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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

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 

Happy 150th Canadian style! I hope you are well and 
enjoying your summer thus far. These are exciting 
times for Canada and exciting times for the CACCN. I 

am so proud of the work that continues behind the scenes from 
our dedicated board members, chapter leadership, volunteers, 
educators, researchers, etc., who contribute to the growth and 
development of the association on behalf of our members.

Allow me to share some of the great things taking place. As you 
are aware, the CACCN has five (5) working national commit-
tees and thirteen (13) local chapters:

1. CACCN Chapters
Thank you to our local chapter leaders and their executive com-
mittees who work hard to provide quality educational events 
for our members.

2. Editorial Review Board
Thank you to Paula Price, Editor, and the Editorial Review 
Board for your dedication and hard work that goes into the cre-
ation and publishing of the Canadian Journal of Critical Care 
Nursing. The articles are relevant and supportive to the work of 
our members.

3. Members Relations
Thank you to Rob Mazur, Board Member/Chair and the 
Members Relations committee who endeavour to grow mem-
bership and engagement within the association.

4. National Conference
Thank you to Shirley Marr and Angela Foote, Board Members/
Co-Chairs and the National Conference Advisory Committee 
who work hard to ensure that our annual National Conference 
(Dynamics of Critical Care™) is aligned with the vision, mission 
and goals for the association.

5. Partner Relations
Thank you to Kathy Bouwmeester, Vice-President/Chair and 
the Partner Relations committee who continue to collaborate 
and cultivate connections with external organizations, indus-
try sponsors and exhibit partners that support the work of the 
association.

6. Professional Development
And last, but not least, thank you to Mélanie Gauthier and 
Sarah Crowe, Board Members/Co-Chairs and the Professional 
Development committee who have worked hard to complete 
the Standards of Critical Care Nursing Practice revisions and 
the Critical Care Certification Exam Study Guide revisions.

I am also excited about the great interest and submissions for 
the CACCN annual awards. Thank you for submitting your 
applications and nominating your very deserving colleagues. I 
also wish to thank the award review teams for their time and 
professionalism to ensure a robust and fair process.

So how will you know who the award recipients are? Join us on 
September 25–27 at our National Dynamics of Critical Care™ 
Conference being held in Toronto, Ontario. The Dynamics 
2017 Conference Committee, led by Chair Shirley Marr, is 
working diligently to organize an unforgettable critical care 
experience for you and your colleagues. The conference theme 
this year is; “Diversity in the City, Integrating Diversity in 
Critical Care.” What a great opportunity to learn, grow and 
connect with fellow critical care professionals across Canada 
and some international peers, as well.

Other important information to communicate pertains to 
upcoming Board of Director (BOD) positions. Three (3) board 
members come to the end of their terms in March 2018—two 
(2) positions for the Central Region and one (1) position for 
Director at Large, from any region. We are excited that we have 
received nominations for each position available. In 2016, we 
incorporated the new election process of online voting, which 
permitted greater participation from members and provided 
greater accuracy with a more robust process. Information 
regarding the candidates is available on our website at www.
caccn.ca/aboutus and through the Simply Voting website. I 
encourage you to take the time to vote. Your opinion and vote 
matter so that we may ensure the members elected to the board 
represent and respond to your needs.

Thank you for your support and the privilege of serving as your 
president of the association. It is a great experience, if ever you 
feel inclined to participate at the chapter leadership level or 
national board level, and one that I would highly recommend.

Have a great summer!

I am off to the driving range… FORE! 

Renée Chauvin
President
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Correction—Abstract Author Names
We have noted two speaker names were spelled incorrectly on the following abstract in the Summer Edition of the Canadian 
Journal of Critical Care Nursing, “Addressing the Communication Challenges in a Culturally Diverse Intensive Care Unit (ICU) 
Using a Strengths-Based Nursing Approach” (page 54). The speakers’ correct spellings are Aniqa Sheikh, BScN Student and 
Emily Loranger, BN(I) Student.

We have also noted an incorrect presenter on the following abstract in the Summer Edition of the Canadian Journal of Critical 
Care Nursing on page 40: “The Intensive Care Unit (ICU) Wishing Well Project: Enhancing Person-Centred Care at the End-of-
Life”.  The speakers should be Allana LeBlanc and Julie Lockington, Vancouver, BC.

Dynamics of Critical Care™ 2017

the Dynamics of Critical Care™ 2017 Planning Committee and the  
CACCN Board of Directors look forward to welcoming all conference delegates, 
sponsors and exhibitors to toronto, ON, for Dynamics of Critical Care™ 2017  

being held September 25–27, 2017.
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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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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

CACCN Certification Draw
Congratulations to the following CACCN Members—recipi-
ents of the CACCN Certification Draw*, Spring 2017:

•	 Initial Certification – $ 500.00: Brynn Guse, Winnipeg, MB
•	 Renewal Certification – $ 250.00: Sheena Gagnon, 

Yellowknife, NT, and Deanne Hillier-White, Witbourne, NL

* The certification draw was completed as a blind/random draw 
following receipt of the certification listing from the Canadian 
Nurses Association for the Spring 2017 examination/renewal 
period. To be eligible, the registered nurse must be on the CNA 
listing to qualify for the draw and must be a member at the time 
the listing is produced by CNA.

