courageous 
care. She discussed how courageous care 

requires critical care nurses to care with 
compassion, renew themselves, main-
tain a sound knowledge base and serve 
as leaders. 

The new ACLS guidelines introduced 
in 2015 provided a focus for two of the 
luncheon sessions presented by Sandra 
Goldsworthy. Rationale for the changes 
and the impact on practice were high-
lighted during the sessions. Alternate 
luncheon sessions featured Orla Smith 
speaking on cognitive dysfunction fol-
lowing discharge from ICU, and Marie 
Edwards speaking on the implications 
for critical care nurses of medical assis-
tance in dying (MAID).

Sponsor support allowed for a number 
of well-informed, well-attended sessions. 
Canadian Blood Services sponsored three 
sessions: a plenary session presented by 
David Kuhl on relationship-centred care; 
and two concurrent sessions, one pre-
sented by Denice Klavano on a family’s 
perspective on organ donation, and the 
second presented by Matthew Weiss on 
optimizing the care of the organ donor 
and his/her family following deter-
mination of neurological death. Bard 
Canada sponsored two sessions: one on 
using technology to reduce urinary tract 
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infections presented by Lila Gottenbos, 
and a second, mastery session discussing 
vascular access device selection and tip 
verifi cation presented by Josée Roy and 
Julie Bilbrey. A mastery session on nasal 
high flow was sponsored by Fisher & 
Paykel Heathcare and presented by Chris 
Soder. Philips Healthcare also sponsored 
a mastery session detailing the impact of 
early warning score systems on intensive 
care unit workfl ows that was presented 
by Robyn Alpert, Jean-Francois Alleno 
and Michelle Decker.

Past plenary panel sessions have 
provoked insightful reflection and 
discussion and this year’s panel on sec-
ondary trauma, moderated by Renée 
Chauvin, proved to be just as provoca-
tive. Panelists Kim Bustard, Trevor Jain 
and Brenda Sabo described experiences 
and offered insights on identification, 
coping strategies and best practices in 
relation to secondary trauma in critical 
care. Th e use of Slido allowed for anon-
ymous questions to be presented to the 
panel and discussed in real time, how-
ever, the richness of the conversation left  
many questions unanswered. Plans are 
underway to provide responses to those 
questions in an article to be published 
in the future in the Canadian Journal of 
Critical Care Nursing. 

Feedback from delegates has always 
emphasized the importance of educa-
tional opportunities to those attending 
our national conference. However, the 
social events tend to round out the expe-
rience and provide a fun atmosphere 
for networking. Th e gala reception was 
sponsored by the Canadian Intensive 
Care Foundation. Th e Sunday “Social”, 
a fun evening out at Peakes Quay, was 
sponsored by Spacelabs Healthcare. 
Th e annual dinner, this year featuring a 
“PEI Beach Party” complete with enter-
tainment by the “Fiddle Monsters”, a 
group of island musicians providing 
traditional fiddle tunes and dance; a 
“Spud In” ceremony, allowing many 
to become “official Islanders”; a fun 
photo booth; and a DJ providing great 
tunes to dance the night away proved to 
be a success, as always! At the dinner, 
GE Healthcare was recognized for its 
generous and ongoing educational sup-
port of the Dynamics of Critical Care™ 
Conference.

Th e conference closed with an inspir-
ing presentation by Colleen Breen, who 
presented the perception of suff ering as 
a complex, multidimensional concept 
that can provide both gift s and burdens 
to those who seek meaning in it.

I would like to take this opportunity to 
acknowledge a number of individuals 
without whom this conference would 
not have been successful: Christine 
Halfkenny-Zellas, Chief Operating 
Officer of CACCN, Renée Chauvin, 
CACCN President, and the members 
of the conference committee, which 
included Barb Fagan, Carla MacDonald, 
Tanya Matthews and Lindsey Smith, 
new friends and old, who together cre-
ated something wonderful through their 
hard work, dedication and commitment 
to critical care nursing. 

The generosity of sponsorship from 
Bard Canada, BBraun of Canada 
Ltd., Canadian Blood Services, the 
Canadian Intensive Care Foundation, 
Dermasciences, Fisher & Paykel, GE 
Healthcare, Philips Healthcare and 
Spacelabs Healthcare assisted greatly 
in the provision of this educational 
offering. We would like to take this 
opportunity to say thank you for this 
support. Additionally, we would like 
to acknowledge our exhibitor partners 
for showcasing their products and ser-
vices for our delegates. We would also 
like to thank Elsevier, Scrubs for Us, the 
Canadian Intensive Care Foundation 
and the Registered Nurses Professional 
Development Centre for providing door 
prizes. 

Everyone who participated in this event, 
keynote and plenary speakers, panellists, 
session and poster presenters, exhibi-
tors, conference centre staff , committee 
members, CACCN board members and, 
most of all, delegates, together cre-
ated a memorable conference. I hope 
to see you all again in Toronto for 
Dynamics of Critical Care™ 2017 where 
we will explore the City and Culture: 
Integrating Diversity in Critical Care 
Nursing.

Sincerely,
Ruth Trinier
Chair, Dynamics of Critical Care™ 
Conference 2016 
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Awards presented at Dynamics 2016—Charlottetown, PE
The CACCN Awards Ceremony was held 
on September 26, 2016, at the Dynamics 
of Critical Care Conference™ to recognize 
the accomplishments and achievements 
of our CACCN colleagues 

Sponsored Awards
Draeger Medical Canada Chapter of 
the Year
Montréal Chapter, Montréal, QC
Total Points for 2015–2016 = 1617 points
• 48 Hours of member education
• 16 Articles by members printed in 

peer-reviewed journals
• 13 Member – Chapter and National 

Committees
• 53 New members / 118 Renewed 

members
• 14  Members – CNA initial / 5 CNA 

renewal certification

Karine Allard, President, Montréal 
Chapter, Mélanie Gauthier, CACCN 
BOD Member (Past-President, 
Montréal Chapter), Renée Chauvin, 
CACCN President, and Susan 
Anderson, Treasurer, Montréal Chapter

Sage Products Poster Bursary
Karen Webb-Anderson, Lesley Bishop, 
Jennifer Fleming, Pamela Hughes, 
Meghan Mackenzie and Deborah 
White, Halifax, NS
Poster Title: Medication Safety Huddles in 
the ICU: A patient safety initiative led by 
our critical care pharmacists and nurses.

Mélanie Gauthier, CACCN BOD 
Member, Renée Chauvin, CACCN 
President, Sarah Crowe, Caroline Penner, 
Dominic Quinn, Strategic Account 
Manager and Mitch Price, Sales, Sage 
Products Inc.

Sarah Crowe, Caroline Penner and 
Judith Mehregani, Langley, BC
Poster Title: Introducing Bedside Contin-
uous Electroencephalography Monitoring 
in a Non-Neuro Intensive Care Unit

Mélanie Gauthier, CACCN BOD 
Member, Renée Chauvin, CACCN 
President, Dominic Quinn, Strategic 
Account Manager, Mitch Price, Sales, Sage 
Products Inc., Karen Webb-Anderson, 
Marlene Ash and Pamela Hughes

Spacelabs Innovative Project Award
First Place:
Karine Allard, Montréal, QC
Fostering Clinical Proficiency: the devel-
opment of a self-guided learning manual 
for the novice & advanced beginner criti-
cal care nurse

Karine Allard, Mélanie Gauthier, 
CACCN BOD Member, Renée 
Chauvin, CACCN President, and Bob 
Brooks, Spacelabs Healthcare

Second Place:
Janie Venis, Vancouver, BC
A Quality Improvement Project to Assess 
for Feasibility and Acceptance of a Palliative 
Screening Tool in a Canadian ICU

Vininder Kour Bains, President, 
British Columbia Chapter, accepting 
on behalf of Ms. Venis, Mélanie 
Gauthier, CACCN BOD Member, 
Renée Chauvin, CACCN President, 
and Bob Brooks, Spacelabs Healthcare 

CACCN Awards
Canadian Intensive Care Week 
Spotlight Challenge Award
Elizabeth Layden, William Osler 
Health Systems, Brampton, ON

Mélanie Gauthier, CACCN BOD 
Member, Renée Chauvin, CACCN 
President, and Ingrid Daley, President, 
Toronto Chapter accepting on behalf 
of Ms. Layden

Educational Award
Fall 2015
Julie Ann Airth, Toronto, ON
E d u c a t i o n a l  P r o g r a m :  N u r s e 
Practitioner-Adult Stream (Acute) 
Combined Program, Master’s of Nursing, 
University of Toronto

Mélanie Gauthier, CACCN BOD 
Member, Ingrid Daley, President, 
Toronto Chapter and Renée Chauvin, 
CACCN President, accepting on behalf 
of Ms. Airth

Winter 2016
Diana Heng, Toronto, ON
Educational Program: Clinical Nursing, 
Master’s of Nursing, Bloomberg School 
of Nursing, University of Toronto, 
Toronto, ON

Mélanie Gauthier, CACCN BOD 
Member, Diana Heng, and Renée 
Chauvin, CACCN President
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Research Grant
Brandy Love and Lesley LaPierre, 
Edmonton, AB
Research Study: Prevalence of Moral 
Distress, Burnout Syndrome, and Post 
Traumatic Stress Disorder Among 
Canadian Crit ica l  Care  Nurses , 
Respiratory Th erapists and Physicians in 
a Large Tertiary Intensive Care Unit.

Mélanie Gauthier, CACCN BOD 
Member, Renée Chauvin, CACCN 
President and Meighan Achtemichuk, 
President, Greater Edmonton 
Chapter, accepting on behalf of Ms. 
Love and Ms. LaPierre

Dynamics 2016 Poster 
Awards
First Place Poster Award
Francis Cacao, Maria Fatima 
Diego, Mamta Modgil, Th anusah 
Sanmugavadivel, Manpreet Kainth, 
Patricia Collantes, Sarah Luckhardt, 
Yemi Adebayo, Jane Cornelius, Marisa 
Vaglica, and Cecile Marville-Williams  
Poster – Utilizing Frontline Intensive 
Care Unit (ICU) Nurses as Super Users 
to Assist Nurses Transition to a New 
Digital ICU.

Mélanie Gauthier, CACCN BOD 
Member, Maria Fatima Diego, Francis 
Cacao, Renée Chauvin, CACCN 
President and Jane Cornelius

Second Place Poster Award
Melissa Guiyab, Nancy Rudyk, Mary 
Mustard, Joyce Grandy, Debbie 
Snatenchuk, and Pamela McLachlan
Poster – Transfer of Accountability 
Among the Operating Room, Post 
Anesthesia Care Unit, and Intensive 
Care Units.

Mélanie Gauthier, CACCN BOD 
Member, Renée Chauvin, CACCN 
President, Mary Mustard and Melissa 
Guiyab

Electronic Poster Award
Mary Mustard, Darren Day and Ellen 
Lewis
Poster – Every Patient Must Have a 
Destination: Transitioning Care Within 
the Intensive Care Unit.

Mélanie Gauthier, CACCN BOD 
Member, Renée Chauvin, CACCN 
President, and Mary Mustard

Delegates’ Choice Award 
Melissa Guiyab, Christine Leger, 
Orla Smith, Mary Mustard, Vasuki 
Paramalingam, Prafulla Savedra, and 
Shannon Swift  
Poster – Development of an Early 
Mobility Protocol for Critical Care.

Mélanie Gauthier, CACCN BOD 
Member, Renée Chauvin, CACCN 
President, Prafulla Savedra, Mary 
Mustard and Melissa Guiyab.

Congratulations to all 
award recipients! 
Thank you for the 
continued support of our 
sponsors and supporters: 
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Research Review
Citation
Whitehome, K., Gaudine, A., Meadus, R., & 

Solberg, S. (2015). Lived experience of 
the intensive care unit for patients who 
experienced delirium. American Journal 
of Critical Care, 24, 474–479. Retrieved 
from www.medscape.com/viewarti-
cle/856831

Background
Up to 89% of critically ill patients expe-
rience delirium while in ICU (Reade 
& Finfer, 2014). Delirium is a signifi-
cant problem that has been associated 
with increased mortality and morbid-
ity (Zhang, Pan, & Ni, 2013). While the 
incidence, assessment, and management 
of delirium have been well studied, there 
have been few studies that describe the 
experience of delirium from the patients’ 
perspectives. 

