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

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

Values and beliefs statement
Our core values and beliefs are:
• Excellence and Leadership

■■ Collaboration and partnership
■■ Pursuing excellence in education, research, and practice

• Dignity and Humanity
■■ Respectful, healing and humane critical care environments
■■ Combining compassion and technology to advocate and 

promote excellence
• Integrity and Honesty

■■ Accountability and the courage to speak for our beliefs 
■■ Promoting open and honest relationships

Philosophy statement
Critical care nursing is a specialty that exists to care for patients 
who are experiencing life-threatening health crises within a 
patient/family-centred model of care. Nursing the critically 
ill patient is continuous and intensive, aided by technology. 
Critical care nurses require advanced problem solving abilities 
using specialized knowledge regarding the human response to 
critical illness.

The critical care nurse works collaboratively within the inter-
professional team, and is responsible for coordinating patient 
care using each member’s unique talents and scope of prac-
tice to meet patient and family needs. Each patient has the 
right to receive care based on his/her personal preferences. 
The critically ill patient must be cared for with an apprecia-
tion of his or her wholeness, integrity, and relation to family 
and environment. Critical care nurses plan, coordinate and 
implement care with the health care team to meet the physi-
cal, psychosocial, cultural and spiritual needs of the patient and 
family. The critical care nurse must balance the need for the 
highly technological environment with the need for safety, pri-
vacy, dignity and comfort.

Critical care nurses are at the forefront of critical care science 
and technology. Lifelong learning and the spirit of enquiry are 
essential for the critical care nurse to enhance professional 
competencies and to advance nursing practice. The critical 
care nurse’s ability to make sound clinical nursing judgments is 
based on a solid foundation of knowledge and experience.

Pathways to success
1. Leadership:

• Lead collaborative teams in critical care interprofessional 
initiatives

• Develop, revise and evaluate CACCN Standards of Care 
and Position Statements

• Develop a political advocacy plan

2. Education: 
• Provision of excellence in education
• Advocate for critical care certification

3. Communication & Partnership:
• Networking with our critical care colleagues
• Enhancement and expansion of communication with our 

members 

4. Research:
• Encouraging, supporting, facilitating to advance the field 

of critical care

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

membership 

Canadian Association 
of Critical Care Nurses
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Critical Reflections

In 2000, I experienced a transition in my critical care nurs-
ing career to become a Nursing Professional Development 
Educator at a university-affiliated tertiary centre. I can 

remember sharing this exciting news with my dear 91-year-
old uncle, a former high school teacher and respected member 
of the community, who encouraged me to get my leather strap 
handy. I chuckled at his dated instructional advice and mem-
ory challenges and felt fortunate that wrapping the knuckles 
with a ruler or leather strap was never a learning environment 
I experienced. 

Whether you experience leadership or are in a leadership 
role, times are changing, critical care is changing and nurses 
are changing. We have moved from an era of an authorita-
tive, “because I said so” disciplinary style of leadership to new 
insights into emotional leadership intelligence involving criti-
cal and connecting conversations. 

Discipline and teach are defined by the Oxford Dictionary as:   
Discipline: The practice of training people to obey rules or a 
code of behaviour, using punishment to correct disobedience.

Origin: Latin disciplina ‘instruction, knowledge’, from discipu-
lus (see disciple).

Teach: Impart knowledge to or instruct (someone) as to how 
to do something.

Origin: Old English, ‘show, present, point out.’

I know many of you like to run, which is a great way to keep 
your stress level down, stay fit and have some personal time. 
Running takes great discipline. The origin of the word discipline 
means to instruct. So, to learn a new skill requires discipline. 
Somewhere in the past, negative reinforcement was the method 
used to correct. I remember my first week after orientation, 
a patient went into cardiac arrest. The cardiologist asked for 
someone to set up an arterial line monitoring set. Well, “Renée 
to the rescue”, I thought, “how hard could this be?”. Well the 
cardiologist was new and young, and I did not have enough 
experience to see through the bloody mess to swiftly set-up and 
connect the line. As I fumbled with the pressing urgency, the 
cardiologist stepped out of the room and yelled, “Can some-
one get me a nurse who knows what they are doing!” Ouch! I 
thought, this is the career I have chosen for myself? So, suffice 

it to say, my respect for this individual was low over the 10 
years we worked together because her leadership style spoke 
to the team and me, as a lack of respect, always looking good, 
being right, and putting her reputation before the patient and 
the team. I am sure we have all worked with a few egocentric 
people like this. I personally prefer the Old English definition 
of teaching, which is to show someone how to do something. 
There is no punishment or negative consequences.

Are you a mentor to nurses in your unit? Are you in an educa-
tor or management position? Do you want to be a great teacher 
and role model? How do we achieve this? By being humble, 
being fair, and being respectful. Often the thought is that time 
in the unit, or a specific position earns us a right to speak in a 
derogatory, unkind and intimidating manner. Nurses are leav-
ing critical care because the shift work is hard, the weekends 
keep them away from family and friends, or the work is just 
too darn stressful, as well as other reasons that cannot be pub-
lished. The purpose of this reflection is not to point out all that 
is flawed with healthcare, management systems, government, 
and so on. The intent is to share that, as individual critical care 
nurses, we can be different!

David Maxfield, Vice President of Research and Corporate 
Training at Vital Smarts, wrote the “7 bad habits that can ruin 
your career—and how to address them,” in his April 17, 2017, 
blog. The seven bad habits in the workplace are:
1. Being unreliable
2. Being negative
3. Cutting corners
4. Procrastinating
5. Deflecting blame
6. Refusing to change
7. Not staying organized.

While we are often frustrated with organizational decisions 
that leave us puzzled, exhausted and unsupported, owning our 
words, our attitudes, our behaviours, and adapting to the con-
stant change (our new reality) is within our critical care hands. 
Our patients know that healthcare is in a crisis. Thank you to 
the registered nurses who continue to work in a professional 
manner to promote and rebuild a healthy work environment 
and a healing milieu. Thank you for your commitment to 
critical care nursing and representing what is fair, kind and 
respectful. 

Renée Chauvin 
President of CACCN

ReFeReNCe
Discipline. (n.d.). Retrieved from https://www.oxforddictionaries.

com/
Maxfield, D. (2017, April 3). 7 bad habits that can ruin your career—

and how to address them.  Retrieved from https://www.advisory.
com/daily-briefing/2017/04/03/7-bad-habits

Teach. (n.d.). Retrieved from https://www.oxforddictionaries.com/
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Dynamics of Critical Care™ 2017
Diversity in the City: Integrating Diversity in Critical Care

Dynamics of Critical Care™ 2017
September 25–27, 2017

enercare Centre, toronto, Ontario
The Dynamics of Critical Care™ 2017 Conference Brochure: The full colour 
electronic brochure and online registration will be available on the CACCN website 
at www.caccn.ca in June 2017.

Call for Board Members
Nomination Deadline: 
July 5, 2017 @ 2359 eSt
Are you interested in actively shaping the future of your 
nursing Association while acquiring new skills?! 

If so... we want YOU!

The Board of Directors of the Canadian Association of 
Critical Care Nurses is accepting nominations for Board 
positions for a two-year term from April 1, 2018 to March 
31, 2020:  
• Two (2) Directors, Central Region (candidates from 

Manitoba/Ontario)
• One (1) Director @ Large (candidates from any region)

Qualifications
• Active / current member of CACCN, possessing a valid 

registered nursing licence who is no less than 18 years of 
age, is currently working in critical care with a willingness 
to serve on the board of directors.

View the nomination package at www.caccn.ca and 
submit your nomination online! 
Package includes: The General Operating Bylaw #1, 
which governs the operations—candidates should famil-
iarize themselves with Section V (p. 9), VI (p. 12) and 
VII (p. 14). Candidates should also be familiar with the 
CACCN Mission, Vision, Values and should review the 
BOD Nomination PowerPoint regarding the duty to care, 
fiduciary duties and Board structure prior to nomination 
submission.

We are looking to receive nominations for each position 
with a view to having a diverse, talented and dedicated 
pool of candidates!

**CACCN will be using electronic / online voting through 
Simply Voting for the election
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Annual General Meeting  
Proxy Vote Form 2017

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

her, to 
2. Kathy Bouwmeester, Vice-President, Board of Directors.
OR (complete only if you wish to name someone other 
than the above, who will be in attendance at the AGM)

_______________________________________

as my proxy to attend, act, and vote on my behalf at the 
Annual General Meeting of members to be held Sunday, 
September 25, 2017, at the Dynamics of Critical Care™ 
Conference 2017, in Toronto, ON (including adjournments 
thereof).

(please print)

Name: _________________________  Date:_________ 

Signature:_____________________________________

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

Please ensure delivery of the completed proxy to CACCN 
by no later than 2359 ET on Monday, September 4, 2017:
by e-mail: caccn@caccn.ca
by fax: (519) 649-1458
by mail: Canadian Association of Critical Care Nurses 
P. O. Box #25322 
London, ON  N6C 6B1

International Nurses Day
Florence Nightingale’s birthday, May 12
The theme for National Nursing Week 2017 is #YES 
ThisisNursing!  National Nursing Week celebrates how import-
ant nurses are in our lives—at every age, in all health situations, 
for all Canadians. With more than 408,000 regulated nurses in 
Canada, the largest of any health provider group, nurses are the 
backbone of our health system.

The current theme identifies “how nursing roles are evolving at 
an exponential rate, particularly with the influence of technology 
and the expansion of digital technologies. We can leverage social 
media to raise awareness, promote advocacy and connect peo-
ple across the globe on important issues”. This theme speaks to 
the “expanding traditional and non-traditional roles, settings and 
sectors nurses work in, as well as the unique opportunities for our 
profession presented by social media and emerging tech trends.”

National Nursing Week recognizes the nursing profession for 
their dedication and commitment to making Canada a health-
ier nation.

ReFeReNCe
Over, A. (2017, April 10). National Nursing Week. Retrieved April 

10, 2017, from https://cna-aiic.ca/events/national-nurs-
ing-week#theme
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CACCN National Committees

Thank you to our partners for the opportunity to be 
involved and our committee members for your enthu-
siasm and participation! If you are interested in 

participating on a committee, please contact CACCN National 
Office at caccn@caccn.ca

The following are brief updates of the committee work to date:

Conference Committee
The conference committee has finalized the review and selec-
tion of 105 abstract submissions for the Dynamics of Critical 
Care™ Conference 2017 in Toronto, ON. Notification was 
emailed to all abstract presenters on March 21. The committee 
has also completed the preparation for the conference flyer and 
is currently working on the conference brochure. The brochure 
will be released early in June 2017 along with the online reg-
istration. National office is assisting the conference committee 
with exhibit reservations and social events for the conference.

Member Relations
The member relations committee continues to work on recruit-
ment and retention for the association. As part of our attraction 
plan, the committee has continued to contact critical care nurs-
ing programs around the country to introduce CACCN and to 
make arrangements for our chapter leadership to visit the grad-
uating classes. Chapter leadership will share information about 
CACCN and how the association could be beneficial to their 
nursing careers. 

At the recommendation of the Member Relations Committee, 
CACCN has once again advertised a new member promotion 
in the Canadian Nurse magazine in March/April 2017 (page 
#31). The new member promotion runs until June 30, 2017.

Professional Development Committee
The professional development committee has completed the 
review and revision of the CACCN Standards for Critical Care 
Nursing Practice (4th ed.) and the CACCN Certification—
CNCC(C)—Study Tool. The standards are undergoing expert 
review and should be released in the coming months. The certi-
fication study guide has been completed and is available in the 
Members Only area of the CACCN website (www.caccn.ca).

The professional development committee webinar sub-com-
mittee has also completed a webinar on Certification: Study 
Tips for Writing Success. This webinar is available in the 
Members Only area of the CACCN website (www.caccn.ca).

Partner Relations
The partner relations committee has been busy with invita-
tions from our critical care colleagues to participate on national 
committees.  CACCN continues to participate on the following 
committees:
1. Canadian Nurses Association, Certification Program 

Advisory Committee
This committee continues to review the Certification pro-
cess under the direction and guidance of the Canadian 
Nurses Association.
CACCN Committee Representative: Kimberly Pennell (AB).

2. Canadian Nurses Association, Certification Review 
Committee
CACCN continues to have representation on certification 
matters through the Canadian Nurses Association.
CACCN Committee Representatives: Tricia Bray (AB), 
Christine Filipek (AB); Barbara Fagan (NS), Mary Mustard 
(ON), Glenda Pack (NF), Lyne St-Louis (QC), and Suzanne 
Vanderlip (ON).

3. Choosing Wisely Critical Care Working Group
CACCN, along with our physician and respiratory part-
ners, has released “Five Things Clinicians and Patients 
Should Question” (page 17). 
CACCN Committee Representative: Brenda L Morgan 
(ON).

4. Ontario Ministry of Advanced Education and Skills 
Development (MAESD), Registered Nurse – Critical 
Care Nursing Program Standard Consultation, Review 
and Development.
CACCN was invited to participate in a series of e-consul-
tations for the Registered Nurse Critical Care program 
standards in Ontario. The goal of these e-consultations 
was to solicit stakeholder input and feedback on the review 
and development of program standards in the Registered 
Nurse Critical Care cluster of programs. The sessions 
focussed on the trends and issues impacting the industry, 
current and future employment opportunities for program 
graduates, and the fundamental dimensions or common 
core of job functions that all program graduates must be 
able to demonstrate. 
CACCN Committee Representatives:  Patricia Connick, 
Craig Dale and Sonia Hill (ON). 

5. Canadian Blood Services: CACCN continues to be 
actively involved with the Canadian Blood Services on a 
number of committees and working groups.
• D onor  Management  Guide l ine  D e ve lopment 

Committee
CACCN Committee Representative: Pamela Hruska (AB).

• Organ Donation in the Conscious Competent Patient 
Working Group

CACCN Committee Representative: Kathy Bouwmeester, 
CACCN Vice-President (AB).

• Paediatric Deceased Donation Guideline Development 
Working Group, Deceased Donation Advisor y 
Committee and the Deceased Donation Professional 
Education Working Group

CACCN Committee Representative: Karen Dryden-Palmer 
(ON).

• Withdrawal of Life Sustaining Measures Guideline 
Implementation and Quality Assurance Working Group

CACCN Committee Representative: Torie Gusa (AB).
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6. World Federation of Critical Care Nurses (WFCCN)
CACCN continues to promote information and participa-
tion to our membership:
• Brisbane Declaration: Culturally Sensitive Critical Care 

Nursing: http://wfccn.org/wp-content/uploads/WFCCN-
Brisbane-Declaration.pdf

CACCN Information Liaison: Kathy Bouwmeester, Chair, 
Partners.

7. World Federation of Intensive and Critical Care Societies 
(wfpiccs)
CACCN continues to promote information and participa-
tion to our membership:
• Global Health Survey: Members were invited to par-

ticipate in the Global Health Survey for colleagues in 
High Resource Countries (HRC). Purpose of the sur-
vey: Increasing GDP has opened up opportunities for 
low and middle-resource countries to build capacity 
in critical care for children. However, there is a need for 

expertise to enable rational use of resources and to enable 
best outcomes. The WFPICCS Global Health Initiative 
(GHI) intends to mobilize its membership to assist col-
leagues in low- and middle-resource countries in these 
endeavours. (results: http://www.wfpiccs.org/projects/
picu-surveys-studies/picu-survey-study-results/)

• The “Surviving Sepsis Campaign: International Guidelines 
for Management of Sepsis and Septic Shock: 2016” are 
now available in Critical Care Medicine and Intensive Care 
Medicine. (https://link.springer.com/article/10.1007/
s00134-017-4683-6/fulltext.html)

• OPENPediatrics™  – WFPICCS has been collaborating 
with OPENPediatrics™, an innovative education program 
in the pediatric field that shares our vision, to help connect 
clinicians around the world that care for critically ill chil-
dren in order to advance knowledge and improve the care 
of children worldwide. https://www.openpediatrics.org/

CACCN Information Liaison: Christine Halfkenny-Zellas, 
COO. 

Certification update
Are you writing the examination? Looking for study 
resources? CACCN offers the following resources:
1. Certification Study Guide to CACCN Members in the 

Members Only area
2. Webinar: Tips for Writing Success 
3. Webinar: Four-part series for pediatric certification

Check with your local chapter for information on possible 
study groups. Offering a study group? Let CACCN National 
Office know at caccn@caccn.ca

CACCN  
Certification Draw
Congratulations to the following CACCN Members—recipi-
ents of the CACCN Certification Draw*, Fall 2016:
•	 Initial Certification – $ 500.00: Fazilla Habib, Scarborough, 

ON
•	 Renewal Certification – $ 250.00… Christina LeLievre, 

Yarmouth, NS, and Charlotte Ryan, St. John’s, NL

*The Certification draw was completed as a blind/random draw 
following receipt of the certification listing from the Canadian 
Nurses Association. Members must be on the listing to qualify 
for the draw and must be a member at the time the listing is 
produced by CNA.

Dynamics 2018 Conference Planning 
Committee—Call for Participation

Dynamics 2018  will be held in Calgary, Alberta, in 
September 2018. CACCN members interested in working 
on the local conference planning committee should sub-
mit a completed application form, together with a resume/
CV to the CACCN National Office by July 1, 2017. The 
local planning committee will work with the National 
Conference Planning Committee to provide educational 
and social programming for the 2018 conference.

Please note, while any member may apply for the com-
mittee, consideration will be given to those who are from 
the Western Region (Alberta, British Columbia, and 
Saskatchewan Chapter Members). For further information 
on this exciting opportunity please visit: www.caccn.ca/
Dynamics 2018 for the Planning Committee Application 
submission and FAQs information.
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Critical Care Certification 2016
CACCN would like to congratulate the following members* 
on successfully attaining or renewing their Certified Nurse 
in Critical Care—Canada (CNCC(C)) and Certified Nurse in 
Critical Care—Pediatrics Canada (CNCCP(C)) Designation in 
November 2016.

CNCC(C) Initial Certification
Ashley Atkins, Edmonton, AB
Patrick Breckenridge, Colinton, AB
Maureen Carpenter, Edmonton, AB
Torie Gusa, Calgary, AB
Gary Lundman, Spruce Grove, AB
Nga Sze (Iris) Wong, Edmonton, AB
Kevin Eckert, Winnipeg, MB
Jennifer Fosty, Winnipeg, MB
Stacey Kubas, Grande Pointe, MB
Frances M Magnaye, Winnipeg, MB
Andrea Nordstrom, Winnipeg, MB
Sara Unrau, East St Paul, MB
Dee Rogers, St. John’s, NL
Blaire D Macdougall, Florence, NS
Maria B Adecer, Toronto, ON
Renee Anderson, Sudbury, ON
Fazilla Habib, Toronto, ON
Diana Heng, Toronto, ON
Hailey Holder, Sudbury, ON
Alison MacIvor, Carleton Place, ON
Brendan McGillivray, Ottawa, ON
Tenzin Namgyal, Toronto, ON
Erin Penstone, London, ON
Julie Snell, Hanmer, ON
Cathy Suppa, Hillsdale, ON
Thien Tran, Hamilton, ON
Nikko Umali, Hamilton, ON
Michelle Williams, Ajax, ON
Kara Callaghan, Charlottetown, PE
Jill L Mackinnon, Cornwall, PE
Nayda Blanchard Zwierzynski, Saint-Hubert, QC
Carla J Cameron, Montreal, QC
Evelyne Dufresne, Pointe-Claire, QC
Catherine Newberry, Notre-Dame-Ile-Perrot, QC
Josiane Proulx, Montreal, QC
Jim York, Westmount, QC
Cheryl Brecht, Saskatoon, SK
Lindsay Dusselier, Regina, SK
Carla Hartman, Regina, SK
Cory Lynn Henley, Saskatoon, SK
Shenglan Zhang, Saskatoon, SK

CNCC(C) Renewal Certification
Johanne Bernier, Edmonton, AB
Daniel Cashen, Calgary, AB
Glenda Corrigal, Sturgeon County, AB
Marion Edwards, Burnaby, BC

Sharon Hickin, New Westminster, BC
Allana Leblanc, Vancouver, BC
Precious Dangwa, Winnipeg, MB
Trudy Nernberg, West St. Paul, MB
Asha Pereira, Winnipeg, MB
Suzanne Constantineau, Conception Bay South, NL
Glenda Pack, St. John’s, NL
Patricia Rodgers, Portugal Cove-St Philips, NL
Laura N Berkvens, Truro, NS
Christina M Lelievre, Yarmouth, NS
Carla L Macdonald, New Glasgow, NS
Patrick Blute, Toronto, ON
Patricia Connick, Bracebridge, ON
Craig Dale, Toronto, ON
Sarah Grin, Kitchener, ON
Janis Herzog, North Bay, ON
Mary Kobylecky, Mississauga, ON
Winnie Kwok, Markham, ON
Jaymie Lam, Markham, ON
Way Lem, Bracebridge, ON
Cassie Matthews, Ottawa, ON
Jennifer Menezes, Toronto, ON
Krista Shea, Denfield, ON
Constance Taylor, Fergus, ON
Josefa Del Campo, La Prairie, QC
Valerie Laforest, St-Constant, QC
Jacqueline Raboy Thaw, Dollard des Ormeaux, QC
Lyne St-Louis, Montreal, QC
Kathleen Yeomans, Montreal, QC

CNCCP(C) Initial Certification
Joy Handley, Calgary, AB
Carolynn Sander, Calgary, AB
Amber Cook, Headingley, MB
Cindi Lecuyer, Winnipeg, MB
Carly Penner, Winnipeg, MB
Carla Unrau, St. Andrews, MB
Ashley Hunt, Paradise, NL
Kimberly Parsons, Conception Bay South, NL
Hailey K Fudge, Lower Sackville, NS
Sarah Hamilton, Toronto, ON
Andrea McCormick, Toronto, ON
Bridget M Spurrell, Ajax, ON

CNCCP(C) Renewal Certification
Lisa Yarske, Surrey, BC
Charlotte Ryan, St. John’s, NL
Ashley Mowatt, Halifax, NS
Kimberley Pellerine, Hammonds Plains, NS

*Active members of CACCN who provided permission to CNA 
to release their contact information to CACCN are included on 
this listing.  If you have certified and you are not noted on the 
list, contact CACCN National Office at caccn@caccn.ca so we 
may update our records.
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Integrating Diversity in Critical Care
DIVeRSItY IN the CItY 

Dynamics of Critical Care Conference™ 2017 
September 25–27, 2017

Grab your cameras!
In celebration of Canada’s 150th Anniversary and our conference theme showcasing diversity, we are calling all members across 
the country and abroad to submit photos from their units* for inclusion in the opening montage at the Dynamics of Critical Care™ 
Conference 2017!

Show us your spirit and diversity!!

Deadline for submission is August 31, 2017!

* Photographs
•	 should be submitted in high resolution .jpg format
•	 of nurses must be accompanied by a CACCN photo consent form
•	 become the property of CACCN upon submission and may be used for other promotional materials in addition to the conference 

montage.

Consent for Photography & Audio Visual Recording
Please read before signing

I consent to having my photograph (digitally or on film) and I agree that the Canadian Association of Critical Care Nurses (CACCN) 
members may collect, take, produce, transmit, broadcast and/or disclose photographs, films, sound recordings and any other audio 
and/or visual reproductions of the above-named person for the purposes of using their photograph, video image and voice record-
ing for (please check all that apply):

o Education

o Publication in print or on the internet (Images will be available through the public domain).

o Other (please specify):_______________________________________

I understand, acknowledge, and hereby waive any claim for payment arising from or any use made of the image, recording or infor-
mation in relation to the above noted purposes. The CACCN does not by publication of material ensure to anyone the use of such 
data against liability of any kind.

Name of Person to be photographed 

Please print name: _____________________________ Signature: ____________________________  Date: ______________

*Credit to The Hospital for Sick Children, Toronto, Ontario who generously shared their consent form, upon which this was modeled.

P.O. Box 25322, London, Ontario, Canada N6C 6B1 Phone: (519) 649-5384 Fax: (519)649-1458 Email: caccn@caccn.ca
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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!

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

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

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

processed.

5. Members may be entered to win a complimentary membership for each referral received per quarter.   
www.caccn.ca
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Profiling…

CACCN Board of Directors
Angela Foote, BSc, RN, 
CCNP(C), New Glasgow, 
NS 
Director (eastern Region)
Co-Chair, National 
Conference Advisory 
Committee

I am both excited and 
honoured to begin my 
first year on the National 
Board of Directors.

My journey in critical care 
began 11 years ago. After 

working for four years in the intensive 
care unit (ICU), I was approached with 
an opportunity to advance in a clinical 
leadership education role, as the cardiac 
rehabilitation program coordinator. As 
an ICU nurse, this position provided 
additional insight into the importance 
of primary prevention and facilitation 
of safe physical exercise programs for 
persons with cardiac risk factors, myo-
cardial infraction (MI), coronary artery 
bypass grafting (CABG), stroke and 
chronic obstructive pulmonary disor-
der (COPD). My experiences with this 
program have been invaluable. I am 
currently working at the bedside, in the 
ICU at the Aberdeen Hospital. I am also 
working towards writing the examina-
tion for certification—Certified Nurse 
in Critical Care Canada (CNCC(C)). 

Prior to joining the Board of Directors, 
I was the Secretary of the CACCN Nova 
Scotia. Our focus at the chapter level was 
finding ways to promote the support 
network CACCN offers to critical care 
nurses in rural areas.

The nursing profession, especially 
critical care, is challenged daily. The 
complexity of patients who are critically 
ill, the advocacy for the patient and fam-
ily, and the critical thinking this entails 
both challenge and make me excel in my 
practice. I am passionate about continu-
ing education and staying current with 
best practices in critical care. My role 
as co-chair of the Conference Advisory 

Committee will allow me to share this 
passion for continuing education and 
best practice with CACCN members 
and my peers.

It is a privilege to join the national board 
of directors working with others who are 
also very passionate and driven in criti-
cal care nursing!

Katherine Bouwmeester, 
RN, ACCN, Calgary, AB
Vice-President
Director (Western Region)
Chair, Partners Committee

I  a m  a  p r o u d  r e g -
i s t e r e d  nu r s e  ( R N ) 
working in the intensive 
care unit (ICU) of the 
Peter Lougheed Centre in 
Calgary, Alberta. I have 
been a registered nurse 

since graduating from the University of 
Alberta Hospitals Nursing Program in 
1980. I have worked in several settings 

including an isolation unit, general 
medicine, orthopedics and intensive 
care. I hold a Certificate in Critical 
Care Nursing and Studies in Aging 
(Gerontology). 

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

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

The profession of nursing and the role of 
the registered nurse is being challenged 
daily. Despite the challenges, the critical 

CACCN Board of Directors 2017–2018. Back row: Katherine Bouwmeester, 
Vice-President, Director (Western Region); Renée Chauvin, President, Director-
at-Large (any region); Christine Halfkenny-Zellas, Chief Operating Officer; and 
Rob Mazur, Director, Central Region. Front row: Sarah Crowe, Director (Western 
Region); Mélanie Gauthier, Director (Eastern Region); Shirley Marr, Director, 
Central Region; and Angela Foote, Director (Eastern Region).
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care registered nurse faces the ongoing 
complexities between patient and family 
advocacy, goals of care and coordinating 
the health team to provide the best out-
comes for our patients.

With the strategic plan and direction at 
the national level, I sit as the vice-pres-
ident of the association, as well as 
the chair of the Partners Committee 
working with CACCN members and 
our association partners, sponsors 
and exhibitors to enhance education, 
awards and other opportunities for our 
members. As a board member of the 
Canadian Association of Critical Care 
Nurses, I have, over the past two years, 
brought my passion of advocacy for the 
patient, the RN, and affiliated critical 
care health care providers to the national 
table. I am very excited to begin my 
third year on the Board of Directors and 
look forward to the challenges/successes 
that lie ahead.

Mélanie Gauthier, M. Int. 
Care N., RN, CNCC(C) 
Montréal, QC
Director (eastern Region)
Co-Chair, Professional 
Development Committee

I am excited to begin my 
second year of my term 
on the National Board of 
Directors. Prior to joining 
the Board of Directors, 
I was actively involved 
in CACCN, as the presi-

dent of the Montreal Chapter. I am the 
current co-chair of the Professional 
Development Committee working with 
a knowledgeable group of CACCN 
members to provide enhanced educa-
tional opportunities for our association 
through a variety of delivery methods. 
These activities are in keeping with the 
National Strategic Plan. The Professional 
Development Committee has been 
active with the review and revision of 
the CACCN Certification Study Guide 
and the CACCN Standards for Critical 
Care Nursing Practice (4th edition), as 
well as providing complimentary webi-
nars for members.

I am currently a Faculty Lecturer in 
the undergraduate and graduate pro-
grams at the Ingram School of Nursing, 
McGill University. I am also a CNCC(C) 
Certified Nurse Clinician practising in 
a Quaternary Care ICU for more than 
seven years. I hold a Bachelor of Science 
in Nursing from McGill University and a 
Master’s in Intensive Care Nursing from 
the University of Sydney, Australia. 

As a younger nurse, I feel I am provid-
ing a voice for the newest generation 
of nurses and helping to bridge the 
gap between care and compassion by 
empowering and inspiring them to take 
an active role in their own development, 
the nursing profession and their profes-
sional nursing association. Sustainability 
and recruitment have been long-stand-
ing challenges of the CACCN and I am 
looking forward to continuing to assist 
in the growth of the association by advo-
cating for the educational needs of our 
members.

Renée Chauvin, Med, BA, 
BScN, RN, CNCC(C)
Kemptville, ON
President 
Director-at-Large (any 
region)

I am very grateful for the 
opportunity to continue 
to serve as your pres-
ident of the Canadian 
Association of Critical 
Care Nurses (CACCN). 

Sadly, this is my fifth and final year on 
the Board of Directors.

My involvement with the CACCN has 
been very rewarding from conference 
presenter (2001, 2014, 2016), Montréal 
Chapter President (2004-2009), plan-
ning committee member for the 25th 
Anniversary Dynamics of Critical Care™ 
Conference 2008, held in Montréal, QC, 
to serving as the chair of the Dynamics 
of Critical Care™ Conference 2014, held 
in Québec City, QC.

My critical care career began in 1987 
at the McGill University Health Centre 
as a clinical nurse, mentor, Assistant 
Head Nurse, Professional Development 

Educator and Practice Consultant. I left 
Montréal in 2009 to accept the posi-
tion of Nurse Manager for a level three 
Intensive Care Unit in Ottawa for five 
years. I worked as an Improvement 
Faci l i tator  with  the  C entre  for 
Continuous Performance Improvement 
from 2014 until taking on the role of 
Organizational Development Specialist 
in January 2017.

Critical care nursing and the CACCN 
are very dear to my heart. By being 
involved with the CACCN I have learned 
to grow as a teacher, mentor and leader. 
I have developed skills in team building, 
problem solving, strategic planning, and 
conflict resolution. There has been a lot 
of change in critical care nursing since 
I began in 1987, and there will continue 
to be changes and challenges for those 
who call critical care nursing their spe-
cialty. These changes and challenges 
have taught me resilience and that I am 
strong when I trust in the strengths of 
my team.

I look forward to the great things ahead 
in 2017–2018 in critical care. 

Be kind to one another. As Lao Tzu 
once said, “kindness in words creates 
confidence...” 

Rob Mazur, BScN, RN
Winnipeg, MB
Director (Central Region)
National treasurer
Chair, Member Relations 
Committee

I am a registered nurse 
residing in Winnipeg, 
Manitoba. I graduated in 
1999 with a BN from the 
University of Manitoba. 
Since 1999, I have worked 
as a nurse in psychiatry, 

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

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

I am currently the Patient Care Manager 
of 2 West at Riverview Health Centre. 
My current and previous positions have 
allowed me to expand my leadership 
skills through management, logistical/
medical on-call, and the education and 
training of registered nurses.

I feel my experience in caring for criti-
cal care patients in intensive care units, 
nursing stations, and in aero-medical 
transport is of benefit to the associ-
ation. These environments require 
critical thinking, and an ability to think 
“outside the box”. I believe these qual-
ities benefit in helping shape unique 
approaches to the management of crit-
ically ill patients.

I am entering my last year as treasurer 
on the national Board of Directors. 
I have been working with an exter-
nal bookkeeper and auditor, as well 
as the board to ensure the association 
remains financially healthy and viable. 
I am also commencing a term as chair 
of the Member Relations Committee. 
I will be working with CACCN mem-
bers on membership recruitment and 
retention.

Sarah Crowe, MN, RN, 
CCCN(C), Langley, BC 
Director (Western Region)
Co-chair, Professional 
Development Committee

I am thrilled and hon-
oured to begin my term 
on the National Board 
of Directors. I have been 
passionate about criti-
cal care for several years 
and am excited to be able 

to bring this excitement to the national 
level. I have been involved with CACCN 
through the BC Chapter for several years 
and am an active member of the national 
Professional Development Committee. 

I have been a registered nurse since 2001 
when I graduated with my Bachelor of 
Science in Nursing from the University 
of Victoria. I began my career in the 
emergency department, before realiz-
ing my love for critical care. I have been 
a critical care nurse since 2004, and 
during my time in critical care, I have 
held a variety of different roles. I have 
worked as a direct care nurse, a patient 
care coordinator, a clinical nurse educa-
tor, and am currently the Clinical Nurse 
Specialist for Fraser Health in B.C. 