Dynamics of Critical Care™ 
Conference 2018–Planning 
Committee

The Dynamics of Critical Care™ Conference 2018 will be 
held in Calgary, AB, in September 2018. The Conference 
Planning Committee has been selected, as follows:

Conference Chair:
Angela Foote, Director/Co-Chair
CACCN National Conference Advisory Committee

Committee Members:
Caralee Anderson
Sarah Giesbrecht
Pam Hruska
Laura Robinson
Chelsea Yeates
Christine Halfkenny-Zellas, Chief Operating Officer

The committee looks forward to working with the National 
Advisory Committee to plan an exciting conference. 

Photo credit: Calgary Meetings and Conventions  
(http://www.meetingscalgary.com/)
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Critical Care Certification—Spring 2017
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 
April 2017.

CNCC(C) Initial Certification
Megan Keszler, Calgary, AB
Pei Zhao, Edmonton, AB
Julie Morin Desrosiers, Kimberley, BC
Jodi Scott, Langley, BC
Brynn Guse, Winnipeg, MB
Anglea Foote, New Glasgow, NS
Katie Lovis, Halifax, NS
Christopher White, Lower Sackville, NS
Erica Dumas, Barrie, ON
Alicia Robblee, Ottawa, ON
Francine Mayor Rosa, Lachine, QC
Emily Hjelte, Saskatoon, SK

CNCC(C) Renewal  
Certification
Tina Breckenridge, Bathurst, NB
Adam Gagnon, Bathurst, NB
Deanne Hillier-White, Whitbourne, NL
Sheena Gagnon, Yellowknife, NT
Cynthia Chilton, Bracebridge, ON
Geeta Juta, Newmarket, ON
Donna Lowe, Meaford, ON

CNCCP(C) Renewal Certification
Sophie Joseph, Mississauga, ON

*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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Continuous Renewal FAQs
What is Continuous Renewal?
The CACCN “Continuous Renewal” feature allows for contin-
uous 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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Standards for Critical Care Nursing Practice (5th ed)
The CACCN Standards for Critical Care Nursing Practice (5th 
Ed) have been reviewed and revised. We are pleased to provide 
a complimentary copy of the standards to our members. 

We gratefully acknowledge the dedication and contribution of 
the following members who participated in this project:

Professional Development Committee—Standards 
Sub-Committee:
Mélanie Gauthier, M.Int.Care N., RN, CNCC(C), (Québec), 
Co-Chair
Sarah Crowe, MN, RN, CNCC(C), (British Columbia), 
Co-Chair

Committee members:
Tricia Bray, MN, RN, CNCC(C), (Alberta)
Barbara Fagan, BScN, RN, CNCC(C), (Nova Scotia)

Sandra Goldsworthy, PhD, RN, CNCC(C), CMSN(C), 
(Alberta)
Linda Massé, MScN(A), LLM, RN, CNCCP(C), (Québec)

And further thanks to those who provided expert review:
Peter Anderst, BN, RN (Alberta)
Vininder Bains, BScN, RN, CNCC(C) (British Columbia)
Franco A Carnevale, PhD, RN (Québec)
Arthur (Joe) Carr, BN, RN, C-CCN (New Brunswick)
Lissa Currie, BN, RN, CNCC(C) (Manitoba)
Mary Gillespie, MSN, RN, CCNC(C) (British Columbia)
Pamela Hughes, RN, CNCC(C) (Nova Scotia)
Carla MacDonald, MN RN CNCC(C) (Nova Scotia)
Brenda Lynn Morgan, BScN. MSc. RN, CNCC(C) (Ontario)
Ruth Trinier, MN, RN, CNCCP(C) (Ontario)
and Paula Price, PhD, RN, for her editorial skills

Specialty Nursing 
examination 
Certification Resources
CACCN offers the following resources in the Members Only 
section of our website for members preparing for the Canadian 
Nurses Association specialty certification examination:
• Preparing to Certify Webinar 
• Certification Study Guide (Adult) (updated Spring 2017)
• Certification Webinar Series (Pediatric)

Membership 
Recruitment Referral 
Draw Recipients
Congratulations to the following CACCN members who 
received a complimentary one-year membership ($75 value) 
for their member referral* in Q1: April 1–June 30, 2017:
• Nicholas Enslow, Dartmouth, NS
• Kara Evers, Dartmouth, NS

* The recruitment referral draw is a blind draw once per quarter 
of members who have referred new members to the association. 
Members receive one ballot for each new member referral.

CACCN online

Visit us on Facebook for 
updated information!

Follow us on 
twitter: @CACCN1



Canadian Intensive 
Care Week 

October 22 to October 28, 2017

Each year, over 100,000 Canadians 
receive life-saving care in Intensive Care Units

Your ICU team – caring for patients 
and families every second, every day

The Intensive Care Team – 
there for YOU in critical moments



Semaine canadienne 
des Soins intensifs
Du 22 octobre au 28 octrobre 2017

Chaque année, plus de 100 000 personnes 
au Canada béné�cient des soins vitaux o�erts 
par les Unités de soins intensifs.