Purpose of the study
To describe the lived experience of hav-
ing delirium for ICU patients. 

Research approach and 
methods
The researchers used the Heideggerian 
hermeneutic phenomenology method 
for this study. 

Setting and sample
Study participants were those adult 
patients who had been admitted to ICU 
and diagnosed with delirium while 
there, as evidenced by the Confusion 
Assessment Method for the Intensive 
Care Unit (CAM-ICU) (Ely et al., 2001).

Findings
The sample consisted of 41 nurses who 
all participated in the education session. 
Scores after the educational intervention 
were significantly higher than scores 
before the intervention (t=2.02; P<.001). 
Overall mobilization (P=.04) and dan-
gling (P=.01) increased significantly 
after the education also, but there were 
no significant increases in ambulating or 
getting patients up to a chair.

Commentary
The study method the researchers used 
enabled the researchers to understand 
life experiences, as experienced/felt by 
the patients having the delirium expe-
rience. The resultant themes produced 
rich descriptions of the experience.

What I found quite interesting to read 
toward the end of this report was “one 
year after the mobility protocol had 
been implemented in this facility, two 

full-time employee positions were cre-
ated to improve mobility of patients on 
the unit. Certified nursing assistants 
were hired to fill the roles of mobility 
technicians; the mobility technicians 
cover two medical-surgical ICUs and 
follow patients to step-down units to 
extend mobility beyond the ICUs” (p. 
39). Mobility should be a nursing pri-
ority of care for critically ill patients. 
It appears from this study that while 
education increases knowledge, it is 
not sufficient to change practice. The 
authors suggest leadership and coaching 
are necessary to ensure the successful 
implementation of a mobility program. 
Perhaps other teaching strategies could 
have been implemented during the edu-
cation component, such as, actually 
ambulating a patient with the help of a 
physical therapist or getting a patient 
up into a chair so that the nurses had a 
guided experience.

I leave you with asking yourself—How 
does your unit implement early mobili-
zation and is it a priority?

Paula Price, PhD, RN
Editor CJCCN
Associate Professor, ACCN Program
School of Nursing and Midwifery
Mount Royal University
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Impact of shift work on critical care nurses 
By Cheryl Pryce, MN, RN

Abstract

The health care system provides patient care, 24 hours a 
day, seven days a week. To provide 24-hour healthcare, 
most critical care nurses work shift work. Shift work 

is characterized as having a schedule that fluctuates between 
working days, evenings, or nights (Treuer, Fuller-Tyszkiewicz, 
& Little, 2014). Critical care nurses work in a high-pressured 
environment, as they care for patients with life-threatening con-
ditions (Seright & Winters, 2015). It is imperative for frontline 
staff to be aware of the negative impact of shift work, as it can 
have harmful health implications for nurses and their patients 
(Lin, Liao, Chen, & Fan, 2014). There are positive aspects of 
shift work such as, working 12-hour shifts allows nurses to 
have additional days off and an hourly premium when work-
ing evenings, nights, and weekends. However, this manuscript 
will focus on the negative aspects of shift work and will provide 
strategies to mitigate these effects.

Literature Search
To identify the impact of shift work on critical care nurses, a 
review of the literature using an online database was con-
ducted. The search terms included ‘shift work’, nurse, ‘critical 
care’, impact, and health. The search was limited to 2011–2016 
articles, English language, full text, and peer-reviewed journals. 
The databases were CINAHL Plus with full Text, Academic 
OneFile, and Info Trac Health Reference Center Academic.

Potential Negative Impact of Shift Work
Impact on nurses’ health 
When considering the impact of shift work, the age of the crit-
ical care nurse may have an impact on his or her health and 
nursing practice. For example, weight gain often occurs with 
age (Letvak, Ruhm, & Gupta, 2013). Reaction time and speed 
are also known to decrease with age (Letvak et al., 2013). Letvak 
et al. (2013) state that older workers take longer to recover from 
fatigue after work. Bogossian, Winters-Chang, & Tuckett (2014) 
indicated that the older a nurse was, the more difficult it was for 
him or her to sleep during the day after working a night shift. 

However, Bjorvatn et al. (2012) provided conflicting research, 
as they indicated that the more years worked in shift work 
coincided with sleeping better. Bjorvatn et al. also found that 
increased age and experience with shift work may lead to bet-
ter coping skills with managing shift work. However, Bjorvatn 
et al. also stated that shift workers’ increasing age results in an 
increased risk for health problems such as cardiovascular dis-
ease, anxiety, depression, and gastrointestinal issues. 

Stress. Not only is the critical care field highly stressful because 
of its acuity (Berg, Harshbarger, Ahlers-Schmidt, & Lippoldt, 
2016), shift work has also played a role in producing stress 
(Fallis, McMillan, & Edwards, 2011). Stress is defined as a feel-
ing of being exhausted of all resources and reacting to either a 
perceived or actual threat (Galdikiene, Asikainen, Balthiunas, 
& Suominen, 2014). It is known as one of the key contributors 
to disease (Rathore, Shukla, Singh, & Tiwari, 2012). Stress can 
cause negative effects to one’s physical, emotional, and cogni-
tive well-being (De Bore, Van Rikxoort, Bakker, & Smit, 2014; 
Galdikiene et al., 2014; Rathore et al., 2012).

Shift workers who commonly work long hours, may be sleep 
deprived, and are expected to provide competent and efficient 
care in a loud and possibly chaotic intensive care unit (ICU) 
(Riemer, Mates, Ryan, & Schleder, 2015). All of which can 
cause stress. Stress is one of the essential links between shift 
work and disease (Rathore et al., 2012). Excessive noise levels 
have also been noted to activate a stress response, in which one’s 
sympathetic nervous system releases epinephrine and norepi-
nephrine, causing the vessels to vasoconstrict and increasing 
blood pressure and heart rate (Riemer et al., 2015). Riemer et 
al. (2015) also states that there is a correlation with noise-in-
duced stress and burnout. Implementing strategies to prevent 
stress will be key in encouraging a healthy lifestyle.

Sleep deprivation. Travel to and from the hospital, providing 
a report on patient information during shift change, and addi-
tional time for home activities all limit nurses’ opportunity to 
achieve adequate sleep (Allen et al., 2014). Sleep deprivation 

Shift work is a common practice in the health care field to 
maintain 24-hour patient care. The purpose of this article is to 
recognize the negative impact of shift work on critical care nurses, 
and identify strategies to mitigate these effects. A review of the lit-
erature was completed, using the search terms: ‘shift work’, ‘critical 
care’, impact, and health. The literature revealed that shift work 
has an adverse effect on the health of a nurse. Some of the health 
implications include stress, sleep deprivation, cardiovascular 
disease, gastrointestinal symptoms, and mental health illnesses. 
Furthermore, shift work impacts a nurse’s social life and may 
result in patient harm. Strategies to reduce the negative impact 

of shift work will be focused on educating critical care nurses 
and managers. These strategies include frontline staff maintain-
ing a moderate amount of exercise, sustaining a well-balanced 
diet, using relaxation techniques, reducing the use of cigarettes, 
working an eight-hour work day, and napping during scheduled 
breaks. Recommendations for managers include implementing 
quiet time at the workplace, providing a safe space for staff to nap 
during breaks, facilitating an eight-hour work day, and encourag-
ing a multidisciplinary team approach when managing workload.

Key words: shift work, nurse, critical care, impact, health

Pryce, C. (2016). Impact of shift work on critical care nurses. Canadian Journal of Critical Care Nursing, 27(4), 17–21.
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has resulted in multiple adverse effects for nurses, such as loss 
of appetite, heartburn (Allen et al., 2014; Rathore et al., 2012; 
Scott, Arslanian-Engoren, & Engoran, 2014; Treuer et al., 2014) 
cardiovascular disease, hypertension, breast cancer, mental ill-
ness, diabetes, and obesity (Allen et al., 2014). Nurses should 
make considerable effort in attempting to achieve adequate 
sleep to prevent some of these effects.

Nurses may also experience a decreased amount of sleep when 
working multiple consecutive night shifts, due to their bod-
ies’ internal circadian rhythm, which reduces the drive to sleep 
during the day (Allen et al., 2014; Boivin, Boudreau, James, 
& Ying Kin, 2012). The circadian rhythm is an internal clock 
where attentiveness and the ability to function are often better 
during the daytime compared to the night. Unfortunately for 
shift workers, and more so for permanent night workers, their 
circadian rhythm is misaligned, as they are working during the 
sleeping phase (Bjorvatn et al., 2012).

Bjorvatn et al. (2012) reported that critical care nurses have 
poorer quality sleep and are more exhausted when compared 
to other professions. High levels of stress have also resulted in 
a poorer quality of sleep compared to a nurse with less stress 
(Lin et al., 2014). The older population of female shift workers 
tends to sleep less on their days off due to other responsibilities, 
such as social obligations or household activities (Matheson, 
O’Brien, & Reid, 2013; Rathore et al., 2012). Shift workers may 
also experience disturbed sleep when trying to sleep during 
the day because of the unavoidable light, heat, and noise. 
Furthermore, being over-tired and anxious could cause restless 
sleep (Rathore et al., 2012). Identifying these triggers, which 
may cause a decreased amount of sleep, should be acknowl-
edged so that the nurse could prevent these disturbances to 
achieve a better quality of sleep. 

Sleep deprivation can also delay a nurse’s motor function and 
reduce awareness, which may result in an increased risk for 
adverse outcomes for his or her patients (Scott et al., 2014). 
Allen et al. (2014) noted that a health care worker who is awake 
for greater than 24 hours has similar psychomotor skills as a 
person with a blood alcohol concentration of 0.10%, which is 
above the legal limit in Canada. During sleep deprivation, the 
prefrontal cortex of the brain is impaired. The prefrontal cor-
tex is responsible for complex cognitive processes that control 
a person’s ability to make decisions, remain calm and maintain 
alertness, which is imperative in an acute environment such as 
the ICU (Scott et al., 2014). Either an acute or chronic state of 
sleep deprivation can lead to impaired cognitive function, such 
as reduced alertness, attentiveness, response time, and per-
formance. There is also an increase in risk-taking behaviours. 
These effects are further concerning for critical care nurses 
who provide care for the severely ill, where patients are unable 
to protect themselves from the potential mistakes made by a 
healthcare provider (Fallis et al., 2011; Scott et al., 2014).

Cardiovascular disease. Shift work has been linked to an 
increased risk for cardiovascular diseases (Bjorvatn et al., 2012; 
Matheson et al., 2013; Rathore et al., 2012; Treuer et al., 2014). 
Additionally, shift work can result in unhealthy lifestyle habits, 

for example, an unbalanced diet, minimal physical activity, and 
increased smoking habit (Treuer et al., 2014). These behaviours 
could further transition to additional health concerns, such as 
obesity or diabetes (Soares et al., 2012).

Gastrointestinal symptoms. Critical care nurses may also 
suffer from gastrointestinal issues because of working shift 
work (Bjorvatn et al., 2012; Lin et al., 2014; Matheson et al., 
2013; Rathore et al., 2012). Some of the most common gastro-
intestinal symptoms of a shift worker include “…indigestion, 
heartburn, stomachache, and loss of appetite…” (Rathore et al., 
2012, p. 4310). During the night shift, the nursing staff are more 
prone to eat poorly and are less likely to have a balanced diet, 
as they are more inclined to choose “junk” food rather than a 
healthy snack (Rathore et al., 2012). They are also more prone 
to drinking soda or caffeinated drinks to keep themselves 
awake (Rathore et al., 2012). Decisions such as these have led 
to unhealthy diets, which increase the risk for comorbidities 
(Rathore et al., 2012). 

Mental health illnesses. Shift work has resulted in an increased 
risk for developing depression and anxiety (Bjorvatn et al., 
2012; Fallis et al., 2011; Rathore et al., 2012; Treuer et al., 2014). 
Bjorvatn et al. (2012) noted that permanent night staff experi-
enced an increased level of depression, as compared to those 
in a permanent day shift rotation. Rathore et al. (2012) also 
found that shift workers reported an increased amount of men-
tal health issues, such as sadness and difficulty concentrating. 