I completed my Master of Nursing from 
Athabasca University in 2010, and also 
hold CNA certification in Critical Care 
(Adults) since 2013. I enjoy being able 
to mentor staff and share my excitement 
for creating and enhancing nursing 
knowledge, and am looking forward to 
serving critical care nurses across the 
country in this new opportunity, as a 
member of the board. 

Shirley Marr, Mhed, 
MhScM, BScN, RN
Mississauga, ON
Director (Central Region)
Co-Chair, National 
Conference Advisory 
Committee

I am excited to begin my 
second year as a member 
of the Board of Directors. 
I started working in the 
intensive care/critical care 
unit in 1991 at Wellesley 
Hospital in Toronto and, 

in 2003, moved into the role of educator. 
I have worked at William Osler Health 
Systems since 2011. 

In 1989, I immigrated to Canada with 
a diploma in nursing and have since 
gained a nursing degree and two masters 
degrees—one in health education and 
one in health science in nursing. I have 
held my Certified Nurse in Critical Care 
(CNCC(C)) for 16 years and also hold 
certificates in gerontology and critical 
care from Ryerson University. I attended 
my first Dynamics of Critical Care™ con-
ference in 1992. This conference was an 
important milestone in my journey in 
critical care.

I joined the CACCN Board of Directors 
as I am passionate about excellence in 
critical care nursing and the CACCN is 
an important vehicle to achieving this 
goal. With the Strategic Plan and direc-
tion of the association, I am co-chairing 
the National Conference Advisory 
Committee working with many of our 
critical care members to rejuvenate 
our annual conference, Dynamics of 
Critical Care™. I am also the chair of the 
Dynamics of Critical Care Conference™ 
2017, being held in September 2017 in 
Toronto, Ontario. 

Membership Recruitment Referral Draw Recipients
Congratulations to the following CACCN members who received a compli-
mentary one-year membership ($75 value) for their member referral* in Q4: 
January 1–March 31, 2017

• Elizabeth Hickey, Barrie, ON
• Mai Nguyen, Montreal, QC

* The recruitment referral draw is a blind draw once per quarter.  Members 
who are indicated as referring a new member are entered into the draw. 
Members receive one ballot for each new member referral. Review Membership 
Recruitment for more information.



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

CACCN online

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

Dynamics 2018: September 2018, 
Calgary, AB

Specialty Nursing examination—Critical Care 
Nursing, Canadian Nurses Association (CNA)

Join the growing network of more than 18,000 CNA-
certified RNs at the leading edge of health care. Being 
CNA certified shows that you’re committed to an 
advanced standard of professional competence and 
have a comprehensive understanding of your nursing 
specialty. Become CNA certified! Show that you Care 
to Be the Best.

Registration and exam information
•	 January 3–March 1: CNA Certification Applications 

open
•	 May 1–15:  CNA Certification Examination Dates
•	 June 1–S eptemb er 1:  CNA C er t i f icat ion 

Applications open
•	 November 1–15: CNA Certification Examination 

Dates 
•	 Register Online ~ visit Get Certified at: www.nurse-

one.ca/en/certification

Looking for study resources? CACCN offers a 
Certification Study Guide to CACCN Members in the 
Members Only area! 

Visit us on Facebook for 
updated information!

Follow us on 
twitter: @CACCN1

CACCN calendar of events

DAteS tO ReMeMBeR!
May 31: Chapter of the Year Award Application deadline
June: 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 Certification Applications open
July 1: Dynamics 2018 Planning Committee Application deadline 
July 5: Board of Directors Nominations deadline
August 15: CACCN Canadian ICU Week Spotlight Challenge Award
August (tbd): Dynamics 2017 Early Bird Registration deadline
September (tbd): Dynamics 2017 Final Registration deadline
September 4: Proxy vote forms for AGM deadline
Sept. 22–23: BOD F2F Meeting
September 24: Chapter Connections Day
September 25: CACCN Annual General Meeting
Sept. 25–27: Dynamics of Critical Care™ Conference
November 1–15: CNA Certification Examination Dates
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Delirium in the Intensive Care unit—A Nursing 
Refresher
By Sharon L. Hickin, BSc, RN, CNCC(C), Sandra White, BSN, RN, Jennifer Knopp-Sihota, PhD, NP

Abstract

Delirium

Delirium, is characterized by an acute onset of cerebral 
dysfunction associated with fluctuating mental status, 
inattention, and either disorganized thinking or an 

altered level of consciousness (Barr et al., 2013). The American 
Psychiatric Association updated its delirium diagnosis criteria 

to include the requirement that these symptoms be a deviation 
from baseline and not associated with another neurocogni-
tive disorder, and are the result of a somatic factor, medication 
intoxication, or withdrawal (Brummel et al., 2013). Delirium 
traditionally presents as one of three subtypes: hyperactive, 
hypoactive, and mixed (Table 1). 

Delirium is a frequent, yet poorly assessed and managed compli-
cation in the intensive care unit (ICU). Morbidity and mortality 
increase with delirium; and the cognitive impairment often per-
sists after hospital discharge affecting quality of life and ability 
to function independently. Interdisciplinary delirium prevention 
and mitigation strategies are necessary to effectively assess and 
manage this syndrome with critical care nurses playing a key 
role in the process. Lack of nursing knowledge has been identi-
fied as a key barrier to comprehensive delirium assessments. 
Understanding delirium, including the identification of key pre-
senting symptoms, and associated risk factors, is essential for 
bedside nurses to employ effective assessment and management 
strategies. This article provides nurses with a concise review of 
delirium from assessment to management for critically ill patients 
in the adult ICU environment.

Delirium is a frequent complication in the intensive care unit 
(ICU). Previously considered an inevitable and unimportant 
side effect of critical illness, its incidence is higher than ini-
tially realized; it significantly impacts morbidity and mortality, 
healthcare costs, and other long-term effects on the patient and 
society (Devlin, Brummel, & Al-Qadheeb, 2012). As a result, 
the Society of Critical Care Medicine (SCCM) released clinical 
practice guidelines for the management of pain, agitation, and 
delirium (PAD) recommending an interdisciplinary manage-
ment approach and the use of validated screening tools (Barr et 
al., 2013). Despite the explosion of research on the pathophysiol-
ogy of delirium, its prevention, management, and mitigating long 
term sequelae, delirium in the ICU remains poorly understood 
and assessed by many nurses. 

Key words: delirium, intensive care, nursing knowledge

Hickin, S.L., White, S., & Knopp-Sihota, J. (2017). Delirium in the Intensive Care Unit—A Nursing Refresher. Canadian Journal of Critical Care Nursing, 
28(2), 19–23.

Table 1: Characteristics of delirium subtypes

Hyperactive Hypoactive Mixed

Inattentive, distractible Inattentive Inattentive, distractible

Confused to date, time, and/or place Confused to date, time, and/or place Confused to date, time, and/or place

Restless, agitated, emotional instability Withdrawn, flat affect, does not interact Fluctuating pattern

Pulling at tubes and lines/increased risk 
for own and caregiver safety

Motor retardation, little/no spontaneous 
movement

Fluctuating pattern

May experience hallucinations or 
delusions

May experience hallucinations or 
delusions

May experience hallucinations or 
delusions

Sleep disturbance; day/night reversal Sleep disturbance; day/night reversal Sleep disturbance; day/night reversal

1.6% occurrence 43.5% occurrence 54.9% occurrence

Patients almost exclusively under 65 Most frequently missed At risk for complications associated with 
both subtypes

Associated with drug intoxication or 
acute withdrawal 

Poorest outcome
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Emerging manifestations of delirium
In addition to the major subtypes, two newly recognized vari-
ants of delirium have been described: subsyndromal delirium 
and rapidly reversible sedation-related delirium. In subsyndro-
mal delirium, patients exhibit some of the signs and symptoms 
associated with delirium, but do not progress to full presenta-
tion. Patients experience similar complications to those who 
develop delirium, but to a lesser extent; it may be more prevent-
able (Ouimet et al., 2007). Rapidly reversible, sedation-related 
delirium is defined as delirium that resolves quickly (within a 
two-hour period) when sedation is discontinued (Patel, Poston, 
Pohlman, Hall, & Kress, 2014). This sub-type demonstrates 
similar outcomes to patients with no delirium.

Risk factors for delirium
In order to mitigate delirium’s effects, understanding risk fac-
tors associated with the condition is important. Risk factors can 
be classified in three main categories: the nature of the acute 
illness, predisposing factors related to baseline health status, 
and precipitating iatrogenic or environmental factors (Faria 
& Moreno, 2013; Pun & Ely, 2007). These broad categories 
encompass numerous factors identified as contributing to an 
increased risk of delirium.

Baseline or predisposing risk factors include advanced age, 
hypertension, smoking and alcohol dependence, depression, 
chronic illness, cognitive dysfunction, dementia, and sensory 
impairment (Arend & Christensen, 2009; Brummel et al., 2013; 
Olson, 2012). The 2013 PAD Guidelines identify the four most 
frequently associated predisposing risk factors for developing 
delirium as pre-existing dementia, high severity of illness on 
admission, a history of hypertension, and a history of alcohol 
dependence (Barr et al., 2013).

Precipitating risk factors are numerous and can be grouped 
into iatrogenic and environmental (Table 2). Being modifiable, 
they are the focus of delirium management. Recognizing those 
patients already at risk due to underlying factors enables clini-
cians to focus on reducing the effects of these modifiable risk 
factors. 

Clinical presentation in the ICU
Delirium in the ICU manifests with multiple signs and 
symptoms (Table 1). Many signs are subtle and easy to miss, 
especially as most ICU patients are admitted in a state of 
decreased consciousness making establishing baseline neuro-
logical status challenging. Confusion regarding orientation to 
place and time or responses unrelated to questions asked are 
early indicators of changing mental status (Harrington & Vardi, 
2014). Inattention may become apparent as the patient is ini-
tially able to focus during an assessment but becomes easily 
distracted or does not engage with others (Harrington & Vardi, 
2014; Svenningsen et al., 2014). Changes occur acutely over 
hours or days, but always within a condensed timeframe and 
fluctuate, often following a diurnal pattern (Svenningsen et al., 
2014).

Agitation and restlessness are easy to identify in patients 
with hyperactive delirium. However, the motor retardation 
that accompanies hypoactive delirium may be mistaken for 

depression or sedation effects (Harrington & Vardi, 2014). 
Other common psychological symptoms include anxiety, emo-
tional lability, apathy, tearfulness, withdrawal, disinhibition, 
disordered thinking, visual or audio hallucinations, and delu-
sions (Harrington & Vardi, 2014; Svenningsen et al., 2014). 
Sleep disturbance is common with many experiencing day/
night reversal. Historically, symptoms have been disregarded 
on the assumption that they reflected a normal response to 
critical illness. As more is known about delirium, it is apparent 
that these symptoms are, in fact, associated with a serious brain 
dysfunction. Consistent assessment is the key to recognizing 
delirium early and mitigating potential long-term effects.

Delirium assessment 
Critical care nurses, as the members of the healthcare team 
most intimately involved with the patient, play a significant 
role in assessing and recognizing delirium (Olson, 2012). 
Studies have established that validated objective screening tools 
are essential in monitoring and diagnosing delirium in criti-
cally ill patients (Pandharipande et al., 2013). The Confusion 
Assessment Method for the Intensive Care Unit (CAM-ICU) 
and the Intensive Care Delirium Screening Checklist (ICDSC) 
are the only delirium screening tools clinically validated for use 
in the ICU (Barr et al., 2013; Bergeron, Dubois, Dumont, Dial, 
& Skrobik, 2001; Ely et al., 2001). These tools, while effective, 
are not widely used despite recommendations for routine delir-
ium screening of all critically ill patients (Barr et al., 2013).

Confusion assessment method for ICU. The CAM-ICU 
assesses four features of delirium: an acute onset of mental sta-
tus changes or a fluctuating course, inattention, disorganized 
thinking, and an altered level of consciousness (Ely et al., 2001). 
The ICU version of the tool was developed from the original 
CAM for use with intubated patients and provides a snap-shot 
of a patient’s mental state at the time of assessment (Devlin et 
al., 2012). To be identified as delirious, patients need to have a 
positive screen for both an acute onset of mental status changes 
or a fluctuating course and inattention along with either disor-
ganized thinking or an altered level of consciousness (Ely et al., 
2001). This tool is available at www.icudelirium.org

Table 2: Precipitating delirium risk factors

Iatrogenic

• hypoxia
• acute infection
• intracranial events
• electrolyte imbalance
• seizures
• benzodiazapine infusions

• metabolic disturbance
• uncontrolled pain
• medication
• withdrawal states
• dehydration

Environmental

• sleep deprivation
• immobilization
• sensory overload – alarms
• elevated noise levels
• unfamiliar surroundings

• visual/hearing impairment
• lack of windows
• lack of exposure to daylight
• disorientation
• isolation from family
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Intensive care delirium screening checklist. The ICDSC a 
straightforward eight-point screening tool for use with intu-
bated patients based on the DSM-IV delirium diagnosis 
criteria. Specifically, it evaluates altered level of consciousness, 
inattention, disorientation, hallucination or delusion, psycho-
motor agitation or retardation, inappropriate mood or speech, 
sleep/wake cycle disturbance, and system fluctuation (Bergeron 
et al., 2001). The ICDSC takes into account symptom fluctua-
tion over the course of a 24-hour period (Devlin et al., 2012). 
The first four screening questions refer to the first two elements 
of the DSM-IV criteria for a diagnosis of delirium (Bergeron et 
al., 2001). A patient is identified as delirious if they have at least 
four features present. A benefit of using the ICDSC to assess 
delirium is the ability to detect (score 1-3) and manage sub-
syndromal delirium (Devlin et al., 2012; Ouimet et al., 2007). 
This tool is available at http://www.iculiberation.org/Bundles/
Pages/Delirium.aspx

When used consistently by appropriately trained practitioners, 

both tools are found to be reliable methods of establishing 
the presence of delirium in the ICU setting. These tools are, 
however, not appropriate as a single means of determining a 
diagnosis of delirium in sedated patients.

Delirium screening and sedation
The CAM-ICU and the ICDSC are endorsed for responsive 
patients and designed for use in conjunction with a sedation 
scale to assess level of patient arousal. The Sedation-Agitation 
Scale (SAS: 1 to 7) and the Richmond Agitation and Sedation 
Scale (RASS: -5 to +4) are clinically validated for use with the 
ICU population (Barr et al., 2013; Khan et al., 2012; Riker, 
Picard, & Fraser, 1999; Sessler et al., 2002). Both scales rate level 
of patient arousal ranging from comatose to highly agitated and 
have been compared in multiple studies demonstrating a high 
level of agreement (Khan et al., 2012; Sessler et al., 2002).

There is disagreement related to the minimum/maximum 
level of arousal/sedation that can be reliably screened using 
these tools. In some studies, a score of SAS >3 or RASS > - 3 
(moderately sedated) has been found to be the cut-off while 
other studies have determined SAS >3 or RASS > -3 (lightly 
sedated) is the boundary (Gesin, Russell, Lin, Evans, & Devlin, 
2012; Khan et al., 2012). The impact of sedation on the ability 
to respond may lead to false positive screening results. Due to 
this reason, the practice of screening at a level of light sedation 
is becoming more common in ICU bedside practice (Gusmao-
Flores, Martins, Amorin, & Quarantini, 2014).

Management of delirium
Non-pharmacologic treatment
The primary treatment of delirium is aimed at correct-
ing underlying illness and minimizing precipitating factors. 
The ICU is busy, noisy and, at times, an environment of con-
trolled chaos. Consequently, non-pharmacologic treatments 
aim to reduce environmental sensory overload in an effort to 
minimize delirium incidence and severity. A comprehensive 
approach is the most effective and includes factors such as 
early mobility, restoring day/night cycles, promoting sleep with 
reduced noise and interruptions, decreasing sensory overload, 

and reducing visual and hearing impairment (Choi, 2013; Pun 
& Ely, 2007; Zaal & Slooter, 2012). Modifications such as these 
were implemented in a study of medical geriatric patients out-
side of the ICU, and demonstrated a 40% reduction in episodes 
of delirium; these results have been the basis of non-pharmaco-
logical approaches in the ICU (Pun & Ely, 2007).

Early mobility is the only evidence-based non-pharmacologic 
intervention clearly demonstrated to reduce the risk of delir-
ium in the critical care population (Schweickert et al., 2009). 
Two multicentre randomized controlled trial studies on mobi-
lization saw a significant reduction in delirium, depth of 
sedation, ventilator days, and both ICU and hospital length of 
stay, leading the PAD guidelines to recommend early mobility 
as a key component in reducing and preventing delirium (Barr 
et al., 2013; Schweickert et al., 2009).

Sleep deprivation not only impairs healing, but also con-
siderably enhances delirium. Sleep promotion through the 
implementation of noise and light control, clustering activi-
ties, and decreasing stimulus at night is recommended (Barr 
et al., 2013). One ICU limited nursing activity during the night 
(between 2300-0400 hrs) resulting in a significant decrease in 
noise and unnecessary night-time visits (Brand, 2014). These 
efforts demonstrate simple and positive steps towards the 
reduction of delirium through sleep promotion.

Some interventions are not evidence-based but, rather, under-
written by common sense and critical thinking. Many ICU 
rooms do not have natural light and the day/night cycle must 
be mimicked with artificial lighting. Sensory overload from 
frequent alarms, loud bedside discussions, and hallway noise 
can be reduced by tailoring alarms and closing doors (Pun 
& Ely, 2007). Visual, hearing, and speech impairment can be 
reduced by ensuring patients have their glasses, hearing aids, 
and dentures in situ (Choi, 2013). Frequent re-orientation and 
explanation of activities along with simple memory aids such 
as whiteboards with basic date/time and location information 
accompanied by caregivers’ names can help reduce confusion 
(Choi, 2013; Pun & Ely, 2007). Effective delirium mitigation 
must have both multidisciplinary and multimodal approaches 
to be effective.

Pharmacological treatment options
Unfortunately, not all delirium can be treated with non-pharma-
cological approaches. Treating underlying medical conditions 
frequently requires medications that may also increase the 
risk for developing delirium. Although antipsychotic medi-
cations are not recommended in the prevention of delirium 
they are often used in managing and reducing the severity of 
associated symptoms (Barr et al., 2013). Pharmacological treat-
ment options are limited with typical antipsychotics, atypical 
antipsychotics, and more recently dexmedetomidine most fre-
quently used (Zaal & Slooter, 2012).

Typical or first generation antipsychotics, namely haloperidol, 
are the mainstay for treating hyperactive delirium symptoms 
in the ICU. There is no evidence, however, that haloperi-
dol decreases the duration of delirium (Barr et al., 2013). It 
blocks dopaminergic receptors, disinhibits acetylcholine and 
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has anti-inflammatory properties (Kalabalik, Brunetti, & 
El-Srougy, 2014). It reduces agitation while improving men-
tal cognition and can be administered intravenously making it 
an ideal drug in the critical care setting (Zaal & Slooter, 2012). 
Significant side effects, especially when given in higher doses, 
include extrapyramidal symptoms, neuroleptic malignant 
syndrome, tardive dyskinesia, QT prolongation, hyper/hypo-
tension, tachycardia, and torsade de pointes (Kalabalik et al., 
2014; Zaal & Slooter, 2012). Frequent cardiac monitoring is 
required as a prolonged QT interval necessitates terminating 
the medication immediately.

Atypical or second generation antipsychotics are used to treat 
delirium in ICU patients, although less often. This group of 
drugs has a reduced affinity for dopamine receptors when com-
pared to typical antipsychotics (Kalabalik et al., 2014). This 
class of drugs has similar side effects to typical antipsychotics, 
but at a lower frequency (Zaal & Slooter, 2012). Many of these 
medications are only available in oral form making drug uptake 
less reliable and not practical with highly agitated patients 
(Zaal & Slooter, 2012). 

Dexmedetomidine, a relatively new drug on the market, is a 
highly selective α2-agonist with sedative, analgesic and sym-
patholytic properties (Myatra, 2014). Initially it was developed as 
short-term sedation for weaning post-op patients from the ven-
tilator. However, it has proven to be an effective tool in liberating 
delirious patients from the ventilator (Zaal & Slooter, 2012). This 
allows the symptom management of a patient with hyperactive 
or mixed delirium without the respiratory depression associated 
with benzodiazapines. Side effects include both transient and/or 
prolonged hypotension, bradycardia, and an exaggerated startle 
response (Myatra, 2014). With emerging evidence of the delirio-
genic effects of benzodiazapines and the positive results achieved 
with dexmedetomidine, this medication may not only be effec-
tive for managing delirium, but may be a good primary sedative 
choice for reducing or preventing delirium.

Impact of delirium: Nursing implications
Patients who develop delirium during their ICU admission 
require greater nursing care both within the ICU and on the 
general wards. ICU admissions prolonged by delirium not 
only impact the resources available to other patients, but also 
negatively affect patient outcomes. Patients with hypoactive 
delirium are at increased risk of prolonged ventilation time, 
re-intubation, aspiration, and ventilator-acquired pneumo-
nia (Faria & Moreno, 2013; Kalabalik et al., 2014). Hypoactive 
delirium occurs more frequently in older patients and has the 
poorest prognosis. It is also the most frequently missed and, 
therefore, may remain untreated leading to further complica-
tions (Faria & Moreno, 2013).

Manifestations of hyperactive or mixed delirium increase the 
risk for self-extubation, re-intubation, and removal of intrave-
nous and monitoring lines, thus causing self-harm, as well as 
the potential harm to staff. Once sedated to control hyperactive 
symptoms, patients are at risk for the same complications as 
those with hypoactive delirium (Faria & Moreno, 2013; Olson, 
2012). Physiologically, hyperactive delirium may have negative 

sequelae including ventilator dyssynchrony and increased 
myocardial stress; in the context of an acute critical illness, this 
may become life-threatening (Kalabalik et al., 2014).

Increasing evidence is emerging regarding the long-term effects 
of delirium. Those associated with long-term cognitive impair-
ments include memory, attention and executive functioning 
challenges, decreased ability to return to work, diminished activ-
ities of daily living, the need for long-term care, and increased 
healthcare costs (Brummel et al., 2013; Devlin et al., 2012; Faria 
& Moreno, 2013). As many as 30–40% of ICU patients with delir-
ium experience significant impairment at hospital discharge 
necessitating transfer to skilled nursing facilities or nursing 
homes (Harrington & Vardi, 2014). Svenningsen et al. (2014) 
examined the memory of delirious and non-delirious ICU survi-
vors and found delirious patients much more likely to report no 
recall of their ICU stay and have significantly less factual recall 
with a higher occurrence of paranoid delusions.

A multicentre study published by Pandharipande et al. (2013) 
demonstrated 40% of patients (at three months) and 24% of patients 
(at six months) had cognitive scores similar to those who have suf-
fered a moderate traumatic brain injury. A further 26% and 24%, 
respectively, scored similarly to patients with mild Alzheimer’s 
disease (Pandharipande et al., 2013). Delirium duration was inde-
pendently associated with long-term cognitive dysfunction and 
worse executive function; age was not a factor (Pandharipande et 
al., 2013). These findings are concerning from a societal perspective, 
as a significant number of survivors experience long-term negative 
cognitive effects in their productive earning years.

Conclusion
Delirium in the ICU continues to be a challenging syndrome 
with far-reaching effects on patients, families, the healthcare 
team, hospitals, and healthcare costs. Emerging research into the 
long-term delirium sequelae highlights the need for nurses to 
understand, assess, prevent, identify, and resolve delirium early. 
Greater knowledge of delirium supports a proactive approach 
to screening patients, implementing non-pharmacologic inter-
ventions and providing treatment to mitigate symptoms. An 
increased understanding can reduce the impact of delirium for 
both patients and nursing staff. While strategies to prevent, or 
minimize delirium should be implemented for all patients, it is 
essential that those who do develop delirium be identified and 
treated early to improve both short- and long-term outcomes.  
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Oral Abstract Presentations
CQI in the CCu: using Smart Pumps 
and Quality Improvement to Increase 
Medication Infusion Safety 
Mohammed Al-Sukhni, BScPhm, RPh, Toronto, ON

Purpose/goals: The purpose of the presentation is to discuss 
the role of continuous quality improvement in healthcare and 
how the process is applied to data from smart pump technology 
to improve patient care.

Session description: Continuous Quality Improvement (CQI) 
is a concept that has become synonymous with patient safety 
and improving clinical practice and outcomes. This presenta-
tion will focus on defining CQI concepts, the role in patient 
safety, and the influence of data on these processes.

Smart pump technology has evolved to become vital in the 
delivery of high risk medications in critical care settings. A 
key feature of Smart Pumps is the customizable electronic 
‘drug libraries,’ which are developed to define parameters 
of intravenous drug administration, such as rates, infusion 
duration, and titration guidance. Drug libraries help to guide 

medication administration and provide users with warnings 
when defined parameters are exceeded.

With this technology, pumps can collect data related to medica-
tion administration, which is then translated into CQI reports 
identifying trends, sources of error, potential solutions, and 
opportunities for clinical practice improvements.

This presentation will incorporate scenarios from critical care 
settings and demonstrate how data analysis captured from 
smart pumps was used to improve patient safety and clinical 
practices.

Learning outcomes:
1. The critical care nurse will be able to define CQI and under-

stand its utility in improving processes. 
2. The critical care nurse will learn how analysis of CQI data 

from smart pump technology can lead to improved patient 
safety in the critical care unit. 

ReFeReNCe
Health Quality Ontario. (2012). Quality improvement guide. 

Retrieved from http://www.hqontario.ca/portals/0/documents/
qi/qi-quality-improve-guide-2012-en.pdf

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

CACCN’s national conference, Dynamics of Critical Care, provides an excellent venue for accomplishing all of these.  
CACCN is pleased to be printing its 17th annual “Special Dynamics of Critical Care Issue”, which includes the abstracts 
from Dynamics of Critical Care™ 2017.

The following abstracts represent the concurrent session and poster abstracts being presented during Dynamics of Critical 
Care™ 2017 being held in Toronto, ON, September 25–27, 2017.

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

We hope you will carefully consider the critical care nursing topics currently being investigated and discussed in various 
centres across Canada!
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Blazing a trail for Nurse-Led Clinical 
Research: Dreams of a Veteran ICu 
Nurse and Novice Researcher 
Vininder Bains, MSN, RN, CNCC(C), Vancouver, BC 

Purpose/goals: Critical care nurses have an invaluable role 
to play in leading clinical research that has the potential for 
improved patient outcomes but, to date, this is unrealized. I 
review the barriers we face and begin the dialogue on how we 
can address them.

Session description: Critical care nurses are trained to be vig-
ilant observers, responsible for implementing and evaluating 
most therapies provided to critically ill patients. This vantage 
point make nurses invaluable, as partners, but also leaders of 
clinical research, yet this has not been fully taken advantage of 
(Albert et al., 2016; Mackay, 2009). While progress has been 
made for critical care nurse researchers, several barriers con-
tinue to exist. Not only is there scarce funding for nurse-led 
clinical research, there are also limited logistic support, men-
torship, and cultural barriers to overcome. Considering the 
potential for nurse-led clinical research to improve patient out-
comes (Black, Bungay, Mackay, Balneaves, & Garossino, 2016), 
we, as individuals and collectively, must develop innovative 
strategies to leverage what resources we have, lobby for more 
financial and logistic support, and implement the impactful 
knowledge we create. The question is, will we commit to doing 
next?

Learning outcomes: 
1. Identify at least three reasons why critical care nurses have a 

valuable role to play in clinical research. 
2. Identify three strategies to address the barriers for nurses to 

lead clinical research in critical care. 
3. Leave with one action they are committed to doing to pro-

mote nurse lead clinical research locally. 

Prerequisite: Daring and curiosity 
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NUR.0000000000000236

Black, A.T., Bungay, V., Mackay, M., Balneaves, L.G., & Garossino, 
C. (2016). Understanding mentorship in a research training 
program for point-of-care clinicians. The Journal of Nursing 
Administration, 46, 444–448. http://dx.doi.org/10.1097/
NNA.0000000000000373
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Is that for Blood Pressure or Sedation? 
Increasing Awareness of Alpha-2 
Agonists in Critical Care 
Cecilia Baylon, MN, RN, CNCC(C), and Sarah Desrosiers, RN, 
Vancouver, BC 

Purpose/goals: The goals for this presentation are to explain the 
pharmacokinetics of alpha-2 agonist receptor drugs (clonidine 
and dexmedetomidine) and to be able to rationalize the indica-
tion for the use of clonidine in the care of critically ill patients.

Session description: The use of two alpha-2 agonist drugs 
is increasing in the management of critically ill patients.   
Clonidine is typically indicated for the management of hyper-
tension while dexmedetomidine is administered to patients 
experiencing delirium.   However, there are ICU instances 
wherein clonidine is given as an adjunct to dexmedetomidine 
or as a stand-alone (Wang et.al, 2015), but its indication is not 
as an antihypertensive drug but for delirium management.

The use of clonidine for sedative purposes asks us to rethink 
the function and use of this drug. It also shifts our overall 
understanding of alpha-2 agonists, as we see that their func-
tion cannot be fully understood in terms of their action on the 
receptors, particularly when compared to drugs that act on 
alpha-1 and beta receptors (Philipp et.al, 2002).

This presentation explores the pharmacokinetics of alpha-2 
agonists. Current literature will be reviewed to present a variety 
of ways that alpha-2 agonist drugs are used in current critical 
care nursing practice.

Learning outcomes: 
1. Explain the pharmacokinetics of alpha-2 agonist receptor 

drugs. 
2. Rationalize the indication for the use of these drugs in care 

of critically ill patients. 

Prerequisite: It is beneficial for delegates to have a basic under-
standing of the pharmacokinetics of alpha-1 and beta receptor 
acting drugs to enhance learning. 
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in the critically ill: A systematic review and meta-analysis 
(protocol). Systematic Reviews, 4(1). Retrieved from https://
systematicreviewsjournal.biomedcentral.com/articles 
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traumatic brain injury (tBI): Putting all 
the Pieces together 
Tricia Bray, MN, RN, CNCC(C), Pam Hruska, MSc, RN, and 
Joan Harris, MHSc, BSc, RN, Calgary, AB

Purpose/goals: Using case studies in a small group format, 
this mastery session will enhance participants’ knowledge of 
TBI. Participants will apply their learning to a treatment pro-
tocol, as well as integrating the data from advanced monitoring 
techniques.

Session description: Traumatic brain injury (TBI) is the most 
common primary diagnosis for patients who are neurologi-
cally injured within critical care. These patients require health 
care providers to understand the underlying pathophysiology 
of this disease process, as well as the skills and knowledge for 
effective management. Patients with TBI are cared for within 
many different types of units and monitoring or management 
approaches used within these different types of units may vary 
drastically. Use of standardized care protocols for TBI has 
assisted the critical care team to identify common goals for the 
treatments and interventions for different acuities of TBI inju-
ries. Integrating data from advanced multimodal neurological 
care monitoring along with protocol use have shown benefits. 
By sharing learnings from the use of advanced neurocriti-
cal care monitoring devices, clinicians from any critical care 
unit can gain a more in depth understanding for how the TBI 
patient is progressing.

Learning outcomes: 
1. Describe pathophysiologic changes of traumatic brain 

injury (TBI). 
2. Apply findings of neurocritical care monitoring to clinical 

decision making within a TBI care protocol.
3. Integrate principles of advanced monitoring and protocols 

to care of TBI patients with any level of neuromonitoring 
available. 

Prerequisite:  Cecil, S., Chen M., Callaway, S., Rowland, S., 
Adler, D., & Chen, J. (2011). Traumatic brain injury: Advanced 
multimodal neuromonitoring from theory to clinical practice. 
Critical Care Nurse, 31(2), 25–37. 
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When Care and Comfort Matter: 
Palliative and end-of-Life Care in the 
Intensive Care unit (ICu) 
Tina Breckenridge, MN, RN, CNCC(C), Bathurst, NB 

Purpose/goals: The integration of palliative and end-of-life 
care within the intensive care unit (ICU) is every critical care 
nurses’ responsibility. Critical care nurses can use seven key 
domains to help guide their practice.

Session description: Palliative and end-of-life care need to be 
fundamental concepts within the intensive care unit (ICU). 
Current literature states that 20% of Americans die in ICU or 
shortly after a stay (Glorioso, 2011). Because critical care and 
palliative care are often perceived as opposites (Byock, 2006), 
it is important to educate critical care nurses on this important 
aspect of care. A review of current literature provides the basis 
for this presentation. During the presentation information to 
differentiate the concepts of palliative care and end-of-life care 
will be provided, as well as a brief discussion regarding two care 
models that can be used as frameworks to provide palliative 
and end-of-life care within the ICU. While research indicates 
many benefits to early integration of palliative and end-of-life 
care, challenges remain. For this reason, the presentation will 
elaborate on seven key domains that nurses can use to struc-
ture a holistic care plan (Levy & McBride, 2006; Nelson, 2006). 
In conclusion, attendees will be asked to reflect on their indi-
vidual responsibility to provide palliative and end-of-life care 
within their respective units.

Learning outcomes: 
1. Discuss the concepts of palliative and end-of-life care.
2. Discuss the different models involving palliative care and 

the ICU. 
3. Discuss key strategies to integrate palliative and end-of-life 

care within the ICU. 