L’équipe des Soins intensifs prend en charge 
les patients et leurs familles tous les jours, à 
chaque instant.

L’équipe des Soins intensifs – PRÉSENTE 
aux moments critiques.
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CACCN Board of Director Nominees 
Director at Large  
(any region)

Peter Anderst, BN, RN
Alberta Health 
Services, GSICU 
(UAH)
Edmonton, AB
Nominated by: Renee 
Nason, Edmonton, AB

Personal Statement
My name is Peter Anderst and I am orig-
inally from southern Saskatchewan. 
After becoming an Emergency Medical 
Technician (AB) in 2007, I was looking 
to further my medical education and 
was encouraged to explore the nursing 
field. I received my Bachelor of Nursing 
from the University of Manitoba in 2013 
and worked in cardiac medicine at St. 
Boniface Hospital before accepting a 
position in the general systems ICU at 
the University of Alberta Hospital in 
early 2014. 

I am proud to have joined our medical 
emergency team and CRRT group and 
am honoured to work with so many 
knowledgeable and professional nursing 
and medical staff on a daily basis.

I am currently a member of our local 
CACCN Greater Edmonton Chapter 
executive committee, as well as the 
National Member Relations Committee, 
both for the past two years. 

I see a burgeoning need to refresh our 
association’s online presence, including 
our website and social media exposure. 
Many other medical specialties effec-
tively utilize these avenues and I feel we 
can take better advantage of a growing 
community and discussion taking place 
online to expand our membership. 

I hope to be a driver for improvement in 
these areas and would relish the oppor-
tunity to serve on the CACCN National 
Board.

Tell us why you are seeking a Board of 
Director position
Since becoming a member of CACCN 
two years ago, I have seen the opportu-
nity that exists to engage the members 
of our specialty and I have noted sev-
eral areas that could be improved upon. 
Most notable to me is the web and social 
media presence (or current lack thereof) 
that our association is not fully utiliz-
ing. Our website has been in dire need 
of a reboot for several years now and our 
association is woefully underexposed on 
social media platforms where very few 
of our current members (but many of 
our potential members!) already reside. 
My main motivation for board service is 
growth; we have an effective framework 
(membership, journal, committees, 
conferences, advocacy, and specialty 
education) and now need to expand 
our membership and exposure within 
the medical community, as a whole. I 

clearly see this opportunity as a volun-
teer contribution, as I can personally see 
areas for improvement and would like to 
contribute my voice and skills to those 
efforts. However, the responsibility I feel 
towards a position I have been elected to 
is profound and not one I take lightly.

CACCN Involvement
I have served for the past two years on 
the Member Relations Committee and 
have found my interest in growing the 
field of critical care nursing in Canada 
has increased greatly, as a result. I feel 
that my interest needs to translate into 
action and this application is the first 
step in that endeavour. In addition to 
being a part of the Member Relations 
Committee, I have been serving as a 
committee member for the Greater 
Edmonton Chapter of CACCN and have 
assisted in planning and volunteering 
at our local events, as well as recruiting 
members from my workplace.

Volunteer Experience (outside of 
CACCN)
I  currently volunteer as a Ward 
Representative within my workplace as 
a resource for UNA. I have been able to 
provide information on workplace issues 
to my coworkers, as well as my manage-
ment team, and quite enjoy working as 
a liaison. 

Board of Director Nominations
A Call for Nominations for the National Board of Directors was issued in spring 2017. There are two positions available in 
Central Region (Manitoba and Ontario) and one position available for Director at Large (any region). The closing date for 
nominations was July 5, 2017. The following members have been nominated for election to the National Board of Directors for 
a two-year term from April 1, 2018–March 31, 2020.

Central Region:
Lissa Currie, Ile des Chenes, East Manitoba
Brandi Vanderspank-Wright, Long Sault, Ontario

Director at Large:
Peter Anderst, Edmonton, Alberta
Fiona McLeod, Surrey, British Columbia
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Director at Large  
(any region)

Fiona McLeod, BSN, 
BSc, RN, CNCC(C)
Clinical Nurse 
Educator
Fraser Health 
Authority, Surrey 
Memorial Hospital
Surrey, BC

Nominated by: Sarah Crowe, Langley, 
BC

Personal Statement
My name is Fiona McLeod, I have been 
an RN since 2006. I graduated with my 
BSN from BCIT after completing a BSc 
at the University of Victoria. I com-
pleted my specialty nursing certificate in 
2007 at which time I had the privilege of 
working alongside a caring and passion-
ate critical care team.

I have a passion for teaching and wanted 
to share this passion and became a crit-
ical care instructor at BCIT, as well 
as transitioning into a Clinical Nurse 
Educator (CNE) position within Fraser 
Health. I have had the opportunity to 
work as a Critical Care CNE in both the 
community ICU setting and the High 
Acuity Unit at a tertiary centre.

I have been a member of the CACCN 
since 2013, and completed my CNCC(C) 
certification in 2014. I am very passion-
ate about critical care and the intricacies 
of the patients and families for whom we 
care. I am an energetic, ambitious indi-
vidual who is passionate about nursing. 
I believe in a holistic approach to patient 
care and strive to meet the physical, psy-
chological, and emotional needs of my 
patients and their families.