Critical care nurses must make multiple decisions through-
out their shift when caring for critically ill patients. Scott et al. 
(2014) examined the frequency of clinical decision regret expe-
rienced by critical care nurses when fatigued, and additional 
factors influencing decisional regret. It was found that nurses 
who worked the night shift and worked 12-hour shifts were 
more likely to have decisional regret. A nurse with decisional 
regret also tends to report significant fatigue, poor sleep, and 
lack of recovery during non-work periods compared to nurses 
without regret (Scott et al., 2014). Critical care nurses play a 
vital role as healthcare providers. It is essential that they are 
aware of the impact that poor sleep and fatigue could have on 
their care.

Impact on social life
The majority of society functions during the daytime and 
socializes during the evenings, while nighttime is for sleeping. 
This is not always the case for shift workers, as they fluctuate 
between day, evening, and a night schedule. This type of work 
scheduling can have a major impact on one’s social life by mak-
ing it difficult to maintain a balanced social life. This may result 
in many events being missed (Powell, 2013; Rathore et al., 
2012). As well, because of the risk of developing anxiety and 
depression, shift work has been linked to an increase in social 
isolation (Treuer et al., 2014). 

Shift work also interferes with family structure and schedule. 
It may impede parents from seeing their children because of 
conflicting schedules. This occurs more commonly with adults 
who have young children who go to bed early. The parent 
who works shift work may also have an increased amount of 
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stress because of his or her inability to go to school functions 
or juggling multiple responsibilities. Not only does shift work 
interfere with family dynamics, it may also have an adverse 
impact on adult relationships. This could be because a couple 
may have opposite work schedules and, when this is combined 
with other competing responsibilities, it may result in the cou-
ple having little quality time to spend together (Rathore et al., 
2012). Adjustments to one’s schedule will be needed to manage 
these impeding responsibilities.

Patient harm
There is a severe shortage of critical care nurses in Canada 
(Sawatzky, Enns, & Legare, 2015). This has resulted in multiple 
overtime shifts and, occasionally, the nurse may be mandated 
to work an additional shift. Working additional hours can cause 
mental and physical fatigue, which could put patients at risk for 
harm (Bjorvatn et al., 2012; Lin et al., 2014; Scott et al., 2014). 
Not only do critical care nurses work longer hours, the length 
of shifts has now commonly increased from eight to 12 hours. 
Unfortunately, there are negative correlations of increased work 
hours with decreased quality of care, and increased medication 
errors and near misses (Scott et al., 2014). Frontline staff must 
be aware of the harmful effects of working additional hours and 
consider the health implications to not only themselves, but 
also their patients. 

Many critically ill patients in the ICU are dependent on 
mechanical respiratory support and vasoactive medications 
for their survival. The possibility of errors could have severe 
effects on these patients (Calhoun, Boone, Dauer, Campbell, 
& Montgomery, 2014; Fallis et al., 2011; Trinier, Liske, & 
Nenadovic, 2016). Edwards, McMillian, and Fallis (2013) iden-
tified a correlation between fatigue and patient safety. In their 
study, managers noted that during the night shift there was 
an increased amount of medication errors, missed orders, or 
incorrectly labelled blood samples. They also identified that 
tiredness not only increased risk of harming patients, but also 
increased workplace injury and near misses—for example, a 
nurse experiencing a back injury from moving a patient with-
out the appropriate equipment or a needlestick injury (Edwards 
et al., 2013).

A medication error could also have detrimental effects on a crit-
ically ill patient. It is imperative that the nurse intercepts errors 
prior to reaching the patient (Ulrich, Lavandero, Woods, & 
Early, 2014). Unfortunately, sleep deprivation has also resulted 
in uncoordinated muscle movement and cognitive impair-
ment, such as difficulty problem-solving and decision-making, 
which could also put the nurse at increased risk for medication 
errors and accidents (Allen et al., 2014; Bjorvatn et al., 2012; 
Lin et al., 2014; Scott et al., 2014; Treuer et al., 2014). 

Critically ill patients’ health conditions could change rapidly. 
These patients require close monitoring, high-alert medica-
tions and invasive interventions. This type of nursing requires 
the nurse to be alert and observant of any subtle changes. The 
nurse’s ability to deliver timely interventions and avoid unfa-
vourable incidents is essential in fostering the best outcome 
(Fallis et al., 2011; Newman & Doran, 2012; Trinier et al., 2016). 
Unfortunately, sleeplessness decreases one’s alertness and the 

ability to recognize other staff errors, which could jeopardize 
the safety of the patient. Therefore, it is crucial that these risks 
are identified and minimized to provide safe patient care (Fallis 
et al., 2011; Scott et al., 2014). 

Strategies to reduce the negative impact 
of shift work
Several authors identified that shift work can cause physical 
and psychological impairment (Allen et al., 2014; Bjorvatn 
et al., 2012; Bogossian, Winters-Chang, & Tuckett, 2014; 
Edwards, McMillan, & Fallis, 2013; Lin, Liao, Chen, & Fan, 
2014; Rathore, Shukla, Singh, Tiwari, 2012; Treuer et al., 2014). 
Identifying strategies to prevent some of these adverse effects of 
shift work is crucial for critical care nurses, as minor errors may 
have significant impact on the critically ill (Scott et al., 2014). 
Critical care nurses and managers must make changes in an 
effort to reduce the negative impact of shift work.

Preventing fatigue
Fatigue not only impacts the health of the nurse, but also 
the safety of the patient. Napping during a night-shift break 
has been identified as an effective strategy to reduce fatigue 
and improve workplace performance (Edwards et al., 2013). 
Restorative napping is defined as a short sleeping period for the 
purpose of reducing fatigue and increasing vigilance during a 
lengthy shift or a night shift (Fallis et al., 2011). Edwards et al. 
(2013) found that napping during a night shift resulted in an 
increase in alertness and a reduction in fatigue and tiredness. 
Managers should support frontline staff by providing a space 
that is comfortable and quiet for nurses to nap during their 
scheduled breaks (Edwards et al., 2013; Fallis et al., 2011). This 
will also require that the manager encourages frontline staff to 
take their breaks in an attempt to reduce issues resulting from 
shift work, such as fatigue (Fallis et al., 2011). 

Fatigue has also coincided with the number of hours worked. 
Rathore et al. (2012) identified workers were increasingly tired 
at the end of a 10- or 12-hour shift compared to an eight-hour 
work day. There is also a correlation with increased risk of med-
ication errors and near misses when working a 12-hour shift 
compared to eight hours (Calhoun et al., 2014). Managers 
should adjust shift schedules to facilitate an eight-hour day 
in the hope of reducing fatigue and improving patient safety. 
Frontline staff should also consider changing their schedules 
to an eight-hour workday for their own health and the safety of 
their future patients (Rathore et al., 2012).

Managing stress and overall health 
As there is a correlation between stress and shift work, manag-
ing stress is ideal to further prevent adverse health effects. There 
are various approaches to reducing stress. Authors have recom-
mended improving workplace unity, using a multidisciplinary 
teamwork approach when managing workload, providing a 
safe environment, and offering guidance at work (Galdikiene 
et al., 2014; Treuer et al., 2014). Implementing some of these 
approaches by a critical care manager could foster a work envi-
ronment that prevents the potential negative health outcomes 
produced by stress (Treuer et al., 2014).
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Nurses’ lifestyle choices could also impact their individual health. 
As there are many additional health implications of shift work, 
maintaining a balanced lifestyle is very important. Th erefore, it 
is essential to be physically active, eat a balanced diet, and refrain 
from smoking. It is also important to participate in relaxing activi-
ties such as walking, yoga or Pilates throughout the work week and 
during holidays (Rathore et al., 2012). Th ese approaches will help 
decrease stress and improve overall health (Rathore et al., 2012).

Improving mental health
Critical care nurses are exposed to excessively noisy and brightly 
lit ICUs, which can produce an unfavourable eff ect to their emo-
tional state. Artifi cial lighting has resulted in changing a person’s 
mood and attentiveness. Th e combination of a noisy environment, 
bright lights, and hectic ICU can cause over-stimulation. In the 
ICU, the level of noise and the brightness of lights commonly 
surpass health parameters and are considered an environmental 
pollutant (Riemer et al., 2015). Riemer et al. (2015) recommend 
the implementation of quiet time, which consists of turning down 
the lights in the ICU from two to four o’clock in the aft ernoon. 
Th is helps control some of the environmental pollutants, as bright 
lights can increase stress among the staff . In addition to quiet time, 
Riemer et al. suggest using dynamic lighting in the ICU. Dynamic 
lighting provides diff erent hues and brightness to create both a 
relaxing and mentally alert environment. Th is type of lighting is 
similar to the natural changes in daylight, which can provide staff  
with a healthy work environment (Riemer et al., 2015). 

In addition to adjusting the lighting in the ICU, it is also impera-
tive to decrease the noise level. As noise has an adverse eff ect on 
nurses, “Th e World Health Organization recommends sound 
levels of 35 dB or less in patients’ rooms” (Riemer et al., 2015, p. 
397). Managers should attempt to reduce the noise level in the 
ICU to prevent the adverse eff ects of increasing stress and the 
probability of staff  burnout (Riemer et al., 2015). 

Conclusion
In conclusion, shift  work can impact nurses’ health and social 
life in a negative way. Additionally, these adverse eff ects of shift  
work may also aff ect the quality of patient care and increase the 
risk of medical errors. As these negative eff ects infl uence criti-
cal care nurses’ practice and health, it is imperative that they are 
made aware of these eff ects and make the appropriate changes 
to reduce these influences. Strategies to prevent the adverse 
health implications of shift work on frontline staff include 
maintaining a healthy lifestyle with a balanced diet and a mod-
erate amount of exercise each week, refraining from smoking, 
using relaxation techniques, and napping during a night shift . 
It is important for the manager to introduce a supportive envi-
ronment that encourages multidisciplinary team work, facilitate 
eight-hour work shifts, implement quiet time and dynamic 
lighting, and provide staff with a quiet, dark room to nap in 
during scheduled breaks.

Even though eight-hour shift s are recommended, they may not 
be achievable. For some nurses, 12-hour shift s are the preferred 
shift  length. However, these nurses should still consider these 
strategies to maintain health. Th e combination of changes made 
by both critical care nurses and managers will have the greatest 
impact on preventing adverse eff ects from shift  work.
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Informal debriefing: Underutilization  
in critical care settings
By Julie Werry, MN, RN, CCN(C)

Abstract
Debriefing is the active reflection, conceptualization and basis 
for reinforced or changed behaviour in response to new learning 
experiences. It has been acknowledged as a valuable tool towards 
achieving learning outcomes in formal teaching or training ven-
ues. However, there is limited recognition of the importance of 
informal debriefing in the clinical setting, especially in critical 
care settings. 

Additional specialized training is received by registered nurses to 
be able to care for clinically unstable patients in critical care units. 
Informal debriefing can allow critical care nurses to learn from 
the experience of exposure to different clinical situations and 
progress towards becoming competent, expert clinicians.

The purpose of this article is to present a discussion highlighting 
informal debriefing and the importance of providing feedback 
to novice and experienced nurses in critical care areas. The 
underutilization of informal debriefing will be explored together 
with possible barriers and challenges to its use. Solutions to over-
coming such barriers will be proposed, as a means of ensuring 
that valuable reflection and learning opportunities are not lost. 
These suggestions will emphasize the importance of how informal 
debriefing promotes professional and personal development, and 
safer patient care. 

Key words: informal debriefing, underutilization, clinical 
setting, critical care units.

The art and science of nursing cannot be learned from 
text books or in a classroom alone. As adult learners, 
registered nurses bridge the theory-practice gap while 

providing nursing care within the clinical area by reflecting on 
the experience, and adapting or reinforcing their behaviour 
(Kolb, 1984). Debriefing is an essential component towards 
achieving professional improvement and development 
(Boerboom, Stalmeijer, Dolmans, & Jaarsma, 2015; Corbett, 
Hurko, & Vallee, 2012; Kemp & Baker, 2013). A way to facilitate 
this is for peers to provide feedback on application of skills or 
thinking through informal debriefing either during, following, 
or shortly after a clinical situation presents itself. If provided 
in a nurturing positive manner, attitudes or techniques can be 
reinforced or adapted towards achieving clinical competence. 
Based on personal experience of working in specialized criti-
cal care settings this seems to occur coincidentally based on 
being employed within a positive supportive environment. 
There needs to be an increased awareness and recognition of 
the positive value of providing informal debriefing within the 
clinical setting so that the professional and personal develop-
ment of bedside clinicians is not left to chance. In this article, 
the author presents a discussion based on personal experi-
ences and observations regarding the importance of informal 
debriefing among work colleagues in the critical care setting. 
Consideration will be provided as to why informal debriefing 
appears to be underused, and suggestions for possible solu-
tions that can be incorporated in the work setting will be 
discussed. 