ReFeReNCeS
Byock, I. (2006). Where do we go from here? A palliative care 

perspective. Critical Care Medicine, 34(11), S416–S420.  http://
dx.doi.org/10.1097/01.CCM/0000237345.62823.82

Glorioso, D.F. (2011). Evidence-based palliative care in the ICU. York 
Hospital, Texas. Retrieved from www.acoi.org/2011Convention/
Glorioso2.pdf 

Levy, M.M., & McBride, D. (2006). End-of-life care in the intensive 
care unit: State of the art in 2006. Critical Care Medicine, 34, 
S306–S308.
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hearing Silent Voices: Augmentative 
Communication in Critical Care 
Colleen Breen, BScN, RN, CNCCP(C), and Jane Houghton, RN, 
London, ON 

Session description: When critical care patients are experi-
encing the most powerful and painful moments in their lives, 
communication is often hindered, not only by illness, but 
by ventilation, medication, and treatment. This may lead to 
frustration, fear, and sadness for both patients and their fam-
ilies, which can jeopardize recovery. Often, increasing doses 
of medications may be required to promote comfort, to alle-
viate anxiety, and to enhance care. When nurses witness the 
impact of their patients’ inability to share concerns, needs, and 
emotions, they may feel helpless and ineffective in their abil-
ity to understand their patient’s needs to provide appropriate 
support.

Methods to enhance patient communication may lead to better 
quality of care, improved outcomes, and decreased morbidity, 
while improving job satisfaction for nurses. Technology has 
been used to enhance the physical care of patients for many 
years. Now evidence-based technology can be used to enhance 
their emotional care, as well.

Based on current literature and lived experience, this interac-
tive presentation describes and demonstrates augmentative 
communication for children in critical care, focusing on the 
benefits to patients, families, care providers, and health care 
organizations.

Learning outcomes: 
1. Describe the challenges related to communication with 

patients and families in critical care. 
2. Discuss the opportunities for using augmentative commu-

nication to enhance the patient experience in critical care. 
3. Understand the application of augmentative communica-

tion to improve patient centred care in the critical care unit 
for patients, families, and care providers. 

ReFeReNCeS
Costello, J.M., Patak, L., & Pritchard, J. (2010).  Communication 

with vulnerable patients in the pediatric ICU: Enhancing care 
through augmentative and alternative communication. Journal 
of Pediatric Rehabilitation Medicine, 3(4), 289–301. http://dx.doi.
org/10.3233/PRM-2010-0140

Hemsley, B., Balandin, S., & Worrall, L. (2011).  Nursing the patient 
with complex communication needs: Time as a barrier and a 
facilitator to successful communication in hospital.  Journal of 
Advanced Nursing, 68(1), 116–126. http://dx.doi.org/10.1111/
j.1365-2648.2011.05722.x

Karlsson, V., Forsberg, A., & Bergbom, I. (2012).  Communication 
when patients are conscious during respirator treatment—A 
hermeneutic observation study. Intensive Critical Care Nursing, 
28(4), 197–207. http://dx.doi.org/10.1016/j.iccn.2011.12.007

460 Registered Nurses and Registered 
Respiratory therapists, 6 educators, 3 
Weeks, and a Delegated Controlled Act: 
One Solution for Recertifying Critical 
Care Nurses
Cheryl Burt-Di Nino, MScN, RN, CNCC(C), Kendrah 
Krouskos, BScN, RN, CNCC(C), Rachelle McCready, BScN, 
RN, CNCC(C), Erin Penstone, BScN, RN, CNCC(C), Michelle 
Stephens, RRT, and Tim Winterburn, RRT, London, ON 

Purpose/goals: The purpose of this presentation is to dis-
cuss the current strategy in critical care at the London Health 
Sciences Centre (LHSC) to recertify registered nurses (RNs) 
and registered respiratory therapists (RRTs) to defibrillate, 
transcutaneously pace and administer emergency medications 
in the absence of a physician. This strategy uses small group 
work and high-fidelity simulation in the Canadian Surgical 
Technologies and Advanced Robotics (CSTAR) facility.

Session description: Recertification of critical care RNs and 
RRTs for delegated controlled acts has occurred in a number 
of ways in the past. In 2017, all the critical care RNs in London 
(approximately 370) came together with all the RRTs at LHSC 
(approximately 140) for a mandatory skills fair. We offered 21 
four-hour sessions over 2.5 weeks. Attendance was limited to 24 
staff per session. During these sessions, staff were divided into 
four “teams” and progressed through two sim labs (one for bra-
dycardic scenarios, which covered transcutaneous pacing and 
the administration of atropine; and one for defibrillation and 
the administration of epinephrine, amiodarone, and lidocaine). 
Other activities during the four hours involved signing staff off 
on mandatory competencies (e.g., enhanced personal protective 
equipment, infusion devices for RNs and airway management 
for the RRTs). Six core educators were involved in the planning. 
Many other individuals were involved in the execution. This 
was a monumental endeavour. There were many challenges, but 
the evaluations demonstrated that this was a positive experience 
for staff. As educators, we are committed to holding skills fair 
using this format next year.

Learning outcomes:
1. Describe a process for recertifying staff in delegated con-

trolled acts. 
2. Discuss the advantages and challenges of using high fidelity 

simulation to reach these goals. 

ReFeReNCeS
Chiniara, G., Cole, G., Brisbin, K., Huffman, D., Cragg, B., 

Lamacchia, M., & Norman, D. (2012). Simulation in healthcare: 
A taxonomy and a conceptual framework for instructional 
design and media selection. Medical Teacher, 35(8), e1380–
e1395. http://dx.doi.org/10.3109/0142159x.2012.733451

Lasater, K. (2007). Clinical judgment development: Using 
simulation to create an assessment rubric. Journal of Nursing 
Education, 46(11), 496–503.
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Providing Care in the Digital Way:  A 
Day in the Life of a Nurse in a Digital 
Intensive Care unit (ICu)
Francis Cacao, MN, RN, CNCC(C), Jane Cornelius, RN, Kevin 
Fernandes, Chief Technology Officer, Yemi Adebayo, RN, Maria 
Lozada, RN, and Cecile Marville-Williams, RN, MA, CHE, 
Toronto, ON

Purpose/goals: The purpose of this presentation is to provide 
an understanding of what a fully digital hospital means by using 
Humber River Hospital’s (HRH) digital platform in patient care 
delivery, and to demonstrate how this digital platform is being 
used and integrated in a day of a life of an ICU nurse.

Session description: A digital hospital uses technology to sup-
port systems and processes to achieve efficiency, save energy, 
manage costs and provide safe and quality care (Buntin et al., 
2011; Restuccia et al., 2012). This oral presentation will dis-
cuss and provide information on what a fully digital hospital 
means using Humber River Hospital’s (HRH) digital platform 
in patient care delivery, and demonstrate how this digital plat-
form is being used and integrated in a day of a life of an ICU 
nurse. The HRH became the first fully digital hospital in North 
America when it opened in 2015. This new, high-technological 
facility operates based on four digital platforms (Bak, 2017): (1) 
Electronic Information, (2) Mobile and Connected, (3) Patient 
Empowerment, and (4) Systems Automation. Each platform 
defines current systems and processes to provide quality care 
to the community, and the drivers of HRH’s future operations. 
These platforms are used in the daily operations of HRH’s 
intensive care units. The perspectives of the HRH’s Information 
Technologist and ICU Clinical Leadership on the use of HRH 
digital platforms and its relationship with patient care are to be 
shared with focus on the successes, opportunities, and future 
directions.

Learning outcome: 
1. The critical care nurse will be able to understand what a 

fully digital hospital means and how the use of new technol-
ogy is part of the care provided in the ICU. 

ReFeReNCeS
Bak, P. (2017). 4 characteristics of a fully digital healthcare 

organization [Web log post]. Retrieved from http://blog.
meditech.com/4-characteristics-of-a-fully-digital-healthcare-
organization

Buntin, M.B., Burke, M., Hoaglin, M.C., & Blumenthal, D. (2011). 
The benefits of health information technology: A review of the 
recent literature shows predominantly positive results. Health 
Affairs, 30(3), 464–471.

Restuccia, J.D., Cohen, A.B., Horwitt, J.N., & Shwartz, M. (2012). 
Hospital implementation of health information technology and 
quality of care: Are they related? BMC Medical Informatics and 
Decision Making, 12(109).

eCMO CPR (e-CPR): Implementing 
a Service for Out-of-hospital Cardiac 
Arrest Victims
Sarah Carriere, RN, Vancouver, BC

Purpose/goals: The purpose of this presentation is to share the 
experience of an ECMO CPR (E-CPR) service for out-of-hospital 
cardiac arrest patients, and to highlight the extraordinary team-
work required to initiate a highly organized and resilient service.

Session description: An introduction to ECMO CPR (E-CPR) 
and the global implementation of this service will begin the 
session. The presenter will discuss how their hospital began 
the journey to implement an E-CPR service, including a video 
of the first patient treated. The inclusion and exclusion crite-
ria will be discussed, at which point the presenter will walk the 
audience through the E-CPR service, as though they were a 
part of the patient’s journey. The session will then break into 
an interactive exercise that will ask the audience, “How can we 
achieve the worst result imaginable with respect to providing 
E-CPR?” The purpose of this exercise will be to generate new 
learning on patient safety concepts. The session will end with 
real-life cases treated at our hospital, lessons learned, and what 
the future holds.

Learning outcomes: 
1. Have a basic understanding of E-CPR for out-of-hospital 

cardiac arrest (OHCA) patients. 
2. Understand the processes and essential environment 

(including change management) required to sustain a safe 
E-CPR service. 

3. Understand the downstream effects of implementing E-CPR 
to other critical care departments.

Prerequisite: It is beneficial to have a basic understanding of 
ACLS, including an awareness of the purpose for initiating 
ECMO on adults in emergency cases. 

ReFeReNCeS
Grunau, B., Scheuermeyer, F.X., Stub, D., Boone, R.H., Finkler, J., 

Pennington, S., ... Christenson, J. (2016). Potential candidates 
for a structured Canadian ECPR program for out-of-hospital 
cardiac arrest. Canadian Journal of Emergency Medicine, 18, 
453460. http://dx.doi.org/10.1017/cem.2016.8

Stub, D., Bernard, S., Pellegringo, V., Smith, K., Walker, T., 
Sheldrake, J., … Kaye, D.M. (2015). Refractory cardiac arrest 
treated with mechanical CPR, hypothermia, ECMO and early 
reperfusion (the CHEER trial). Resuscitation, 86, 88–94. http://
dx.doi.org/10.1016/j.resuscitation.2014.09.010 

Su, L., Spaeder, M.C., Jones, M.B., Sinha, P., Jain, P.N., Berger, J.T., 
… Shankar, V. (2014). Implementation of an extracorporeal 
cardiopulmonary resuscitation simulation program reduces 
extracorporeal cardiopulmonary resuscitation times in renal 
patients. Pediatric Critical Care Medicine, 15, 856860. 
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Practice Improvement Initiative: Creating 
Guidelines for head and Neck Flap 
Patients in Critical Care 
Daniel Cashen, BScN, RN, CNCC(C), Pam Hruska, MSc, RN, 
and Joan Harris, MHSc, BSc, RN, Calgary, AB 

Purpose/goals: Review of the history of the high-observa-
tion guideline for head and neck patients within the Intensive 
Care Unit (ICU) in Calgary, Alberta, including: best practices 
for caring for head and neck patients, the creation and imple-
mentation of the guideline, and the key performance indicators 
(KPIs) and current progress.

Session description: Traditionally patients undergoing major 
head and neck reconstruction surgery are brought postoper-
atively to the intensive care unit for close observation before 
transferring to a non-critical care unit (Arshad et al., 2013). 
Extant literature shows that early extubation and minimal-
ized sedation improves patient outcomes (Allak et al., 2011; 
Clemens et al., 2015). In 2014, the Foothills Medical Centre 
in Calgary, Alberta, implemented a set of guidelines that aim 
to reduce the time that the patient is mechanically ventilated, 
minimalize or eliminate sedatives, encourage early mobiliza-
tion, and reduce total time spent in the ICU. This session will 
present information on the creation of the guideline and imple-
mentation in a large, 28-bed intensive care unit, as well as the 
ongoing collaborative evaluation with key stakeholders against 
key performance indicators that reflect current best practices.

Learning outcomes: 
1. Increased knowledge of best practices for caring for head 

and neck reconstruction patients in ICU. 
2. Compare the principles in this guideline to current practices 

in their home hospital, if applicable. 
3. Recognize the potential barriers of implementing and 

assessing KPI’s of a new best practice project. 

ReFeReNCeS
Allak, A., Nguyen, T.N., Shonka Jr., D.C., Reibel, J.F., Levine, P.A., 

& Jameson, M.J. (2011). Benefits of immediate postoperative 
extubation in patients undergoing free tissue transfer for head 
and neck defects. Laryngoscope, 121, 763–768. http://dx.doi.
org/10.1002/lary.21957

Arshad, H., Ozer, H.G., Thatcher, A., Old, M., Ozer, E., Agarwal, A., 
… Teknos, T.N. (2013). Intensive care unit versus non-intensive 
care unit postoperative management of head and neck free flaps: 
Comparative effectiveness and cost comparisons. Head & Neck, 
36(4), 536–539. http://dx.doi.org/10.1002/hed.23325

Clemens, M.W., Hanson, S.E., Rao, S., Truong, A., Liu, J., & Yu, P. 
(2015). Rapid awakening protocol in complex head and neck 
reconstruction. Head & Neck, 37(4), 464–470. http://dx.doi.
org/10.1002/hed.23623

You Want Me to What? Mobility and 
Continuous Renal Replacement therapy 
(CRRt) Patients
Sarah Crowe, MN, RN, CNCC(C), Ashli Brook, BScN, RN, and 
Janet Reynolds, BsN, RN, Langley, BC

Purpose/goals: This presentation will demonstrate how the 
benefits of early mobilization can be extended to our patients 
receiving continuous renal replacement therapy (CRRT), and 
to provide a novel new pathway to help guide bedside prac-
titioners in the implementation of a mobility for this patient 
population. 

Session description: Current literature supports the benefits of 
early mobilization in the critical care population. Immobility 
is known to be associated with poor patient outcomes, includ-
ing increased morbidity and mortality. Bedridden patients have 
increased rates of delirium, muscle wasting, skin breakdown, 
increased insulin resistance, as well as many other long-term 
side effects that affect a patient’s quality of life beyond the crit-
ical care setting. Mobility is frequently considered to be out of 
bed walking, however it can take many different forms. Mobility 
can include a variety of activities such as passive / active range 
of motion exercises, sitting in a chair or dangling the legs at 
the side of the bed, standing in place or marching in place, and 
of course walking. This presentation was designed to demon-
strate how the benefits of early mobilization can be extended 
to our patients receiving continuous renal replacement therapy 
(CRRT), and to provide a novel new pathway to help guide bed-
side practitioners in implementing a mobility protocol for this 
patient population. 

Learning outcomes: 
1. The critical care nurse will understand the importance of 

mobility, barriers to mobilization and true contraindications. 
2. The critical care nurse will understand how to safely assess 

CRRT patients for mobility. 
3. The critical care nurse will understand how to assign a level 

of mobility to CRRT patients. 

ReFeReNCeS
Cameron, S., Ball, I., Cepinskas, G., Choong, K., Doherty, T.J., Ellis, 

C.G., … Fraser, D.D. (2015). Early mobilization in the critical 
care unit: A review of adult and pediatric literature. Journal 
of Critical Care, 30, 664–672. http://dx.doi.org/10.1016/j.
jcrc.2015.03.032 

Talley, C.L., Wonnacott, R.O., Schuette, J.K., Jamieson, J., & Heung, 
M. (2013). Extending the benefits of early mobility to critically 
ill patients undergoing continuous renal replacement therapy: 
The Michigan experience. Critical Care Nursing Quarterly, 36(1), 
89–100.

Vollman, K.M. (2013). Understanding critically ill patients’ 
hemodynamic response to mobilization: Using the evidence to 
make it safe and feasible. Critical Care Nursing Quarterly, 36(1), 
17–27.
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Creating, Developing, and Writing an 
Impressive Abstract for the Dynamics of 
Critical Care™ Conference
Ingrid Daley, MScN, RN, CNCC(C) and Eugene E. Mondor, 
MN, RN, CNCC(C), Conference Advisory Committee

Purpose/Goals: To provide delegates with information and 
assistance with the preparation of an abstract submission to the 
Dynamics of Critical Care™ Conference.

Session Description: Have you thought about presenting at 
Dynamics, but not sure where to begin? Do you have a great 
idea for a presentation, but just not sure how to get started? It 
all starts with the germ of an idea, getting your thoughts writ-
ten down on paper, and submitting an abstract to the Dynamics 
Conference. But not as easy as it sounds, right? This session, 
presented by members of the Dynamics of Critical Care TM 
Program Planning Committee, will help guide you through 
the newly revised abstract submission process. Suggestions 
for developing creative titles, identifying the purpose of your 
session, and writing effective learning outcomes, will be dis-
cussed. Most importantly, this session will offer delegates ideas 
and recommendations on how to effectively describe the nature 
and scope of your proposed session, successfully creating an 
impressive abstract and a trip to Dynamics!

Learning outcomes:
1. The critical care nurse will understand the key compo-

nents required for submission of an abstract to Dynamics 
of Critical Care™ Conference abstract submission process.

2. The critical care nurse will learn how to develop creative 
titles, identify the purpose of the educational session and 
how to write effective learning outcomes.

exploring Critical Care Nurses’ 
Perspectives on Access to Professional 
Development and Leadership 
Opportunities 
Marie Dennis, BScN, RN, CNCC(C), Anne-Marie Sweeney, 
MN, RN, DNP, ANP, CNN, PHCNP, and Adenike Awotundin, 
RN, CNCC(C), GNC(C), Toronto, ON

Purpose/goals: The purpose of this research project was to 
explore current perceptions of nurses, on the successes and 
barriers to accessing critical care nursing leadership opportuni-
ties. A qualitative descriptive study design was used, involving 
semi-structured personal interviews.

Session description: Nurses, irrespective of their age and 
years of experience or role, desire opportunities for profes-
sional growth, learning and challenging work. Examples of 
these opportunities include being assigned high-acuity critical 
care patients and assigned roles of preceptors, resource nurses, 
charge nurses, and special projects nurses. Critical care nurses’ 
perceptions of equality in accessing professional development 
and leadership opportunities could positively affect nurs-
ing work life satisfaction. There is good literature evidence to 
support the direct connection between nursing work life satis-
faction and quality of patient care and patient outcomes. Purdy, 
Laschinger, Finegan, et al. (2010) stated that there is a direct 
link between nurses who felt empowered, job satisfaction and 
perception of overall quality of patient care. It is, therefore, 
important to explore every opportunity to improve processes 
that may lead to improved nursing work life satisfaction and, 
thus, potentially improved patient outcomes.

After securing ethics approval, 10 critical care nurses were 
recruited and provided written consent. Eight participants 
were female and two were male. The ages ranged from 24 to 
55+ years. A description of the data gathering and data analysis 
will be given. The findings comprise five themes. The sum-
mary, conclusions and recommendations will be shared with 
delegates.

Learning outcomes: 
1. The findings of this study are composed of five themes. The 

critical care nurse will be able to name these five themes. 
2. The critical care nurse will be able to name the two recom-

mendations from the study. 
3. Describe the processes the study team are implementing to 

sustain and follow through with the study findings. 

ReFeReNCeS
Breau, M., & Rheaume, A. (2013). Relationship between 

empowerment, work environment, job satisfaction, intent to 
leave and quality of care Canadian ICU nurses. Retrieved from 
http://www.caccn.ca/en/files/IF%20The%20Relationship%20
Between%20Empowerment.Canadian%20Nurses.pdf

Cordon, C.  (2012). Structural inequality and diversity in nursing.  
Minority Nurse.com. Retrieved from www.minoritynurse.com/
article/structural-inequality-and-diversity-nursing

Purdy, N., Laschinger, H.K.S., Finegan, J., Kerr, M., & Olivera, F. 
(2010).  Effects of environment on nurse and patient outcomes. 
Journal of Nursing Management, 18(8), 901–913.

Woelfle, C., & McCaffrey, R. (2007). Nurse on nurse. Nursing Forum, 
42(3), 123–131.

Nurses’ experiences Providing Patient 
and Family Centred Care in the Adult ICu 
Kiesha Dhaliwal, BSc, Alejandra Segura, BSc, Catherine Becker, 
MN, RN, Bita Danechi, BScN, RN, Andrea Maria Laizner, PhD, 
RN, and Margaret Purden, PhD, RN, Montréal, QC 

Purpose/goals: Knowledge is lacking about patient and family 
centred care (PFCC) in the fast-paced and complex ICU con-
text and about how nurses can practise it. This study describes 
nurses’ experiences of providing PFCC in a quaternary, Level I 
adult ICU.
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Session description: Patient and family centred care (PFCC) 
was adopted by critical care nurses, however, little is known 
about how PFCC is practised in the fast-paced, technological 
and complex environment of the intensive care unit (ICU). 
This qualitative descriptive study explored 11 nurses’ expe-
riences providing PFCC in a quaternary, Level I adult ICU. 
Thematic analysis of the semi-structured interviews generated 
three themes: 1) Nurses navigate critical journeys with patients 
and families; 2) Nurses persevere through challenges; and 3) 
Nurses receive support that replenishes their energy. Nurses’ 
understanding of PFCC varied in depth and this variation was 
reflected in nurses’ years of experience and in their narratives, 
which illustrated how they practised PFCC. Despite the con-
textual challenges, nurses described compelling instances of 
PFCC in the ICU. This study underscores the range in the pro-
vision of this type of nursing care and the importance of having 
a common vision to advance PFCC in the ICU.

Learning outcomes: 
1. After this session, nurses will be able to describe the ele-

ments of patient and family centred care required for critical 
care practice. 

2. Nurses will be aware of the main challenges faced and able 
to identify resources that can assist them to provide patient 
and family centred care. 

3. Nurses will reflect on the value of their actions to accom-
plish meaningful care and the impact of experience in 
developing these skills. 

Prerequisite: No prerequisite knowledge or skills are required 
for this presentation as this builds on foundational nursing 
knowledge and skill. 

ReFeReNCe
Jakimowicz, S., & Perry, L. (2015). A concept analysis of patient-

centred nursing in the intensive care unit. Journal of Advanced 
Nursing, 71, 1499–1517.

how to Outsmart Your exhausted Brain
Daniel Doherty, MSN, RN, CEN, Middletown, DE

Purpose/goals: By understanding our brains when they are 
stressed, we learn how to outsmart the negative intrusive 
thoughts that keep us in a fatigued state of mind.

Session description: The brain has a built in “negativity bias.” 
Stress often reinforces this negative bias. We often provide frag-
mented care, not always knowing the outcome of patients/
families we care for, and this causes stress on our brain and pre-
occupies our thoughts. Since formal nursing education does 
not include how to deal with the stress of working with those 
who are ill, in pain, and dying we tend to become detached 
and withdrawn both at work and home, causing an increase in 
adrenaline and cortisol and decrease in connectedness to oth-
ers. By understanding our brains when they are stressed, we 
can take advantage of the hormones oxytocin and dopamine, 
and endorphin serotonin, to re-engage with patients and our 
families/loved ones and keep us from that exhaustive state of 
mind. Reviewing how the limbic system reacts to our job stress, 
we can outsmart it by utilizing our pre-frontal lobe, which 

will allow the positive experiences to over-ride our negative 
experiences, as well as how to separate work from home and 
mindfulness strategies.

Learning outcomes: 
1. The critical care nurse will understand how stress can cause 

the brain’s negative bias. 
2. The critical care nurse will understand the negative out-

comes of utilizing “reactive” coping strategies. 
3. The critical care nurse will outsmart their exhausted brain. 

ReFeReNCeS
Abendroth, M., & Flannery, J. (2006). Predicting the risk of 

compassion fatigue. Journal of Hospice & Palliative Nursing, 
8(6), 346–356.

Bakker, A., Killmer, C., Siegrist, J., & Schaufeli, W. (2000). Effort 
reward imbalance and burnout among nurses. Journal of 
Advanced Nursing, 31(4), 884–891.

Stamm, B. (2012). Professional Quality of Life: Compassion 
Satisfaction and Fatigue Version 5 (ProQOL). Retrieved from 
http://proqol.org/uploads/ProQOL

On the Road Again: Improving Inter-
hospital transfer of Critically Ill Patients
Chad Lorenzo Doucet, BSN, RN, Tina Breckenridge, MN, RN, 
CNCC(C), and Ann Rheaume, PhD, RN, Moncton, NB 

Purpose/goals: To explore problematic issues facing Intensive 
Care Unit (ICU) nurses during inter-hospital transfers and to 
share the results of a needs assessment conducted to better 
understand the reasons that result in nurses being reluctant to 
participate in transfers.

Session description: The transfer of critically ill patients from 
rural hospital to larger urban hospitals is sometimes necessary. 
Nursing staff in a rural hospital in northern New Brunswick 
often hesitate to participate in inter-hospital transfers. A needs 
assessment was conducted through semi-structured inter-
views (n=8) with ICU nurses to better understand the reasons 
that result in nurses being reluctant to take part in inter-hos-
pital transfers. Thematic analysis of the data revealed three 
major themes: scope of practice, infrastructure, and collabora-
tion. The majority of nurses were uncertain about professional 
boundaries, legal limits, and specific responsibilities during 
inter-hospital transfers. Other small rural hospitals may be 
facing similar challenges. This presentation aims to share a 
practice improvement initiative.

Learning outcomes: 
1. The critical care nurse will be able to describe needs relating 

to inter-hospital transfers in a rural hospital. 
2. The critical care nurse will be able to identify strategies to 

increase readiness to participate in transfers.

ABStRACtS
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ReFeReNCeS
Clinical Excellence Commission. (2013). Clinical focus report: 

From review of root cause analysis and/or incident information 
management system (IIMS) data: Retrieval and inter-hospital 
transfer. Retrieved from http://www.cec.health.nsw.gov.
au/__data/assets/pdf_file/0019/259210/patient-safety-report-
retrieval-and-inter-hosp-trans-web.pdf

Warren, J., Fromm, J., Robert E, Orr, R.A., Rotello, L.C., & Horst, 
H.M. (2004). Guidelines for the inter- and intrahospital 
transport of critically ill patients. Critical Care Medicine, 32, 256–
262. http://dx.doi.org/10.1097/01.CCM.0000104917.39204.0A

Whiteley, S., Macartney, I., Mark, J., Baratt, H., & Blinks, R. 
(2011). Guidelines for the transport of the critically ill adult 
(3rd ed.). Retrieved from https://www.ics.ac.uk/AsiCommon/
Controls/BSA/Downloader.aspx?iDocumentStorageKey= 
79bdff30-7676-46dd-856d-b47e4d667568&iFileTypeCode= 
PDF&iFileName=Transport%20of%20the%20Critically%20
Ill%20Adult

exploring Indigenous Cultural Bias 
and the Impact on the Mother-Nurse 
Dynamic and Care within a tertiary 
Neonatal Intensive Care unit (NICu)
Elaine Doucette, MScN, RN, Rosetta Antonacci, MSc(A), BScN, 
RN, Annie Chevrier, MSc(A), RN, CMSN(C), Elize Cucca, BScN 
Student, Sandra Bancerz, U3, BN(I) Student, Ashley Khoury, 
U2, BScN Student, Marilyn Morand, U2, BScN Student, and 
Mara Nava Bello, U2, BScN Student, Montréal, QC

Purpose/goals: To describe the experiences of neonatal inten-
sive care unit (NICU) nurses when caring for families and 
their neonates from Indigenous communities. To propose a 
strengths-based approach for providing culturally competent 
care for families in the NICU.

Session description: The political and social climates within 
Canada are currently centred on Indigenous well-being. Within 
our healthcare system there are many preconceived notions of 
Indigenous populations resulting in cultural misunderstanding 
and mistrust. These presumed biases can often lead to negative 
health outcomes.

The literature supports the notion that these biases may impact 
the nurse-mother dynamic within the NICU. This presentation 
seeks to explore this phenomena through a comprehensive lit-
erature review, while identifying the factors influencing these 
biases. Furthermore, we probe how these biases affect the 
dynamic between the nurse and mother, subsequently altering 
the care during the NICU hospitalization experiences.

Nurses within the NICU are in a unique position to offer an 
unparalleled opportunity to enhance the overall experience of 
Indigenous families, and to provide holistic care and education 
in a culturally safe environment. 

Learning outcomes: 
1. Identify bias in the care of Indigenous populations within 

this specialized healthcare setting, and how these biases may 
affect the mother-nurse dynamic and care of the child. 

2. Identify strategies for promoting culturally competent care 
using a strengths-based approach for these families. 

ReFeReNCeS
Birch, J., Ru, L. Muth, T., & Baydala, L. (2009). Culturally 

competent care for aboriginal women: A case for culturally 
competent care for aboriginal women giving birth in 
hospital settings. Journal of Aboriginal Health, 4(1), 24–34. 
Kurtz, D.L., Nyberg, J.C., Van Den Tillaart, S., & Mills, B. 
(2008). Silencing of voice: An act of structural violence: Urban 
Aboriginal women speak out about their experiences with health 
care. International Journal of Indigenous Health, 4(1), 53-63.

Reime, B., Tu, A.W., & Lee, S.K. (2007). Treatment differences 
between aboriginal and white infants admitted to Canadian 
neonatal intensive care units. Paediatric and Perinatal 
Epidemiology, 21(6), 532–540.

essential Support After Critical Illness: 
Pediatrics extracorporeal Life Support 
(eCLS) Follow-up Program
Karen Dryden-Palmer, MSN, RN, and Linda Fazari, NP Peds, 
EC, RN, Toronto, ON 

Purpose/goals: This presentation will review the design and 
outcomes of a comprehensive interprofessional follow-up 
program for this emerging population of patients and their 
families. We describe our single organization’s Extracorporeal 
Life Support (ECLS) follow up program, aligned with 
Extracorporeal Life Support Organization (ELSO) recommen-
dations, and adapted to available resources and context.

Session description: Advances in technological support 
have catalyzed the emergence of medically fragile survivors 
of complex critical illness. Children who have been treated 
with extracorporeal life support technologies (ECLS) are one 
such group. These patients have unique needs with poten-
tial implications for later health and well-being.  Guidance for 
ongoing care is provided by the Extracorporeal Life Support 
Organization (ELSO). Our program is based on these recom-
mendations and is coordinated by advanced practice nurses 
(Clinical Nurse Specialist and Nurse Practitioner). Specific 
program interventions include: [1] age-appropriate audiology 
screening, [2] vascular imaging, [3] neurodevelopmental eval-
uation, [4] transition support, [5] provider education, and [6] 
bereavement support. Program elements also include educa-
tional materials for families, outreach to local provider teams 
and community building networking events. The ECLS fol-
low-up program is operationalized in two clinical groups: 
cardiac critical care (CCC) and pediatric intensive care (PIC). 
Working with the child’s primary provider’s follow-up support 
has been provided locally, provincially, and internationally with 
the individual components tailored to the needs and context of 
each child and family. Every child and family exposed to ECLS 
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therapies during hospitalization is provided this service regard-
less of the child’s outcome.

Learning outcomes: 
1. The critical care nurse will be able to identify effective strat-

egies that contribute to successful outcomes in patients 
and families who have experienced extracorporeal support 
during critical illness and injury. 

2. The critical care nurse will understand the gaps in our col-
lective understanding of the impacts and outcomes of 
extracorporeal therapies. 

3. The critical care nurse will be aware one hospital’s follow up 
program experience. 

Prerequisite: This session will not address the clinical man-
agement of ECLS therapies. The attending delegates would 
benefit from a basic understanding of ECLS therapies to 
enhance learning.

ReFeReNCeS
Extracorporeal Life Support Organization. (2014). ELSO 

recommendations for neonatal-pediatric ECMO patient follow-up. 
Retrieved from www.elso.org/resources/guidlines

Joffe, A., Lequir, L., & Robertson, C. (2012). Pediatric outcomes 
after extracorporeal membrane oxygenation for cardiac disease 
and for cardiac arrest: A review. ASAIO, 18(10), 1305–1352.

Toussaint, L.C., van der Cammen-van Zijp, M.H., Janssen, A.J., 
Tibboel, D., van Heijst, A.F., & Ijsselstijn, H. (2016). Perceived 
motor competence differs from actual performance in 8-year-
old neonatal ECMO survivors. Pediatrics, 137(3). http://dx.doi.
org/10.1542/peds.2015-2724

New Beginnings: Integrating New 
Graduate Nurses to Critical Care: Where 
are they now? 
Karen Dryden-Palmer, MSN, RN, and Ruth Trinier, MN, RN, 
CNCCP(C), Toronto, ON

Purpose/goals: This presentation will review the ten-year out-
comes of a new graduate professional development program in 
critical care.

Session description: Recruitment of new graduate nurses 
(NGN) into pediatric intensive care (PICU) has been embraced 
to address current and predicted shortfalls in critical care 
nurses. From 2007–2010 we developed a learner-centred pro-
gram for the direct integration of NGN into the PICU. Over a 
six-month period in 2007, 40 NGN were integrated into a large 
academic PICU. Essential to program success was the design 
and maintenance of an inclusive learning culture and a ‘whole 
community’ approach to education. This innovative program 
was evaluated prospectively and results shared with Dynamics 
attendees after the initial phase of implementation. We will look 
back at sustained gains, ongoing interventions, competency 
attainment and clinical team impacts of the program over the 
past decade. Pre-orientation, clinical integration, post-orienta-
tion and three-year outcomes will be discussed. We will update 
on 10-year retention of these NGN and describe their profes-
sional journeys. This program will be discussed as an approach 
to early career success and sustained nurse investment in the 
critical care nursing specialty.