I want to bring this passion to the 
CACCN and hope to expand my knowl-
edge and involvement at a national level. 
Thank-you for the opportunity to be 
considered for the Director-at-Large 
position.

Tell us why you are seeking a Board of 
Director position
I am seeking a board of director posi-
tion because I am passionate about 
critical care nursing and would like 
to share this passion with others both 
in BC and across Canada. I am a local 

advocate for critical nursing and would 
like to continue this while expanding my 
knowledge and experience by joining 
the CACCN. Critical care nursing has 
always been my specialty of interest and 
I would like to enhance my involvement 
in the critical care community at both a 
local and national level.

CACCN Involvement
I do not have any prior CACCN expe-
rience or involvement, however I would 
like to take this opportunity to further 
my involvement with the CACCN. I 
participate at a local level in educating 
new and experienced critical care nurses 
and would like to enhance my personal 
and professional growth and experience 
in critical care and hope to learn more 
about our national association.

Volunteer Experience (outside of 
CACCN)
• South Surrey Softball Association, 

2017: Volunteer coach for under 7 
softball

• Patient Experience Summit (presenter 
and participant), 2016: This event was 
developed to create a dynamic meet-
ing place for Fraser health employees 
to advance knowledge and practice 
with respect to the patient experi-
ence. My colleagues and I presented 
the Building Blocks for Bariatric Care: 
sharing the firsthand experience in 
caring for a bariatric patient and the 
challenges, gaps and successes in car-
ing for this population in the critical 
care area.

• Senior Swim Club Coach, 2000–2009: 
Organizing and running practices, 
leading various workshops, preparing 
for and accompanying the swimmers 
to the B.C Senior Games.

• C o l l i n g w o o d  H o u s e  C a r e 
Facility, 2003–2005: Companion and 
mentor for a client with a brain injury. 
Accompanied the client to different 
appointments, as well as taking trips 
to various destinations to help pro-
mote independence and interaction 
within the community. 

• G F  S t r o n g  R e h a b i l i t a t i o n 
Center, 2003–2005: Companion and 
mentor for a client with a brain injury, 
as well as running the computer lab 
for adolescent clients, and accompa-
nying clients on field trips.

• Youth Chal lenge International 
(YCI), 2002: I travelled to Guyana, 
South America, as a volunteer for YCI. 
Lived and worked on a remote island 
for three months amongst people of a 
different culture, with different beliefs 
and socio-economic status. During 
this time, we also provided workshops 
on sex education, HIV and AIDS, as 
well as health and hygiene.

Director, Central Region 
Lissa Currie, BN, RN, 
CNCC(C)
Coordinator Critical 
Care Education
Winnipeg Health 
Authority
Ile des Chenes, East 
MB

Nominated by: Catherine Campbell, 
Winnipeg, MB

Personal Statement
My name is Lissa Currie from Ile des 
Chenes, Eastern Manitoba. I have had 
the blessing of being a critical care nurse 
since 1990. I discovered my passion for 
education in 2001 when I began my first 
job as a critical care educator and have 
remained involved with education and 
program development since that time. 
I currently work as the Coordinator, 
Crit ica l  Care Educat ion for  the 
Winnipeg Regional Health Authority.

I have been a CACCN member since 
1997 and have been actively involved 
with both my local chapter and nation-
ally since that time.  I was a member of 
the Manitoba Chapter Executive from 
2007–2016, holding the position of 
Chapter President from 2007–2011. I 
was a member of the CACCN Dynamics 
of Critical Care 2015 Conference 
Planning Committee and a previ-
ous nominee for the Brenda Morgan 
Leadership Excellence Award. I strongly 
believe that, as Canadian critical care 
nurses, we have an opportunity to be 
recognized as a unique voice to affect 
policy decisions and remain on the 
leading edge of the critical care nurs-
ing practice. I am committed to making 
a difference in critical care and believe 
my management and leadership expe-
riences at both a local, provincial and 
national levels will allow me to actively 
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participate and support the associa-
tion’s strategic plan, vision and mission. 
Thank you for your consideration of my 
nomination to serve on the National 
Board of Directors.

Tell us why you are seeking a Board of 
Director position
I believe I have the necessary manage-
ment and leadership experiences at both 
at local and provincial levels to be able 
to actively participate and support the 
association’s strategic plan, vision and 
mission.

CACCN Involvement
• Active member of CACCN since 1997
• Member of the Manitoba Chapter 

Executive 2007–2016 
• Chapter President 2007–2011 
• Dynamics 2015 Conference Planning 

Committee

Volunteer Experience (outside of 
CACCN)
• I served on  the Parent Advisory 

Council for Ecole Ile des Chenes for 
an number of years as president

• Ile des Chenes minor hockey board 
treasurer

• Heart and Stroke Foundation of 
Manitoba faculty member

Director, Central Region 
Brandi Vanderspank-
Wright, PhD RN 
CNCC(C)
Assistant Professor
Faculty of Health 
Sciences - School of 
Nursing, University of 
Ottawa, Long Sault, ON

Nominated by: Mat Wenger, St. John’s, NL

Personal Statement
Fellow CACCN members, my name is 
Brandi Vanderspank-Wright and I have 
been a critical care nurse since 2003. 
Following a consolidation experience, 
as part of the fourth year of my BScN 
program at the University of Ottawa, 
critical care nursing has been without a 
doubt, my professional passion. Shortly 
thereafter, I began working in the ICU 
General Campus of The Ottawa Hospital 
(TOH). 