Background
Experiential learning has long been recognized as a means of 
applying theory into practice, especially for adult learners. Kolb 
(1984) suggests that learning is an evolving action based on the 

process rather than the end result. It could be said that learn-
ing is never completely achieved, as initial theory is applied but 
then adapted to unique situations based on previous experi-
ence. Schön (1983) identified this process as personal reflection 
on acquired knowledge or observation, conceptualizing how 
it can be applied into practice, and then experimenting and 
adapting this new knowledge. Debriefing following applica-
tion of learning into practice can ensure enhancement of new 
or ongoing learning by providing essential feedback. Analysis 
of a thought process that contributes to a clinical adaptation 
supports the development of critical thinking (Maestre & 
Rudolph, 2015). Therefore, the evolving process of learning and 
professional development continues, as a progression towards 
competent, proficient and safe practice throughout a nurse’s 
career (Benner, 1984). 

Many opportunities for learning do not present in isolation 
with a fixed beginning and end, as in simulation scenarios. 
Bedside nurses often find themselves in continuous states of 
learning, experimenting and adapting, as part of their daily 
nursing role. Patients do not always follow predictable dis-
ease or behavioural patterns and this is especially evident in 
critical care settings. Bedside critical care nurses have to con-
tinuously draw on previous knowledge and experience to apply 
to their patient care by which to anticipate possible develop-
ments or complications. In such situations there is often no 
definite opportunity when debriefing can take place. Invaluable 
respectful informal feedback between members of the multi-
disciplinary team provides a supportive learning environment 
and encourages the sharing of ideas or suggestions towards a 
common outcome (Hall, Brajtman, Weaver, Grassau, & Varpio, 
2014). This, in turn, contributes toward enhanced clinical prac-
tice (Muldowney & McKee, 2011).
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Definitions of debriefing
Debriefing is the process of reviewing situations, exploring 
thoughts, and questioning assumptions by which to achieve 
positive learning based on lived experiences (Dreifuerst, 
2015). Constructive feedback can be provided as part of a 
simulation exercise or following a critical incident to review 
the application of knowledge into practice (Cantrell, 2008). 
Performance can be revisited to allow deeper understanding, 
encourage critical thinking, and adjust behaviours towards 
future clinical situations (Cant & Cooper, 2011; Dreifuerst, 
2015; Fey, 2014). 

There are a number of approaches to providing feedback 
within clinical settings that lend themselves to different 
learning opportunities. Structured or unstructured, facili-
tated or informal, oral or written, and group or individual 
formats are all valid depending on the learning situation 
or setting (Dufrene & Young, 2014). While it is important 
that debriefing occurs to ensure learning outcomes, the pre-
sentation and timing determine the beneficial effects on 
future clinical practice and critical thinking (Cantrell, 2008; 
Willard, 2014).

The most recognized form of debriefing is planned, facilitated 
sessions led by an instructor immediately or shortly after a 
learning opportunity has occurred. This allows discussion 
related to actions, thoughts, and feelings that contributed to 
the situation while still fresh in the minds of those involved 
(Dufrene & Young, 2014; Stocker, Burmester, & Allen, 2014). 
Some facilitators prefer to apply some form of structure to 
these sessions, although this may be based on their own 
comfort level in providing debriefing or the clinical situa-
tion (Cant & Cooper, 2008; Wickers, 2010). Some debriefing 
may require documentation, especially in the case of student 
evaluations or performance reviews (Corbett et al., 2012). 
Ultimately, debriefing should be flexible to allow learners to 
explore their thoughts; the emphasis is on achieving a safe, 
non-judgemental and confidential forum that is adaptable to 
the needs of those receiving debriefing (Corbett et al., 2012; 
Lavoie, Pepin, & Boyer, 2013; Maestre & Rudolph, 2015).

The challenge of providing debriefing is to promote the 
gaining of experience and clinical competence. Informal 
debriefing is recognized as providing spontaneous feedback 
either during or after critical learning situations, not formally 
observed and often within general conversation among peers. 
Crookall (2010) recognized the importance of informal 
debriefing within the computer gaming world, but warned 
against mistaking it as generalized discussion and losing 
the full benefits of feedback. Even so, valuable learning and 
development of competencies can be achieved where time 
and resources are limited and patient conditions are unstable. 
Initial feedback can be provided through a brief encounter 
during a critical incident, while carrying out a procedure or 
during handover at shift change. Further discussion can then 
be carried out during the remainder of the shift, on subse-
quent shifts or by other support methods, such as through 
social media.

Literature search
A search of CINAHL, ProQuest and Google Scholar electronic 
databases using the key words “informal debriefing” produced 
more than 600 articles between the years 2006 and 2016 from 
nursing, education, counselling, and medicine. The nursing 
articles referred to debriefing as an important means of provid-
ing constructive feedback towards achieving essential learning 
outcomes, mainly focusing on student or simulation teaching 
situations within controlled learning environments (Cantrell, 
2008; Corbett et al., 2012; Dreifuerst, 2015; Dufrene & Young, 
2014; Fey, 2014; Kemp & Baker, 2013; Maestrea & Rudolph, 
2015; Suwanbamrung, 2015; Wickers, 2010). This reflects 
the increased use of simulation within nursing education to 
achieve baseline clinical competencies in a safe and controlled 
setting (Dufrene & Young, 2014; Wickers, 2010). Debriefing in 
these situations referred to planned, controlled scenarios with 
a fixed beginning and end where aspects of learning can be 
reflected on before applying to subsequent practice.

Narrowing the search to include the key words “clinical set-
tings” significantly reduced the number of articles where the 
use of informal debriefing referred to critical incident reviews 
or team evaluations (Dufrene & Young, 2014). Informal 
debriefing was considered to facilitate learning from actual 
situations towards achieving competency or providing sup-
port following traumatic situations in emergency, pediatric or 
intensive care units (Corbett et al., 2012; Healy & Tyrrell, 2013; 
Maloney, 2012; Smith, Wasilowsky, & Valeriano, 2012). 

There was a lack of relevant articles related to the value of infor-
mal debriefing in clinical settings outside the realms of student 
nurses or simulation situations. Muldowney and McKee (2011) 
acknowledged the developmental needs of novice intensive 
care nurses and how clinical support creates a positive learn-
ing environment. However, they do not mention debriefing as 
a means of fulfilling these needs (Muldowney & McKee, 2011). 
Brindise, Phophairat Baker, and Juarez (2015) recognized the 
need for frequent documented debriefing for novice critical 
care nurses, as a means of support beyond an initial orienta-
tion period.

The importance of informal debriefing
Clinical settings
All registered nurses are responsible for continuing their pro-
fessional development to ensure provision of current and 
evidence-based patient care (Canadian Nurses Association, 
2016). As adult learners, registered nurses apply knowledge 
in their clinical setting where it is practised and adapted until 
a level of comfort is achieved and maintained (Kolb, 1984). 
Schön (1983) advocated that only through reflection on each 
situation can behaviours be reinforced or changed and true 
learning outcomes achieved. This supports the premise that 
self-reflection supplemented by informal peer feedback can 
further enhance learning and individual progress (Kolb, 1984; 
Schön, 1983). 

On completion of a course, registered nurses return to prac-
tise as novice practitioners from the perspective of that body 
of new knowledge, but also bring a wealth of previously 
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acquired skills and experience on which to base continuing 
progress. Benner (1984) noted how nurses gain valuable prac-
tical opportunities to test and apply skills with theory that 
takes them along a continuum towards becoming competent, 
proficient expert clinicians. This process does not happen in 
isolation; informal discussions with peers and leaders provide 
opportunities for rich conversations to promote critical think-
ing. Collaboration among colleagues towards supporting each 
other is a two-directional process; nurses working within a 
nurturing environment benefit from continuously striving to 
improve their practice towards providing competent nursing 
care (Muldowney & McKee, 2011).

Critical care settings
The emphasis to continuously develop and improve nursing 
practice is strongly evident in critical care settings. Patients 
admitted in the acute stages of complicated clinical presenta-
tions often do not fall within predictable parameters or follow 
definite progressions. Reflections on previous experience and 
application of new knowledge are drawn on and adapted to 
each situation. Valuable collaborative learning occurs through 
informal debriefing “in the moment” as each critical care nurse 
contributes his/her own experience, knowledge and expertise 
to a patient case while exploring or supporting each other’s 
practice. Ongoing discussions either immediately after or at a 
safer point of time consolidate the acquired learning for future 
use.

Many critical care nurses are required to complete a specialized 
course or program prior to working in a critical care setting. 
These courses/programs usually involve a mix of classroom 
and clinical shifts over three to six months. It is unrealistic 
to expect that new learning can be fully achieved on comple-
tion of a course/program and subsequent orientation period. 
These nurses often enter the program as experienced nurses 
from their previous setting, which can contribute towards 
stress and anxiety, which may, ultimately, affect performance 
and socialization into the critical care setting (Muldowney & 
McKee, 2011). In the case of novice critical care nurses, it is 
important that mentoring continues beyond the initial orien-
tation period and safe exposure to new clinical situations is 
provided. An example that comes to mind is that of a criti-
cal care nurse who had completed three supervised femoral 
sheath removals, as part of her initial orientation, however, 
had not had opportunity to continue practising this skill. 
Some weeks later she was assigned a patient who required 
this procedure, yet she felt able to approach another critical 
care nurse working nearby to verify her intended actions and 
to request assistance if she were to need it. Ongoing infor-
mal support and debriefing is essential to ensure that these 
advanced beginners are given ample opportunities to con-
solidate new learning while drawing on relevant previous 
experience (Muldowney & McKee, 2011).

Another important consideration is the recruitment of critical 
care nurses from other locations or overseas. Their knowledge 
and level of competency may be high, but require support as 
they acclimatize to the culture of the unit, different health-
care system or new country (Neiterman & Bourgeault, 2015). 

Flexibility in the approach to debriefing is important while 
respecting the level of expertise that these new recruits bring 
to the setting. In some cases, the established critical care nurses 
learn as much from these new team members through informal 
discussions, sharing of stories and offering feedback.

Underutilization of informal debriefing
Culture of the unit
The culture of a unit can determine accepted behaviours 
among nursing staff and some specialty units gain reputa-
tions for “eating their young” due to a negative nurturing 
environment. Although support for individuals to gain com-
petence and confidence comes from within nursing teams, 
the attitudes of leaders are often reflected throughout the 
unit (Daft, 2015). If providing supportive debriefing is not 
considered important by senior staff members or leadership, 
then junior or new nurses follow suit in an attempt to fit in 
and be accepted. This can contribute to low morale and high 
staff turnover resulting in instability that is not conducive with 
establishing positive working environments (Dawson, Stasa, 
Roche, Homer, & Duffield, 2014).

Lack of knowledge on how to use debriefing
Some nurses may not have received any formal instruction on 
how to effectively provide debriefing or constructive peer feed-
back. A reluctance to provide feedback is further exacerbated if 
nurses do not observe debriefing being actively offered in their 
clinical setting. Subconsciously this sends a message that sup-
porting staff through constructive feedback is not recognized 
as being high priority, important, or relevant.

Lack of confidence to provide debriefing
Some hospitals provide workshops for staff on how to effec-
tively provide feedback. However, nurses may lack confidence 
in offering support due to insufficient practice. Staff may also 
have had a bad experience of giving or receiving debriefing in 
the past, therefore, fear repeating the same mistake. Bedside 
nurses might not want to risk upsetting a work colleague whom 
they must continue working alongside; this might create an 
awkward relationship. Unfortunately, this could result in nurses 
who are struggling and not receiving the encouragement and 
support they so badly need to gain confidence in their practice 
and provide safe patient care.