Learning outcomes: 
1. The critical care nurse will be able to identify strategies that 

contribute to successful integration of new graduate nurses 
in critical care. 

2. The critical care nurse will be able to identify benefits and 
costs of investing in new graduate nurse success in critical 
care. 

ReFeReNCeS
Boyle, D., Cramer, E., Potter, C., Gatua, M. W., & Stobinski, J. (2014). 

The relationship between direct-care RN specialty certification 
and surgical patient outcomes. Association of PeriOperative 
Registered Nurses Journal, 100(5), 511–528. http://dx.doi.
org/10.1016/j.aorn.2014.04.018

Drapohl, G., Manojlovich, M., Redman, R., & Zhang, L. (2010). 
Nursing specialty certification and nursing-sensitive patient 
outcomes in the intensive care unit. American Journal of Critical 
Care, 19(6), 490–499. http://dx.doi.org/10.4037/ajcc2010406

Watts, M.D. (2010). Certification and clinical ladder as the impetus 
for professional development. Critical Care Nursing Quarterly, 
33(1), 52–59. http://dx.doi.org/10.1097/CNQ.0b013e3181c8e333

Perspectives of Members of the 
Canadian Association of Critical Care 
Nurses on Medical Assistance in Dying 
(MAID)
Marie Edwards, PhD, RN, Carla Shapiro, MN, RN, and 
Amanda Humphries, BA, Winnipeg, MB

Purpose/goals: The goal of this presentation is to high-
light key findings from a survey of members of the Canadian 
Association of Critical Care Nurses (n = 200) on medical assis-
tance in dying, including perspectives on the new legislation for 
medical assistance in dying, roles for critical care nurses, and 
conscientious objection.  

Session description: New legislation related to medical assis-
tance in dying (MAID) was introduced in Canada in June of 
2016. The legislation enables competent adults experiencing 
a grievous and irremediable medical condition, with death 
reasonably foreseeable, to request MAID. In the fall of 2016, 
as part of a broader survey of five nursing specialty organiza-
tions, we surveyed members of the Canadian Association of 
Critical Care Nurses (CACCN) regarding their perspectives 
on MAID. A total of 200 members of CACCN responded. The 
mean age of the nurses who responded was 45.2 years, with 
mean years of experience in nursing of 20.7 years and mean 
years of experience in their current area of practice of 14.7 
years. Approximately 84% of respondents agreed with legisla-
tion in Canada allowing MAID for competent adult persons 
with grievous and irremediable medical conditions. Ten per-
cent of respondents indicated they would exercise their right to 
conscientious objection and request to refrain from providing 
care when MAID is carried out. In response to an open-ended 
question, religious beliefs were the most commonly identified 
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reason given for conscientious objection. In this presentation, 
the results of the survey will be presented, along with the impli-
cations of the results for education and practice in critical care 
settings.

Learning outcomes: 
1. Identify levels of agreement for legislation related to med-

ical assistance in dying in the members of the Canadian 
Association of Critical Care Nurses who responded to the 
survey. 

2. Describe some of the reasons critical care nurses identify for 
exercising their right to declare a conflict with conscience in 
relation to medical assistance in dying. 

3. Discuss the implications of the findings of this survey on 
medical assistance in dying for education and practice in 
critical care settings. 

Prerequisite: A basic understanding of the legislation related 
to medical assistance in dying is helpful, as is some understand-
ing of the concept of conscientious objection as outlined in 
codes of ethics. 

ReFeReNCeS
Canadian Nurses Protective Society. (2016). Medical assistance in 

dying: What every nurse should know. Retrieved from http://
www.cnps.ca/index.php?page=348 

Edwards, M. (2016). Changing laws on physician-assisted death: 
Implications for critical care nurses. Canadian Journal of Critical 
Care Nursing, 27(3), 18–23.

Government of Canada. (2016). Legislative background: Medical 
assistance in dying (Bill C-14, as assented to on June 17, 2016). 
Retrieved from http://www.justice.gc.ca/eng/rp-pr/other-autre/
adra-amsr/adra-amsr.pdf 

Breaking the Code: Navigating 
Resuscitation from the Patient’s 
Perspective 
Launa Elliott, BScN, RN, Ilderton, ON 

Purpose/goals: To highlight the impact of Advance Care 
Planning (ACP) on patient experience and patient-centred care 
and to help reflect on the impact of meaningful ACP on critical 
care teams.

Session description: All too often, the conversation about life 
and death occurs later in the process of diagnosis and progno-
sis. Having an Advance Care Planning (ACP) team may create 
an open dialogue with patients and facilitate conversations with 
patients, substitute decision-makers, as well as the healthcare 
team.

A quality improvement initiative is currently being undertaken 
providing ACP opportunities to complex inpatients where they 
can share a values history that is then documented electroni-
cally and used to support their resuscitation choices. Under the 
initiative, it has been observed there is a high rate of discordance 
(24%) between patients’ preferences and those documented on 
their health records. Once notified, it was found that 46% of 
patients did not have their documentation changed to reflect 
the discrepancies identified. The goal for the ACP team is to 
give patients an opportunity to share their values history, pro-
vide education, and give them a platform to ask questions.

This presentation will discuss the impact of a meaningful ACP 
through a patient’s story, how her journey unraveled and how 
this impacted the critical care team. 

Learning outcomes: 
1. The critical care nurse will be able to describe LHSC’s 

Innovation Project on ACP using in-depth conversations to 
provide patient-centred care. 

2. The critical care nurse will be able to reflect on his/her own 
conversations with patients and families regarding ACP. 

ReFeReNCeS
Gawande, A. (2014). Being mortal: Medicine and what matters in the 

end. Doubleday Canada.
Hamric, A. & Blackhall, L. (2007). Nurse-physician perspectives on 

the care of dying patients in intensive care units: Collaboration, 
moral distress, and ethical climate. Critical Care Medicine, 35(2), 
422–429.

Johnstone, M. (2016). Bioethics: A nursing perspective (6th ed.). 
Chatswood: Elsevier Australia.

Searching for Answers: Strategies for 
Supporting Nurses Who experience 
Moral Distress 
Dana Forozeiya, BScN, RN, Brandi Vanderspank-Wright, 
PhD, RN, CNCC(C), Frances Fothergill-Bourbonnais, PhD, 
RN, David Wright, PhD, RN, and Denise Moreau, PhD, RN, 
Ottawa, ON

Purpose/goals: The purpose of this presentation is to help 
nurses in all types of roles understand how they can work 
together to foster practice environments that offer support to 
nurses who experience moral distress.

Session description: There is a growing body of literature that 
has identified moral distress as a prominent issue that negatively 
affects critical care nurses. McCarthy and Deady (2008) describe 
moral distress as “the range of experiences of individuals who are 
morally constrained” (p. 254). While many studies have described 
the experience of moral distress, few have articulated how nurses 
can be supported through it. Lack of support within the work-
place can cause nurse attrition (MacKusick & Minick, 2010) and 
influence nurses to morally disengage from their practice (Fida et 
al., 2016). This presentation will discuss how nurses in all types 
of roles can work together within their practice environments to 
implement strategies to support nurses who experience moral 
distress. These strategies include legitimizing the experience, 
mentoring and empowering one another, allocating a safe haven, 
and improving the ethical climate of organizations.
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Learning outcomes: 
1. Recognize the importance of fostering practice envi-

ronments that offer support to critical care nurses who 
experience moral distress. 

2. Understand what strategies can be implemented within the 
workplace to help support critical care nurses through the 
experience of moral distress. 

Prerequisite: A basic understanding of what the concept of 
moral distress means and situations in which it can arise within 
critical care would be beneficial to learning. 

ReFeReNCeS
Fida, R., Tramontano, C., Paciello, M., Kangasniemi, M., Sili, 

A., Bobbio, A., & Barbaranelli, C. (2016). Nurse moral 
disengagement. Nursing Ethics, 23, 547–564. 

MacKusick, C.I., & Minick, P. (2010). Why are nurses leaving? 
Findings from an initial qualitative study on nursing attrition. 
Medsurg Nursing, 19, 335–340.

Mc C ar t hy,  J. ,  &  D e a dy,  R .  ( 2 0 0 8 ) .  Mor a l  d i s t re ss 
reconsidered. Nursing Ethics, 15, 254–262. 

Creating exceptional Critical Care units 
(CCu): how healthy is Your Work 
eenvironment? 
Sandra Goldsworthy, PhD, RN, CNCC(C), CMSN(C), Calgary, AB

Purpose/goals: The aim of this presentation will be to follow 
up an initial presentation at Dynamics 2016. Results of the 
work environment study conducted among critical care nurses 
in Canada and the United Kingdom will be presented.

Session description: Canadian nurse mean turnover rates have 
been shown to be 19.9%, with supportive work environments 
playing a key role in curtailing turnover (O’Brien-Pallas et al., 
2010). Healthy work environments have been linked to nurse 
retention (Heinen et al., 2013). In this presentation results of a 
work environment study conducted among Canadian and United 
Kingdom critical care nurses will be described. The intent of this 
study was to establish a baseline in the Canadian and United 
Kingdom context to begin planning strategies to improve ICU 
nurse work environments and positively impact nurse retention. 

The study was a cross-sectional survey design. The practice 
environment scale of the nurse work index (PES-NWI) was the 
primary measure used in this study. The PES-NWI is the most 
widely reported measure that has been used to examine various 
aspects of a nurse’s work environment. Two additional reliable 
and valid measures that were used in this study included: the 
moral distress-revised instrument (Corley, 2005) and the intent 
to stay measure (adapted from Facteau et al, 1995). Research 
Questions: 1. How do nurses in Canada and the U.K. rate their 
current work environment? 2. Is there a relationship?

Learning outcomes: 
1. Describe the results of a work environment study conducted 

among critical care nurses in Canada and the United Kingdom. 
2. Reflect on the context of their own work environment. 
3. Describe potential strategies to take back to their own 

Intensive Care Unit for work environment improvement. 

ReFeReNCeS
Corley, E.A. (2005). How do career strategies, gender, and work 

environment affect faculty productivity levels in university-
based science centers? Review of Policy Research, 22(5), 637–655. 
http://dx.doi.org/10.1111/j.1541-1338.2005.00161.x

Facteau, J., Dobbins, G., Russell, J., Ladd, R., & Kudisch, J. 
(1995). The influence of general perceptions of training 
environment on motivation and perceived training 
transfer, Journal of Management, 21(1), 1–25. http://dx.doi.
org/10.1177/014920639502100101

Heinen, M., van Achterberg, L., Schwendimann, R., Zander, 
B., Matthews, A., Kozka, M., … Schoonhoven, T. (2013). 
Nurses’ intention to leave their profession: A cross sectional 
observational study in 10 European countries. International 
Journal of Nursing Studies, 50, 174–184. http://dx.doi.
org/10.1016/j.ijnurstu.2012.09.019

O’Brien-Pallas, L., Tomblin Murphy, G., Shamian, J., Li, X., & 
Hayes, L.J. (2010). Impact and determinants of nurse turnover:  
a pan-Canadian study. Journal of Nursing Management, 18(8), 
107–1086. http://dx.doi.org/10.1111/j.1365-2834.2010.01167.x

Medication errors in the Intensive Care 
unit (ICu): exploring Why Mistakes 
happen and Strategies for Prevention
Sandra Goldsworthy, PhD, RN, CNCC(C), CMSN(C), and 
David Waters, MAEd, BA, PGDip, RN, Calgary, AB

Purpose/goals: The aim of this session is to explore the the-
oretical perspectives related to medication errors, why they 
might occur and strategies to prevent errors in the ICU.

Session description: Adverse events associated with clini-
cal error have been observed in 9–11% of hospital admissions 
(Sari et al., 2007), which, in turn, can result in increased clin-
ical expenditure, length of hospital stay and potential patient 
mortality and morbidity (Fortune et al., 2013). Furthermore, 
clinical errors have been noted to occur more frequently in 
critical care settings, due to patient complexity and acuity 
(Garrouste-Orgeas et al., 2012).  

This session aims to explore some of the theoretical perspec-
tives associated with such clinical errors and why mistakes 
might occur within a critical care setting. In addition, discus-
sion will highlight a selection of evidence-based strategies and 
interventions that have been effectively used to mitigate the risk 
of clinical errors occurring within the critical care setting; these 
will include the use of safety check-lists, communication tools 
and educational approaches to support their integration, such 
as simulation and role-play. Lastly, the presenters will share 
personal reflections on how error reduction interventions have 
been implemented within their own clinical experience.

Learning outcomes: 
1. Describe potential causes and factors that contribute to 

medication errors.
2. Describe evidence-based strategies to reduce the incidence 

of medication errors. 
3. Reflect on his/her own practices in relation to medication errors. 
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ReFeReNCeS
Fortune, P-M., Davis, M., Hanson, J. & Phillips, B. (2013). Human 

factors in the healthcare setting. Oxford, UK: Wiley Blackwell.
Garrouste-Orgeas, M., Philippart, F., Bruel, C., Max, A., Lau, N. 

& Misset, B. (2012). Overview of medical errors and adverse 
events. Annals of Intensive Care 2, 2.

Goldsworthy, S. (2012). High fidelity simulation in critical care: A 
Canadian perspective, Collegian Journal, 19(3), 139–143.

Reconceptualizing Nursing Orientation:  
Reducing Cognitive Load to Improve 
Learner Outcomes
Katherine Kissel, BScN, RN, ACCN(C), CNCC(C), and 
Christine Filipek, BN, RN, CNCC(C), Calgary, AB

Purpose/goals: Using cognitive load theory, a mixed Intensive 
Care Unit (ICU)/Coronary Care Unit (CCU) revised an orien-
tation program from a bolused to interspersed model, aiming to 
improve knowledge retention and learner satisfaction. Relevant 
learning theory, challenges and successes will be reviewed.  

Session description: Hiring novice nurses into critical care 
units poses challenges pertaining to learner retention and 
comprehension despite the provision of rigorous orientation 
programs, largely due to the need for the acquisition of a vast 
body of speciality knowledge and the natural development of 
clinical competency (Chestnutt & Everhart, 2007; Maguire, 
2013). Though nursing literature examining cognitive load the-
ory within the orientation period was not found, it is noted that 
this perspective recognizes the limitations of cognitive process-
ing and memory capacity when new learning occurs (Weidman 
& Baker, 2015). Utilizing this theoretical perspective, we will 
describe the revision of an orientation program from that of 
bolused to interspersed delivery in one mixed 10-bed adult 
medical-surgical intensive care unit (ICU) and seven-bed 
coronary care unit (CCU) in Calgary, completed in fall 2014. 
Evaluation of learner and primary care provider satisfaction 
with program revision will be reviewed.  

Learning outcomes: 
1. Identify relevant learning theory and processes impacting 

learner retention and comprehension during the orientation 
process. 

2. Define and identify the advantages of adopting an inter-
spersed approach to orientation delivery in a mixed 
Intensive Care and Coronary Care Unit. 

3. Describe the process undertaken and challenges overcome 
for one unit to adopt an interspersed approach to orienta-
tion program delivery. 

ReFeReNCeS
Chestnutt, B.M., & Everhart, B. (2007). Meeting the needs of 

graduate nurses in critical care orientation: Staged orientation 
program in surgical intensive care. Critical Care Nurse, 27(3), 
36–51. 

Maguire, D. (2013). Progressive learning: Structured induction for 
the novice nurse. British Journal of Nursing, 22(11), 645–649. 

Weidman, J., & Baker, K. (2015). The cognitive science of 
learning: Concepts and strategies for the educator and 
learner. Neuroscience in Anesthesiology and Perioperative 
Medicine, 121(6), 1586–1599. http://dx.doi.org/10.1213/
ANE.0000000000000890

A Breath of Fresh Air: Diaphragmatic 
Pacing for Quadriplegic Patients 
Elizabeth Krause, NP Peds, RN, EC, and Linda Ferro-
Chartrand, BScN, RN, Toronto, ON 

Purpose/goals: The goal of our presentation is to familiarize 
nurses with the diaphragmatic pacer system (DPS) along with 
its benefits both physical and psychosocial for the spinal cord 
injury (SCI) patient population.

Session description: At present, the standard management 
of a high-level spinal cord injury (SCI) patient involves the 
application of positive pressure mechanical ventilation to 
maintain adequate oxygenation. Unfortunately, modern evi-
dence confirms that mechanical ventilation corresponds with 
increased patient mortality, longer and costlier inpatient stays, 
and restricted activities of daily living. Alternatively, diaphrag-
matic pacing (DP) is a less-invasive mechanism of supporting 
SCI patients with their breathing, while also reducing com-
plications. We will describe the DP implantation procedure, 
rehabilitation process, and the positive physical and psychoso-
cial effects of DP for SCI patients. We will review a case study of 
a DP implantation in 2016 at the Ottawa Hospital, along with 
the nursing implications of caring for a patient with DP in the 
intensive care unit.

Learning outcomes: 
1. Compare the physical benefits of diaphragmatic pacing vs 

mechanical ventilation. 
2. Recognize the need for the patient to acquire this device in 

a timely manner. 
3. Describe the psychosocial benefits this treatment has for the 

quadriplegic patient. 

Prerequisite: Attendees should have a basic understanding of 
the typical C1-C3 quadriplegic patient and the basic under-
standing of full mechanical ventilation with volume assist 
control mode.

ReFeReNCeS
Garara, B., Wood, A., Marcus, H. J., Tsang, K., Wilson, M. H., & 

Khan, M. (2016). Intramuscular diaphragmatic stimulation for 
patients with traumatic high cervical injuries and ventilator 
dependent respiratory failure: A systematic review of safety and 
effectiveness. Injury, 47(3), 539–544. http://dx.doi.org/10.1016/j.
injury.2015.12.020  

Onders, R.P., Khansarinia, S., Weiser, T., Chin, C., Hungness, 
E., Soper, N., … Ducko, C. (2010). Multicenter analysis of 
diaphragm pacing in tetraplegics with cardiac pacemakers: 
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Positive implications for ventilator weaning in intensive care 
units. Surgery, 148(4), 893–898. http://dx.doi.org/10.1016/j.
surg.2010.07.008

Posluszny, J.A., Onders, R., Kerwin, A.J., Weinstein, M.S., Stein, 
D.M., Knight, J., …. Diebel, L. (2014). Multicenter review of 
diaphragm pacing in spinal cord injury. Journal of Trauma and 
Acute Care Surgery, 76(2), 303–310. http://dx.doi.org/10.1097/
ta.0000000000000112

CC RAID teAM: the ebola Outbreak and 
Lessons We have Learned
Kendrah Krouskos, BScN, RN, CNCC(C), Erin Penstone, BScN, 
RN, CNCC(C), Krista Shea, BScN, RN, CNCC(C), and Gina 
Souilere, BScN, RN, London, ON 

Purpose/goals: To discuss the training and clinical experience 
caring for two suspected Ebola virus disease patients, brought 
to our critical care unit in February 2015. 

Session description: The 2014 Ebola virus disease (EVD) outbreak 
revealed an immediate need for hospitals throughout Ontario to 
be prepared to test, treat and care for suspected or confirmed EVD 
patients. In association with the Ministry of Health, occupational 
health and safety, and our infectious disease/infection prevention 
and control team, the Critical Care Response Against Infectious 
Disease (CC RAID) Team was created. This presentation will 
describe the EVD preparation, training, PPE used, donning/doff-
ing procedures, and barriers experienced. Stories from front-line 
staff will describe their personal experience providing care to the 
two suspected EVD patients brought to our facility. The presen-
tation will describe how our CC RAID team continues to train 
and remain prepared for any possible emerging infectious dis-
ease threat. Opportunity will be available for open discussion of 
our current training practices and compare PPE/training utilized 
within other critical care units across Canada. 

Learning outcomes: 
1. The critical care nurse will learn about the training, plan-

ning, barriers, and care implemented for two suspected 
Ebola patients admitted to our critical care unit. 

2. The critical care nurse will hear about the first-hand experi-
ence of a nurse(s) caring for suspected EVD patients.

3. The critical care nurse will hear the lessons learned from the 
Ebola threat, the evolution of our current preparedness plan, as 
well as training and practices for future infectious disease threats.

ReFeReNCeS
Grota, P.G., Meinzen, S., & Burleson-Rine, P. (2009). HIPP lead 

to self-health. Critical Care Nursing Quarterly, 32(3), 242–250. 
http://dx.doi.org/10.1097/cnq.0b013e3181ab9273

Tompkins, B.M., & Kerchberger, J.P. (2010). Personal protective 
equipment for care of pandemic influenza patients: A training 
workshop for the powered air purifying respirator. Anesthesia 
& Analgesia, 111(4), 933–945. http://dx.doi.org/10.1213/
ane.0b013e3181e780f8

Weber, D.J., Rutala, W.A., Fischer, W.A., Kanamori, H., & Sickbert-
Bennett, E.E. (2016). Emerging infectious diseases: Focus on 
infection control issues for novel coronaviruses (Severe Acute 
Respiratory Syndrome-CoV and Middle East Respiratory 
Syndrome-CoV), hemorrhagic fever viruses (Lassa and Ebola), 
and highly pathogenic avian influenza viruses, A(H5N1) and 
A(H7N9). American Journal of Infection Control, 44(5), e91–
e100. http://dx.doi.org/10.1016/j.ajic.2015.11.018

tough Decisions, Lots of uncertainties: 
Moral Courage as a Strategy to ease 
Moral Distress
Carly Lachance, BScN, RN, CNCC(C), Ottawa, ON 

Purpose/goals: In critical care nursing common themes 
emerge: patient safety, burnout, and moral distress.  How 
do these themes impact one another?  This presentation will 
explore the new trend of moral courage to help inspire nursing 
leadership in an interdisciplinary collaborative-oriented way.

Session description: Based on a review of previous studies, the 
concept moral courage emerged. This presentation will discuss 
the concept of moral courage and how it can empower nursing 
leadership to help nurses advocate for their patients in ethically 
challenging situations. The literature is divided on the utility of 
moral courage. Some experts feel teaching moral courage is not 
the way to go—where the need for moral courage subtly iden-
tifies oppressive undertones in an organization. I am hoping 
this will inspire thought as to which way we should be orient-
ing collegial support—to empower staff to speak up for what 
they feel is right for their patient, or to focus on building safe, 
collaborative, patient and family centred teams. Lastly, I’d like 
to discuss strategies for collegial discourse in the event conflict 
arises.

Learning outcomes: 
1. The critical care nurse will understand the concept of moral 

courage along with defining key terms. 
2. The critical care nurse will consider if teaching moral cour-

age is the way to go or is the need for moral courage a 
symptom of oppression in organizations.

3. The critical care nurse will learn strategies to approaching 
interdisciplinary collaboration respectfully and coura-
geously by reviewing the principles of conflict resolution for 
strong team building.

ReFeReNCeS
Hamric, A.B., Arras, J.D., & Mohrmann, M.E. (2015). Must we be 

courageous? Hastings Center Report, 45(3), 33–40. http://dx.doi.
org/10.1002/hast.449

Sekerka, L.E., & Bagozzi, R.P. (2007). Moral courage in the 
workplace: Moving to and from the desire and decision to act. 
Business Ethics: A European Review, 16(2), 132–149. http://
dx.doi.org/10.1111/j.1467-8608.2007.00484.x

Simola, S. (2016). Mentoring the morally courageous: A relational 
cultural perspective. Career Development International, 21(4), 
340–354. http://dx.doi.org/10.1108/CDI-01-2016-0010
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the ABCCs of Sepsis: A Framework for 
understanding the Pathophysiology of 
Sepsis 
El Ladha, RN, BPE, and Michelle House-Kokan, MSN, RN, 
CNCC(C), Langley, BC 

Purpose/goals: To introduce and apply a framework for sim-
plifying, understanding, and recalling the pathophysiology of 
sepsis as a tool for understanding and confidently managing its 
clinical presentation.

Session description: Sepsis is an extremely common diagno-
sis with an overall mortality rate of around 30% (CIHI, 2009). 
Sepsis manifests in increasing severity across a continuum 
that begins with systemic inflammatory response syndrome 
and progresses to septic shock and multiple organ dysfunction 
syndrome. All critical care nurses, across diverse communities 
and units, will care for patients experiencing sepsis frequently 
throughout their careers.   However, this is a challenging 
task as new innovations in treatment modalities occur fre-
quently, as our understanding of this complex disorder evolves 
(Cawcutt & Peters, 2014). To provide quality care in the face of 
ever-changing treatment guidelines, it is imperative that critical 
care nurses have a solid understanding of the complex patho-
physiology of sepsis.

In this engaging, interactive presentation, a framework for sim-
plifying, understanding, and recalling the pathophysiology of 
sepsis is presented. Participants will learn about the “ABCCs” of 
sepsis pathophysiology and cellular oxygen supply and demand 
balance. The links between the pathophysiology and the 
patient’s overall clinical presentation and consequent treatment 
will be clarified in a meaningful and memorable way using the-
oretical review, and interactive case studies. Participants will 
leave this presentation with confidence in their understanding 
of, and ability to manage, this complex and serious syndrome.

Learning outcomes: 
1. Use the ABCCs of Sepsis Framework to understand the 

pathophysiology of sepsis, including effects on cellular oxy-
gen supply and demand balance. 

2. Describe and explain the links between the pathophysiology 
of sepsis, and the patient’s clinical presentation and conse-
quent treatment confidently. 

Prerequisite: A basic understanding of shock will enhance 
learning

ReFeReNCeS
Canadian Institute for Health Information (2009). In focus: A 

national look at sepsis. Ottawa, Canada: Author.
Cawcutt, K.A., & Peters, S.G. (2014). Severe sepsis and septic 

shock: Clinical overview and update on management. Mayo 
Clinic Proceedings, 89, 1572–1578. http://dx.doi.org/10.1016/j.
mayocp.2014.07.009

Chest Radiography in Critical Care: 
Pathology Photobomb! 
Lesley LaPierre, MN, NP, CNCC(C), Edmonton, AB 

Purpose/goals: Accurate chest x-ray interpretation is a criti-
cal component of caring for critically ill patients. An approach 
to systematic chest x-ray interpretation will be provided and 
interpretation of common pathophysiologic abnormalities 
detected on critical care chest radiographs will be explored.

Session description: Chest radiography occurs daily in criti-
cal care and can provide important diagnostic information to 
formulate appropriate daily treatment plans, as well as emer-
gent management of unstable patients. This session will provide 
a systematic approach to chest radiography interpretation.  
Specific common pulmonary and cardiac pathologic processes 
detectable on chest radiographs will be explored, challeng-
ing participants to utilize radiograph interpretation skills. 
Additionally, confirmation of device placement and compli-
cation detection will be reviewed. Correlation with specific 
clinical exam findings will also be included.

Learning outcomes: 
1. Develop a systematic approach to chest radiography 

interpretation. 
2. Interpret and identify common chest radiographic findings 

and patterns found among critical care patients. 

ReFeReNCeS
Barile, M., & Jacobsen, F. (2017). Basic chest radiography (CXR). 

In Principles and practice of hospital medicine (2ed). New York, 
NY: McGraw-Hill. 

Qadir, N., & Mathew, R., (2017). Imaging of the critically ill patient: 
Radiology.  In J. Oropello, S. Pastores, & V. Kvetan, (Eds.), 
Critical care. New York, NY: McGraw-Hill.

No Fibbing Around: New Onset Atrial 
Fibrillation (NOAF) in Critical Care
Lesley LaPierre, MN, NP, RN, CNCC(C), Edmonton, AB 

Purpose/goals: New onset atrial fibrillation is the most com-
mon arrhythmia in noncardiac intensive care units. Risk 
factors, treatment recommendations including electrical and 
pharmacologic therapies, and anticoagulation benefit ver-
sus risk will be reviewed.

Session description: New onset atrial fibrillation (NOAF) 
is a common arrhythmia among critically ill patients, within 
non-cardiac intensive care units, increasing overall morbidity 
and mortality.  Critically ill patients have unique risk factors for 
NOAF. This session will identify risk factors among critically ill 
populations including medical, general, and thoracic surgical 
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patients for development of NOAF. Specific strategies to mod-
ify risk factors and rate versus rhythm control will be explored. 
Electrical and pharmacologic therapies, mechanisms of action, 
contraindications and adverse reactions will be reviewed. 
Stroke risk and safety of anticoagulation in critical care will be 
discussed. 

Learning outcomes: 
1. Identify specific risk factors for development of NOAF in 

critically ill patients. 
2. Describe the mechanism of action, contraindications, and 

potential adverse effects of pharmacologic treatment for 
new onset atrial fibrillation. 

3. Understand therapeutic anticoagulation options and the 
pros and cons of anticoagulation in critical care. 

ReFeReNCeS
Arrigo, M., Bettex, D. & Rudiger, A. (2014). Management of atrial 

fibrillation in critically ill patients. Critical Care Research and 
Practice, 2014.

Klouwenberg, P., Frencken, J.F., Kulpers, S., Ong, D.S.Y., Peelen, 
L.M., van Vught, L.A., … Cremer, O. (2016). Incidence, 
predictors, and outcomes of new-onset atrial fibrillation in 
critically ill patients with sepsis. American Journal of Respiratory 
and Critical Care Medicine, 195, 205.

Sibley, S. & Muscedere, J. (2015). New onset atrial fibrillation in 
critically ill patients. Canadian Respirology Journal, 22, 179–182.

the ups and Downs of Fever: Where 
Are We at with targeted temperature 
Management in the ICu?
Lesley LaPierre, MN, NP, CNCC(C), and Eugene Mondor, MN, 
RN, CNCC(C), Edmonton, AB

Purpose/goals: Fever management in critically ill patients has 
become increasingly complex.  Certain populations, including 
neurological and post-cardiac arrest populations, have target 
temperature management, and further research involving sep-
tic patients is evolving. We will review mechanisms of pyrexia, 
temperature measurement, target temperature management 
and therapies to reach temperature targets.

Session description: Recognizing the importance of “fever 
states” dates back to ancient times and temperature remains 
a classic vital sign in modern critical care. Critical care nurses 
are key in monitoring temperature at the bedside, identi-
fying potential causes of pyrexia and initiating antipyretic 
therapy including pharmacologic agents and active cooling 
therapies. Critical care research has identified specific popu-
lations, including neurological and post cardiac arrest patients 
which may clinically benefit from specific temperature man-
agement, while the evidence may be less clear for septic 
patients. This session will review current critical care literature 
and best practice regarding understanding physiologic mech-
anisms of pyrexia, contemporary temperature measurement, 
common etiologies and evaluation of new fever in critically ill 
patients, targeted temperature management for specific patient 
populations, fever suppression strategies including possible 
complications, and outcomes.

Learning outcomes: 
1. Describe common etiologies of new onset fever and 

approaches to evaluation based on recommended 
guidelines. 

2. Identify specific patient populations that benefit from tar-
get temperature management and potential pros and cons of 
temperature management based on current literature. 

3. Understand the mechanism of action and potential adverse 
effects of pharmacologic antipyretic therapy. 

ReFeReNCeS
Howes, D., Gray, S.H., Brooks, S.C., Boyd, J.G., Djogovic, D., Golan, 

E., … Muscedere, J. (2016). Canadian guidelines for the use of 
targeted temperature management (therapeutic hypothermia) 
after cardiac arrest: A joint statement from The Canadian 
Critical Care Society (CCCS), Canadian Neurocritical Care 
Society (CNCCS), and the Canadian Critical Care Trials Group 
(CCCTG). Resuscitation, 98, 48–63.

Nakajima, Y. (2016). Controversies in the temperature management 
of critically ill patients. Journal of Anesthesia, 30, 873.

Young, P., & Saxena, M., (2014). Fever management in intensive care 
patient with infections. Critical Care, 18, 206.

the experience of Intensive Care Nurses 
Caring for Patients with Delirium: A 
Phenomenological Study 
Allana LeBlanc, MScN, RN, CNCC(C), and Frances Fothergill-
Bourbonnais, PhD, RN, Ottawa, ON

Purpose/goals: Results of this study revealed that intensive 
care nurses find a way through many complexities to provide 
person-centred care. Caring for these patients was exhausting 
but could also be rewarding. 

Session description: This session will review the findings 
of an original research study about the experience of inten-
sive care nurses caring for patients with delirium. Main topics 
include a review of the findings of the study including the over-
arching theme, finding a way to help them through it, as well 
as the main themes and sub-themes. Factors that helped 
and hindered nurses will be discussed in the context of the 
complexities of patients, nurses, and the intensive care environ-
ment. Implications for practice will be reviewed with a focus on 
delirium assessment, engaging with families, patient safety, and 
finding rewards in the experience. Qualitative data will be pre-
sented in quotations and diagrams that summarize the study 
results. Participants will be invited to engage throughout the 
presentation by reflecting on and sharing their own similar or 
contrary experiences, as well as their reactions to the research-
er’s conclusions.

ABStRACtS



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

Learning outcomes: 
1. The critical care nurse will have a deeper understanding 

of the lived experience of intensive care nurses caring for 
patients with delirium. 

2. The critical care nurse will be able to identify factors that 
facilitate or hinder nurses when caring for these patients. 