In 2005, I began working on my MSc 
Nursing at the University of Ottawa. My 
thesis work explored the experiences 

of critical care nurses who care for 
patients and families during the process 
of withdrawal of life-sustaining meas-
ures. This work was largely influenced 
by my personal experiences of end-of-
life care in the ICU. My MScN work was 
published in 2011 in a special issue on 
end-of-life care in Dynamics and sub-
sequently received a first-place editorial 
award from CACCN. I obtained CNA 
Certification in Adult Critical Care in 
2007. Achieving CNA Certification 
marked a pivotal moment in my nursing 
career and it solidified my critical care 
nursing identity. 

I began my PhD studies in 2009 (com-
pleted 2014). My doctoral work explored 
the development of critical care nursing 
in Canada. I used historical perspec-
tives to understand how Canadian ICU 
nurses shaped their identity. I had the 
privilege of interviewing nurses who, 
collectively, had worked in more than 40 
units across the country between 1960 
and 2002. This work was the first of its 
kind in Canada. 

I am an Assistant Professor in the School 
of Nursing at the University of Ottawa. 
My program of research focuses on 
end-of-life care in the ICU and the 
experiences of nurses who provide care 
to patients and their families. In brief, 
my research extends to supporting 
critical care nurses at the point of care. 
I am privileged to supervise graduate 
students who are doing research related 
to critical care nursing practice using a 
variety of methods and from multiple 
perspectives. Additionally, I maintain 
a staff in the ICU at TOH: General 
Campus. I am actively involved through 
participation in their Nursing Journal 
Club and ICU Nursing Education 
Committee. 

I am proud to have been a member of the 
CACCN since 2007. In 2013, I joined the 
Ottawa Chapter Executive. Nationally, 
I have attended the CACCN National 
Conference as a representative of the 
Ottawa Chapter. I have been a mem-
ber of the Professional Development 
Committee since 2016. Additionally, 
I have served as a reviewer for various 
award opportunities. I have presented 
at the CACCN Dynamics Conference 
on several occasions and published in 

the Canadian Journal of Critical Care 
Nursing. I am a past recipient of the 
CACCN Research Grant and have 
received a nomination for the Brenda 
Morgan Leadership Excellence Award. 
I would be extremely honoured to sit 
on the Board of Directors representing 
the Central Region and look forward to 
opportunities to facilitate the mission 
and vision of the CACCN.

Tell us why you are seeking a Board of 
Director position
The motivation for my Board service is 
to actively contribute to building cap-
acity for critical care nurses across 
Canada. I consider Board services to be 
both a privileged position and a volun-
tary job, as well as an opportunity on a 
voluntary basis to actively contribute to 
critical care. Contributions that I hope 
to make on the board include building 
critical care nursing capacity through 
initiatives that contribute to critical care 
nursing knowledge development (i.e., 
Standards of Practice, Certification); 
scholarship (i.e., research and qual-
ity improvement) and service through 
committee work within the organiza-
tion, supporting nurses at the chapter 
level and supporting individual chapters 
themselves.

CACCN Involvement
I have been a member of CACCN since 
2007. My CACCN involvement has 
been twofold—engaging with CACCN 
at a chapter level, as well as at a national 
level. At a chapter level, I have main-
tained my membership with the Ottawa 
Regional Chapter since 2007. In 2013, 
I joined the Ottawa Chapter Executive 
as the Membership Chair. I have been 
actively engaged at the chapter level 
through participation in activities 
such as helping to organize Annual 
Education Days, as well as presenting 
at these events. From a national per-
spective, I have attended the CACCN 
National Conference (including Chapter 
Connections Day) as a representative of 
the Ottawa Chapter. I have been a mem-
ber of the Professional Development 
Committee since 2015. Additionally, 
I have served as a reviewer for the fol-
lowing: Chasing Excellence Award, 
Sage Products Poster Bursary and the 
Spacelabs Healthcare Award. I have also 
presented at the CACCN Dynamics 
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Dynamics of Critical 
Care Conference: 
Future Sites
Dynamics 2017: September 25–27, 
2017, Toronto, ON

Dynamics 2018: September 2018, 
Calgary, AB

of Critical Care Conference on sev-
eral occasions. I am a past recipient of 
the CACCN Research Grant and have 
received a nomination for the Brenda 
Morgan Leadership Excellence Award. 
Most recently, I represented the CACCN 
at a joint meeting between Canadian 
Blood Services and the Canadian 
Critical Care Society.