Overcoming barriers and challenges
Approaching staff within clinical settings and identifying what 
prevents them from providing valuable debriefing would allow 
those specific issues to be addressed and overcome. In many 
cases, keeping open respectful communication forms part of 
the solution to overcoming apparent barriers and challenges 
(Daft, 2015). Increasing awareness of the value of debriefing, 
encouraging change champions to model expected behaviours, 
and gaining support of leadership can contribute towards estab-
lishing a nurturing culture for all levels of nurses (Muldowney 
& McKee, 2011; Ploeg et al., 2010).

Education
Nurses who have not received formal instruction on provid-
ing debriefing should be offered education. Ideally this should 
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be unit-based, thereby allowing socialization within the group 
while learning to apply new knowledge and skills. Emphasis 
needs to be placed on positive aspects of providing construc-
tive, non-judgemental, informal feedback towards personal 
and professional development, as an integral part of their nurs-
ing role (Dreifuerst, 2015). Active teaching strategies such as 
the use of brainstorming or role play can encourage interac-
tive and contextual learning (Stevens, 2015). In addition, there 
needs to be opportunity for essential ongoing practice within 
the clinical setting whereby debriefers also receive feedback 
and encouragement, as they gain confi dence in providing such 
important support.

Practical models of debriefi ng. To be successful, the concept 
of providing informal debriefi ng needs to be presented in the 
form of adaptable tools that can be easily incorporated into 
daily practice. Th ere are a number of debriefi ng models within 
nursing, education and aviation that follow linear or cycli-
cal processes (Dreifuerst, 2010; Fey, 2014; Lavoie et al., 2013; 
Zigmont, Kappus, & Sudikoff , 2011). Some models are com-
plex, which makes them challenging to adapt into a practical 
setting. Th e key to the debriefi ng process is allowing learners 
to explore their own underlying thoughts towards enhanced 
reasoning (Raymond & Usherwood, 2013). Dreifuerst (2010) 
developed the Debriefi ng for Meaningful Learning© model, 
which encourages refl ection on what went well, what did not 
go well, and how one might approach the problem differ-
ently in the future while considering six stages of reflection 
(Dreifuerst, 2010, 2015). Th e 3D Model of Debriefi ng© also 
uses open questions that guide the discussion through three 
stages of dissemination, discovery and understanding, which 
may be more user friendly due to its shorter process (Zigmont 
et al., 2011). Th e key to any debriefi ng is to allow learners to 
explore their own underlying thoughts toward enhanced rea-
soning (Raymond & Usherwood, 2013). When applied through 
informal discussion with peers, debriefi ng is more eff ective and 
subsequent critical thinking can be drawn on for future clin-
ical situations (Dreifuerst, 2015; Maestre & Rudolph, 2015; 
Zigmont et al., 2011).

Orientation
Having introduced informal debriefing, it is important to 
maintain momentum and establish the provision of construc-
tive debriefi ng as an expectation of all nursing staff . New staff  
to the unit should be introduced to the concept as part of their 
unit orientation. Existing staff  need to be provided encourage-
ment and ongoing support to incorporate debriefi ng as part of 
their daily practice, especially if they are responsible for men-
toring new or novice staff .

Th e use of role model champions helps to reinforce practice 
changes such as creating a supportive clinical environment; 
champions based at bedside level are able to eff ectively infl u-
ence and sustain changes in behaviour (Ploeg et al., 2010). 
When a small group of nurses is seen demonstrating infor-
mal debriefi ng and successfully integrating it into their regular 
nursing practice this will encourage others to feel less intimi-
dated and follow their example. 

Unit culture
Providing staff with the education and tools to carry out 
effective debriefing on an informal non-judgemental basis 
contributes towards establishing a supportive and nurturing 
culture within the clinical setting. Further demonstration of 
commitment to this culture needs to be visible from the lead-
ership team to ensure bedside nurses feel valued (Künzle, 
Kolbe, & Grote, 2010). In the case of novice critical care 
nurses, the charge nurse and nurse educator should be aware 
of possible learning opportunities and assign them to appro-
priate patients, with support from an experienced nurse. 
Adequate staffi  ng levels and skill mix allow new experiences 
to be accommodated and learning to be consolidated through 
ongoing guidance and feedback. Th is reinforces the philoso-
phy that supporting professional and personal development of 
staff  is given high priority and an expected behaviour by the 
leadership team. 

Overcoming resistance and establishing change takes time, 
energy, and persistence while being dependent on individ-
ual and organizational readiness (Rafferty, Jimmieson, & 
Armenakise, 2012). Focusing on the positive aspects of creat-
ing a nurturing learning environment for all bedside staff  can 
help achieve such worthwhile goals.

Summary
Despite an abundance of literature regarding the benefits of 
debriefi ng, there is limited research on the value of informal 
debriefi ng within the clinical setting. Th is suggests the need 
for further study to support the importance of providing con-
structive peer feedback towards personal and professional 
development. 

In the unpredictable clinical setting the value of debriefing 
oft en seems to be overlooked because it might be seen as time 
consuming or creating animosity among staff . Such barriers to 
providing informal debriefi ng could be overcome by ensuring 
staff  are knowledgeable and comfortable in soliciting and giv-
ing constructive feedback within their daily nursing practice, 
and awareness by leadership to facilitate safe exposure to new 
clinical situations. By embracing the nurturing of all levels of 
staff  these approaches may contribute to a positive supportive 
clinical environment. 
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Moral distress and burnout among 
cardiovascular surgery intensive care unit 
healthcare professionals: A prospective  
cross-sectional survey
By Leah Johnson-Coyle, RN, Dawn Opgenorth, RN, Mandy Bellows, RN, MSc, Jasdip Dhaliwal, RN, Sydney 
Richardson-Carr, RN, Sean M. Bagshaw, MD, MSc

Abstract
Background: The intensive care unit (ICU) is a busy, high stress, 
complex environment in which health care professionals routinely 
provide numerous forms of advanced life support and life sus-
taining measures to a wide mix of critically ill patients. Frontline 
ICU professionals directly involved in patient care may be sub-
jected to considerable psychosocial stressors and be susceptible to 
moral distress and burnout. 

Purpose: To describe and compare the prevalence and contributing 
factors to moral distress and burnout among ICU professionals in a 
large quaternary cardiovascular surgery ICU (CVICU).

Methods: Web-based survey of ICU professionals (registered 
nurses [RN]/nurse practitioners [NP]; registered respiratory ther-
apists [RRT]; allied health [AH] and physicians [MD]) working 
in a 24-bed CVICU at the Mazankowski Alberta Heart Institute, 
between June 15–29, 2015. The survey captured sociodemographic 
data and integrated the Moral Distress Scale-Revised, the Maslach 
Burnout Inventory™, and a validated job satisfaction questionnaire.

Findings: One hundred sixty-nine providers completed the sur-
vey (response rate 88%). The majority of respondents were aged 
26–34 years old (45%), female (79%), married or common 
law (50%), full-time employed (78%) and had been working 
in the CVICU for >5 years (46%). Moral distress scores were 
highest among RN/NP (med [IQR] 80 [57-110]) and RRT (85 

[61-104]) compared to AH (54 [39–66]) and physicians (66 [43–
82], p=0.05). The highest-ranked sources of moral distress were 
related to controversies on end-of-life care (“Continue to partici-
pate in the care for a hopelessly ill person who is being sustained 
on a ventilator, when no one will make a decision to withdrawal 
support”) and poor communication (“witness healthcare provid-
ers giving ‘false hope’ to a patient or family”). High, moderate 
and low levels of burnout syndrome were found in 64.0%, 22.7% 
and 13.3% of respondents with significantly greater levels among 
non-physician professionals (p<0.001). Job satisfaction was high-
est for physicians compared with other professionals (p<0.001). 
The item “the recognition you get for good work” was consistently 
rated as poor across all groups. Moral distress and burnout scores 
were positively correlated (p<0.001), whereas both were neg-
atively correlated with job satisfaction (p<0.001 for both). This 
was primarily driven by RN/NP scores.

Conclusion: Moral distress and burnout are common in health-
care professionals in a large academic cardiovascular surgery 
ICU, in particular among nurses and respiratory therapists. Both 
moral distress and burnout have a negative perception on job sat-
isfaction. These findings will direct strategies to mitigate moral 
distress and burnout along with enhancing patient care and 
improving the workplace environment. 

Key words: moral distress, burnout, job satisfaction, nurse, 
respiratory therapy, intensive care unit

Background
The intensive care unit (ICU) is a busy and complex work-
place. The care provided to critically ill patients in this setting 
is multi-disciplinary, integrating the expertise and skill from a 
variety of specialized health care professionals including nurses, 
respiratory therapists, allied health personnel, and physicians. 
The status of patients, clinical events and critical decision-mak-
ing about the course of care and management in ICU settings 
can evolve very rapidly. As a consequence, frontline health-
care professionals may be subjected to considerable workplace 
psychosocial stressors (van Mol, Kompanje, Benoit, Bakker, & 
Nijkamp, 2015). A growing literature has suggested ICU pro-
fessionals, in particular those directly involved in patient care, 
experience high levels of moral distress and burnout (Dodek et 
al., 2016; Embriaco et al., 2007; Merlani et al., 2011; Poncet et al., 
2007; Whitehead, Herbertson, Hamric, Epstein, & Fisher, 2015).

Moral distress is a phenomenon experienced when a healthcare 
professional knows the ethically appropriate course of action; 
however, is unable to pursue that action due to internal or other 
external constraints (Hamric, Borschers, & Epstein, 2012). 
Moral distress is common among ICU professionals, with 
nurses consistently experiencing greater levels when compared 
with physicians (Dodek et al., 2016; Whitehead et al., 2015). 
Common sources of moral distress include controversies in 
end-of-life care, cost constraints, and poor communication 
(Dodek et al., 2016; Whitehead et al., 2015). Moral distress 
may compromise quality of care, contribute to job dissatisfac-
tion, absenteeism, and increased attrition (Spenceley, Witcher, 
Hagen, Hall, & Kardolus-Wilson, 2015). 

Burnout syndrome (BOS) is a psychological state used 
to describe the phenomenon of a prolonged response to 
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exhaustion, cynicism, inefficacy and loss of a sense of personal 
achievement in the workplace (Maslach, Schaufeli, & Leiter, 
2001). BOS is common in health care professionals, in partic-
ular among ICU practitioners (Burghi et al., 2014; Embriaco et 
al., 2007; Merlani et al., 2011; Poncet et al., 2007; Shehabi et al., 
2008). Factors identified to contribute to BOS include selected 
personal characteristics (i.e., younger age), organizational 
factors (i.e., workload, control over schedule), work-related 
relationships (i.e., conflict) and end-of-life care (Burghi et al., 
2014; Embriaco et al., 2007; Merlani et al., 2011; Poncet et al., 
2007). Recently, a critical care societies collaborative published 
a statement aimed to focus attention and raise awareness on 
the growing burden of BOS in ICU professionals (Moss, Good, 
Gozal, Kleinpell, & Sessler, 2016). 

As part of a quality assurance initiative, we performed a sur-
vey at a single, large quaternary specialized cardiovascular 
surgery intensive care unit in order to describe and compare 
the prevalence and determinants of moral distress and burnout 
syndrome (BOS) across healthcare professional groups. 

Methods
The Research Ethics Board at the University of Alberta 
approved the study prior to commencement (File number 
Pro00057535). Respondent informed consent was implied if 
the survey was completed.

Study design, setting and population
This was a prospective cross-sectional survey of all healthcare 
professionals (HCP) working or who had worked (preceding 
six months) in the cardiovascular surgery intensive care unit 
(CVICU) at the Mazankowski Alberta Heart Institute (Maz) in 
Edmonton, Canada. The survey targeted all registered nurses 
(RN), nurse practitioners (NP), registered respiratory thera-
pies (RRT), allied health (AH) professionals (i.e., dietitians, 
pharmacists, physiotherapists, social workers) and critical care 
physicians (MD). The survey was performed during a two-
week period from June 15–29, 2015. 