3. The critical care nurse will be able to identify the complexi-
ties that influence these experiences. 

ReFeReNCeS
Barr, J., Fraser, G.L., Puntillo, K., Ely, E.W., Gelina, C., Dasta, 

J.F., ... Jaeschke, R. (2013). Clinical practice guidelines for the 
management of pain, agitation, and delirium in adult patients in 
the intensive care unit. Critical Care Medicine, 41(1), 263–306. 
http://dx.doi.org/10.1097/CCM.0b013e3182783b72

Belanger, L., & Ducharme, F. (2011). Patients’ and nurses’ 
experiences of delirium: A review of qualitative studies. 
Nursing in Critical Care, 16(6), 303–315. http://dx.doi.
org/ 10.1111/j.1478-5153.2011.00454.x;10.1111/j.1478-
5153.2011.00454.x 

Ely, E.W. (2014). The Confusion Assessment Method for the ICU 
(CAM-ICU): The Complete training manual (Revised Edition). 
Vanderbilt University Medical Center. From http://icudelirium.
org/docs/CAM_ICU_training.pdf

the Intensive Care unit (ICu) Wishing 
Well Project: enhancing Person-Centred 
Care at the end-of-Life
Allana LeBlanc, MScN, RN, CNCC(C), and Frances Fothergill-
Bourbonnais, PhD, RN, Vancouver, BC

Purpose/goals: The Intensive Care Unit (ICU) Wishing Well 
Project aims to enhance person-centred care at the end-of-
life. Working within the constraints of critical illness and the 
ICU setting, patients and families are invited to express their 
‘wishes’ for the last hours of life and the dying process.

Session description: The ICU Wishing Well Project is a change 
initiative that aims to enhance person-centred care at the end 
of life. Working within the constraints of critical illness and 
the ICU setting, patients’ families are invited to express their 
‘wishes’ for the last hours of life and the dying process. The proj-
ect was inspired by a research study conducted in Ontario and 
initiated by a bedside nurse in Vancouver General Hospital. It 
quickly grew to be a truly multidisciplinary effort. This session 
will review the inception and implementation of the project, 
the evidence of the benefits to patients and families, the impact 
on the ICU team, planning for sustainability, as well as the 

barriers encountered. Examples of wishes that patients and 
families requested will be woven throughout the presentation. 
The session will conclude with an invitation for the partici-
pants to reflect on the possible first steps to implement a similar 
approach in their own practice setting.

Learning outcomes: 
1. The critical care nurse will understand the key components 

of the Wishing Well Project and the potential benefit to 
patients and families. 

2. The critical care nurse will learn the steps our project team 
undertook to implement the project, and identify barriers 
and facilitators we encountered. 

3. The critical care nurse will generate ideas about how to 
implement similar approach in their own setting. 

ReFeReNCeS
Cook, D., Swintin, M., Toledo, F., Clarke, F., Rose, T., Hand-

Breckenridge, T., … Sheppard, R. (2015). Personalizing death 
in the intensive care unit: The 3 wishes project. Annals of Internal 
Medicine, 163(4), 271–9.

Downar, J., Delaney, J.W., Hawryluck, L., & Kenney, L. (2016). 
Guidelines for the withdrawal of life-sustaining measures. 
Intensive Care Medicine, 42, 1003–17.

Vanstone, M., Toledo, F., Clarke, F., Boyle, A., Giacomini, M., 
Swinton, M., … Cook., D. (2016). Narrative medicine and 
death in the ICU: Word clouds as a visual legacy. Supportive 
& Palliative Care, published online November 24, 2016. http://
dx.doi.org/10.1136/bmjspcare-2016-001179 

Another tool in the Weaning toolbox?  
All About Proportional-Assist Ventilation 
(PAV) 
Shirley Marr, MHEd, MHScM, BScN, RN, Domenico 
Capolongo, RRT, and Robyn Klages, RRT, Mississauga, ON

Purpose/goals: The purpose of the session is to introduce 
nurses to Proportional-Assist Ventilation (PAV) as an advanced 
mode of ventilation used in the prevention of patient-venti-
lator desynchrony and liberation of patients from prolonged 
mechanical ventilation.

Session description: Patients who become difficult to wean 
are at risk for prolonged mechanical ventilation (PMV). PMV 
leads to an increase in ICU length of stay (LOS) and mortality 
and a decrease in the patient’s quality of life. A suggested frame-
work is to identify early those patients at risk for PMV and 
optimize their weaning. Weaning methods include progressive 
decreases in pressure support ventilation, tracheostomy mask 
and recently the use of PAV. With PAV, the patient determines 
when inspirations begin, how deeply to breathe and when to 
end the breath. This affords the operational advantages of bet-
ter patient-ventilator synchrony, reduced need for sedation, 
reduced incidence of ventilator-induced diaphragm dysfunc-
tion (VIDD) and a physiology-based approach to weaning. Our 
successful use of a structured protocol used at our facility to 
wean and liberate patients from PMV will be discussed.
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Learning outcomes: 
1. To identify the main operational advantages of PAV from 

other ventilator support modes in liberating patients from 
prolonged mechanical ventilation 

2. To be able to discuss the differences between PAV and con-
ventional weaning modes 

Prerequisite: Knowledge of ventilator weaning would enhance 
learning. 

ReFeReNCeS
Bosma, K., Ferreyra, G., Ambrogio, C., Pasero, D., Mirabella, 

L., Braghiroli, A., & Ranieri, V.M. (2007). Patient-ventilator 
interaction and sleep in mechanically ventilated patients: 
Pressure support versus proportional assist ventilation. Critical 
Care Medicine, 35(4), 1048–1054.

Bosma, K.J., Read, B.A., Nikoo, B., Mohammad, J., Jones, P.M., 
Priestap, F.A., & Lewis, J.F. (2016). A pilot randomized trial 
comparing weaning from mechanical ventilation on pressure 
support versus proportional assist ventilation. Critical Care 
Medicine, 44(6), 1098–1108.

Grasso, S., & Ranieri, V.M. (2000). Proportional assist ventilation. 
Seminars in Respiratory and Critical Care Medicine, 21(3), 161–
166. 

think Fast and Act Quickly! essential 
Management of Acute Stroke
Shirley Marr, MHed, MHScN, RN, CNCC(C), and Catherine 
Judd-Morin, BScN, RN, Mississauga, ON

Purpose/goals: Inpatient acute strokes are often not identi-
fied, assessed, or treated as per guidelines due to a multitude 
of factors. To serve this population better critical care worked 
with medicine to devise a process in which these patients can 
be treated as per guidelines. This process involved using the 
clinical expertise of the ICU team similar to the way it is used 
during an inpatient code blue.

Session description: Inpatients with new onset stroke symp-
toms have historically at our institution, not received timely 
management. Floor nurses may identify changes early but 
have had barriers to complete the process limiting treatment 
options. Our organization identified the need for inpatients to 
have the same timely access to appropriate stroke interventions 
as out-patients. A partnership between ICU, inpatient units 
and radiology was established to better serve the acute stroke 
patient. This partnership involved using ICU nurses’ skills to 
assess and facilitate the diagnostic and treatment phases of an 
acute stoke. ICU nurses are called after a floor nurse suspects 
an acute stroke, ICU nurse assesses using FAST assessment 
tool and if the symptoms are consistent with a stroke a code 
stroke is called overhead eliciting organized and systematic 
response. With this partnership, we have been able to dramati-
cally decrease treatment delays.

Learning outcomes: 
1. Discuss essential management of an inpatient code stroke 

and how it can be implemented at their hospital.
2. Discuss team member roles and responsibility during an 

inpatient code stroke as well as different equipment needs. 

Prerequisite: An understanding of 2015 AHA Guidelines for 
the Early Management of Patients with Acute Ischemic Stroke 
would enhance learning.

ReFeReNCeS
Alberts, M.J., Wechsler, L.R., Jensen, M.E.L., Latchaw, R.E., Crocco, 

T.J., George, M. G., ... Mancini, B. (2013). Formation and 
function of acute stroke–ready hospitals within a stroke system 
of care recommendations from the Brain Attack Coalition. 
Stroke, 44, 3382–3393.

González, R.G., Copen, W.A., Schaefer, P.W., Lev, M.H., Pomerantz, 
S.R., Rapalino, O., ... Gupta, R. (2013). The Massachusetts 
General Hospital acute stroke imaging algorithm: An experience 
and evidence based approach. Journal of Neurointerventional 
Surgery, 6, i7–i12.

Powers, W.J., Derdeyn, C.P., Biller, J., Coffey, C.S., Hoh, B.L., Jauch, 
E.C., ... Meschia, J.F. (2015). 2015 AHA/ASA focused update 
of the 2013 guidelines for the early management of patients 
with acute ischemic stroke regarding endovascular treatment: 
A guideline for healthcare professionals from the American 
Heart Association/American Stroke Association. Stroke, STR-
0000000000000074.

three teams, One Important Goal: 
Cardiac Arrest and the Pregnant Patient
Shirley Marr, MHed, MHScN, RN, CNCC(C), and Catherine 
Judd-Morin, BScN, RN, Mississauga, ON

Purpose/goals: Cardiac arrest happening with a pregnant 
woman is rare, but has worse outcomes than other code blue. 
Concerns regarding the fetal health have often led to less-ef-
fective care of the mother and/or fetus. In 2015, the American 
Heart Association published its first-ever statement of care of 
the pregnant cardiac arrest pregnant women. A needs assess-
ment of the code response in our organization led to us 
developing an organized approach to how to change practice to 
meet the needs of this population. Our team developed a new 
code, code blue maternal

Session description: In 2015, the American Heart Association 
published their first guidelines regarding the care of a pregnant 
woman experiencing a cardiac arrest. With the publishing of 
these, our code blue team leadership discussed how to provide 
the right care for these patients. We devised a new code called 
“code blue maternal’, which would involve the code pink team, 
code blue team, and a team from obstetrics. Each team was 
given a specific role and responsibilities. We also developed a 
policy and implemented many educational sessions for the var-
ious teams, as well all physicians were invited to a session. We 
further updated the code blue carts to include a scalpel and a 
laminated algorithm and updated the code blue documented 
tools to provide the tools necessary.

As these team members did not know each other we ran mock 
code blue maternal and provided education for each team 
to ensure all team members were aware of their roles and 
responsibilities.

ABStRACtS
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Learning outcomes: 
1. Describe and discuss essential management and differences 

of a code blue maternal.
2. Discuss team member roles and responsibility as well as, 

different equipment needs. 

Prerequisite: An understanding of AHA resuscitation guide-
lines would enhance learning. 

ReFeReNCeS
Jeejeebhoy, F., & Windrim, R. (2014). Management of cardiac arrest 

in pregnancy. Best Practice & Research Clinical Obstetrics & 
Gynaecology, 28, 607–618

Jeejeebhoy, F.M., Zelop, C.M., Lipman, S., Carvalho, B., Joglar, J., 
Mhyre, J.M., ... Page, R.L. (2015). Cardiac arrest in pregnancy: 
A scientific statement from the American Heart Association. 
Circulation, 132, 1747–1773.

Pandian, R., Mathur, M., & Mathur, D. (2015). Impact of ‘fire drill’ 
training and dedicated obstetric resuscitation code in improving 
fetomaternal outcome following cardiac arrest in a tertiary 
referral hospital setting in Singapore. Archives of Gynecology 
and Obstetrics, 291, 945–949. 

Mission Possible? Intraoperative Renal 
Replacement therapy (IO-CRRt) 
Rachelle McCready, BScN, RN, CNCC(C), London, ON 

Purpose/goals: The goal of this presentation is to describe 
the planning required, challenges presented and outcomes of 
critical care nurses providing Continuous Renal Replacement 
Therapy (CRRT) in the operating room (OR) during a liver 
transplant.

Session description: The London Health Sciences Centre 
has completed 1,997 liver transplants since 1977. As Nadim 
et al. (2014) noted, a liver transplant is a long, complicated 
procedure; pre-existing renal failure can exacerbate the intra-
operative complications of large fluid shifts, hemodynamic 
instability, electrolyte disturbances, acidosis, and coagulation 
abnormalities. A few transplant centres have dealt with these 
issues by providing renal replacement therapy during the 
transplant. Although there is a paucity of research in this area, 
Agopian et al. (2014) have concluded that IO-CRRT reduces 
complications and improves outcomes.

This presentation uses a case study format to discuss the 
rationale for CRRT in the OR, as well as the many steps and 
challenges to providing this level of support outside the 
Intensive Care Unit (ICU). Henson and Carpenter (2010) have 

surmised that providing this complex treatment in an unfa-
miliar environment, while interacting with unknown staff, 
provides a unique challenge to the critical care nurse.

Learning outcomes: 
1. Describe the rationale for performing CRRT during liver 

transplantation surgery. 
2. Describe the planning required to enable critical care nurses 

to provide CRRT in the OR environment. 
3. Discuss the challenges and successes of a recent case of 

IO-CRRT at LHSC. 

ReFeReNCeS
Agopian, V.G., Dhillon, A., Baber, J., Kaldas, F.M., Zarrinpar, A., 

Farmer, D.G., … Busuttil, R.W. (2014). Liver transplantation 
in recipients receiving renal replacement therapy: Outcomes 
analysis and the role of intraoperative hemodialysis. American 
Journal of Transplantation, 14(7), 1638–1647. http://dx.doi.
org/10.1111/ajt.12759

Henson, A., & Carpenter, S. (2010). CNE: Intraoperative 
hemodialysis during liver transplantation: An expanded role of 
the nephrology nurse. Nephrology Nursing Journal, 37(4), 351–
353, 356. 

Nadim, M.K., Annanthapanyasut, W., Matsuoka, L., Appachu, 
K., Boyajian, M., Ji, L., …  Genyk, Y.S. (2014). Intraoperative 
hemodialysis during liver transplantation: A decade of 
experience. Liver Transplantation, 20(7), 756–764. http://dx.doi.
org/10.1002/lt.23867

After the Golden hour: Resuscitation 
and Management Challenges of trauma 
Patients in Critical Care 
Eugene Mondor, MN, RN, CNCC(C), Edmonton, AB 

Purpose/goals: This session identifies current, evidence-based 
practice guidelines for emergency and critical care nurses for 
restoration of hemodynamic stability and avoidance of compli-
cations, following admission of the adult polytrauma patient to 
critical care.

Session description: The admission of each multisys-
tem trauma patient to critical care embodies a unique set 
of circumstances. This presentation focuses on potentially 
life-threatening resuscitation challenges encountered in adult 
polytrauma patients in critical care, and describes the essential 
assessment, management and evaluative strategies for nurses 
caring for these physiologically unstable and unpredictable 
patients. This session examines oxygenation, ventilation, fluid 
resuscitation, damage control surgery, acid-base imbalances, 
coagulopathies, and hemorrhagic shock. Optimal endpoints of 
resuscitation will be discussed, and the role of nurses in pre-
venting complications, including Acute Respiratory Distress 
Syndrome (ARDS), acute kidney injury and sepsis. Interactive 
case scenarios challenge the audience to think critically and 
apply appropriate, evidence-based trauma management prin-
ciples to patient situations, potentially avoiding complications 
and enhancing optimal patient care.
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Learning outcomes: 
1. Identify, using a systems-based approach, abnormal assess-

ment findings in adult polytrauma patients on admission to 
critical care. 

2. Describe appropriate, evidence-based strategies for achiev-
ing hemodynamic stability in the polytrauma patient 
experiencing hemorrhagic shock.

3. Recognize and articulate optimal resuscitation endpoints in the 
polytrauma patient who has experienced hemorrhagic shock.

ReFeReNCeS
Campion, E.M., & Mackersie, R.C. (2014). Recent developments in 

the assessment of the multiply injured trauma patient. Current 
Opinion in Critical Care, 20, 620–625.

Johansson, P., Stensballe, J., & Ostrowski, S.R. (2012). Current 
management of hemorrhage in trauma. Scandinavian Journal of 
Trauma, Resuscitation, and Emergency Medicine. Retrieved from 
http://www.sjtrem.com

Shere-Wolfe, R.F., Galvagno, S.M., & Grissom, T.E. (2012). Critical 
care considerations in the management of the trauma patient 
following initial resuscitation. Scandinavian Journal of Trauma, 
Resuscitation, an Emergency Medicine. Retrieved from http://
www.sjtrem.com/content/pdf

Alveoli, Airways, Volumes and 
Ventilators: Breathing easier About 
Mechanical Ventilation 
Eugene Mondor, MN, RN, CNCC(C), Edmonton, AB

Purpose/goals: This session provides an overview of current, evi-
dence-based guidelines and management of the adult critical care 
patient requiring mechanical ventilation, including intubation, 
modes of ventilation, respiratory adjuncts, weaning and extubation.

Session description: Critical care nurses are acutely aware that 
knowledge about mechanical ventilation is essential for optimal 
patient care. This session focuses on an overview of mechanical 
ventilation in adult critical care, with an emphasis on the most 
up-to-date strategies for managing ventilated patients, from 
intubation to extubation. The role of non-invasive ventilation, 
including identification of appropriate candidates and nursing 
care considerations, will be reviewed. Intubation, choosing an 
appropriate mode of mechanical ventilation, and understand-
ing fundamental mechanical ventilator settings and respiratory 
adjuncts, will be highlighted. Case studies will actively engage 
the audience’s knowledge of mechanical ventilation to specific 
clinical situations, including ability to troubleshoot and correct 
mechanical ventilator problems. Application of evidence-based 
guidelines for weaning and liberation from mechanical ventila-
tion, including spontaneous breathing trials, will be discussed.

Learning outcomes: 
1. Identify and describe non-invasive mechanical ventilation, 

including indications, contraindications, and essential nurs-
ing care.

2. Explain key features of commonly used modes of mechan-
ical ventilation, ventilator settings, alarm management and 
troubleshooting techniques. 

3. Apply evidence-based knowledge about mechanical ven-
tilation to clinical practice, avoiding complications, and 
facilitating successful liberation. 

ReFeReNCeS
Bauman, K.A., & Hyzy, R.C. (2014). Non-invasive positive pressure 

ventilation in acute respiratory failure in adults. Retrieved from 
www.uptodate.com

Grossbach, I., Chlan, L., & Tracy, M.F. (2011). Overview of 
mechanical ventilatory support and management of patient- and 
ventilator-related responses. Critical Care Nurse, 31(3), 30–44.

Penuelas, O., Thille, A.W., & Esteban, A. (2015). Discontinuation 
of ventilatory support. Current Opinion in Critical Care, 21(1), 
74–81.

the Frequency and urgency of It All: 
Managing Genitourinary emergencies in 
Critical Care 
Eugene Mondor, MN, RN, CNCC(C), Edmonton, AB

Purpose/goals: The purpose of this presentation is to review 
the overall approach to identification, assessment, and manage-
ment of the adult patient with a genitourinary emergency in the 
Critical Care Unit. 

Session description: Approximately 40% of patients sus-
tain some degree of renal dysfunction during hospitalization. 
Although the relationship between critical illness and renal dis-
turbance is not always clearly understood, a significant potential 
exists that a genitourinary condition may adversely affect patient 
outcome. This presentation reviews the overall assessment and 
management of the adult patient with a genitourinary emergency 
in Critical Care. Physiology of the genitourinary system, includ-
ing alterations in genitourinary function that occur because of 
critical illness and/or injury, will be identified. The role of the 
registered nurse in assessment and management of adult critical 
care patients with Acute Kidney Injury (AKI), contrast-induced 
renal failure, rhabdomyolysis, and Fournier’s Gangrene, are high-
lighted. Learning activities in this presentation include selected 
‘problem-based’ situations for each condition requiring attendee 
participation through interactive discussion.

Learning outcomes: 
1. Describe the function of the genitourinary system, includ-

ing alterations in function that can occur because of critical 
illness and/or injury. 

2. Identify key assessment and diagnostic findings and state 
immediate management priorities for the adult ICU patient 
with a genitourinary emergency. 

3. Describe evolving trends in research and care of adult 
patients with renal dysfunction in critical care. 

ReFeReNCeS
Davies, H., & Leslie, G. (2012). Acute kidney injury and the critically 

ill patient. Dimensions of Critical Care Nursing, 31, 135–152.
Dirkes, S. (2013). Sepsis and inflammation: Impact on acute kidney 

injury. Nephrology Nursing Journal, 40, 125–132.
Ricci, Z., & Ronco, C. (2012). New insights in acute kidney failure 

in the critically ill. Swiss Medical Weekly. Retrieved from www.
smw.ch
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Care of the Patient with Acute Spinal 
Cord Injury of the Cervical Spine 
Brenda Morgan, MSc, BScN, RN, CNCC(C), London, ON 

Purpose/goals: This session will examine acute spinal cord 
injury and review neurogenic and spinal shock autonomic dys-
reflexia. A review of system-based problems will be explored.

Session description: Acute spinal cord injury (ASCI) is a dev-
astating event that changes the lives of thousands of Canadians 
annually. Damage to the spinal cord in the cervical region pro-
duces some degree of tetraplegia (quadriplegia) depending on 
the level of injury. Disability can range from complete loss of 
movement and breathing (C1-3) to loss of just the fine motor 
function in the hand (C7-T1). Recognizing the signs of ASCI 
and the management of immediate life- and cord-threaten-
ing complications is essential. This presentation will identify 
the categorization of spinal cord injuries and describe com-
plete and incomplete injuries, including anterior, central and 
Brown-Sequard cord syndromes. Neurogenic and spinal shock, 
autonomic instability and autonomic dysreflexia will be exam-
ined. A systematic review of the impact of spinal cord injury 
on the cardiorespiratory system; bowel, bladder and sexual 
function; thermoregulation; venothromboembolic risk; mus-
culoskeletal  changes; pain management and psychosocial 
impact will be presented. Management for these spinal cord-as-
sociated challenges will be discussed and strategies for acute 
management emphasized. 

Learning outcomes: 
1. The critical care nurse will participate in a review of acute 

spinal cord injury. 
2. The critical care nurse will recall systematic complications 

of ACSI. 
3. The critical care nurse will recognize and manage spinal and 

neurogenic shock and autonomic dysreflexia. 

Prerequisite: Review of spinal cord anatomy and physiology 
would enhance learning.

ReFeReNCeS
American Association of Neurological Surgeons and the Congress of 

Neurological Surgeons (2013). Guidelines for the management 
of acute cervical spine and spinal cord injuries. Retrieved 
from http://journals.lww.com/neurosurgery/toc/2013/03002. 
Neurosurgery, 2, 72.

Kirshblum, S.C., Burns, S.P., Biering-Sorensen, F., Donovan, W., 
Graves, D.E., Jha, A., … Waring, W. (2011). International 
standards for neurological classification of spinal cord injury. 
Journal of Spinal Cord Medicine, 34, 535–546. 

Review of the Neurological System: 
Brain and Spinal Cord Anatomy  
and Function
Brenda Morgan, BScN, MSc, RN, London, ON

Session description: All critically ill patients are at risk for 
neurological complications. Patients may present with a spe-
cific neurological diagnosis, or they may develop an acquired 
insult due to vascular disorders, thromboembolism, shock 
states, coagulopathies, hypoxemia, or infection. Because early 
recognition is essential, all critical care nurses must be able to 
perform an accurate neurological assessment. For nurses who 
work outside of a neuro-specific setting, the development and 
maintenance of neurological assessment skills can be more 
challenging. Patient-related factors, such as decreased level of 
consciousness, sedation, metabolic encephalopathy, and delir-
ium can add to the complexity. Nurse confidence and the ability 
to recognize significant findings is increased when a consistent 
approach to the neurological examination is incorporated into 
the routine assessment of all critically ill patients. The purpose 
of this presentation is to briefly recall important anatomical 
and physiological concepts of the brain, spinal cord, and cranial 
nerves, and to utilize this foundational information to guide an 
organized approach to the neurological examination. Case sce-
narios will be used to correlate signs and symptoms to possible 
areas of injury, and to illustrate hallmark or noteworthy neuro-
logical assessment findings. This session will be of interest to all 
nurses wishing to enhance their assessment skills of the neuro-
logical system.

Learning outcomes: 
1. The critical care nurse will recall major anatomical struc-

tures of the brain and spinal cord and describe the function 
of the cerebral cortex, brainstem, cerebellum, blood supply, 
cerebral spinal fluid pathways, spinal columns, and cranial 
nerves.

2. The critical care nurse will learn an organized approach to 
the neurological examination, including cranial nerve test-
ing for the conscious and unconscious critical care patient.

3. The critical care nurse will identify and correlate abnormal 
physical assessment findings to possible area(s) of neurolog-
ical injury.

ReFeReNCeS
Bickley, L. (2017). Bates’ guide to physical examination and history 

taking (12th ed.). Philadelphia, PA: Wolters Kluwer.
Hall, J. (2016). Guyton and Hall textbook of medical physiology (13th 

ed.). Philadelphia, PA: Elsevier.
Netter, F. (2017). Netter’s concise neuroanatomy. Philadelphia, PA: 

Elsevier.
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Subclinical Seizures: No Alternative 
Facts here! 
Jean Morrow, MN, RN, CNCC(C), and Sheila Hunt, BScN, RN, 
London, ON 

Purpose/goals: This presentation will review subclinical sei-
zures including their impact, etiology, identification, and 
management. Our goal is to heighten awareness of this unseen 
condition and to share our unit’s unique approach to subclini-
cal seizure detection.

Session description: Using a combination of media (audience 
polling, video, and photos) this presentation will highlight 
the importance of detecting and treating subclinical seizures 
in the critical care population. The impact of undetected sub-
clinical seizures can be devastating. We know that continuous 
electroencephalogram (cEEG) monitoring improves the detec-
tion of these seizures. However, cost, availability of technicians 
and equipment can be a barrier to standard 10/20 cEEG mon-
itoring. A unique alternative method of detection has been 
successfully used in our institution for more than 10 years. In 
the framework of a collaborative team approach, our nurses 
utilize a series of eight sub-hairline leads to collect continuous 
brain wave data. We will discuss the feasibility, challenges, and 
successes of our unique seizure detection approach.

Learning outcomes: 
1. The critical care nurse will understand the impact of sub-

clinical seizures and the importance of detection. 
2. The critical care nurse will understand how nurses in our 

unit play a unique role in seizure detection. 

Prerequisite: Understanding of basic anatomy, physiology and 
seizures would enhance learning. 

ReFeReNCeS
Claassen, J., Taccone, F.S., Horn, P., Holtlkamp, M., Stocchetti, 

N., & Oddo, M. (2013). Recommendations on the use of EEG 
monitoring in critically ill patients: Consensus statement from 
the neurointensive care section of the ESICM. Intensive Care 
Medicine, 39, 1337–1351.

Tanner, A.E., Sarkela, M.O., Virtanen, J., Viertio-Oja, H.E., Sharpe, 
M.D., Norton, L., … Young, G.B. (2014). Application of 
subhairline EEG montage in intensive care unit: Comparison 
with full montage. Journal of Clinical Neurophysiology, 31, 181–
186.

Young, G.B., Sharpe, M.D., Savard, M., Al Thenayan, E., Norton, 
L., & Davies-Schinkel, C. (2009). Seizure detection with 
a commercially available bedside EEG monitor and the 
subhairline montage. Neurocritical Care, 11, 411–416.

the Caring Intensively Study: Children’s 
Psychological and Behavioural 
Responses Following Pediatric Intensive 
Care unit (PICu) hospitalization
Janet E. Rennick, PhD, RN, Karen Dryden-Palmer, RN, Robyn 
Stremler, PhD, RN, Christine Chambers, PhD, RPsych, Marsha 
Campbell-Yeo, PhD, RN, Xun Zhang, PhD, Jamie Hutchison, 
MD, FRCPC, Dale Stack, PhD, RPsych, and Geoffrey Dougherty, 
MDCM, MSc, FRCPC, Montreal, QC

Purpose/goals: Children are at increased risk of behavioural 
and emotional problems following Pediatric Intensive Care 
Unit (PICU) hospitalization, with 25 % demonstrating ‘at risk’ 
or clinically significant problems that remain unresolved at six 
months. This presentation will discuss the Caring Intensively 
study, which seeks to explore the impacts and potential risk fac-
tors associated with a critical illness experience on children and 
their families. 

Session description: PICU hospitalization places children 
at increased risk of psychological problems following dis-
charge. To better understand these problems, identify risk 
factors, and target areas for health promotion and interven-
tion, we will describe the design and early findings of this 
Canadian Institutes of Health Research funded study examin-
ing children’s psychological and behavioural responses over a 
three-year period post-PICU.

To date, three academic children’s hospitals have enrolled 
children in this multisite, mixed-methods prospective cohort 
study. Children’s psychological and behavioural characteris-
tics along with parent anxiety and stress were assessed using 
standardized measures. Interviews with selected parent-child 
dyads were also performed.

Early findings related to cohort characteristics; length of stay, 
number of invasive procedures, number of medical diagnoses 
and co-morbidities will be shared. PICU survivor outcomes at 
six-months measured with the Behavioral Symptoms Index of 
the BASC-2 and PICU strengths and difficulties questionnaire, 
as well as child self-report measures of distress and perceived 
competence will be discussed.

Identifying children who are at increased risk of behavioural 
and emotional problems following PICU hospitalization and 
understanding the clinically significant problems these chil-
dren and their families face is important. The informed critical 
care nurse may then identify children at risk and modify sup-
portive nursing interventions to improve child and family 
outcomes.

Learning outcomes: 
1. By the end of this session the critical care nurse will be able 

to understand childhood psychological problems following 
a PICU hospital experience. 
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2. By the end of this session the critical care nurse will appreciate 
the importance of identifying risk factors for psychological 
problems in children after a PICU hospital experience. 

3. By the end of the session the critical care nurse will be aware 
of the challenges in completing a longitudinal study of 
health outcomes in the pediatric population. 

ReFeReNCeS
Manning, J.C., Hemingway, P., & Redsell, S.A. (2014). Long-term 

psychosocial impact reported by childhood critical illness 
survivors: A systematic review. Nursing Critical Care, 19, 145–156.

Rennick, J.E., Dougherty, G., Stremler, R., Childerhose, J.E., Stack, D.M., 
& Hutchinson, J. (2014). Children’s psychological and behavioural 
responses following pediatric intensive care unit hospitalization: 
The caring intensively study. BMC Pediatrics, 14, 276.

Rennick, J.E., & Rashotte, J. (2009). Psychological outcomes in 
children following pediatric intensive care unit hospitalization: 
A systematic review of the research. Journal of Child Health 
Care, 13(Jun), 128–149.

Conversations Matter: Attitudes and 
Perceptions about Family Presence in 
the Medical-Surgical ICu
Cecilia Santiago, MN, RN, CNCC(C), and Brigitte Delaurier, 
BScN, RN, Toronto, ON 

Purpose/goals: This presentation aims to: 1) summarize results 
of research describing attitudes and perceptions of MSICU 
physicians, nurses, health disciplines and managers towards 
family presence at bedside rounds, and 2) describe the qual-
ity improvement initiative in implementing family presence at 
bedside rounds.

Session description: Part 1: Research: We explored multidisci-
plinary bedside rounds as a venue for information sharing with 
families when time constraints and availability of key health 
care providers can limit the frequency of family meetings. We 
surveyed MSICU staff in a single academic hospital and found 
that there are significant differences among the attitudes of 
healthcare providers towards family presence at bedside rounds 
with nurses, especially more experienced nurses, expressing the 
greatest reservation. While desirable, our research indicated 
that the practice of family presence during bedside rounds is 
often met with ambivalence by ICU healthcare providers.

Part 2: Quality Improvement: In alignment with our cor-
porate objectives and the Registered Nurses Association of 
Ontario’s best practice guideline on person- and family-cen-
tred care, we implemented change cycles to introduce family 

presence at bedside rounds in the MSICU. A registered nurse 
was dedicated to champion the quality improvement initiative. 
The nurse engaged the MSICU team and family members to 
improve tools and processes. Changing how bedside rounds 
are done to ensure the inclusion of patients’ families as part of 
healthcare team is an intervention that upholds person- and 
family-centred care and could be an effective method to pro-
vide consistent communication to families.

Learning outcomes: 
1. Recognize attitudes and perceptions of staff towards family 

presence at bedside rounds. 
2. Identify strategies in implementing family presence at bed-

side rounds. 

Prerequisite: It is beneficial to have a basic understanding of 
research methodology and quality improvement concepts. An 
interest in patient- and family-centred care would enhance learning. 

ReFeReNCeS
Davidson, J.E., Savidan, K.A., Barker, N, Ekno, M., Warmuth, D., 

& Degen-De Cork, A. (2014). Using evidence to overcome 
obstacles to family presence. Critical Care Nursing Quarterly, 
37, 407–421. http://dx.doi.org/10.1097/CNQ.0000000000000041

Jacobowski, N.L., Girard, T.D., Mulder, J.A., & Ely, E.W. (2016). 
Communication in critical care: Family rounds in the intensive 
care unit. American Association of Critical-Care Nurses, 19, 421–
430. http://dx.doi.org/10.4037/ajcc2010656.

Santiago, C., Lazar, L., Jiang, D., & Burns, K.E.A. (2013). A survey of 
the attitudes and perceptions of multidisciplinary team members 
towards family presence at bedside rounds in the intensive care 
unit. Intensive and Critical Care Nursing, 30, 13–21. http://
dx.doi.org/10.1016/j.iccn.2013.06.003

When the Bleeding Stops: Complications 
of Massive transfusions
Tom Scullard, RN, Farmington, MN 

Purpose/goals: The purpose of this presentation is to pro-
vide information on massive transfusions to identify potential 
complications that may occur in patients while receiving large 
amounts of blood products. 