Volunteer Experience (outside of 
CACCN)
My volunteer work outside of the 
CACCN has primarily focused on 

involvement with the Canadian Cancer 
Society. During my teenage years, I reg-
ularly canvassed for the Society during 
the month of April.  From 2005–2015, I 
organized and hosted a Curl for Cancer 
event at the Cornwall (ON) Curling 
Club in junction with the S.D.G. & 
Prescott-Russell Community Office.   
This event raised approximately $20,000 
in support of Cancer Research. Since 
2015, other volunteer work has included 
participating in events with my son’s 
school (e.g., book fairs, healthy lunches, 
annual school trips) and volunteer 

work regarding minor sports activities. 
I am actively involved with service at 
the University of Ottawa by serving on 
various committees at the undergradu-
ate and graduate levels. My service also 
extends to committees at The Ottawa 
Hospital including the ICU Nursing 
Education Committee and corporately, 
the Nursing Research Working Group. 
In the past, I sat on the executive of 
the Seaway Chapter of the Registered 
Nurses’ Association of Ontario and 
served for a brief period of time as pres-
ident of the chapter. 

Online election Voting

Elections for the National Board 
of Directors will be completed 
using an online voting platform 

through Simply Voting. Simply Voting 
offers a secure, reliable, easy to use 
system for election voting. All mem-
bers will receive an email with voting 
instructions and a link to the election 
along with login information.  Member 
responses are encrypted and anony-
mous allowing for one vote per member. 
The election will be managed by Simply 
Voting with CACCN receiving the elec-
tion results only.

Mail in ballots: Those members who 
do not have an email address on file 
will receive ballots via Canada Post for 
mail in to CACCN National Office. 
Members should place the ballot in the 
return envelope without any identifying 
information and mail back to CACCN 
National Office no later than September 
15, 2017 (to allow for vote tally).

Members who have an email address 
on file, but wish to vote by paper bal-
lot, please contact National Office via 
email at caccn@caccn.ca to have a ballot 
emailed or mailed for return.  

Please note—affiliates/students do 
not hold voting rights and will not be 
included in the election process. One 
must be a registered nurse with an active 
current CACCN Membership to be eli-
gible to vote. 

CACCN calendar of events

DAteS tO ReMeMBeR!
September 7: Dynamics 2017 Final Registration Deadline
September 13: World Sepsis Day
September 15:  Mailed Election Ballot deadline 
September 22–23: BOD F2F Meeting
September 24: Chapter Connections Day
September 25–27: Dynamics of Critical Care™ Conference
October 22–28: Canadian Intensive Care Week 2017
November 1–15: CNA Certification Examination Dates
November 1: Dynamics 2018 Call for Abstracts opens
November 15: Dynamics 2017 Online Evaluation closes
January 31: CACCN Educational Award Deadline
January 31: Dynamics 2018 Call for Abstracts Deadline
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A pilot study of an interprofessional, multi-
component bereavement follow-up program in 
the intensive care unit
By Cecilia Santiago, MN, RN, CNCC(C), Christine Lee, MSW, RSW, Rose Piacentino, BSW, RSW, Colette Deveau, 
MSW, RSW, Jamie Villeneuve, BA, MTS, RP, Maria Teresa Diston, BScN, RN, CNCC(C), and Orla M. Smith, PhD, RN, 
CNCC(C)

Abstract

Background

Death is a common occurrence in the intensive care unit 
(ICU) with death rates estimated at approximately 20% 
(Siegel, Hayes, Vanderwerker, Loseth, & Prigerson, 

2008). The death of an ICU patient may be unexpected and 
the effects of a death on family members can be serious and 
long-lasting (van der Klink et al., 2010). Prior research has 
documented high rates of anxiety, depression, post-traumatic 
stress, and complicated grief in family members of patients 
who have died in the ICU suggesting the need for additional 
supports for bereaved individuals post-ICU (Azoulay et al., 
2005; Downar, Barua, & Sinuff, 2014; Gries et al., 2010; Pochard 
et al., 2005; Siegel et al., 2008). Furthermore, various critical 
care clinical practice guidelines and societal statements recom-
mend bereavement services be made available to families after 
the death of a patient in ICU (Canadian Association of Critical 
Care Nursing, 2005; Davidson et al., 2007; McAdam & Erikson, 
2016; Truog et al., 2008). A desire for follow-up has also been 
identified among family members (van der Klink et al., 2010). 

Despite recommendations, the existence of formal bereavement 
programs is uncommon. In an Australian survey, interest in 
offering bereavement follow-up was high yet less than one-third 

of ICUs reported providing the service (Valks, Mitchell, Inglis-
Simons & Limpus, 2005). More recently, Mitchell, Coombs and 
Wetzig (2016) investigated the provision of family bereavement 
support in ICUs across New Zealand and Australia and found 
fewer bereavement follow-up services in Australian ICUs in 2015 
compared to 2005. Furthermore, there is a lack of clarity in the 
literature regarding the ideal components of a bereavement pro-
gram, and the outcomes of these programs have not been well 
described (Curtis & Engelberg, 2006; McAdam & Erikson, 2016; 
Mitchell et al., 2016). A better understanding of program feasi-
bility and family attitudes is warranted to support the design and 
delivery of post-ICU bereavement follow-up.