Survey development
The survey integrated selected socio-demographic factors (eight 
questions) and validated tools to screen and evaluate for moral 
distress (Hamric et al., 2012), burnout syndrome (Maslach et 
al., 2001) and job satisfaction (Warr & Inceoglu, 2012). Baseline 
demographics included age, sex, marital status, religiosity, pro-
vider type, experience (years of practice), duration in CVICU 
(years), and current position (i.e., full-time, part-time). Validated 
questionnaires used in the survey included the Moral Distress 
Survey – Revised [MDS-R] (Hamric et al., 2012), the Maslach 
Burnout Inventory™ [MBI] for Human Services (Maslach et 
al., 2001) and a validated job satisfaction survey tool (Warr & 
Inceoglu, 2012). The survey underwent pre-testing, pilot and 
clinical sensibility testing for clarity, comprehension, face valid-
ity and administrative ease. The survey was distributed using 
SurveyMonkey.com, a secure web-based electronic tool. Pilot 
testing was also performed on the connectivity and online form 
of the survey to assess functionality and flow. 

Definitions and survey instruments 
Moral distress was defined as healthcare professionals expe-
riencing painful feelings and/or psychological disequilibrium 
(i.e., powerlessness, anger, guilt) that occurs in situations in 
which the ethically right course of action is known but can-
not be acted on. Moral distress was measured using the Moral 
Distress Scale – Revised with permission (MDS-R) (Hamric et 
al., 2012). The MDS-R has been validated for adult and pedi-
atric providers with unique tools each for nurses, allied health 
and physicians. The MDS-R is composed of 21 items strati-
fied across two levels (frequency and level of disturbance) each 
scored using a 5-point Likert scale (0 = “Never”; 4 = “Very 
Frequently”). The MDS-R is scored by the addition of all items 
after product multiplication of the frequency and level of dis-
turbance scores (minimum score 0; maximum score 336; with 
higher scores indicating greater moral distress). The final sec-
tion of the instrument asks questions whether the responder is 
planning to leave or has contemplated leaving his/her position 
due to moral distress.

Burnout was defined as healthcare professionals losing all 
concern, all emotional feelings for the people they work with, 
and coming to treat them in a detached or even dehumanized 
way—characterized by emotional exhaustion, depersonaliza-
tion and declines in desire for personal achievement. Burnout 
was measured using the Maslach Burnout Inventory™ (MBI) 
(Embriaco et al., 2007; Maslach et al., 2001) (Table 1). The MBI 
is a 22-item questionnaire asking respondents on a 7-point 
Likert scale the frequency with which they have experienced 
recent feelings related to their work. The MBI evaluates three 
subscale domains: emotional exhaustion (measures feelings of 
being emotionally overextended and exhausted by one’s work; 
nine items), depersonalization (measures an unfeeling and 
impersonal response toward recipients of one’s service, care or 
treatment; five items) and personal accomplishment (measures 
the feelings of competence and successful achievement in one’s 
work with people; eight items). 

Each item can be answered on a 7-point Likert scale ranging 
from “never” (= 0) to “daily” (= 6). The results of this inventory 

Table 1: Maslach Burnout Inventory for Human Services 
(MBI-HSS) (Maslach et al., 2001)

1. I feel emotionally drained from my work.
2. I feel used up at the end of the day.
3. I feel fatigued when I get up in the morning and have to 

face another day on the job.
4. I can easily understand how my recipients feel about things.
5. I feel I treat some recipients as if they were impersonal 

objects.
6. Working with people all day is really a strain for me.
7. I deal very effectively with the problems of my recipients.
8. I feel burned out from my work.
9. I feel I’m positively influencing other people’s lives 

through my work.
10. I’ve become more callous toward people since I took this job.
11. I worry that this job is hardening me emotionally.
12. I feel very energetic.
13. I feel frustrated by my job.
14. I feel I’m working too hard on my job.
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consist of three separate scores, one for each factor. A combi-
nation of high scores on EE and DP, and a low score on PA, 
correspond to a high level of burnout. Prior investigations in 
ICU settings have defi ned thresholds for a high level of burnout 
(-8 to +34); a moderate level (-21 to -9) and a low level (-45 to 
-22) by an aggregate summary of the three subscale domains 
(Embriaco et al., 2007; Merlani et al., 2011; Poncet et al., 2007).

Th e MBI-HSS is a self-administered questionnaire, has been 
reliable and valid, and is easy to administer.

Job satisfaction was measured using the Job Satisfaction Scale 
(JSS) developed and validated by Warr and Inceoglu (2012) 
(Table 2). Th e JSS measures satisfaction with 15 work-related 
items (i.e., physical working conditions, freedom to practise, 
fellow workers, recognition, immediate manager, respon-
sibility, pay, opportunity, relationships with management, 
opportunities for promotion, hospital management, attention 
paid to suggestions, work hours, variety of tasks, job security) 
with each item rated on a 5-point Likert scale (1 = very dissatis-
fi ed to 5 = very satisfi ed). Prior testing has shown the coeffi  cient 
alpha was 0.85–0.88 and test–retest correlation coeffi  cient was 
0.63 for six-month period.

Survey administration
Local (charge and bedside) professionals were enlisted to 
promote awareness of the survey to their colleagues through 
informal face-to-face discussions, social media and at sched-
uled unit events (i.e., staff  meetings, staff  socials). Information 
about the survey was also posted in the CVICU (i.e., bath-
rooms; staff  lounge; bulletin boards) one week prior to survey 
distribution and throughout the survey period. Reminder 
cards containing the survey date and the electronic link to the 
survey were placed at each bedside workstation. Management 
teams (medical and nursing) sent a letter of support to all ICU 
healthcare professionals encouraging their participation and 
provided dedicated private workstations in the CVICU where 
staff  could complete the survey confi dentially while at work. 
Th e survey was distributed by email using a distribution list 
provided by CVICU management team. A reminder email was 
distributed midway through the survey period.

Operational data
For context, we obtained anonymized aggregate patient-level, 
operational, and human resource data for the CVICU for 
the fi ve months preceding the date of survey administration. 
Patient-level data included number of cardiac surgery cases 
and outcomes (i.e., CVICU death, readmission). Operational 
data included surgical case postponements due to lim-
ited CVICU capacity. Human resource and personnel data 
included aggregate summaries of sick time, personal leave and 
overtime. 

Analysis 
Data analysis was descriptive, aimed to summarize the scores 
and prevalence of moral distress, burnout syndrome, and job 
satisfaction across healthcare provider groups surveyed. Data 
were presented in aggregate or as individual instrument scores 
as means (SD) or medians (IQR). Comparisons between pro-
vider groups were performed using Student’s t-tests, ranksum 
tests, analysis of variance and covariance (ANOVA) tests or 
Kruskal-Wallis equality-of-proportion rank tests, as appro-
priate. Aggregate scores for moral distress, burnout syndrome 
and job satisfaction overall and across provider groups were 
explored using Spearman’s rank correlation tests. A p-value 
of <0.05 was considered statistically significant for all com-
parisons. All analyses were performed using STATA 14.1 
(STATACORP, College Station, USA).

Table 2: Job Satisfaction Scale (Warr & Inceoglu, 2012)

1. Th e physical conditions in which you work
2. Freedom to choose your own working methods
3. Your fellow workers
4. Th e recognition you get for good work
5. Your immediate manager
6. Th e amount of responsibility you are given
7. Th e rate of pay for nurses
8. Th e opportunity to use your abilities
9. Relations between management and staff 
10. Future chance of promotion
11. Th e way the hospital is managed
12. Th e attention paid to your suggestions
13. Th e hours of work
14. Th e amount of variety in your job
15. Your job security

Table 3: Summary of survey response rates stratifi ed by 
provider type

Provider 
Type

Responses 
(n)

Denominator 
(n)

Response 
Rate (%)

RN/NP 130 132 99

RRT 22 40 55

Allied Health 9 13 69

Physician 8 8 100

Total 169 193 88

Figure 1: Summary of sampling frame.
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Results
One hundred sixty-nine providers completed the survey 
(response rate 88%). Response rates were highest among 
the physicians and RN/NP groups (100% and 99%) com-
pared with RRTs and other AH professionals (55% and 69%) 

(Figure 1; Table 3). Most respondents were aged 26–34 years 
(45%), female (79%), married or common law (50%), full-time 
employed (78%) and had been working in the CVICU for >5 
years (46%) (Table 4). Table 5 shows a summary the case vol-
ume, operations and human resource data.

Table 4: Summary of socio-demographic characteristics stratified by provider type

(n, %) Total RN/NP RRT AH Physician p

Age Category 0.02

< 25 yr 30 (18) 26 (20) 3 (13) 1 (11) 0 (0)

26–34 yr 76 (45) 58 (45) 12 (52) 6 (67) 0 (0)

35–50 yr 47 (28) 34 (26) 7 (30) 1 (11) 5 (63)

> 51 yr 16 (9) 11 (9) 1 (4) 1 (11) 3 (37)

Female Sex 134 (79) 109 (85) 17 (74) 8 (89) 0 (0) <0.001

Marital Status 0.75

Married/Common Law 85 (50) 63 (49) 11 (48) 5 (56) 6 (75)

Divorced/Separated 6 (4) 5 (4) 1 (4) 0 (0) 0 (0)

Single/Widowed 78 (46) 61 (47) 11 (48) 4 (44) 2 (25)

Religion 0.23

Very Important 25 (14) 20 (16) 0 (0) 3 (33) 2 (25)

Of Medium Importance 51 (29) 39 (30) 6 (27) 3 (33) 3 (38)

Of Little Importance 48 (28) 34 (26) 9 (41) 1 (11) 2 (25)

Not Important 49 (28) 36 (28) 7 (32) 2 (22) 1 (13)

Practice (yr) 0.03

< 2 yr 32 (19) 27 (21) 4 (17) 1 (11) 0 (0)

2–5 yr 45 (27) 36 (28) 6 (26) 3 (33) 0 (0)

6–10 yr 30 (18) 21 (16) 4 (17) 3 (33) 2 (33)

> 10 yr 60 (36) 45 (35) 9 (39) 2 (22) 4 (67)

CVICU (yr) 0.14

< 1 yr 24 (14) 17 (13) 4 (17) 3 (33) 0 (0)

1–2 yr 30 (18) 25 (19) 4 (17) 1 (11) 0 (0)

3–5 yr 36 (22) 27 (21) 6 (26) 2 (22) 1 (17)

>5 yr 77 (46) 60 (47) 9 (39) 3 (33) 5 (83)

Position

Full Time 130 (78) 98 (76) 18 (78) 8 (89) 6 (100) 0.52

Abbreviations: CVICU = cardiovascular surgery intensive care unit; RN = registered nurse; NP = nurse practitioner; RRT = 
registered respiratory therapist; AH = allied health
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Moral distress
The overall median (IQR) moral distress score was 76 (57–
105) (Table 6). Scores were significantly higher among RN/NP 
and RRT when compared to AH and physicians (p=0.05). The 
relationship between the frequency and level of disturbance 
suggested that scores were driven largely by the level of distur-
bance rather than frequency (Figure 2).

The highest-ranked scores for individual items on the 
MDS-R were for issues related to end-of-life care (Item 1. 
Continue to participate in the care for a hopelessly ill per-
son who is being sustained on a ventilator, when no one will 
make a decision to withdrawal support; Item 2. Follow a fam-
ily’s wishes to continue life support even though I believe it is 
not in the best interest of the patient; Item 4. Initiate exten-
sive life-saving actions when I think they only prolong death), 
and communication (Item 3. Witness healthcare provid-
ers giving “false hope” to a patient or family; Item 5. Witness 

Table 5: Summary of CVICU operational data in the five months preceding survey implementation (January–May 2015).

Variable Jan Feb Mar Apr May

# cases (n) 142 129 142 119 126

# urgent/emergent (n, %) 60 (42) 54 (42) 69 (49) 58 (49) 60 (48)

# postponed* (n) 3 0 1 8 2

Unplanned Readmissions (n, %)¶ 6 (4.2) 8 (6.2) 10 (7.0) 5 (4.2) 7 (5.6)

CVICU Deaths (n)¶ 7 (4.9) 7 (5.4) 7 (4.9) 8 (6.7) 2 (1.6)

RN sick time (hours) 640 692 1186 1592 708

RN personal leave (hours) 124 125 56 164 155

RN overtime (hours) 909 718 736 548 202

Abbreviations: CVICU = cardiovascular surgery intensive care unit; RN = registered nurse
* Case postponed specifically due to unavailability of beds in CVICU.
¶ Proportion of cases performed.