Session description: Life-threatening hemorrhagic shock can 
be encountered among many patients in the intensive care 
unit. The need for massive transfusion of blood products may 
be required to maintain adequate circulation and hemostasis. 
Critical care nurses must be aware of significant complications 
associated with massive transfusions.  Complications related to 
massive transfusions including hypothermia, thrombocytope-
nia, electrolyte abnormalities, acid base derangements, citrate 
toxicity, and coagulopathy will be reviewed. Strategies used to 
prevent and treat these complications will be discussed. The 
optimal ratio of blood products to be delivered will be exam-
ined. A case study will be used to help the bedside nurse apply 
the information from this session to practice.

Learning outcomes: 
1. Identify patients who require a massive transfusion. 
2. List three potential complications of a massive transfusion. 
3. Discuss nursing interventions to prevent complications of 

massive transfusions. 
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ReFeReNCeS
Patil, V., & Shetmahajan, M. (2014). Massive transfusion and 

massive transfusion protocol. Indian Journal of Anaesthesia, 58, 
590. http://dx.doi.org/10.4103/0019-5049.144662 

Pham, H.P., & Shaz, B.H. (2013). Update on massive transfusion. 
British Journal of Anaesthesia, 111(Suppl. 1), I71–I82. http://
dx.doi.org/10.1093/bja/aet376

Sihler, K. C., & Napolitano, L.M. (2010). Complications of massive 
transfusion. Chest, 137(1), 209–220. http://dx.doi.org/10.1378/
chest.09-0252

Critical Care Certification: A National 
Program for Success 
Ruth Trinier, MN, RN, CNCCP(C), Karen Dryden-Palmer, MSN, 
RN, and Tanya Spence, MN, RN, CNCCP(C), Toronto, ON

Purpose/goals: This presentation will review strengths and 
limitations of strategies used for encouraging critical care nurs-
ing certification and report on changes in practice, as a result of 
the certification process.

Session description: Despite mounting evidence of the bene-
fits of specialty certification, only a fraction of eligible Canadian 
critical care nurses hold the credential. Cost and limited oppor-
tunities for exam preparation have been cited as restrictive 
factors. 

In 2016, a certification challenge was issued to our col-
leagues nationally. Success of the participating candidates 
was supported with coordinated study groups and a series of 
complimentary review webinars. Many institutions provided 
financial support. Participating nurses were surveyed to under-
stand the impact of the supportive interventions on their exam 
experience and on their practice. Results demonstrated an 
increase of 20% of nurses certified in Critical Care Pediatrics 
[CNCCP(C)] in 2016.

This presentation will review strengths and limitations of the 
strategies used for advancing national certification and report 
on the results of the participant survey. Strategies for sustained 
support of certification in one participating hospital program 
will also be shared.

Learning outcomes: 
1. The critical care nurse will be able to identify strategies that 

contribute to successful specialty certification. 
2. The critical care nurse will be able to identify changes in 

practice as a result of specialty certification. 

ReFeReNCeS
Boyle, D., Cramer, E., Potter, C., Gatua, M. W., & Stobinski, J. (2014). 

The relationship between direct-care RN specialty certification 
and surgical patient outcomes. Association of PeriOperative 
Registered Nurses Journal, 100(5), 511–528. http://dx.doi.
org/10.1016/j.aorn.2014.04.018

Drapohl, G., Manojlovich, M., Redman, R., & Zhang, L. (2010). 
Nursing specialty certification and nursing-sensitive patient 
outcomes in the intensive care unit. American Journal of Critical 
Care, 19(6), 490–499. http://dx.doi.org/10.4037/ajcc2010406

Watts, M.D. (2010). Certification and clinical ladder as the impetus 
for professional development. Critical Care Nursing Quarterly, 
33(1), 52–59. http://dx.doi.org/10.1097/CNQ.0b013e3181c8e333

LGBtQ+ in the ICu: Improving 
healthcare through understanding 
Ruth Trinier, MN, RN, CNCCP(C), and Sarah Quinto, BScN, 
RN, Toronto, ON 

Purpose/goals: Through this presentation, we aim to 
foster understanding and facilitate awareness of internalized cis-
heteronormative assumptions and attitudes that we may carry, as 
nurses, and the ways these attitudes impact our nursing practice.

Session description: Five percent of the population in Canada 
identifies as LGBTQ+. Despite significant advances in equality 
rights in Canada, barriers to accessing queer and trans-posi-
tive healthcare services, including end-of-life care, persist. Key 
barriers include institutionalized assumptions of heteronorma-
tivity and biases and assumptions that healthcare providers may 
hold. There is increasing awareness that culturally supportive 
care improves patient outcomes in ICU, a key component of 
which is the creation of environments that are respectful of all 
aspects of client identities, including gender identity and sexual 
orientation. Through an interactive workshop format, we aim 
to foster understanding and facilitate awareness of internal-
ized cisheteronormative assumptions and attitudes that we may 
hold and the way these attitudes may impact our nursing prac-
tice. An introduction of definitions and history of homophobia 
and transphobia in healthcare will be followed by an interactive 
dialectic small group workshop.

Learning outcomes: 
1. The critical care nurse will be able to identify personally 

held biases and cisheteronorative assumptions. 
2. The critical care nurse will be able to identify the impact of 

these biases and assumptions on the LGBTQ+ client. 
3. The critical care nurse will be able to promote ideas and atti-

tudes to create a LGBTQ+ positive environment. 

Prerequisite: Willingness to engage in a sex-positive and 
anti-oppressive environment. 

ReFeReNCeS
Ard, K. & Makadon, H. (2012). Improving the health care of lesbian, 

gay, bisexual and transgender (LGBT) people: Understanding 
and eliminating health disparities. The Fenway Institute. 
Retrieved from https://www.lgbthealtheducation.org/wp-
content/uploads/Improving-the-Health-of-LGBT-People.pdf

Cartwright, C., Hughes, M., & Lienert, T. (2012). End-of-life care 
for gay, lesbian, bisexual and transgender people. Culture, Health 
& Sexuality: An Internal Journal for Research, Intervention and 
Care, 14(5), 537–548. http://dx.doi.org/10.1080/13691058.201
2.673639

Daley, A., & MacDonnell, J. (2015). ‘That would have been 
beneficial’: LGBTQ education for home-care service providers. 
Health and Social Care in the Community, 23(3), 282–291. http://
dx.doi.org/10.1111/hsc.12141
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Little Person in a Big Bed: essentials of 
What You Need to Know
Ruth Trinier, MN, RN, CNCCP(C), and Karen Dryden-Palmer, 
PhD, RN, Toronto, ON

Purpose/goals: This presentation will review the essential dif-
ferences in nursing care of critically ill children and that of 
adults. Through an interactive workshop/skills session we will 
assist nurses to increase their confidence in managing critically 
ill children in an adult setting.

Session description: When facing a critically ill child, compe-
tent and confident nursing action is essential. Children differ 
from adults physically, physiologically and psychologically. 
However, children requiring critical care often present first at 
healthcare facilities whose primary service is caring for adults. 
This creates challenges for nursing staff, as they are required 
to act definitively, accessing skills and knowledge that are used 
infrequently in day-to-day practice. The immediate actions and 
initial interventions can have a direct impact on the child and 
family’s outcomes. Where a child can be readily transported to 
a specialized pediatric facility, it is still crucial that the child 
is stabilized promptly and supported until the transfer occurs. 
This presentation will review essential differences between chil-
dren and adults and discuss the impact on the assessment and 
management of the critically ill child. The session will include 
didactic learning, simulation, and role-play in small groups.

Learning outcomes: 
1. By the end of this session the critical care nurse will be able 

to identify major anatomical, physiological and cognitive 
differences that influence the care of children. 

2. By the end of this session the critical care nurse will be able 
to identify appropriate supplies, resources and equipment 
to assist in the assessment and management of critically ill 
children. 

3. By the end of the session the critical care nurse will have 
reviewed the initial nursing care for children experiencing 
common critical/ life-threatening conditions. 

Prerequisite: A healthy apprehension and/or curiosity around 
caring for critically ill children and their families.

ReFeReNCeS
Kruger, I., Gie, R., Harvey, J., & Kruger, M. (2016). Outcome of 

children admitted to a general high-care unit in a regional hos-
pital in the Western Cape, South Africa. South African Journal of 
Child Health, 10(3), 156–160. http://dx.doi.org/10.7196/SAJCH

Offord, R. (2010). Caring for critically ill children within an adult 
environment—An educational strategy. Nursing in Critical Care, 
15, 300–307. 

Walsh, A., Barnes, M., & Mitchell, A. (2015). Nursing care of chil-
dren in general practice settings: Roles and responsibilities. 
Journal of Advanced Nursing, 71, 2585–2594. http://dx.doi.
org/10.1111/jan.12735

Delirium in the ICu: Is 
Dexmedetomidine effective? 
Joelle Ungarian, MN, RN, James Rankin, PhD, NP, and Karen 
Then, PhD, CCN(C), ACNP, Calgary, AB

Purpose/goals: Review the incidence and pathophysiology of 
delirium in the Intensive Care Unit (ICU). Discuss the research 
literature in relation to the use of dexmedetomidine in the 
management of ICU delirium and provide recommendations 
for ICU registered nurses (RNs).

Session description: Despite vigorous efforts to encourage 
the use of screening tools and adoption of prevention strate-
gies, delirium in the intensive care unit (ICU) continues to 
affect 30% of patients. The success of the pharmacological 
treatment of delirium remains equivocal; moreover, there is a 
paucity of research that supports the use of antipsychotic drugs.

However, dexmedetomidine, a selective alpha2 adrenoreceptor 
agonist, at least appears to have a promising role in the manage-
ment of delirium. A brief review of delirium will be provided 
including the epidemiology, pathophysiology, and predis-
posing factors. The current management, complications, and 
long-term consequences of delirium are presented.

This presentation will  provide a  critical  appraisal  of 
the research findings in relation to the use of dexmedetomidine 
in ICU management of delirium. The implications for critical 
care RNs in relation to nursing care and education will be pro-
vided. The critical care nurses will be invited to participate in 
informal audience polling to determine their familiarity and 
experience with the use of dexmedetomidine.

Learning outcomes: 
1. Have a comprehensive understanding of the administra-

tion, monitoring and discontinuation of dexmedetomidine 
infusions. 

2. Understand the literature on dexmedetomidines use in the 
management of delirium. 

ReFeReNCeS
Barr, J., Fraser, G.L., Puntillo, K., Ely, E.W., Gelinas, C., Dasta, 

J.F., ... Skrobik, Y. (2013). Clinical practice guidelines for the 
management of pain, agitation, and delirium in adult patients 
in the intensive care unit. Critical Care Medicine, 41(1), 263–306. 
http://dx.doi.org/10.1097/CCM.0b013e3182783b72

Mo, Y., & Zimmermann, A.E. (2013). Role of dexmedetomidine 
for the prevention and treatment of delirium in intensive care 
unit patients. Annals of Pharmacotherapy, 47(6), 869–876. http://
dx.doi.org/10.1345/aph.1AR708

Reade, M.C., O’Sullivan, K., Bates, S., Goldsmith, D. Ainslie, W. 
& Bellomo, R., ... Bellomo, R. (2009). Dexmedetomidine 
vs haloperidol in delirious, agitated, intubated patients: A 
randomised open-label trial. Critical Care, 13(3), R75. http://
dx.doi.org/10.1186/cc7890
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Death and Dying in the ICu: A Review 
exploring Critical Care Nurses’ 
experiences of treatment Withdrawal
Brandi Vanderspank-Wright, PhD, RN, CNCC(C), Nikolaos 
Efstathiou, PhD, MSc, RN, PGCerED, and Amanda Vandyk, 
PhD, RN, Ottawa, ON 

Purpose/goals: The purpose of this presentation is to 
describe the findings of a systematic review of qualitative evi-
dence that focused on the experiences of intensive care unit 
nurses who have provided care to patients and families within 
the context of withdrawal of life-sustaining treatment. The 
review was modelled on the Joanna Briggs Institute (2014) 
guidelines for meta-aggregation of qualitative evidence. The 
review suggests that a critical mass of evidence related to this 
phenomenon exists and elaborates on areas for possible future 
research, as well as practical implications.

Session description: Death and dying are part of the critical 
care reality—particularly in the intensive care unit (Coombs, 
Addlington-Hall, & Long-Sutehall, 2012). Death in this clinical 
environment often follows a decision to withdraw life-sus-
taining treatments (Sprung, Cohen, Sjokvist et al., 2003). This 
presentation aims to provide an overview of the findings of a 
systematic review of qualitative evidence that explored the 
experiences of critical care nursing who have provided care 
to patients and families within the context of withdrawal of 
life-sustaining treatment.

A systematic review of qualitative literature was completed 
following a comprehensive search. All qualitative studies and 
mixed methods studies that met the inclusion criteria were 
included. Meta-aggregation modelled on the Joanna Briggs 
Institute (2014) was performed to synthesize the findings.

Thirteen studies were included in the review. Key themes were 
identified from the original research: Navigating Complexity 
and Conflict, Focusing on the Patient, Working with Families, 
Dealing with Emotions Related to Treatment Withdrawal. 
Practical implications and areas for future research are 
discussed.

Learning outcomes: 
1. To provide an overview of the methodology used to inform 

this review. 
2. To discuss the findings of the review. 
3. To explore areas for future research, as well as practical 

implications related to the phenomenon of interest. 

ReFeReNCeS
Coombs, M., Addlington-Hall, J., & Long-Sutehall, T. (2012). 

Challenges in transition from intervention to end of life care 
in intensive care: A qualitative study. International Journal of 
Nursing Studies, 49, 519–527.

Joanna Briggs Institute. (2014). Reviewer’s manual. Retrieved 
f rom http : / / joannabr iggs .org/assets/docs/sumari/
reviewersmanual-2014.pdf 

Sprung, C.L., Cohen, S.L., Sjokvist, P., Baras, M., Bulow, H.H., 
Hovilehto, S. … Woodcock T. (2003). End of life practices in 
European intensive care units—The Ethicus Study. JAMA, 290, 
790–7. http://dx.doi.org/10.1001/jama.290.6.790

Lessons Learned: Benefits of Regional 
Citrate Anticoagulation for Continuous 
Renal Replacement therapy (CRRt)
Grace Walter, BScN, RN, CNCC(C), Toronto, ON

Purpose/goals: Review the clinical benefits of regional citrate 
anticoagulation (RCA) for continuous renal replacement ther-
apy (CRRT). With more than 15 years of RCA experience, this 
interactive session will share our experience, the advantages, 
complications, and protocol.

Session description: Regional citrate anticoagulation (RCA) 
is increasingly becoming an attractive option for continu-
ous renal replacement therapy (CRRT). However, even with 
extended filtre life and reduced bleeding complications it is still 
not the standard of care. This session will simplify the complex-
ity of RCA and discuss the clinical benefits and challenges of 
this modality. Furthermore, it is designed to provide you with 
the information you need to safely implement RCA into your 
practice. With more than 15 years of experience using RCA for 
CRRT exclusively, we will share with you our lessons learned, 
advantages and complications. During this session, interactive 
clickers will be used to engage the audience, along with case 
study presentations.

Learning outcomes: 
1. Explain the benefit and criteria for using regional citrate 

anticoagulation for continuous renal replacement therapy. 
2. Apply advanced knowledge of regional citrate anticoagula-

tion to your practice, training, and protocols. 
3. Describe complications of regional citrate anticoagulation, 

strategies to reduce risk and simplify monitoring. 

Prerequisite: A basic knowledge of continuous renal replace-
ment therapy (CRRT) would enhance learning. 

ReFeReNCeS
Oudemans-van Straaten, H.M., & Ostermann, M. (2012). Bench 

to bedside review: Citrate for continuous renal replacement 
therapy, from science to practice. Critical Care, 16, 249.

Tolwani, A. (2012). Continuous renal replacement therapy for acute 
kidney injury. New England Journal of Medicine, 367, 2505–2514.

Tolwani, A., & Wille, B. (2012). Advances in continuous renal 
replacement therapy: Citrate anticoagulation update. Blood 
Purification, 34, 88–93.
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the Flip List: A Systematic Approach to 
Prone Positioning 
Grace Walter, BScN, RN, CNCC(C), Toronto, ON

Purpose/goals: To review the rationale for using the prone 
position and how to turn a patient prone using limited tech-
nology successfully and safely. This session will guide attendees 
through the procedure, potential complications, and systematic 
checklist. 

Session description: The PROSEVA trial published in 2013, 
demonstrated significantly increased survival and lower com-
plications in patients with severe Acute Respiratory Distress 
Syndrome (ARDS) who were proned in comparison to those 
in supine position. As part of a quality improvement initiative 
we performed a literature search, reviewed our previous proto-
col, consulted peer hospitals, and developed a comprehensive 
guideline and ‘just in time’ checklist for staff. It addresses 
patient safety by focusing on interventions to prevent possi-
ble complications prior to initiating the prone position, routine 
care, and patient monitoring. Moreover, our guideline differs 
from others in that it includes direction for what to do in the 
event of a cardiac arrest consistent with AHA guidelines, a rare 
but critical complication. The guideline, checklist, and strate-
gies to mitigate risk will be reviewed in this presentation using 
interactive technology and case studies.

Learning outcomes: 
1. Explain the rationale and criteria for using the prone posi-

tion in Severe Acute Respiratory Distress Syndrome. 
2. Describe potential complications of the prone position and 

ways to mitigate risk.
3. Apply knowledge of how an interprofessional proning 

checklist could be used in your practice. 

ReFeReNCeS
Balas, M.C. (2000). Prone positioning of patients with acute 

respiratory distress syndrome: Applying research to practice. 
Critical Care Nurse 20(1), 24–36. 

Guerin, C., Reignier, J., Richard, J.C., Beuret, P., Gacouin, A., 
Boulain, T., … Ayzac, L. (2013). Prone positioning in severe 
acute respiratory distress syndrome. New England Journal of 
Medicine, 386, 2159–2168.

Hales, B., Terblanche, M., Fowler, R., & Sibbald, W. (2008). 
Development of medical checklists for improved quality of 
patient care. International Journal for Quality in Health Care, 
20(1), 22–30. 

Join the A-team: exploring the key role 
nurses play in antimicrobial stewardship 
Mat Wenger, BScN, BSc, RN, CNCC(C), St. John’s, NL 

Purpose/goals: The goal is to highlight how mitigating inci-
dents of resistance is an integral role for registered nurses.  This 
session will focus on how nurses can contribute to their anti-
microbial stewardship programs through education, advocacy, 
and collaboration.

Session description: Antimicrobial resistance poses a grave 
threat to the landscape of healthcare with the failure of effec-
tive strategies against resistant infectious organisms.  Risks 
associated with resistance include increased patient mortal-
ity and morbidity, length of stay, and higher associated costs. 
Antimicrobial stewardship programs are multidisciplinary 
with a focus to minimize adverse resistance.  Registered nurses 
play a pivotal role in the beneficial outcome of antimicro-
bial stewardship programs. As frontline caregivers, registered 
nurses are the hub of coordinating appropriate antimicrobial 
management related to patient response based on appropriate 
nursing assessments and interventions. This presentation will 
be supported by recent literature on the nurse’s role in antimi-
crobial stewardship and elaborate on the main ways nurses can 
influence antimicrobial care decisions. The goal is to highlight 
how mitigating incidents of resistance is an integral role for 
registered nurses.

Learning outcomes: 
1. Concept review of antimicrobial resistance and antimicro-

bial stewardship. 
2. Acknowledging the role of registered nurses as key stake-

holders in antimicrobial stewardship. 
3. Implementation strategies nurses can utilize to promote 

antimicrobial stewardship. 

ReFeReNCeS
Edwards, R., Drumright, L.N., Kiernan, M., & Holmes, 

A. (2011). Covering more territory to fight resistance: 
Considering nurses’ role in antimicrobial stewardship. Journal 
of  Infection Prevention ,   12(1),  6–10. http://dx.doi.
org/10.1177/1757177410389627

Manning, M. (2016). Anitbiotic stewardship for staff nurses. 
American Nurse Today, 11(5), 12–14.

Olans, R.N., Olans, R.D., & DeMaria, A. (2016). The critical role of 
the staff nurse in antimicrobial stewardship—Unrecognized, but 
already there. Clinical Infectious Diseases, 62(1), 84–89. http://
dx.doi.org/10.1093/cid/civ697
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We are Nurses... and It Matters 
Clareen Wiencek, PhD, RN, ACNP, ACHPN, Charlottesville, VA

Purpose/goals: The purpose of this session is to enable the 
nurse to describe how the human-centredness of nursing com-
bined with vision, values and a bold voice leads to optimal 
outcomes and drives change that matters. The goal is to inspire 
the participant because their care as a nurse matters and to 
encourage each nurse to use their voice, grounded in their val-
ues and vision to do what matters to patients and their families. 

Session description: This session will inform and inspire the 
participant about the vital role that nurses have in producing 
optimal patient and family outcomes and in driving change 
that matters across the healthcare system. It matters what 
nurses do in every setting, every day, and is based on the val-
ues, vision and voice of nurses at every level. Using our singular 
and collective bold voice to relentlessly drive change matters. A 
variety of evidence-based examples of nurses doing what mat-
ters and stories of nurses’ impact on the delivery of care will be 
discussed. Several participatory exercises will engage the par-
ticipants to tell their own stories of when they mattered. 

Learning outcomes: 
1. Explore how the human centredness of nursing matters for 

optimal outcomes.
2. Examine the past and present impact of nurses’ values, 

vision and voice. 
3. Describe how nurses use their bold voices to drive change 

that matters.

ReFeReNCeS
American Association of Critical-Care Nurses. (2016). AACN 

standards for establishing and sustaining healthy work 
environments. (2nd ed.). Aliso Viejo, CA: Author.

Bartels, J. (2016). The pause. UVA magazine. Retrieved from http://
uvamagazine.org/articles/the_pause 

Buhlman, N. (2016). Nurse staffing and patient-experience 
outcomes: A close connection. American Nurse Today, 11(1), 
49–52. 

Critical Care Nurses in Community 
hospitals: Moral experiences with end-
of-Life Care
Sandra Wong, BScN, RN, DTN, CCN(C), CNCC(C), Brandi 
Vanderspank-Wright, PhD, RN, CNCC(C), and David Kenneth 
Wright, PhD, MScA, RN, Ottawa, ON 

Purpose/goals: The presentation will highlight study findings 
of community hospital intensive care nurses’ moral experiences 
with providing end-of-life care. 

Session description: Extant literature has identified that inten-
sive care nurses perceive their role in end-of-life care to include 
the provision of comfort and dignity to dying patients (Fridh, 
Forsberg, & Bergbom, 2009). Studies have found that while 
intensive care nurses provide end-of-life care, their experiences 
are described to be challenging, gratifying and ethical (Calvin, 
Kite-Powell, & Hickey, 2007). Yet the extent to which these 
experiences have been analyzed from an explicitly moral per-
spective is limited. The nursing role and experience of providing 
end-of-life care in the intensive care unit is largely informed 
by studies conducted in urban hospitals. However, many com-
munity hospitals also have intensive care units, within which 
death and dying is a part of the clinical reality (Sarti, Fothergill-
Bourbonnais, Landriault, Sutherland, & Cardinal, 2015). The 
purpose of the study was to explore nurses’ moral experi-
ences with end-of-life care in a community intensive care unit. 
Using Thorne’s Interpretive Description methodology, inter-
views were conducted with nurses who had the experience 
of providing end-of-life care in the community intensive care 
context. Findings of the study will be discussed in terms of 
nurses’ descriptions of end-of-life care, nurses’ values and com-
mitments, and the influence of the community intensive care 
setting on nurses’ provision of end-of-life care.

Learning outcomes: 
1. Describe the community intensive care context and its cur-

rent empirical gaps in end-of-life care. 
2. Identify interpretive-description as the methodology used 

in the study. 
3. Critically reflect on the moral perspective of nurses’ experi-

ence discussed in the study.

Prerequisite: A basic understanding of end-of-life care in the 
adult intensive care setting would enhance learning.  

ReFeReNCeS
Calvin, A.O., Kite-Powell, D.M., & Hickey, J.V. (2007). The 

neuroscience ICU nurse’s perceptions about end-of-life 
care. Journal of Neuroscience Nursing, 39(3), 143–150. Retrieved 
from http://journals.lww.com/jnnonline/Abstract/2007/ 06000/ 
The_Neuroscience _ICU_Nurse_s_Perceptions_About.4.aspx 

Fridh, I., Forsberg, A., & Bergbom, I. (2009). Doing one’s utmost: 
Nurses’ descriptions of caring for dying patients in an intensive 
care environment. Intensive & Critical Care Nursing, 25(5), 233–
241. http://dx.doi.org/10.1016/j.iccn.2009.06.007

Sarti, A.J., Fothergill-Bourbonnais, F., Landriault, A., Sutherland, 
S., & Cardinal, P. (2015). An interhospital, interdisciplinary 
needs assessment of palliative care in a community critical 
care. Journal of Palliative Care, 31(4), 234–242. Retrieved 
from http://www.ingentaconnect.com/ content/iug/
jpc/2015/00000031/00000004/art00005  
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Poster (printed) Abstracts
they Can hear the Silence: Nursing 
Practices on Information Sharing with 
Patients
Rosetta Antonacci, BScN, MSc, RN, Mélanie Gauthier, BScN, 
M.Int. Care N, RN, CNCC(C), Elaine Doucette, MScN, RN, 
Pia Sumbly, BScN, U2 Nursing Student, Leslie Maiden, BScN 
U2 nursing student, Yi Fan Wang, BScN U2 nursing student, 
Annie Fong, BScN U2 nursing student, and Annie Chevrier, RN, 
MSc(A), CMSN(C), Montréal, QC 

Purpose/goals: The goal is to explore diverse perspectives 
and practices of critical care nurses with respect to what 
information is being provided to patients. We will propose 
a strengths-based approach to communicate vital information 
more effectively to our patients.

Session description: Information sharing is essential to nursing 
care, yet it is recognized as a major shortcoming. According to a 
study by Guttormson, Bremer, and Jones (2015), over one third 
of the participants reported a lack of information received by the 
intensive care clinicians. As a result, patients’ understandings of 
their environment and health status are impaired. This leads to an 
increase in patient stress and anxiety, which can negatively affect 
their health outcomes (Meriläinen, Kyngäs & Ala-Kokko, 2013). 
Our poster will present the diverse perspectives and practices 
of critical care nurses with respect to what information is being 
provided to patients. This information will be gathered through 
a literature review and informal discussions with critical care 
nurses. In response to these findings, we will propose a strengths-
based approach to communicate vital information to our patients.

Learning outcomes: 
1. Reflect on current practices in how they provide informa-

tional support to patients. 
2. Have an increased awareness and understanding of 

strengths-based strategies for providing basic/vital informa-
tion to patients. 

3. Contribute to an ongoing, open discussion regarding 
nurse-patient information sharing in the intensive care unit. 

ReFeReNCeS
Guttormson, J L., Bremer, K L., & Jones, R.M. (2015). “Not being 

able to talk was horrid”: A descriptive, correlational study of 
communication during mechanical ventilation. Intensive & 
Critical Care Nursing, 31, 179–186. http://dx.doi.org/10.1016/j.
iccn.2014.10.007

Meriläinen, M., Kyngäs, H., & Ala-Kokko, T. (2013). Patients’ 
interactions in an intensive care unit and their memories of 
intensive care: A mixed method study. Intensive & Critical Care 
Nursing, 29, 78–87. http://dx.doi.org/10.1016/j.iccn.2012.05.003

Wåhlin, I., Ek, A.C., & Idvall, E. (2009). Empowerment in intensive 
care: Patient experiences compared to next of kin and staff 
beliefs. Intensive & Critical Care Nursing, 25, 332–340. http://
dx.doi.org/10.1016/j.iccn.2009.06.003

Perceived Factors Influencing early 
Mobilization of Mechanically Ventilated 
Patients Among Critical Care Nurses
Charles Bilodeau, BScN, RN, Frances Gallagher, PhD, RN, and 
Andréanne Tanguay, PhD, RN, Sherbrooke, QC

Purpose/goals: Early mobilization of mechanically venti-
lated patients remains challenging for critical care nurses. 
Understanding perceived barriers and facilitators is a key 
component of successful implementation of an early mobility 
program in a clinical setting.

Session description: Early mobilization of intensive care 
patients is recommended to prevent muscle wasting, delir-
ium, and subsequent long-term complications. However, 
bed rest remains common practice, in part because of insti-
tutional, nurse- and patient-related barriers. This session 
focuses on the results of an online survey of 237 intensive 
care nurses in Quebec aimed at describing factors facilitating 
or impeding delivery of early mobilization to mechanically 
ventilated patients in the intensive care setting. Most cited 
barriers, including hemodynamic instability, inappropriate 
analgesia, lack of equipment or training, and heavy workload, 
are addressed. Factors associated with report of higher levels of 
mobilization (e.g., protocol, mobility champion, interdisciplin-
ary ward round, physical therapist availability) and multiple 
targeted strategies for successful implementation of an early 
mobility program are also discussed. The results emphasize the 
need to shift intensive care unit culture towards making early 
mobility a priority for nurses.

Learning outcomes: 
1. Describe the factors perceived as facilitating or impeding 

early mobilization of mechanically ventilated patients by 
intensive care nurses.

2. Identify strategies for successful implementation of early 
mobilization interventions in clinical practice.
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ReFeReNCeS
Bakhru, R.N., McWilliams, D.J., Wiebe, D.J., Spuhler, V.J., & 

Schweickert, W.D. (2016). Intensive care unit structure 
variation and implications for early mobilization practices. An 
international survey. Annals of the American Thoracic Society, 13, 
1527–1537. 

Dubb, R., Nydahl, P., Hermes, C., Schwabbauer, N., Toonstra, A., 
Parker, A.M., … Needham, D.M. (2016). Barriers and strategies 
for early mobilization of patients in intensive care units. Annals 
of the American Thoracic Society, 13, 724–730.

Koo, K.Y., Choong, K., Cook, D.J., Herridge, M., Newman, A., 
Lo, V., & Meade, M.O. (2016). Early mobilization of critically 
ill adults: A survey of knowledge, perceptions and practices of 
Canadian physicians and physiotherapists. Canadian Medical 
Association Journal Open, 4(3), E448–E454.

how Qualitative Research Can Improve 
Patient Outcomes in the Intensive Care 
unit (ICu)? 
Myriam Breau, RN, and Ann Rheaume, PhD, RN, Moncton, NB

Purpose/goals: 1. Identify how qualitative research can help 
nurses understand the lived experiences of patients and fam-
ilies in complex care settings, 2. To provide an overview of 
narrative inquiry methodology, and 3. To describe how narra-
tive research can help improve patient care within ICU settings.  

Session description: Qualitative research methodology can 
make unique contributions to nursing care within intensive 
care units. The words and experiences of patients and families 
can help better understand and inform care. This presentation 
examines narrative discourse as a viable method to promote 
our understanding of complex environments. This presentation 
will provide an overview of narrative discourse and examples 
of how it may be used to improve patient care in complex envi-
ronments. A case study will be presented to facilitate the use of 
narrative discourse within ICU settings.

Learning outcomes: 
1. The attendee will learn the goals and methods of qualitative 

research.
2. The attendee will learn how to use narrative research in ICU 

settings. 
3. The attendee will learn how to apply narrative research in 

the ICU through a case study.

ReFeReNCeS
Chase, S.E. (2008). Narrative Inquiry: Still a field in the making. 

In N.K. Denzin, & Y.S. Lincoln, (Eds.) The SAGE handbook of 
qualitative research, (4th ed.), pp.415–434. Thousand Oaks, CA: 
SAGE. 

Peden-McAlpine, C., Liaschenko, J., Traudt, T., & Gilmore-Scott, E. 
(2015). Constructing the story: How nurses work with families 
regarding withdrawal of aggressive treatment in ICU—A 
narrative study. International Journal of Nursing Studies, 52, 
1146–1156.

Bridging the Gaps: An experiential 
Commentary on Building Capacity for 
Interdisciplinary Communication in the 
Cardiac Intensive Care unit (CICu)
Kalynn Cameron, RN, St. John’s, NL

Purpose/goals: Discuss communication breakdown between 
disciplines in the Cardiac Intensive Care Unit (CICU) that can 
lead to ethical distress. Encourage development of an extended 
perspective beyond the bedside by using available organiza-
tional resources and self-directed learning. Discuss how these 
components can improve nursing education and enhance pro-
fessional relationships to improve the quality of patient care.

Session description: Describe and discuss current trends and 
ethical issues in cardiac surgery that can lead to problematic 
interdisciplinary communication and distressing work envi-
ronments. Provide insights into educational interventions that 
develop an extended perspective into the continuum of care 
using current evidence based suggestions for conflict resolu-
tion as well as personal insights gained through experiences 
in the OR, ICU and follow-up clinics. Present suggestions for 
using available organizational interdisciplinary resources for 
the development of a self-guided learning plan that will 
enhance professional relationships and personal professional 
development, ultimately resulting in greater career satisfaction, 
improved organizational knowledge and higher quality patient 
care.

It’s all about building the capacity to navigate interdisciplinary 
communication by learning to acknowledge and appreciate the 
differences between the mechanistic medical approach to 
patient care that is concerned with metrics and diagnosis and 
the holistic nursing philosophy, which views health and care as 
an embodied experience of emotional, as well as intellectual 
exchange. The goal is to create empathy for other care provider’s 
experiences and improve communication and collaboration.

Learning outcomes: 
1. Discuss sources of interdisciplinary ethical conflict that 

impedes team communication. 
2. Identify potential organizational resources and conceptual-

ize a self-directed learning plan using the available resources 
to empower one’s self. 