Purpose
The purpose of our pilot feasibility study was to: 1) develop and 
administer an inter-professional, multi-component bereave-
ment program for family members of patients who died in the 
ICU consisting of a bereavement brochure, sympathy card, 
telephone follow-up, and an invitation to attend a memo-
rial service; 2) measure the feasibility of implementing each 
of the program components; and 3) determine family mem-
ber attitudes towards the program components and overall 
satisfaction. 

Background: Bereavement follow-up may help family members 
who experience the death of a loved one in the ICU. However, 
formal bereavement programs are rare and the feasibility of 
implementing these programs is not well described. 

Purpose: 1) To develop and administer a formal bereavement 
program to family members of patients who die in the ICU con-
sisting of a bereavement brochure, sympathy card, telephone 
follow-up, and an invitation to a hospital memorial service; 2) To 
measure the feasibility of implementing each of the program com-
ponents; and 3) To determine family member attitudes towards 
the program and each component.

Methods: Pilot, observational study. Program feasibility was 
tracked by the study team; family attitudes were ascertained 
through a survey.

Results: Thirty family members were enrolled in the study (94%; 
n=32 deaths during pilot period). The bereavement follow-up 

telephone call, brochure, and sympathy card were received by 
50%, 77%, and 100% of family members respectively. Response 
rate to the survey was 37% (n=11/30). The majority responded 
receiving the brochure (82%; n=9/11); and read it (90%; n=9/10). 
However, less than half (43%; n=3/7) found the brochure helpful. 
All respondents (n=11) reported receiving the sympathy card and 
finding it meaningful. Of those who received a telephone call, the 
majority (67%; n=4/6) found it helpful. Fourteen family mem-
bers were invited to a hospital memorial service prior to receiving 
the survey; few (29%; n=4/14) reported attending. On a scale 
of 0–10, the mean rating for program helpfulness was 7 (range 
5–10), with 44% rating the program 7 or higher. 

Conclusion: A formal bereavement program for family mem-
bers of patients who die in the ICU was feasible to implement; 
however, family appraisal of the value of individual program 
components was variable. 

Key words: bereavement follow-up, critical care 

Santiago, C., Lee, C., Piacentino, R., Deveau, C., Villeneuve, J., Diston, M.T., & Smith, O.M. (2017). A pilot study of an interprofessional, multi-component 
bereavement follow-up program in the intensive care unit. Canadian Journal of Critical Care Nursing, 28(3), 18–24.



Volume 28, Number 3, Fall 2017   •   www.caccn.ca   19

Methods
Design
We conducted a pilot, observational study of a multi-com-
ponent bereavement program where all consecutive patient 
deaths were identified and tracked. Delivery of each of the four 
program components to eligible families was documented by 
the study team. We considered program feasibility to be rep-
resented by 75% of eligible families receiving the interventions 
within the proposed timelines. A survey was distributed to eli-
gible families, and consent was implied by survey completion. 
Using a scale of 0–10, with 0 as the lowest and 10 as the highest 
rate, we considered program acceptability to be represented by 
75% of survey respondents rating the helpfulness of the pro-
gram seven or greater. The institutional research ethics board 
approved the study.

Sample
The single-centre study was conducted in a 24-bed medi-
cal-surgical ICU (MSICU) in a university-affiliated hospital in 
downtown Toronto, Canada. All consecutive patients who died 
in the MSICU between November 16, 2011, and February 20, 
2012, were identified from the unit admission and discharge 
database. Our sampling frame included next of kin (NOK) 
identified in the chart. During the 13-week study period, 
there were 32 deaths in the ICU and 30 family members were 
enrolled in the study. Deceased patients with no identifiable 
NOK were excluded from our study. One NOK was identified 
for each deceased patient.

Development of the questionnaire
We developed a self-administered questionnaire to ascertain 
family attitudes. The 23-item questionnaire included questions 
asking respondents to evaluate each program component and 
the program overall. We conducted a modified pilot and sen-
sibility testing of the survey by asking three interprofessional 
experts to assess the questionnaire’s importance, acceptability 
and readability, as well as to determine if the questions were 
interpreted by the testers in a consistent manner (Burns et al., 
2008).

Piloting the program components
Building on existing spiritual care bereavement processes 
developed at our institution, we incorporated the follow-
ing interprofessional components in our ICU bereavement 
program. 

1. After a Loved One Has Died Brochure: Developed by our 
spiritual care department, this brochure is routinely pro-
vided by chaplains to NOK after a patient dies. The pamphlet 
contains information about community support systems 
and educational materials about grief management. For our 
study, a bedside nurse provided the brochure to a bereaved 
NOK when a chaplain was not available.

2. Sympathy card: After each death, a sympathy card was 
posted in the ICU nursing station for staff to sign. The card 
was mailed to NOK 10 days after a patient’s death by the 
study team.

3. Telephone follow-up call: Three weeks after death, the ICU 
social workers telephoned the NOK and used a structured 

script to describe the bereavement program, and to obtain 
consent for the telephone conversation (Table 1). A maxi-
mum of three attempts to establish telephone contact were 
made. During the first attempt, if the NOK was not available, 
the social worker (SW) did not leave a message. If NOK was 
unavailable on the second call, the SW left a message inform-
ing NOK that SW will call again. If NOK was unavailable on 
the third call, the NOK was requested to call back the SW. If 
contact was established and consent obtained, the SW asked 
open-ended questions to establish comfort with the NOK 
(Table 1). At the end of the telephone conversation, the SW 
informed the NOK that a mail survey would be sent. The 
questions during the telephone follow-up were asked as part 
of a therapeutic intervention and not for research purposes; 
hence responses were not tracked.