Table 6: Summary of MDS-R scores stratified by provider 
type

Provider Group MDS-R score (range 0–336)

Median (IQR) Range

RN/NP 80 (57–110) 5–246

RRT 85 (61–104) 0–267

Allied Health 54 (39–66) 0–66

Physician 66 (43–82) 8–90

Total* 79 (57–105) 0–267

Abbreviations: RN/NP = registered nurse/nurse practitioner; 
RRT = registered respiratory therapist; MD = physician; 
MDS-R = Moral Distress Score – Revised; IQR = intra-
quartile range.
*p=0.05 for difference in MDS-R score across providers.

Figure 2: Scatterplot of the relationship between the 
components of MDS-R Score (median scores) for the 
frequency and the level of disturbance experienced: a) Total 
cohort; b) RN/NP only.
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diminished patient care quality due to poor team communi-
cation; Item 6. Watch patient care suffer because of lack of 
provider continuity).

Th ere were no statistical diff erences in moral distress scores 
by age, sex, marital status or religiosity. Among RN/NP, moral 
distress scores were highest among those with two to five 
years of experience (94 [61–121]) and lowest among those 
with <2 years of experience (49 [35–67]) (p<0.001). For those 
with six to 10 years and >10 years, scores were 86 (57–111) 
and 80 (65–104), respectively. Th ere were no diff erences in 
moral distress scores across years of experience in other pro-
fessional groups. Two items on the MDS-R were ranked by all 
professional groups as important contributors to moral dis-
tress: “Continue to participate in the care for a hopelessly ill 
person who is being sustained on a ventilator, when no one will 

make a decision to withdraw support” and “Witness healthcare 
providers giving ’false hope’ to a patient or family”.

In the six months preceding the survey, 49.0% of respondents 
had considered quitting, but had not left , while 4.7% had left  
their position. At the time of the survey, 26.2% were consider-
ing leaving their position. Th ere were no statistical diff erences 
across professional groups.

Burnout
The mean (SD) MBI score across all respondents was -0.4 
(19.2) (range -34 to 56). High, moderate and low levels of BOS 
were found in 64.0%, 22.7% and 13.3%, respectively (Table 7; 
Figure 3). All non-physician professionals reported signifi-
cantly greater levels of BOS overall and across each subscale 
domain when compared to physicians (Table 8). Th ere were 

Table 7: Summary of MBI scores and level of burnout 
stratifi ed by provider type.
Variable Total RN/NP RRT Allied MD
Score (mean 
[SD])§

-0.4 
(19.2)

0.64 
(19.0)

5.4 
(16.3)

-1.9 
(15.2)

-30.5 
(7.4)

Low (%) 13.3 11.3 0 14.3 83.3
Moderate (%) 22.7 23.5 26.3 14.3 16.7
High (%) 64.0 65.2 73.7 71.4 0
Abbreviations: RN/NP = registered nurse/nurse practitioner; 
RRT = registered respiratory therapist; MD = physician; SD 
= standard deviation.
§ p<0.001 for diff erence in MBI score across providers.

Figure 3: Summary of the level and distribution of burnout 
syndrome among respondents.

Table 8: Summary of MBI domain scores stratifi ed by provider type

MBI Domains Total RN/NP RRT Allied MD

Emotional Exhaustion* 22.7 (10.2) 23.3 (10.4) 23.3 (8.2) 25.7 (7.9) 10.0 (5.4)

¶ Low (%) 29.3 29.6 21.1 0 83.3

Moderate (%) 37.3 33.9 52.6 57.1 16.7

High (%) 33.3 36.5 26.3 42.9 0

Depersonalization** 10.5 (6.5) 10.8 (6.5) 12.3 (6.6) 7.1 (4.0) 4.0 (2.9)

† Low (%) 32.7 31.3 21.1 42.9 83.3

Moderate (%) 31.3 30.4 36.8 42.9 16.7

High (%) 36.1 38.3 42.1 14.3 0

Personal Accomplishment*** 33.7 (7.4) 33.5 (6.9) 30.2 (8.4) 34.7 (7.4) 44.5 (1.9)

§ Low (%) 33.3 32.2 47.4 42.8 0

Moderate (%) 34.7 38.3 31.6 14.3 0

High (%) 31.9 29.6 21.1 42.9 100

Abbreviations: RN/NP = registered nurse/nurse practitioner; RRT = registered respiratory therapist; MD = physician.
* p=0.01 for diff erence in emotional exhaustion scores across providers.
** p=0.02 for diff erence in depersonalization scores across providers.
*** p<0.001 for diff erence in personal accomplishment scores across providers.
¶ EE scores: low = 0-16; moderate 17-26; high >=27
†DP scores: low = 0-6; moderate 7-12; high >=13
§PA scores: low 0-31; moderate 32-38; high >=39
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no statistical differences in MBI scores by sex, marital status, 
religiosity or years of experience. MBI scores, however, were 
significantly lower for older (51–65 year category) compared to 
younger respondents (p= 0.02), implying less burnout.

Job satisfaction
The summary score for job satisfaction across providers was 
mean (SD) 3.4 (0.5) (range 1.8–4.7). Physicians reported greater 
job satisfaction scores compared to other provider groups 
(physician 4.1 [0.2] versus RN/NP 3.3 [0.5], RRT 3.2 [0.4] and 
AH 3.4 [0.4], p<0.001). There were no differences in summary 
scores between nurses, respiratory therapists and allied health. 
There was no association between summary scores and age cat-
egory, sex, marital status, religiosity or years of experience. 

Items ranked greatest for satisfaction across providers were 
related to job security (4.2 [0.7]), opportunities to use one’s 
abilities (3.9 [0.8]) and fellow workers (3.9 [0.9]). Those items 
ranked lowest in satisfaction were related to how the hospital 
was managed (2.6 [0.8]), the recognition for one’s work (2.6 
[1.0]) and attention paid to one’s suggestions (2.7 [0.9]). The 
item “the recognition you get for good work” was consistently 
rated as poor by all professionals. 

Moral distress and burnout scores were positively correlated 
(0.31, p<0.001). Moral distress scores were negatively cor-
related with job satisfaction (-0.41, p<0.001). This was only 
significant for the RN/NP (-0.37, p<0.001) and RRT (-0.65, 
p=0.003) groups, respectively. Similarly, burnout was nega-
tively correlated with job satisfaction (-0.56, p<0.001). This was 
entirely driven by the RN/NP group (-0.61, p<0.001).

A total of 57 respondents (32.9%) provided additional com-
ments related to moral distress and burnout. Figure 4 shows 
a summary of the emergent themes from content analy-
sis of comments along with representative quotes from 
respondents.

Discussion
We performed a prospective cross-sectional study to capture 
information on the prevalence and potential impact of moral 
distress and burnout syndrome among healthcare professionals 
in a specialized cardiovascular surgery ICU.

Main findings
We found that levels of moral distress were higher among 
nurses, nurse practitioners and respiratory therapists when 
compared to other healthcare professionals, and that the per-
ception of experiencing moral distress was driven more by the 
level of disturbance rather than the frequency of occurrence. 
Second, we found that controversies related to end-of-life 
care and suboptimal communication were prominent sources 
of moral distress. Third, high levels of burnout were evident 
across all professional groups with the exception of physi-
cians. However, we also found burnout was less prevalent 
among older professionals. Fourth, in general, nurses, nurse 
practitioners and allied health professionals were less satis-
fied with their work. Issues contributing to lower satisfaction 
were related to how the ICU was managed and to recognition 
and being heard in the workplace. Finally, our data clearly 
show strong correlation between moral distress, burnout and 
well-being in the workplace.

Figure 4: Summary of the emergent themes generated from comments from respondent completing the survey (with 
representative quotes).
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Context with prior studies
Large cross-sectional surveys have shown that moral distress 
is common among critical care professionals, in particular 
among frontline nurses and respiratory therapists (Dodek et 
al., 2016; Hamric & Blackhall, 2007; Whitehead et al., 2015). 
These data are consistent with our findings. Moral distress 
has also been shown to contribute to avoidance behaviour 
among healthcare professionals (De Villers & DeVon, 2013). 
Moreover, moral distress may precipitate absenteeism and a 
desire to leave the workplace (Ceria, 1992; Dodek et al., 2016; 
Hamric & Blackhall, 2007). These concepts would appear 
reinforced by our data, where approximately half of respon-
dents had considered leaving their position in the preceding 
six months. 

Moral distress and burnout appear to be highly correlated. 
Burnout has received renewed attention as a major chal-
lenge confronting the profession of critical care (Moss et al., 
2016). ICU professionals appear highly susceptible to burn-
out, in particular nurses and physicians (Burghi et al., 2014; 
Embriaco et al., 2007; Merlani et al., 2011; Poncet et al., 2007; 
Shehabi et al., 2008). The ICU environment can have high 
workload demands, require time-pressured decision-making 
and be emotionally charged for professionals. Large multina-
tional surveys of ICU professionals have found severe burnout 
in 28–42% of nurses and 31–51% of physicians (Burghi et al., 
2014; Embriaco et al., 2007; Merlani et al., 2011; Poncet et al., 
2007). Our data found approximately two-thirds of non-phy-
sician professionals had high levels of burnout. Survey data 
have further suggested that burnout can be endemic within 
a given ICU and potentially contagious between ICU pro-
fessionals (Bakker, Le Blanc, & Schaufeli, 2005). Burnout 
can be associated with considerable morbidity, including 
impaired quality of life (Aytekin, Yilmaz, & Kuguoglu, 2013), 
risk of self-harm and substance abuse (Dyrbye et al., 2008). 
Importantly, burnout may be a modifiable factor associated 
with reduced quality of care (Poghosyan, Clarke, Finlayson, 
& Aiken, 2010), impaired productivity (Dewa, Loong, Bonato, 
Thanh, & Jacobs, 2014), staff attrition (Ackerman, 1993), and 
excess healthcare costs (Dewa, Jacobs, Thanh, & Loong, 2014; 
Jones, 2008).

In our survey, we identified five inter-related themes perceived 
by respondents to contribute to both moral distress and burn-
out. These included issues related to end-of-life care, team 
communication, non-beneficial treatment, complex patients 
(i.e., long stay) and strained ICU capacity (Bagshaw et al., 
in press). These observations align with prior investigations 
(Hamric & Blackhall, 2007). Providing end-of-life care for 
dying patients and/or pressure to initiate or continue aggres-
sive treatments perceived as futile or non-beneficial are clearly 
recurrent themes predisposing to moral distress and burnout 
among ICU professionals, in particular, nurses.

Implications for policy and practice
Numerous interventions have shown promise to address issues 
of moral distress and burnout among healthcare professionals 
(van Mol et al., 2015). These have included organizational strat-
egies such as alterations to work schedules (Ali et al., 2011), 

improved workplace environment (Loiselle, Gelinas, Cassoff, 
Boileau, & McVey, 2012), mentoring programs (Berube et al., 
2012; Faron & Poeltler, 2007), and team communication and 
building exercises (Quenot et al., 2012). There have also been 
a number of person-specific strategies proposed including 
educational seminars (West et al., 2014), communication work-
shops (Loiselle et al., 2012), mindfulness training (West et al., 
2014) and personal coping training (Beumer, 2008; Colville et 
al., 2015; Nooryan, Gasparyan, Sharif, & Zoladl, 2012). One 
challenge for healthcare professionals and decision-makers is 
to ensure a rigorous and fundamental understanding of the 
site-specific scope and contributors to moral distress and burn-
out. It is probable that the heterogeneity in culture across ICUs, 
even within a given institution, means that strategies must be 
customized to the local context. 