3. Identify appropriate approaches to communication and 
understand the importance of integrating interdisciplinary 
perspectives in the care of the critically ill patient. 

Prerequisite: The topic may be of greater interest and insight to 
nurses working in a surgical Intensive Care Unit. An interest in 
biomedical ethics, education and a passion for personal profes-
sional development would be an asset.

ABStRACtS
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ReFeReNCeS
Browning, A. (2013). Moral distress and psychological 

empowerment in critical care nurses caring for adults at the end 
of life. American Journal of Critical Care, 22, 143–151. 

Kim, W., Nicotera, A.M. & McNulty, J. (2015) Nurses’ perceptions 
of conflict as constructive or destructive. Journal of Advanced 
Nursing, 71, 2073–2083. http://dx.doi.org/10.1111/jan.12672. 

Savel, R. & Munro, C. (2013). Conflict management in the intensive 
care unit. American Journal of Critical Care, 22, 277–280.

Let’s Get Moving! the N-SPADeSS 
Initiative and Progressive Mobility in the 
Critical Care Patient 
Cindy Cashman, BScN, RN, Jeyanthy Nathan, BScN, Michelle 
Howland, BScN, RN, and Leesa Blakeley, RN, Ottawa, ON

Purpose/goals: A patient’s ability to recover from an ICU stay 
is often inhibited by post intensive care syndrome (PICS), 
which encompasses cognitive, physical, and psychological 
impairments. An initiative developed within our organization’s 
adult Intensive Care Unit to limit the severity of these sequelae 
is N-SPADESS (nutrition, sedation, pain, agitation, delirium, 
early mobility, sleep, supports). This initiative’s purpose is to 
manage these essential factors through an interdisciplinary 
approach, thereby reducing ICU and hospital length of stay, 
and overall cost and, ultimately, improve patient outcomes.

Session description: There are many advances that are contin-
ually being made within critical care. As patients continue to 
survive critical illnesses, they are being faced with challenges 
in the recovery process such as increased length of stay and 
severe debilitation, ultimately affecting their quality of life and 
functional status. Early progressive mobilization, combined 
with a multidisciplinary team approach to optimize nutrition, 
sedation, pain, agitation, delirium, and sleep in the critically 
ill patient are imperative to improved patient outcomes. The 
N-SPADESS bundle is a newly developed initiative within our 
intensive care setting to facilitate collaboration of the multi-dis-
ciplinary team to challenge the effects of post intensive care 
syndrome in ICU patients.  The N-SPADESS bundle also 
includes nurse driven analgesia and sedation orders that allow 
the patient to better communicate with the healthcare team. 
Consequently, our patient population can participate in and 
advocate for their healthcare. By using assessment tools that 
have already been developed based on recommended guide-
lines, we can synchronously decrease mechanical ventilation 
days, ICU length of stay, ICU delirium, and improve overall 
ICU patient outcomes.

Learning outcomes: 
1. Understand the concepts of N-SPADESS in relation to limit-

ing the long-term consequences of critical illness and PICS. 
2. Assess the benefit of analgesia vs. sedation via a nurse-

driven protocol and use tools to assess management of pain, 
delirium, and sedation (CPOT, CAM-ICU, RASS).

3. Assess a patient’s stability and readiness for mobility by 
applying above tools in conjunction with hemodynamic/
ventilator stability. 

ReFeReNCeS
Brook, A., Ahrens, T., Schaiff, R., Prentice, D., Sherman, G., 

Shannon, W., & Kollef, M., (1999). Effect of a nursing-
implemented sedation protocol on the duration of mechanical 
ventilation. Critical Care Medicine, 27, 2609–2615.

Davidson, J.E., Harvey, M.A., Bemis-Dougherty, A., Smith, J.M., & 
Hopkins, R.O. (2013). Implementation of the pain, agitation, and 
delirium clinical practice guidelines and promoting patient mobility 
to prevent post-intensive care syndrome. Critical Care Medicine, 
S136–145. http://dx.doi.org/10.1097/CCM.0b013e3182a24105

Treggiari, M., Romand, J., Yanez, D., Deem, S., Goldberg, J., 
Hudson, L., … Weiss, N. (2009). Randomized trial of light versus 
deep sedation on mental health after critical illness. Critical Care 
Medicine, 37, 2527–2534.

Addressing the Communication 
Challenges in a Culturally Diverse 
Intensive Care unit (ICu) using a 
Strengths-Based Nursing Approach 
Annie Chevrier, MSc(A), RN, CMSN(C), Rosetta Antonacci, 
BScN, MSc (Admin), RN, Elaine Doucette, BScN, MScN, RN, 
Mélanie Gauthier, BScN, M Int. Care N, RN, CNCC(C), Lia 
Sanzone, MSc(A), MSc(Management), RN, Emily L’Oranger, 
BN(I) Student, Jia Qi Yu, BN(I) Student, Jacob Shannon, BScN 
Student, Aniga Sheikh, BScN Student, and Jenna Wan, BScN 
Student, Montréal, QC

Purpose/goals: The goal of this presentation is to highlight 
common communication challenges faced in an ICU with a 
multicultural and multilingual patient population, as well as 
present evidence-based strategies to overcome these challenges 
and provide optimal care for a diverse range of patients.

Session description: In Canada, more than 20% of the popula-
tion is immigrants whose first language may be neither English nor 
French (Statistics Canada, 2013). This creates language barriers 
that pose communication challenges throughout our healthcare 
system, especially in the ICU where patients often have difficulty 
communicating prior to the factoring in of these barriers. In a study 
by Bartlett et al. (2008), patients with communication barriers were 
found to be three times more likely to experience a preventable 
adverse event than patients without a barrier, highlighting the criti-
cal relevance of language barriers in the healthcare system.

Our poster will present a scoping of the literature on lan-
guage barriers in the ICU, and how these barriers contribute to 
poor patient outcomes when inadequately addressed. Using a 
strengths-based approach, EBS tailored for the fast pace of the 
ICU will be proposed to address challenges, such as assessment 
of mental status with allophone patients; conducting family 
meetings with culturally diverse backgrounds.
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Learning outcomes: 
1. Nurses will have knowledge of the evidence-based strategies 

(EBS) to address the challenges that language barriers pose 
in a culturally diverse ICU. 

ReFeReNCeS
Bartlett, G., Blais, R., Tamblyn, R., Clermont, R.J., & Macgibbon, B. 

(2008). Impact of patient communication problems on the risk 
of preventable adverse events in acute care settings. Canadian 
Medical Association Journal, 178, 1555–1562. http://dx.doi.
org/10.1503/cmaj.070690

Gottlieb, L., & Gottlieb, B. (2013). Strengths-based nursing care: 
Health and healing for person and family. New York, NY: 
Springer.

Jain, P., & Krieger, J.L. (2011). Moving beyond the language barrier: 
The communication strategies used by international medical 
graduates in intercultural medical encounters. Patient Education 
and Counseling,84(1), 98–104. http://dx.doi.org/10.1016/j.
pec.2010.06.022

Bedside Management of Delirium Made 
easy 
Zoraida Dumangas, BScN, RN, Heather Harrington, BScN, RN, 
CNCC(C), CCN(C), Kiok Kim, BN, RN, Celeste Penales, BScN, 
RN, Bing Xu, MN, RN, GNC(C), and Kimberley Lienhart, 
BScN, RN, Toronto, ON

Purpose/goals: Our goal was to develop a bedside tool to assist 
the interprofessional team in preventing, recognizing, and 
managing delirium.

Session description: It is well documented in literature that 
postoperative delirium is a major complication of cardiac sur-
gery. We recognize that bedside nurses play a pivotal role in 
preventing, recognizing, and managing delirium and want to 
empower them to lead an interprofessional approach when 
dealing with delirium. We reviewed current literature recom-
mendations and selected specific strategies that would be most 
effective for our critical care environment, recognizing that 
many of the prevention and management strategies are the 
same. Using an adapted mnemonic, we integrated those shared 
strategies into a comprehensive, easy-to-use reference guide 
that the team can use at the bedside in the prevention, recogni-
tion, and management of delirium.

Learning outcomes: 
1. The team will be able to identify three contributing factors 

for delirium and their corresponding prevention and man-
agement strategies.

ReFeReNCeS
Clarke, S.P., McRae, M.E., Del Signore, S., Schubert, M., & Stryra, 

R. (2010). Delirium in older cardiac surgery patients: Directions 
for practice. Journal of Gerontological Nursing, 36(11), 34–45.

Sunnybrook Health Sciences Centre. (2014). Delirium screening 
algorithm: Bayview Campus. Retrieved from http://sunnynet.
ca/Default.aspx?cid=116132

Vanderbilt University Medical Center. (2013). ICU delirium 
terminology and mnemonics. Retrieved from http://www.
icudelirium.org/terminology.html

Lighting the Path: Fall Prevention 
Strategies in a Mixed Intensive Care 
(ICu) and Coronary Care unit (CCu)
Christine Filipek, BN, RN, CNCC(C), Kimberley Tateson 
Bennett, BN, RN, CNCC(C), and Katherine Kissel, BScN, RN, 
ACCN(C), CNCC(C), Calgary, AB

Purpose/goals: To reduce falls, given a validated risk screen-
ing tool does not exist, a mixed Intensive Care Unit (ICU) and 
Coronary Care Unit (CCU) adopted a multifaceted approach 
to the implementation of fall prevention strategies. Strategy 
selection, implementation, and evaluation will be reviewed.

Session description: Fall prevention strategies have been a 
topic of interest in the literature, though strategies related to 
intensive care units (ICU) and coronary care units (CCU) have 
not been published.  Yet, patients in critical care areas are at 
high risk for falls due to many factors, and nurses can play a 
critical role in the prevention of falls (Oliver, Healey, & Haines, 
2010; Ryu, Roche, & Brunton, 2009). Where fall risk tools are 
not validated for use in specialized care areas, the clinical judge-
ment of nurses regarding fall prevention strategies may prove 
beneficial (Flanders, Harrington, & Fowler, 2009). Within 
this presentation, we will describe the unique implementation 
of multifaceted fall prevention strategies for one mixed ICU 
and CCU, created of need in addressing a rise in patient falls. 
Strategy selection with application to the ICU and CCU will be 
overviewed. Implementation, dissemination, and evaluation of 
fall prevention guidelines will be reviewed.

Learning outcomes: 
1. Identify critical care patients at risk for falls and use perti-

nent fall precautions. 
2. Understand the complexities and limitations of current fall 

assessment tools in critical care areas. 
3. Describe the processes and challenges encountered during 

implementation of a fall prevention strategy in a critical care 
unit. 

ReFeReNCeS
Flanders, S.A., Harrington, L., & Fowler, R.J. (2009). Falls and 

patient mobility in critical care: Keeping patients and staff 
safe. AACN Advanced Critical Care, 20, 267–276. http://dx.doi.
org/10.1097/NCI.0b013e3181ac2628 

Oliver, D., Healey, F., & Haines, T.P. (2010). Preventing falls and 
fall-related injuries in hospitals. Clinics in Geriatric Medicine, 26, 
645–692. http://dx.doi.org/10.1016/j.cger.2010.06.005

Ryu, Y.M., Roche, J.P., & Brunton, M. (2009). Patient and family 
education for fall prevention: Involving patients and families 
in a fall prevention program on a neuroscience unit. Journal of 
Nursing Care Quality, 24, 243–249. Retrieved from http://search.
ebscohost.com.ahs.idm.oclc.org/login.aspx?direct=true&db=rz
h&AN=2010325293&site=ehost-live
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Nursing Interventions to Prevent 
Psychological Consequences in 
Intubated and Conscious Patients 
Émilie Gosselin, MSc, RN, Patricia Bourgault, PhD, RN, 
Stephan Lavoie, PhD, RN, and Céline Gélinas, PhD, RN, 
Sherbrooke, QC 

Purpose/goals: A complex intervention aimed at reducing 
bothersome symptoms to ultimately prevent peritraumatic 
distress and post-traumatic stress disorder in intubated and 
conscious patients in the intensive care unit (ICU) was devel-
oped and validated.

Session description: Background: Keeping intubated ICU 
patients conscious has been shown to be beneficial for physical 
outcomes, but some adverse psychological effects may appear.

Aim: To develop and validate a nursing intervention to reduce 
bothersome symptoms to prevent peritraumatic distress and 
post-traumatic stress disorder in intubated and conscious ICU 
patients.

Methods: The development of the intervention was based on 
Sidani and Braden’s framework. A content validation and eval-
uation of acceptability and feasibility were conducted with a 
panel of experts (n=16).

Results: The intervention includes patient’s symptoms system-
atic assessment, two music therapy sessions per day and the 
daily completion of a diary during mechanical ventilation. The 
content, acceptability and feasibility were considered appropri-
ate by the expert committees, with minor modifications.

Conclusions: A content validated and refined intervention was 
developed and is now being pilot tested in intubated and con-
scious ICU patients.

Learning outcomes: 
1. Identify nursing interventions to prevent the onset of psy-

chological effects in intubated and conscious ICU patients. 

ReFeReNCeS
Barr, J., Fraser, G.L, Puntillo K.A., Ely, E.W., Gélinas, C., Dasta, 

J.F., … Jaeschke, R. (2013). Clinical practice guidelines for 
the management of pain, agitation, and delirium in adult ICU 
patients. Critical Care Medicine, 41, 263–306.

Lindgren, V.A., & Ames, A.J. (2005). Caring for patients on 
mechanical ventilation. American Journal of Nursing, 105, 50–60

Sidani, S. & Braden, C.J. (2011). Design, evaluation and translation 
of nursing interventions. West Sussex, U.K.: Wiley & Sons.

Let’s Be Nuisance Free: Reducing Alarm 
Fatigue in the Intensive Care unit (ICu) 
Mary Kobylecky, MScN, RN, CNCC(C), and Cynthia Welton, 
RRT, Mississauga, ON

Session description: Alarm hazards are a top patient safety 
concern in healthcare globally, nationally, and locally. Alarms 
are particularly numerous in the critical care setting and come 
from a variety of devices such as cardiac monitors, ventila-
tors, dialysis machines, specialty beds and infusion pumps. 
Excessive alarms can result in a phenomenon called alarm 
fatigue, which results in delayed recognition and response 
time to critical alarms. These delays can cause patient harm, 
increased lengths of stay and death. Nuisance alarms, defined 
as false or non-actionable alarms account for 80–90% of alarm 
conditions and are a main contribution to alarm fatigue. Alarm 
hazards related to cardiac monitors have contributed to two 
serious patient safety incidents in the ICU at the Credit Valley 
Hospital site of Trillium Health Partners. These patient safety 
incidents were the impetus for a quality improvement project 
to reduce cardiac monitor alarms. The Credit Valley Hospital 
adult intensive care unit is a 19-bed medical surgical unit that 
provides continuous monitoring and invasive therapy such as 
mechanical ventilation and dialysis. Credit Valley Hospital is 
a regional centre with specializations in renal, maternal, child, 
and oncology care.

Learning outcomes: 
1. Enhance understanding and knowledge of the concept/ 

phenomenon of alarm fatigue.
2. Understand alarm fatigue is a top safety concern in health-

care nationally and globally. 
3. Recognize delays in response to clinical alarms can cause 

patient harm, increased length of stays and death. 

Prerequisite: Critical care nurses must have a basic under-
standing of types of invasive monitoring and equipment in a 
Level 3 Critical Care Unit.

ReFeReNCeS
Cvach, M., Biggs, M., Rothwell, K., & Charles-Hudson, C. (2013). 

Daily electrode change and effect on cardiac monitor alarms: 
An evidence-based practice approach. Journal of Nursing Care 
Quality, 28, 265–271. 

Dandoy, C.E., Davies, S.M., Flesch, L., Hayward, M., Koons, C., 
Coleman, K., Weiss, B. (2014). A team-based approach to 
reducing cardiac monitor alarms. Pediatrics, 134, e1686–1694. 

Paine, C.W., Goel, V.V., Ely, E., Stave, C.D., Stemler, S., Zander, 
M., & Bonafide, C.P. (2016). Systematic review of physiologic 
monitor alarm characteristics and pragmatic interventions to 
reduce alarm frequency. Journal of Hospital Medicine, 11(2), 
136–144. 
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Prevention of Catheter Related urinary 
tract Infections (utIs) in a Level II 
Neuro/trauma Intensive Care unit 
Lars Kure, MN, RN, CNCC(C), Barb Duncan, BScN, RN, 
Melissa Adamson, BScN, RN, Toronto, ON 

Purpose/goals: To describe and evaluate the implementation 
of a protocol for early removal of urinary catheters in a Level II 
Neuro/Trauma Intensive Care Unit.

Session description: Urinary tract infections (UTI) account 
for approximately 23% of UTIs in US adult ICUs, of these, up 
to 80% are attributable to indwelling urinary catheters (IUC) 
(Titsworth et al., 2012). Catheter associated UTI (CAUTI) is 
correlated with increased length of stay and cost (Chant et al., 
2011). In collaboration with interprofessional staff, several 
contraindications to removal of IUC were identified, based 
on current literature and clinical practice. A point prevalence 
survey (n=55) identified that although 84% of patients had an 
appropriate indication for insertion of an IUC, 76% did not 
have an appropriate indication for keeping the IUC in place, 
adding up to 294 inappropriate catheter days. To decrease the 
number of IUC in the ICU a protocol was developed, which 
included contraindications for removal and a post removal 
management algorithm. A multipronged educational approach 
was used to implement the protocol including one-on-one 
in-services, email, daily reminders, and walkabouts.

Learning outcomes: 
1. Identify contraindications to removal of urinary catheter in 

the level II ICU patient. 
2. Discuss different post removal interventions. 

ReFeReNCeS
Chant, C., Smith, O.M., Marshall, J.C., & Friedrich, J.O. (2011). 

Relationship of catheter- associated urinary tract infection to 
mortality and length of stay in critically ill patients: A systematic 
review and meta-analysis of observational studies. Critical Care 
Medicine, 39, 1167–1173.

Titsworth, W.L., Hester, J., Correia, T., Reed R., William, M., Guin, 
P., … Mocco, J. (2012). Reduction in urinary tract infections 
among patients in a neurological intensive care unit: A single 
institutions success. Journal of Neurosurgery, 116, 911–920.

My hands are tied—Physical Restraint 
Culture in the Intensive Care unit (ICu) 
Renee Nason, BN, RN, and Peter Anderst, BN, RN, Edmonton, 
AB 

Purpose/goals: Use of physical restraints is common practice 
in many critical care settings despite proving to be largely inef-
fective at maintaining patient safety and potentially physically 
and psychologically harmful to patients. 

Session description: Physical restraint use remains common 
practice in many critical care settings to promote patient safety 
by avoiding unwanted treatment interferences such as self-ex-
tubation and line removal. Literature suggests physical restraint 
use is associated with a variety of potentially detrimental 

physical and psychological consequences. This presentation 
will outline common indications of physical restraint use in the 
critical care setting, as well as the potential impact on patient 
health and safety. Finally, the poster will include suggestions 
for inspiring change in “restraint culture” through education of 
staff and development of policies/practice guidelines to avoid 
unnecessary restraint use to maintain a safe environment for 
critical care patients.

Learning outcomes: 
1. The critical care nurse will be able to identify potential dan-

gers associated with physical restraint use.

ReFeReNCeS
Hine, K. (2007). The use of physical restraint in critical care. Nursing 

In Critical Care, 12(1), 6–11.
Luk, E., Sneyers, B., Rose, L., Perreault, M.M., Williamson, D.R., 

Mehta, S., … Burry, L. (2014). Predictors of physical restraint 
use in Canadian intensive care units. Critical Care, 18(2), R46.

Rose, L., Dale, C., Smith, O.M., Burry, L., Enright, G., Fergusson, 
D., … Mehta, S. (2016). A mixed-methods systematic review 
protocol to examine the use of physical restraint with critically 
ill adults and strategies for minimizing their use. Systematic 
Reviews, 5(1), 194.

how effective is Pain Control in the 
Adult Intensive Care unit (ICu)? 
Caroline Penner, RN, CNCC(C), Judith Mehregani, BSN, RN, 
and Paula Kohls, BSN, RN, Langley, BC

Purpose/goals: To improve the pain control and care of our 
patients we set out to identify strategies and tools to assess 
pain in the ICU setting with ventilated patients who could be 
sedated, delirious or otherwise unable to communicate their 
pain. We also reviewed alternative pain control methods, anal-
gesic choices, and some uncommon medications.

Session description: Over a four-month period, our bedside 
nurses collected data daily on how effectively our patients 
were pain controlled. We identified barriers to assessment and 
barriers to proper pain control. The data were recorded and 
discussed in a multi-disciplinary huddle. The intended out-
comes were to improve pain management, limit sedation, allow 
early mobilization, shorten mechanical ventilation, and thereby 
reduce ICU stay, and reduce delirium and PTSD. We reviewed 
the principles of pain and pain facts, and looked at tools for 
assessment. Our daily huddle was focused on identifying ways 
to overcome the barriers. We collaborated with physicians, 
pharmacists, and our acute pain service. Our presentation will 
provide an overview of the process that we undertook as well as 
the results from our learnings.

Learning outcomes: 
1. To review how we assess pain in our critically ill patients. 
2. To dispel the myth that the sedated patient is pain controlled. 
3. To provide tools to improve our pain assessment skills. 
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ReFeReNCeS
Dillon, E.C. (2016). Pharmacological management of acute pain. 

Unpublished manuscript, Royal Columbian Hospital, New 
Westminister, B.C.

St. Michael’s Hospital (2008). Champion self-learning module. 
Retrieved from https://www.stmichaelshospital.com/pdf/
nursing/Nurses-Advancing-Practice-2008.pdf 

Sigakis, M.J.G., & Bittner, E.A., (2015). Ten myths and 
misconceptions regarding pain management in the ICU. Critical 
Care Medicine, 43, 2468–2478

Risky Business: Developing an 
Applicable Falls/harm Risk Assessment 
tool for the Critically Ill 
Erin Penstone, BScN, RN, CNCC(C), Kendrah Krouskos, 
BScN, RN, CNCC(C), and Brenda Morgan, MSc, BScN, RN, 
CNCC(C), London, ON 

Purpose/goals: Identify what places a critically ill patient at 
an increased risk for falls or harm using factors that are more 
applicable to their environmental, physical, and mental states, 
so added interventions can be applied beyond the universal 
precautions in place.

Session description: In the critical care environment, all 
patients can be considered a high risk for falls due to frequent 
alterations in their neurological and physiological states, creat-
ing a need to frequently screen patients to ensure proper safety 
measures are in place. Existing falls risk assessment tools often 
fall short in accurately identifying when a critically ill patient 
is at an increased risk for falls or harm beyond this assumed 
point, often because criteria within those assessments do not 
accurately apply to this population. Chapman, Bachand and 
Hyrkas (2011), recognized that the ideal falls risk assessment 
tool would have high sensitivity and specificity in its ability 
to screen a patient. A falls risk assessment tool was developed 
using already existing assessments, to identify if a patient’s cog-
nition, sedation level, motor score, restraint use and invasive 
monitoring requirements, places them at an increased risk for 
falls. This screening further prompts an assessment of what 
preventative measures could be added beyond the baseline pre-
cautions already in place.

Learning outcomes: 
1. Reflect on what current assessment tools are being used 

within the critical care environment that can add specificity 
to a falls risk assessment. 

2. Identify additional interventions that can be enacted for 
those patients requiring safety measures beyond universal 
falls risk precautions. 

3. Consider future opportunities to use this tool as not only a 
falls risk assessment, but one that identifies a patient’s risk 
for self-harm or injury. 

ReFeReNCeS
Browne, J.A., Covington, B.G., & Davila, Y. (2004). Using 

information technology to assist in redesign of a fall prevention 
program. Journal of Nursing Care Quality, 19, 218–225. http://
dx.doi.org/10.1097/00001786-200407000-00008

Chapman, J., Bachand, D., & Hyrkäs, K. (2011). Testing the 
sensitivity, specificity and feasibility of four falls risk assessment 
tools in a clinical setting. Journal of Nursing Management, 19, 
133–142. http://dx.doi.org/10.1111/j.1365-2834.2010.01218.x

understanding the Character of 
Advanced Care Planning (ACP) 
Conversations Prior to Intensive Care 
unit Admit—the Patient/Family 
Perspective 
Karen Rasmussen, BN, RN, Calgary, AB 

Purpose/goals: Upon its completion, this project should 
improve providers’ understanding of the experiences and per-
ceptions of patients and families, who have Advanced Care 
Planning (ACP) conversations prior to an admission to an 
Intensive Care Unit (ICU).  

Session description: Advanced Care Planning (ACP) ensures 
that patients and their families receive appropriate care and sup-
port, reflecting their values and preferences. ACP conversations 
involve patients, families, and healthcare providers in determin-
ing goals-of-care (GOC), used in guiding healthcare decisions, 
including those related to ICU care. Notwithstanding the impor-
tance of holding these conversations, they sometimes do not 
receive the required attention or time. These gaps in care can con-
tribute to instances of disproportionate care in the ICU. This study 
uses semi-structured interviews to investigate the experiences 
of patients with chronic illness, and/or their families, in ACP or 
GOC conversations that happened in hospital prior to an ICU 
admission. The study should provide insight into the complexi-
ties of ACP interactions, and how to improve the care and support 
provided to patients and their families during life-altering events.

Learning outcomes: 
1. The learners will understand the concepts behind ACP and 

its importance prior to an ICU admission. 
2. The learners will have an appreciation of how patients and 

families enter discussions about ACP before ICU admission. 
3. The learners will have a repertoire of strategies for effec-

tively engaging patients and families in ACP conversations. 

ReFeReNCeS
Heyland, D.K., Barwich, D., Pichora, D., Dodek, P., Lamontagne, F., 

You, J., … Simon, J. (2013). Failure to engage hospitalized elderly 
patients and their families in advance care planning. Journal of 
the American Medical Association Internal Medicine, 173, 778–
787. http://dx.doi.org/10.1001/jamainternmed. 2013.180
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McMahan, R.D., Knight, S.J., Fried, T.R., & Sudore, R.L. (2013). 
Advance care planning beyond advance directives: Perspectives 
from patients and surrogates. Journal of Pain & Symptom 
Management, 46, 355–365. http://dx.doi.org/10.1016/j.
jpainsymman.2012.09.006

Simon, J., Porterfield, P., Raffin Bouchal, S., & Heyland, D. (2015). 
‘Not yet’ and ‘Just ask’: Barriers and facilitators to advance care 
planning—A qualitative descriptive study of the perspectives 
of seriously ill, older patients and their families. British Medical 
Journal Supportive and Palliative Care, 5(1), 54–62. http://dx.doi.
org/10.1136/bmjspcare-2013-000487

Integral use of Aboriginal Approaches to 
healing in Critical Care: Addressing the 
truth and Reconciliation Report’s Calls 
to Action (tCR)
Lia Sanzone, MSc, RN, Elaine Doucette, MScN, RN, Nahal 
Fansia, BScN Candidate, Christine Fu, BSCN Candidate, Evelyn 
Kim, BScN Candidate, Kim Phung Lo, BNI Candidate, Pavan 
Mahli, BScN Candidate, and Tamar Sawatsky, BScN Candidate, 
Montréal, QC 

Purpose/goals: Facilitating a therapeutic environment has been 
recommended in research to provide cultural competency in criti-
cal care. Using a strength-based lens, nursing strategies to improve 
integral care to the Indigenous population will be explored.

Session description: The health of the Indigenous population 
of Canada has been significantly impacted by colonization. 
Currently, members of the Indigenous communities often cite 
experiencing prejudice and systemic racism in the healthcare set-
ting. Hospital attitudes and policies pose barriers to Indigenous 
healing practices, which results in a delay in seeking help until 
critically ill. Due to the lack of cultural competency and safety 
in such fast-paced units, holistic and personalized care is often 
impaired. Non-Aboriginal nurses caring for Aboriginal patients, 
have a responsibility to reach a greater understanding of colonial 
history to fully comprehend power imbalances that are often rep-
licated. In response to the Truth & Reconciliation Commission of 
Canada Report: Calls to Action (2015) (TRC), we propose using 
a strengths-based approach to effectively incorporate holistic 
indigenous healing practices. Strategies to improve integral care 
to the Indigenous population will be explored.

Learning outcomes: 
1. To familiarize nurses with Indigenous practices to better 

advocate and respect this population within a critical care 
setting. 

ReFeReNCeS
Durey, A., Wynaden, D., Thompson, S.C., Davidson, P.M., 

Bessarab, D., Katzenellenbogen, J.M. (2010). Owning solutions: 
A collaborative model to improve quality in hospital care for 
Aboriginal Australians. Nursing Inquiry 19, 144–152.  

MacDonald, C., & Steenbeek, A. (2015). The impact of colonization 
and Western assimilation on health and wellbeing of Canadian 
Aboriginal People. International Journal of Regional and Local 
History, 10(1), 32–46.

Truth and Reconciliation Commission of Canada (2015). Truth and 
Reconciliation Commission of Canada: Calls to Action. Ottawa: 
Author.

Medication StAt! how We Can Improve 
Safe Intravenous Medication Delivery in 
Critical Situations
Krista Shea, BScN, RN, CNCC(C), Denfield, ON

Purpose/goals: Within critical care, the decision to admin-
ister medications is often made quickly, and during stressful 
situations. When clinical pressure is amplified, smart pump 
technology, with a customized drug library can reduce the risk 
of medication errors.

Session description: As you walk into your patient’s room, they 
reach up and grab for the ET tube. They were a difficult intuba-
tion, and you cannot jeopardize losing this tube. You bring the 
arm down to their side with one hand while your other hand 
reaches to program a bolus of Propofol. Your patient’s blood 
pressure is dropping and you realize you have inadvertently 
programmed 400 mg rather than 40 mg. Without smart pump 
technology, this is the reality of critical situations; Errors can 
happen. However, with the integration of smart pumps and a 
customized drug library, errors such as this can be minimized. 
Hard and soft dose limits alert nurses when dose ranges out-
side of normal have been programmed and will not allow doses 
outside of the hard limits to be administered. Here is our story 
and success in preventing unnecessary medication errors since 
LHSC implemented the Baxter Sigma Spectrum, a smart pump 
technology with a robust dose error reduction system (DERS).

Learning outcomes: 
1. The learner will understand how improved detection of 

potential IV medication administration errors results in 
improved patient safety/care. 

2. The learner will understand how smart pump technol-
ogy can help prevent IV administration errors in critical 
situations. 

ReFeReNCeS
Carayon, P., Schoofs Hundt, A., & Wetterneck, T.B. (2010). Nurses’ 

acceptance of smart IV pump technology. International Journal 
of Medical Informatics, 79, 401–411.

Hertzel, C., & Sousa, V.D. (2009). The use of smart pumps for 
preventing medication errors. Journal of Infusion Nursing, 32, 
257–267.

Rothschild, J.M., Keohane, C.A., Cook, E.F., Orav, E.J., Burdick, E., 
Thompson, S., … David, W. (2005). A controlled trial of smart 
infusion pumps to improved medication safety in critically ill 
patients. Critical Care Medicine, 33, 533–539.
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Patient/Family-Centred transition of 
Care at the Bedside in an Adult Intensive 
Care unit (ICu)
Jennifer Wright, BScN, RN, and Daljit Panesar, BScN, RN, 
Collingwood, ON

Purpose/goals: 1. Ensuring the continuity of care for the 
patient, 2. Minimizing risks to patient safety and decreasing 
sentinel events, 3. Providing a standardized approach to bed-
side transition of care, 4. To show the importance of involving 
the patient and families in this process.

Session description: The poster will show the importance 
of Bedside Transition of Care inclusive of patients/family, 
oncoming nurse and outgoing nurse based on best practice 
guidelines and a literature review. The poster will include data 
from patients/families and nurses on the success or failure of 

transition of care at the bedside in the early stages and after 
we improved our process. This improved process is one of a 
standardized method that a nurse uses at Bedside Transition 
of Care. These data include a survey of both patients/family 
and the nurses on the unit pre- and post utilization of the stan-
dardized method. The presenters will also show barriers of this 
process from the nurses and the patient/families perspective 
through the survey.

Learning outcomes: 
1. Understanding the importance of bedside transition of care 

to prevent sentinel events. 
2. Understanding the importance of involving patients and 

their families in the transition of care. 
3. Identifying barriers to bedside transition of care in your 

institution and ways to overcome them.  

ReFeReNCeS
Alvarado, K., Lee, R., Christoffersen, E., Fram, N., Boblin, S., Poole, 

N., & Forsyth, S. (2006). Transfer of accountability. Transforming 
shift handover to enhance patient safely. Healthcare Quarterly, 
9, 75–79.

Spooner, A., Chaboyer, W., Dorley, A., Hammond, N., & Fraser, 
J.F., (2013). Understanding current intensive care unit nursing 
handover practices. International Journal of Nursing Practice, 19, 
214–220. http://dx.doi.org/10.1111/tjn.12058

Tobiano, G., Chaboyer, W., & McMurry, A. (2012). Family mem-
bers’ perceptions of the nursing bedside handover. Journal 
of Clinical Nursing, 22, 192–200. http://dx.doi.org/101111/
j.1365.2702.2012.04212.x
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Poster (electronic) Abstracts
the Development and Implementation 
of a transfer of Accountability (tOA) 
tool between the Cardiac Catheterization 
Laboratory and Cardiac Intensive Care 
unit 
Maria Aquino, RN, CCN(C), Michele D’Cambre, BScN, RN, 
Michelle Williams, MEd, RN, CNCC(C), and Cecilia Santiago, 
MN, RN, CNCC(C), Toronto, ON

Purpose/goals: There are frequent patient transfers that occur 
between the Cardiac Catheterization Laboratory (Cath Lab) 
and Cardiac Intensive Care Unit (CICU). A survey of both units 
showed that 100% of staff have either transferred or received 
a patient from either the Cath Lab or CICU. The goal of this 
project is to develop and implement a standardized Transfer of 
Accountability (TOA) tool and process to facilitate safe and com-
prehensive communication between the CICU and Cath Lab.