The findings of our work have directly informed the develop-
ment of unit-specific strategies focused on the organization 
and at the personal level to help mitigate moral distress and 
burnout. First, an inter-professional committee, supported by 
unit leadership, was created. The committee is steered by front-
line professionals in order to develop, implement and evaluate 
strategies aimed to address the problems of moral distress and 
burnout along with disseminate information. Second, simple 
widely supported processes were identified as being feasible 
to quickly implement. This included a standard process to dis-
seminate to the care team updates to patient’s care plan and/or 
goals-of-care. This was initially focused on complex patients, 
those with longer-than-expected ICU stays and those per-
ceived to be nearing end of life. Third, standardized processes 
to perform a “pre-brief ” in anticipation of stressful events, to 
“pause” (Bartels, 2014) immediately following acutely stress-
ful events, and to later perform peer-facilitated debriefs were 
implemented. These sessions were not dependent on any par-
ticular member of the care team. Fourth, the committee has 
prompted a series of educational seminars focused on issues 
identified by respondents (i.e., patient selection for ventricular 
assist devices, end-of-life care, team communication). Finally, 
the committee has proposed to evaluate the impact of these 
strategies on the perceived level of moral distress and burn-
out by replicating the survey, as part of a continuous quality 
improvement initiative.

Limitations
Our study has important limitations to consider. First, our 
study was focused on describing moral distress and burnout 
at a specific time in a single specialized cardiovascular sur-
gery ICU. We also recognize that turnover in professionals 
in the preceding six months may have influenced our find-
ings. While this has implications for the generalizability of 
our findings, we contend this reinforces the importance of 
[serial] site-specific surveillance to understand the root causes 
and contributors to moral distress and burnout within a local 
context. Second, selected numbers of professionals within our 
sampling frame were relatively small (i.e., allied health, phy-
sicians). As such, the instruments may have limited ability to 
detect significant aspects of moral distress and/or burnout in 
these subgroups. 
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Membership Recruitment
Current CACCN members are eligible to be entered into a quarterly draw to receive a 

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

By working together, we are building a stronger Association!

Th e recruitment referral draw is a blind draw once per quar-
ter. Members who are indicated as referring a new member are 
entered into the draw for each new member referred. Please 
review Membership Recruitment for more information.

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 

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

• 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 received per quarter.

CACCN Membership Recruitment 
Referral Draw Recipients
Congratulations to the following CACCN members who 
received a complimentary one-year memberships ($75 value) 
for their member referrals.

Q1 – April 1 to June 30 2016 
Shelley Groves-Johnson, Greater Manitoba Chapter
Alicia Larkey, British Columbia Chapter

Q2 – July 1 to September 30, 2016
Andrea McCormick, Toronto Chapter
Joy Teppler, Southern Alberta Chapter

www.caccn.ca
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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 are founded on the CACCN 
Mission Statement and recognize the activities of the Chapter 
with specific emphasis on service to members and promo-
tion of the specialty of Critical Care Nursing including, 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 are 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 1,000 = 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 1,000 

= 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 1,000 = 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 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 1,000 = 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 1,000 = 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 1,000 = 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 levels

• 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 members. Multiply this num-
ber by 5 to give you the number of points awarded.

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.
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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 rele-
vant 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.

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

The Spacelabs Innovative  
Project Award
The Spacelabs Innovative Project Award will be presented to 
a group of critical care nurses who develop a project that will 
enhance their professional development.

Award funds available: $1,500.00 total 
• $1,000.00 will be granted to the Award winner 
• $500.00 will be granted for the runner up
• A discretionary decision by the review committee may 

be made, for the award to be divided between two equally 
deserving submissions for the sum of $750.00 each.
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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/respon-
sibilities — oral and poster presentations will be considered.

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

meets the criteria
• The successful candidate will be notified via email and regular 

mail
• The successful candidate will be recognized at the Awards 

Ceremony at the Dynamics of Critical Care Conference (annu-
ally in September)

• The successful candidate’s name/photograph will be published 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.

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 

Deadline for submission: June 1 each year

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

Mailed applications must be postmarked on or before June 1.

Do you have a unique idea?

Award criteria:
• The primary contact person for the project must be a CACCN 

member in good standing for a minimum of one year
• Applications will be judged according to the following 

criteria:
■■ the number of nurses who will benefit from the project 
■■ the uniqueness of the project 
■■ the relevance to critical care nursing 
■■ consistency with current research/evidence 
■■ ethics 
■■ feasibility 
■■ timeliness 
■■ impact on quality improvement

• If the applicant(s) are previous recipients of this award, there 
must be a one-year lapse before submitting an application

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

Award requirements:
• Within one year, the winning group of nurses is expected to 

publish a report that outlines their project in the Canadian 
Journal of Critical Care Nursing.

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

CACCN Educational Awards
The CACCN Educational Awards have been 
established to provide funds ($1,000.00 each) 
to assist critical care nurses to attend 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.
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Deadline for submission: June 1 

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

Mailed applications must be postmarked on or before June 1.

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

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

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

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

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

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

for consideration of the BBraun Sharing Expertise Award.

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

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

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

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

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

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

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

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

Director of Awards and Corporate Sponsorship via email 
and regular mail

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

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

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

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

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
• Coupons may not be used for dinner, tour, hotel or other 

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

National Board of Directors.

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

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

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

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

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

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

Award funds available: $1,000.00 
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The Brenda Morgan Leadership 
Excellence Award
The Brenda Morgan Leadership Excellence 
Award is a peer-nominated award. The award was 
established to recognize Brenda Morgan’s contribution and 
leadership to CACCN.

The Brenda Morgan Leadership Excellence Award will be pre-
sented to a nurse who, on a consistent basis, demonstrates 
outstanding performance in the area of leadership in criti-
cal care. This leadership may have been expressed as efforts 
toward clinical advances within an organization, or leader-
ship in the profession of nursing in critical care. The results of 
the nominee’s leadership must have empowered people and/or 
organizations to significantly increase their performance capa-
bility in the field of critical care nursing.

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

Award funds available: $1,000.00 plus award trophy

Deadline for submission: June 1 

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

Mailed applications must be postmarked on or before June 1.

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

The nominee must:
• be an active member of CACCN for a minimum of five (5) 

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

experience
• be registered to practise nursing in Canada
• hold a valid adult or pediatric specialty in critical care certifi-

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

lifelong learning
• exemplify the following qualities and values:

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

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

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

the requirements under the Eligibility Criteria:

■■ Use as many examples as possible to highlight why the 
nominee should be considered for the award and what this 
nominee does that makes her/him outstanding 

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

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

Awards and Corporate Sponsorship and the CACCN Award 
Review Committee 

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

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

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

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

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

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

article for Canadian Journal of Critical Care Nursing shar-
ing their accomplishments and describing their leadership 
experience

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

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

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

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 
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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 pub-
lished in Canadian Journal of Critical Care Nursing (Winter 
edition)

• Current members of the National Board of Directors are not 
eligible.

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

Reference 
Benner, P. (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

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
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• 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.

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 about 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 outstanding 
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 Lifetime 

membership will be awarded by the National Board of 
Directors of the Canadian Association of Critical Care Nurses
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• Successful recipients will be notifi ed 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.

• Th e 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 
possible, the Chief Operating Officer shall mail the 
award to the recipient in a timely manner following the 
announcement

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

• Th e 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 certifi cate
■■ 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. 

Th e 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 Offi  ce at caccn@caccn.ca or fax to 519-649-
1458 or mail to: CACCN, PO Box 25322, London, ON N6C 6B1

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

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

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

• Completed CACCN/Sage Products Poster Bursary
application 

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

Note:
• No branding of the poster for Sage Products is required
• Th e 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

• Th e fi rst ten (10) eligible abstracts with the highest review 
scores will receive a bursary of $500/each;

• Successful poster presenters will be notifi ed 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 off set conference expenses: registration, travel, accom-
modation, 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 
ceremony and the Sage Products Exhibit Booth at the con-
ference for photographs

• Th e 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:  _____________

Certified? o Yes o No CNCC(C)_______ CNCCP(C)______ Year_______

Chapter Affiliation (if known):  __________________________________________

CACCN Referral Name:  _______________________________________________

Please note, this application is for both National and Chapter membership

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
o Affiliates—one year $75 + taxes

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

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

Signature:  __________________________________________________________

Date:  ______________________________________________________________

Visa/Mastercard: ______________________ Exp.: ____/____ CVV (back of card):_____

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

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, or see page 50.

National Office: Telephone: 519-649-5284; Fax: 519-649-1458; Toll-free: 1-866-477-9077
email: caccn@caccn.ca; website: www.caccn.ca

(Street)

(City) (Province) (Postal code)

(If applicable)

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

The CACCN is a non-profit, spe-
cialty 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 fam-
ily centred care through an engaging, 
vibrant, educated and research 
driven specialized community.

Mission Statement
We engage and inform Canadian 
critical care nurses through educa-
tion 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 pres-

ent 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!
April 2016
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Continuous renewal FAQs
What is Continuous renewal?
Th e CACCN “Continuous renewal” feature allows for continu-
ous renewal of your membership on its expiry date if you pay 
via credit card. You will no longer have to worry about remem-
bering to renew! Following the completion of your membership 
application, CACCN will charge membership dues to your credit 
card. Following this, CACCN will automatically charge your 
credit card at the selected membership interval (i.e. every one or 
two years). Aft er each renewal CACCN will send your member-
ship card and receipt via mail. With this worry-free feature, your 
membership benefi ts will continue without interruption! 

How am I included? Signing up for continuous renewal is 
very easy! 
Members who complete their membership online are automat-
ically included in the Continuous renewal Program. 

If sending your membership using the printed membership / 
renewal form and a CREDIT CARD, the membership will be 
processed via the online system and “continuous renewal” 
will be implemented. 

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

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

How does it all work?
Provided you continue to meet membership criteria (active or 
associate), your continuous renewal participation will continue 
until you choose to opt out of the program or you cancel your 
membership. If there is a change in CACCN membership dues 
prior to continuous renewal, the newly determined fees will be 
applied. Any change in membership dues will be communi-
cated well in advance of implementation.

Does CACCN store my credit card information?
CACCN does not store your credit card information in our data-
base nor in any record held at National Office. All credit card 
information is explicitly stored with the credit card processing com-
pany Eigen Developments. Eigen Developments meets and exceeds 
all industry standards in ensuring the fi nancial safety of our mem-
bers. CACCN will maintain a record of those participating in the 
program via membership number and contact information. 

Can continuous renewal be cancelled?
CACCN provides notifi cation to members of the impending 
auto renewal of membership approximately forty-fi ve (45) days 
prior to the renewal date via Canada Post and also provides 
notifi cation via email when possible. 

Cancellation of continuous renewal may be completed by 
submitting a written request to CACCN National Offi  ce a min-
imum of fi ft een (15) days prior to your membership expiry 
date: CACCN, P. O. Box # 25322, London, ON, N6C 6B1; via 
email to caccn@caccn.ca; or via fax to 519-649-1458.

Refund of payment cannot be issued for continuous renewal of membership fees if the member has not contacted CACCN National 
in writing a minimum of 15 days prior to the membership expiry date to cancel continuous renewal. 

CACCN calendar of events

DATES TO REMEMBER!
Jan. 3–March 1: CNA Certifi cation Applications open
January 31: CACCN Educational Award deadline
February 15: CACCN Research Grant application deadline
February 22: Dynamics 2017 Call for Abstracts deadline
February 22: Sage Poster Bursary Application deadline
March 10–12: BOD F2F Meeting
May 1–15: CNA Certifi cation Examination Dates
May 31: Chapter of the Year Award Application deadline
June 1: Dynamics 2017 Conference Brochure/Online Registration available
June 1: Brenda Morgan Leadership Excellence Award deadline
June 1: Spacelabs Healthcare Innovative Project Award deadline
June 1: CACCN “Chasing Excellence” Award deadline
June 1: BBraun “Sharing Expertise” Award deadline
June 1 – Sept 1: CNA Certifi cation Applications open
Nov. 1–15: CNA Certifi cation Examination Dates
July 5: Board of Directors Nominations deadline

Awards available to CACCN members
Criteria for awards are published on pages 38–47 of this issue of Canadian 
Journal of Critical Care Nursing.

ADVERTISING OPPORTUNITIES
Dynamic Career Connections
CACCN is off ering 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 simplifi ed web link page on the CACCN web-
site designed to provide immediate links to critical care nursing 
career opportunities in Canada and around the world. If your 
facility is interested in taking advantage of this service, please 
visit www.caccn.ca. 

Reach your audience directly on our website
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.  