Session description: A sentinel event occurred during a patient 
transfer from CICU to the Cath Lab prompting the need for 
a standardized TOA communication tool. Nurses from both 
units have expressed dissatisfaction with the current handover 
process. Nurses from the CICU and Cath Lab will develop a 
TOA checklist tool to standardize the care transition process 
and documentation. This tool will undergo iterative changes to 
meet evolving needs and feedback from staff. A descriptive sur-
vey will be conducted to assess the impact of the TOA checklist 
on self-reported staff satisfaction with the safety, efficacy, and 
accessibility of information before and after the introduction of 
the tool. Review of patient safety incidents based on the Safety 
and Learning reporting system will be conducted to evaluate 
the impact of the TOA tool on patient safety indicators and 
team communication. The results of the pre-implementation 
survey will form the content of the TOA checklist tool and the 
tool will be implemented on a trial basis. Retrospective chart 
audits will be conducted during a six-month period to deter-
mine TOA checklist tool use. 

Learning outcomes: 
1. Identify opportunities to enhance handover practices.
2. Implement a standardized approach to TOA to promote 

patient safety.
3. Describe the benefits of using a formalized TOA tool during 

handover. 

ReFeReNCeS
Cahill, T.J., Clarke, S.C., Simpson, I.A., & Stables, R.H. (2014). 

A patient safety checklist for the cardiac catheterisation 
laboratory. Heart, 101, 91–93. http://dx.doi.org/10.1136/heart-
jnl-2014-306927

Registered Nurses’ Association of Ontario. (2014). Care transitions. 
Toronto, Canada: Author.

Wentworth, L., Diggins, J., Bartel, D., Johnson, M., Hale, J., & 
Gaines, K.  (2012). SBAR: Electronic handoff tool for noncom-
plicated procedural patients. Journal of Nursing Care Quality 27, 
125–131.

A Feasibility Study examining the 
Safety and Antipyretic efficacy of 
Acetaminophen in the ICu 
Vininder Bains, MSN, RN, CNCC(C), Leanne Currie, PhD, RN, 
Martha Mackay, PhD, RN, and William Henderson, PhD, RN, 
Vancouver, BC

Purpose/goals: Conducting clinical research involving crit-
ically ill patients is challenging. Even when the study fails to 
achieve the target enrollment goals, there are a multitude 
of benefits for conducting a feasibility study that can inform 
future research. 

Session description: A double-blinded, randomized con-
trolled trial was conducted to examine the hemodynamic and 
antipyretic effects of acetaminophen in critically ill patients. 
When it became apparent that this study would not achieve 
the target sample size, the study was modified using an adap-
tive design and determining the feasibility became the primary 
goal. In nine months, 789 patients were screened, 100 were 
eligible, 27 were invited to participate, 10 consented and six 
completed the study. Small changes in inclusion criteria had a 
significant effect in the eligibility rate. Factors such as availabil-
ity of research coordinators (Burns et al., 2013), short length of 
stay, variability in the patient condition, and availability of tem-
porary substitute decision-makers have a significant impact on 
recruitment (Bains, 2016). Fever burden is a novel way of quan-
tifying fever that may uncover new relationships between fever, 
antipyretic efficacy of different therapies and patient outcomes 
(Bains, 2016). 
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Learning outcomes: 
1. Identify at least three barriers to recruitment of critically ill 

patients into clinical trials. 
2. Identify at least three strategies that can optimize recruit-

ment of critically ill patients into clinical trials. 
3. Be able to explain the concept of fever burden and how it 

is different from more traditional methods of quantifying 
fever in clinical research. 

ReFeReNCeS
Bains, V.K. (2016). Feasibility of a Pilot Study to Assess the Safety 

and Antipyretic Efficacy of acetaminophen in critically ill pa-
tients. (Master of Nursing), University of British Columbia, 
Vancouver BC. Retrieved from https://open.library.ubc.ca/cIR-
cle/collections/ubctheses/24/items/1.0340622 http://dx.doi.
org/10.14288/1.0340622)

Burns, K.E.A., Zubrinich, C., Tan, W., Raptis, S., Xiong, W., Smith, 
O., … Canadian Critical Care Trials, Group. (2013). Research 
recruitment practices and critically ill patients. A multicenter, 
cross-sectional study (the Consent Study). American Journal of 
Respiratory and Critical Care Medicine, 187, 1212. 

What do You Know about Yours? 
Patients’ Stories in Critical Care 
Ken Borce, BScN, BSc, RN, and Rhonda Thorkelsson, RN, 
CNCC(C), Winnipeg, MB 

Purpose/goals: Taking time to get to know your patients 
beyond their diagnoses is part and parcel of being a committed 
critical care nurse. Knowing more about the personhood of the 
patient will not only augment the provider-patient relationship, 
but also improve the delivery of care and patient engagement. 
When patients and their family members trust the healthcare 
provider, they become more engaged in participating in their 
own care.

Session description: Taking time to get to know your patients 
beyond their diagnoses is part and parcel of being a committed, 
competent, and compassionate critical care nurse.

In 2016, a quality improvement project, called “My Story”, 
was implemented in the ICU, which aimed to collect patient 
information that is not traditionally collected during hospital 
admission. This is done by asking patients and family mem-
bers, alongside the healthcare provider, to fill out the My Story 
board. A survey was conducted to evaluate the effectiveness of 
the project and an overwhelming majority of patients and fam-
ily members indicated that because of the My Story board they 
are more than just a bed number. They felt that their critical 

care experience is more endurable because of the support of 
healthcare providers who know them beyond their illness.

Knowing more about the personhood of the patient will not 
only augment the provider-patient relationship, but also 
improve the delivery of care. When patients (and their family 
members) trust you—the healthcare provider—they become 
more engaged in participating in their own care. The challenge 
to you is this: what do you know about your patient/s that will 
improve the delivery of your professional services in critical 
care?

Learning outcomes:
1. To emphasize the importance of knowing critical care 

patients beyond their illness and complexities. 
2. To provide a method on how to gather non-traditional 

information such as hobbies, interests, and things the 
patients would like you to know, as the healthcare provider. 

3. To demonstrate that engaging patients, family members, 
hospital staff, and healthcare providers is achievable to pro-
vide the best critical care experience to all involved. 

ReFeReNCeS
Beyea, S. (2006). The value of knowing the patient. Association of 

PeriOperative Registered Nurses Journal, 83, 825–826.
Bundgaard, K., Nielsen, K., Delmar, C., & Sorensen, E. (2012). What 

to know and how to get to know? A fieldwork study outlining the 
understanding of knowing the patient in facilities for short-term 
stay. Journal of Advanced Nursing, 68, 2280–2288.

Fick, D., Di Meglio, B., McDowell, J., & Mathis-Halpin, J. (2013). 
Do you know your patient?: Knowing individuals with demen-
tia combined with evidence-based care promotes function and 
satisfaction in hospitalized older adults. Journal of Gerontological 
Nursing, 39, 2–4.

transfer of Accountability between the 
emergency Department (eD) and the 
Intensive Care unit (ICu) 
Melissa Guiyab, MN, RN, Vasuki Paramalingam, MN, BScN, 
RN, CNCC(C), Shannon Swift, MN, RN, Prafulla Savedra, RN, 
Lee Barratt, MN, RN, and Jodi Den Bok, BScN, RN, Toronto, ON

Purpose/goals: To improve the consistency and quality of 
information provided in the transfer of accountability (TOA) 
process between nurses from the Emergency Department (ED) 
to the Intensive Care Unit (ICU) through standardization and 
the use of a checklist.

Session description: This electronic poster describes the pro-
cess undertaken by the emergency department (ED) and two 
intensive care units (ICUs) to improve interdepartmental 
transfer of accountability (TOA) during patient handover. The 
transfer of patients from one department to another has been 
identified as a high-risk point in patient care. To ameliorate 
the nursing TOA of patients from the ED to the ICU, a phased 
approach was taken using principles of quality improvement. 
Initially beginning with the ED and the Trauma-Neurosurgery 
Intensive Care Unit (TNICU), a checklist and video illustrating 
how TOA should occur were created. On successful imple-
mentation, the checklist was revised to include the care needs 
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of Medical-Surgical Intensive Care Unit (MSICU) and the new 
process was introduced there. This new practice is sustained 
with huddles and audits. As a result of standardizing TOA, 
interdepartmental relations and patient care have significantly 
improved.

Learning outcomes: 
1. Describe the impact TOA has on patient safety and identify 

risks associated with poor handover.
2. Apply communication techniques for interdepartmental 

TOA to your own practice setting.

ReFeReNCeS
McFetridge, B., Gillespie, M., Goode, D., & Melby, V. (2007). An 

exploration of the handover process of critically ill patients be-
tween nursing staff from the emergency department and the 
intensive care unit. British Association of Critical Care Nurses, 
Nursing in Critical Care, 12, 261–269.

Registered Nurses’ Association of Ontario. (2014). Care transitions. 
Clinical Best Practice Guidelines. 1–88. Retrieved from http://
rnao.ca/sites/rnao-ca/files/Care_Transitions_BPG.pdf

Zakrison, T.L., Rosenbloom, B., McFarlan, A., Jovicic, A., Soklaridis, 
S., Allen, C., … Rizoli, S. (2015). Lost information during the 
handover of critically injured trauma patients: A mixed-methods 
study. BMJ Quality and Safety, 1–8. http://dx.doi.org/10.1136/
bmjqs-2014-003903

Changing Organizational Culture to 
Support Organ and tissue Donation 
Catherine Judd-Morin, BScN, RN, Carolynn Roche, RN, 
CNCC(C), Sharan Takhar, BScN, RN, Susan Lavery, BScN, 
RN, Michele Scott, BScN, RN, Shams Andany, BScN, RN, and 
Sabrina Drepaul Jeethan, RN, Brampton, ON 

Purpose/goals: Our organization went from being a poor 
performer to a leader in clinical practice regarding routine 
notification, family approach, and conversion to donation. 
How did we do it? We will explore our obstacles and our meth-
ods to overcome them, as well as our next steps and future 
goals. Some of these may resonate and be applicable to other 
organizations.

Session description: Our e-poster contains measurement 
data from before we implemented changes to present. We will 
discuss our issues, strategies, and challenges. We will also dis-
cuss our efforts to maintain our success and what we hope to 
improve moving forward. We believe our strategies may be use-
ful to other organizations with similar barriers.

Learning outcomes: 
1. Examine barriers within organizational structure to 

donation. 
2. What strategies and solutions were adopted to improve 

donation. 
3. Methods used to measure success and where to go from 

here. 

ReFeReNCeS
Forsberg, A., Floden, A., Lennerling, A., Karlsson, V., Nilsson, 

M., & Fridh, I. (2014). The core of after death care in relation 
to organ donation—A grounded theory study. Intensive & 
Critical Care Nursing, 30, 275–282. http://dx.doi.org/10.1016/j.
iccn.2014.06.002 

Logan, J.E., Pauling, C.D., & Franzen, D.B., (2011). Health care pol-
icy development: A critical analysis model. Journal of Nursing 
Education, 50(1), 55–58. http://dx.doi.org/10.3928/01484834-
20101130-02

Zink, S., & Wertlieb, S. (2006). A study of the presumptive approach 
to consent for organ donation: A new solution to an old prob-
lem. Critical Care Nurse, 26, 129–136. Retrieved from https://
search.proquest.com/docview/228183915?accountid=47192

Implementing Cohesive Nursing team 
in ICu; Date to team Differently! Sharing 
our experience
Benoit Morin, BScN, RN, CNCC(C), and Myriam Breau, RN, 
Moncton, NB

Purpose/goals: 
1. Learn what is emotional intelligence.
2. Discuss how emotional intelligence can serve to unify and 

strengthen the Intensive Care Unit (ICU) team.
3. Share our experience in implementing a new team based on 

emotional intelligence theory.

Session description: This presentation aims to share our expe-
rience in implementing a new team approach within our ICU 
based on emotional intelligence. Teamwork is a strong require-
ment within the ICU. Building on strengths of each individual 
to be a key person in each team may enhance patient care. We 
will share how and why we decided to rearrange nursing teams. 
We will discuss the challenges we encountered and strategies 
enforced to counter them. Finally, benefits from the experience 
will be presented. Participants will reflect on emotional intelli-
gence and how it can promote teamwork within the ICU.

Learning outcomes: 
1. By the end of this session, critical care nurses will be able to 

understand what emotional intelligence is. 
2. Nurses will discuss the importance of building on the strengths 

of each team member to promote efficient teamwork. 

ReFeReNCeS
Abston, K., Lawlor, K.B., Batchelor, J.H., & Abstron, K. (2015). The 

moderating role of time on the relationship between emotional 
intelligence and transformational leadership. The Journal of 
Applied Management and Entrepreneurship, 20(2), 28–48.

Blank, I. (2008). Selecting employees based on emotional intelli-
gence competencies: Reap the rewards and minimize the risk. 
Employee Relations Law Journal, 34(3), 77–85.

Nwankwo, B., Obi, T., Sydney-Agbor, N., Agu, S. & Aboh, J. (2013). 
Relationship between emotional intelligence and job satisfaction 
among health workers. Journal of Nursing and Health Science, 
2(5), 19–23.
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Improving Quality and Safety in the ICu 
through the Introduction of a Procedural 
Checklist and Pause 
Vasuki Paramalingam, MSN, RN, CNCC(C), Shannon Swift, 
MN, RN, Orla Smith, PhD, RN, CNCC(C), Michelle Williams, 
MEd, RN, CNCC(C), Pamela Greco, RRT, BA, BEd, FCSRT, 
Hilary Every, RRT, David Hall, MD, PhD, and Andrew Baker, 
MD, FRCPC, Toronto, ON

Purpose/goals: To improve patient safety during the execution 
of bedside procedures performed in the Intensive Care Units 
(ICUs) by creating and implementing an interprofessional pro-
cedural checklist and pause.

Session description: While bedside invasive procedures are 
common in the ICUs, procedure numbers and complexity are 
increasing. No systemic, team-based process exists to prepare 
the patient and the team for the procedure and adverse events 
that have been captured in our four ICUs. This poster describes 
the process taken to improve the execution of bedside proce-
dures in the ICU. An interprofessional collaborative learning 
group was formed and a phased approach to the problem was 
adopted using quality improvement principles. A procedural 
audit tool was completed by 70 clinicians during 39 procedures, 
with deficiencies identified before, during, and after the proce-
dure. As a result, the need for a procedural checklist and pause 
was identified. Plan-do-study-act (PDSA) cycles were defined 
to develop, implement, and evaluate a procedural checklist and 
pause with stakeholder involvement. The feasibility of the tool 
will be audited to determine the outcome of implementation.

Learning outcomes: 
1. Increase awareness of the impact of poor execution of bed-

side procedures in the ICU.
2. Understand the importance of interdisciplinary collabora-

tion during a bedside procedure in the ICU.
3. Understand the importance of role clarification and closed 

loop communication during a execution of a procedure in 
the ICU.

ReFeReNCeS
Langley, G.L., Moen, R., Nolan, K.M., Nolan, T.W., Norman, C., 

& Provost, L.P. (2009). The improvement guide: A practical ap-
proach to enhancing organizational performance (2nd ed.). San 
Francisco, CA: Jossey-Bass.

Treadwell, J.R., Lucas, S., & Tsou, A.Y. (2014). Surgical checklists: A 
systematic review of impacts and implementation. BMJ Quality 
& Safety, 23, 299–318. 

Urbach, D.R., Govindarajan, A., Saskin, R., Wilton, A.S., & Baxter, 
N.N. (2014). Introduction of surgical safety checklists in 
Ontario, Canada. New England Journal of Medicine, 370, 1029–
1038.

Care Model—tracheostomy & Ventilated 
Pediatric Patients Receiving treatment in 
the Ambulatory unit 
Christina Sperling, RRT, Toronto, ON

Purpose/goals: To develop a shared model of care (SMC) that 
supports children and their families who are tracheostomy 
and ventilator dependent to receive treatments and tests in the 
ambulatory care setting.

Session description: Over the last 20 years, there has been 
an increase in the number of children living in the commu-
nity with a tracheostomy and on home mechanical ventilation 
(HMV). Children living with chronic illness often require 
treatments and/or diagnostic testing in the hospital setting. 
Typically, HMV children have been admitted to the Pediatric 
Intensive Care Unit (PICU) due to unfamiliarity with ventila-
tion outside the PICU. Admission to the PICU is not desirable, 
as it leads to increased exposure to nosocomial infections, dis-
rupts the child’s normal routine, and uses PICU resources that 
could be used for more acute patients.

An inter-professional group developed the Shared Model of 
Care that identified the accountabilities of each provider caring 
for the patient, including the parent/caregiver. Education on 
tracheostomies and ventilation was delivered to the ambulatory 
care providers and an infrastructure of support and resources 
was implemented.

The Shared Model of Care delineated the responsibilities of 
each member of the team, recognizing their unique expertise, 
while creating a collaborative partnership between the family 
and health care team.

Learning outcomes: 
1. Identify how colleagues can be supported outside of the 

Critical Care Unit to provide care to trach and ventilated 
patients living in the community. 

2. Consider innovative ways to improve the patient experience 
and set expectations. 

ReFeReNCeS
Amin, R. (2013). Pediatric long-term home mechanical venti-

lation: Twenty years of follow-up from one Canadian center. 
Pediatric Pulmonology, 49, 816–824. http://dx.doi.org/10.1002/
ppul.22868http://onlinelibrary.wiley.com/enhanced/exportCi-
tation/doi/10.1002/ppul.22868. 

Kotter International (2016, May 24). 8-Step Process for Leading 
Change. Retrieved from http://www.kotterinternational.com/
the-8-step-process-for-leading-change.
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CACCN Chapter of  
the Year Award
Sponsored by Draeger Medical  
Canada Inc. and Philips Canada
The CACCN “Chapter of the Year” Award is presented to rec-
ognize the effort, contributions and dedication of a CACCN 
Chapter in carrying out the purposes and goals of the association.

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

Note: this award application process is complimentary to the 
Annual Chapter Report. We recommend completion of the 
Annual Chapter Report prior to proceeding with calculating 
the Chapter of the Year score. 

Award Funds Available
Fiscal 2016–2017 only: $1,000.00 First Place sponsored by 
Philips Canada
$500.00 Second Place sponsored by Draeger Medical Canada
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 successful 

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 check will be presented at the annual awards cer-

emony at Dynamics by the Chapter of the Year recipients for 
the previous year

Conditions for the Award Program
• All chapters of CACCN are eligible for Chapter of the Year 

Award.
• Chapters who have not submitted their Annual report and 

quarterly financials by the required deadline quarterly/annu-
ally 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 considered 
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 numbers of hours for an educational session are 

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

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

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

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

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

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

hours of education hours provided in the year is divided by 
the total number of Chapter members, this number is then 
multiplied by 1000 in order to establish a score which is not 
dependent on the size of the individual chapter.

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

AWARD INFORMAtION



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

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

= 115
• therefore the membership education innovation score is 115

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

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

Section 2: Promotion of Critical Care Specialty
Total hours of any public or community service event coordi-
nated and hosted by the local chapter is eligible. 
• Concurrent sessions are calculated as per Member Education 

hours. For example: an eight hour event that includes 6 con-
current sessions would be counted as eight hours. 

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

Validation documents:  
• Documents to identify event as CACCN sponsored 

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

Formula: 
•	 To create the Promotion of Critical Care Specialty score, the 

total number of hours of promotional event hours provided in 
the year is divided by the total number of Chapter members, 
this number is then multiplied by 1000 in order to establish 
a score which is not dependent on the size of the individual 
chapter.

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

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

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

is 105

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

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

18

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

recruited up to March 31st of the award year.
• Any member with a membership lapse of 12 months or more 

will be considered a new member 
■■ i.e., a membership expires April 2011 and is renewed 

February 2012. This member would be considered a 
renewing member as 10 months has passed since the 
membership expired.

■■ i.e., a membership expires April 2011 and is renewed June 
2012. This member would be considered a new member 
due to the lapse in membership of 14 months. 

• Use the Membership Recruitment/Retention spreadsheet 
from the CACCN national office to obtain the number of 
new members

Formula:
• To create the recruitment score, the total number of recruited 

members is divided by the total number of chapter members 
as of March 31st of the award year. This number is then mul-
tiplied by 100 to give you the percentage of new members. 
The points awarded are noted on the chart based on the per-
centage of new members.

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

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

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

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

fore 30 points will be awarded.

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

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

will be awarded.

Section 4: Sustained Members
• Calculated based on the percentage of renewing members up 

to March 31st of the award year.
• Any member with a membership lapse of less than 12 months 

or more will be considered a renewed  member 
■■ i.e., a membership expired April 2013 and is renewed 

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

• Use the Membership Recruitment/Retention spreadsheet 
from the CACCN national office to obtain the number of 
new members

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 31st of the award year. This number 
is then multiplied by 100 to give you the percentage of sus-
tained 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 47 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 included 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 
■■ Dynamics, Journal of the Canadian Association of Critical 

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

iated with CACCN
• Chapters are responsible for providing:

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

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

Each article = 25 points 

Presentations
• Points will be calculated for chapter members who have 

contributed presentations at local, provincial and national 
CACCN activities.  

• Points will be awarded only once for the presentation, regard-
less of the number of times/venues, at which it is presented.

• Chapters are responsible for providing: 
■■ list of member contributions, together with a copy of the 

brochure or flyer listing the chapter member as a presenter. 

Each Presentation = 25 points 

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

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

• Points will be awarded only once for each members 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 

Dynamics = 25 points
• One chapter member presented at the local education day 

= 25 points
• 3 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 
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Formula Renewal Certification
• To create the renewal certification score, the total number 

of renewed certification  of the chapter in the award year  is 
divided by the total number of chapter members, this num-
ber is then multiplied by 100 to give you the percentage of 
certified members. Multiply this number 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.

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 
Calculation form, complete the Application form and forward 
all to National Office with supporting documentation.

The CACCN Board of Director,  Philips Canada and Draeger 
Medical Canada retain the right to amend the award criteria.

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.
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CACCN educational Awards
The CACCN Educational Awards have been 
established to provide funds ($1,000.00 each) 
to assist critical care nurses to attend continu-
ing education programs at the baccalaureate, 
masters and doctorate levels. 

Award funds available: Two awards - $1,000.00 

Deadline for submission: January 31 and September 1 

Send applications to CACCN National Office at caccn@caccn.
ca or fax to 519-649-1458 or 

Mail to: CACCN, P.O. Box 25322, London, ON N6C 6B1

Mailed applications must be postmarked on or before January 
31 or September 1

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

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

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

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

Application process
• submit a completed CACCN Educational Award application 

including all required documentation. Submit a letter of ref-
erence from his/her current employer

• incomplete applications will not be considered
• presentations considered for merit points are those that are 

not prepared as part of your regular employment role/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.

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

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

be made, for the award to be divided between two equally 
deserving submissions for the sum of $750.00 each.

Deadline for submission: June 1 each year

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

Mailed applications must be postmarked on or before June 1.

Do you have a unique idea?

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

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

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

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

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

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

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

The CACCN Board of Directors and Spacelabs Healthcare retain 
the right to amend the award criteria.
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• Coupons may not be used for dinner, tour, hotel or other 
conference activities

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

National Board of Directors.

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

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

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

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

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

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

Award funds available: $1,000.00 

Deadline for submission: June 1 

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

Mailed applications must be postmarked on or before June 1.

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

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

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

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

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

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

for consideration of the BBraun Sharing Expertise Award.

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

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

Deadline: Fiscal year end – March 31 

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

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

Coupons will be issued electronically to all chapters.

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

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

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

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

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

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

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

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

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

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

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

CACCN National Board of Directors
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Nomination process
• Three letters in support of the nominee are required and 

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

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

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

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

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

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

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

Director of Awards and Corporate Sponsorship via email 
and regular mail

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

• The successful candidate’s name/photograph will be 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
BBraun Sharing Expertise Award

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

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

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

Award funds available: $1,000.00 plus award trophy

Deadline for submission: June 1 

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

Mailed applications must be postmarked on or before June 1.

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

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

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

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

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

lifelong learning
• exemplify the following qualities and values:

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

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

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

the requirements under the Eligibility Criteria:
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■■ 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) 

• 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
The Brenda Morgan Leadership Excellence Award

the CACCN “Chasing  
excellence” Award
The CACCN “Chasing Excellence” Award is pre-
sented annually to a member of the Canadian 
Association of Critical Care Nurses who consistently demon-
strates excellence in critical care nursing practice.

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

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

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

Mailed applications must be postmarked on or before June 1.

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

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

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

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

criteria:
■■ participates in quality improvement and risk management 

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

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

evidence
■■ effective clinical decision making supported by thorough 

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

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

and intervene in a timely manner
■■ sequences and manages rapid multiple therapies in 

response to a crisis (Benner, Hooper-Kyriakidis and 
Stannard, 1999)

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

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

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

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

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

■■ is a role model to new staff and students
■■ shares clinical wisdom as a preceptor to new staff and 

students
■■ regularly participates in continuing education and profes-

sional development

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

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

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

examples outlining the nominee’s clinical excellence and 
expertise 

• Incomplete nomination packages will not be considered.

mailto:caccn@caccn.ca
mailto:caccn@caccn.ca
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• following the event/activity, a report must be submitted, 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
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)

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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• 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
• Successful recipients will be notified of their selection via 

email and regular mail
• Successful recipients will be:

■■ announced at the Annual General Meeting (AGM)
■■ acknowledged at the CACCN Awards ceremony at 

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

and
■■ posting on the CACCN website.

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

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

■■ In circumstances where a personal presentation is not 
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

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

• The CACCN Board of Directors has the right to alter the 
award criteria as required.

Terms of Reference
• At the time of the award, CACCN shall provide recipients 

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

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

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

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

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

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

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

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

Deadline for submission: January 31 (annually)
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Send applications to: 
CACCN National Office at caccn@caccn.ca or fax to 519-649-
1458 or mail to: CACCN, PO Box 25322, London, ON N6C 6B1

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

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

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

• Completed CACCN/Sage Products Poster Bursary 
application 

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

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

ucts provided by Sage Products.

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

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

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

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

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

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

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

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

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

•	 CACCN/Sage Products Poster Bursary may only be used 
to offset conference expenses: registration, travel, 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

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

CACCN Certification Draw
The Canadian Association of Critical Care Certification Draw 
was established to recognize members of the Association who 
successfully certify or renew their certification in our spe-
cialty—Certified Nurse in Critical Care Canada [CNCC(C)] 
and Certified Nurse in Critical Care Paediatrics Canada 
[CNCCP(C)].

Award Funds Available: $ 2,000 total annually

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

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

• the certified nurse must be an active member in good stand-
ing as of the date of release of the Spring or Fall examination 
listings from CNA

Draw Process
The Canadian Association of Critical Care Nurses National 
Office will conduct a random blind draw based on informa-
tion from the certification report received from the Canadian 
Nurses Association and the Canadian Association of Critical 
Care Nurses database:
• Initial Certification (Adults or Pediatric)—One recipient - 

$500 total, spring and fall
• Renewal Certification (Adult or Paediatric)—Two recipients 

- $250 each, spring and fall
• the Canadian Association of Critical Care Nurses 

Certification Draw will be held in spring and fall

Notification
• recipients are recognized:

■■ printing of names of the recipients in the Canadian Journal 
of Critical Care Nurses (CJCCN)

■■ at the Canadian Association of Critical Care Nurses Award 
Ceremony (annually in September)

■■ on the CACCN website under Awards/Recognition
■■ via e-newsletter, Facebook, and Twitter

• recipients are notified and receive the award funds via 
cheque from the Canadian Association of Critical Care 
Nurses National Office 

CERTIFY IN OUR SPECIALTY!
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 2017
Content Revision Date: March 2014
Form Design Revision Date: January 2011
Certification Draws 

mailto:caccn@caccn.ca
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Guidelines for Authors
The Canadian Journal of Critical Care 
Nursing™ (CJCCN), formerly known as 
Dynamics: The Journal of the Canadian 
Association of Critical Care Nurses, is dis-
tributed to members of the CACCN, to 
individuals, and to institutions interested 
in critical care nursing. The journal is pub-
lished four times annually. 

The editorial board invites submissions on 
any of the following: clinical, education, 
management, research and professional 
issues in critical care nursing. Original arti-
cles on any aspect of critical care nursing are 
welcome. The journal is listed in CINAHL 
and Medline.

The journal provides a forum for:
• New clinical practices
• Clinical case studies
• Research papers
• Short reports
• Reviews
• Arts-informed scholarship
• Letters to the Editor

Manuscripts submitted to the CJCCN must 
include the following:
• A covering letter stating the work has not 

been published and is not under consid-
eration for publication elsewhere.

• Permission from the copyright holder for 
any previously published material that 
appears in the manuscript.

• If the report is similar to another study 
previously published, or is part of multi-
ple studies on the same topic, include a 
brief explanation of how the manuscript 
differs from other published work, or 
work submitted for publication.

Manuscripts submitted for publication must 
follow the following format:
1. Title page with the following information:

• Author(s) name, and credentials, title/
position

• Place of employment/affiliation
• If there is more than one author, 

co-authors’ names, credentials, titles/
positions should be listed in the order 
that they should appear in the pub-
lished article

• Indicate the primary person to contact 
and address for correspondence

• Provide five key words for indexing

2. A brief abstract of the article on a sepa-
rate page of 150–250 words. 

3. Acknowledgements
• Other contributing individuals and 

sources of research funding should 
appear in an acknowledgement section.

4. Body of manuscript:
• Length: a maximum of 23 pages 

including  tables ,  f igures ,  and 
references

• Format: double spaced, 2.5 cm mar-
gins on all sides. Pages should be 
numbered sequentially including 
tables, and figures.

• Prepare the manuscript  in the 
style as outlined in the American 
Psychological Association’s (APA) 
Publication Manual 6th Edition. An 
exception from APA is the spelling 
(should be current “Canadian” use 
where applicable).

• Use only generic names for products, 
devices and drugs.

• Suggested format for research papers 
is background, methods, findings/
results, discussion.

• The CJCCN supports the SAGER 
guidelines and encourages authors to 
report data systematically by sex or 
gender when feasible.

• Tables, figures, illustrations and pho-
tographs must be submitted each on 
a separate page after the references. 
Illustrations should be comput-
er-generated or professionally drawn. 
Images should be in electronic form 
and high resolution. The CJCCN is 
only printed in black and white copy. 
If you want to publish a photograph 
of people, you must include a consent 
from them.

• If you want to publish a case study, 
if the patient/family can possibly be 
identified by anyone (e.g., even your 
own staff), please include a consent.

• References: the author is responsible 
for ensuring that the work of other 
individuals is acknowledged accord-
ingly. Direct or indirect quotes must 
be acknowledged according to APA 
guidelines.

5. Implications for Nurses
• Provide a separate page with three 

to five important points or clinical/
research implications relevant to the 
paper. These will be published with the 
paper and possibly in CACCN social 
media (e.g., CACCN eNewsletter, 
Facebook, Twitter).

6. Copyright:
• Manuscripts submitted and published 

in the CJCCN become the property of 
CACCN.  

7. Submission:
• Submit manuscripts electronically as a 

Word document to the editorial office 
and CACCN national office (caccn@
caccn.ca).

• Submit a signed Author Declaration. 
All authors must declare any conflicts 
of interest and acknowledge that they 
have made substantial contributions 
to the work and/or contributed sub-
stantially to the manuscript at the time 
of acceptance.

8. Review process and timelines
• All manuscripts are reviewed through 

a blinded, peer review process.
• Accepted manuscripts are subject to 

copyediting.
• Expected timeline from submission to 

response is approximately eight weeks.
• Papers can be accepted as is, accepted 

with minor revisions, sent back for 
revisions and a request to resubmit, or 
rejected. 

• If a paper is rejected, that decision is 
final.

• Once a manuscript is accepted, time to 
publication is approximately three to 
six months.

ReFeReNCeS
American Psychological Association. (2010). 

Publication manual of the American 
Psychological Association  (6th ed.). 
Washington, DC: Author.

Heidan, S., Babor, T.F., De Castro, P., Tort, S., 
& Curno, M. (2016). Sex and gender equity 
in research: Rationale for SAGER guide-
lines and recommended use. Research 
Integrity and Peer Review, 1(2). http://dx.
doi.org/10.1186/s41073-016-0007-6
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Continuous renewal FAQs
What is Continuous renewal?
The 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). After each renewal CACCN will send your member-
ship card and receipt via mail. With this worry-free feature, your 
membership benefits 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 financial 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 notification to members of the impending 
auto renewal of membership approximately forty-five (45) days 
prior to the renewal date via Canada Post and also provides 
notification via email when possible. 

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

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. 

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

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

Reach your audience directly on our website
Together with our publishing partner, MultiView, we are bringing 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.  

mailto:caccn@caccn.ca
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