4. Memorial service invitation: In our institution, every 
deceased patient’s NOK receives an invitation to a quar-
terly service, developed and delivered by our Spiritual Care 
Department. The MSICU chaplain tracked the attendance 
of the NOK included in the pilot study.

Survey distribution
The survey was mailed to NOK two weeks after the follow-up 
telephone call. Respondents were instructed to return com-
pleted surveys using the self-addressed, stamped envelope. We 
sent a follow-up survey with a reminder letter three weeks after 
the initial administration to those who had not returned the 
initial survey.

Data analysis
We generated descriptive statistics including means and fre-
quency distributions to report responses to individual survey 
items. For each of the program components, we asked three 
open-ended questions: 1) How did you feel receiving it, 2) 
Please tell us what you liked about it, and 3) Please tell us what, 
if there was anything you did not like about it. We synthesized 
responses from the open-ended questions by identifying com-
mon themes.

Results
During the pilot period (November 16, 2011, to February 20, 
2012), there were 32 deaths in the ICU. The ICU length of stay 
of deceased patients ranged from less than 24 hours to 54 days. 
Of the 32 deaths, 31 patients had an identified NOK on record. 
One NOK did not want to receive bereavement follow-up. 
Thirty family members were enrolled; one NOK per deceased 
patient. Based on study team tracking, all eligible NOK (n=30) 
were sent a sympathy card while 77% (n=23/30) received the 
bereavement brochure, 50% (n=15/30) were contacted for a 
follow-up telephone call, and 100% (14/14) were invited to the 
quarterly memorial service scheduled during the pilot and sur-
vey periods.

The survey was distributed from December 23, 2011, to April 
13, 2012. The response rate to the bereavement follow-up sur-
vey was 37% (n=11/30). Among survey respondents, 82% 
(n=9/11) replied that they had received the brochure and the 
majority (90%; n=9/10) reported reading it. Less than half (43%; 
n=3/7) found the brochure helpful while the remainder (57%; 
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Table 1: Telephone Follow-up Script 
Date: _____________
Start time of call: _____________
End time of call: _____________
Total number of minutes: _____________

Interviewee/ Next of Kin Information: _____________
Relationship to deceased: _____________

Patient Information: _____________
 Date of Admission: _____________
 Date of Death: _____________

Hello is (next of kin’s name) _____________ there please? (If the individual is not available, the caller will state she will call again). My name 
is (interviewer); I am a (position) _____________ from the Medical Surgical Intensive Care Unit at XXX. Firstly, I would like to express my 
condolences to you and your family after your recent loss.  I am sure this is a difficult time for you. The other reason for my phoning you is 
that our Unit provides a Bereavement Follow-up Service, as we wish to improve the service we provide to patients and their relatives. We 
contact all families who have experienced death in our unit during the past four weeks and ask them a short series of questions. Do you feel 
comfortable in answering a few questions about this?

(Once consent to telephone conversation is provided, ask an open-ended invitation to establish trust with the interviewer [e.g., How have 
things been for you over the past few weeks since the death of (name of deceased)?] Responses are not recorded verbatim. We will keep a log 
to track the participants, topics addressed and outcome of telephone call).

Questions Yes No Topics Addressed Comments

Aside from this call, have you had any contact with XXX staff since (name of 
deceased) died?

Have you experienced any health concern since the death of _____________?

If yes, have you sought medical attention?

Questions Always Sometimes Not At All

Tell me how are you sleeping? 

Tell me how are you eating?

Questions Response Comments

Who is your primary support person?

What do you find is the most challenging now that your (relationship to kin)’s 
has passed away? 

Questions Yes No Topics Addressed Comments

Have you returned back to work?

Do you understand what (deceased name) died of?

Were you present at the time of (deceased name) death?

Is there any other information that you would have liked to get from the team at 
the time of (deceased name) death?

Was there anything that the staff in our unit did for you that was particularly 
helpful during the dying process?

Was there anything that the staff in our Unit did for you that was particularly 
unhelpful?

Has (name of deceased)’s death created any new financial problems for you?

There are a number of agencies and services 
available in the community that we have 
information about. Would any of these be 
useful to you: (Information about resources 
will be provided by phone or via email if 
individual has one)

A family doctor?

A bereavement agency?

A social worker?

A spiritual leader?

Additional Comments:

From your perspective as the interviewer, how did the telephone call go?

Thank you for taking the time to share this information with us at this difficult time. I sincerely hope there will be a time you will be able to 
embrace all the wonderful memories you shared with your loved one and find comfort in them. We will be sending you a survey to ask for 
your feedback regarding our bereavement program. Take care of yourself and, once again, my sincere condolences. Goodbye.
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n=4/7) were neutral about its helpfulness. When asked if a staff 
reviewed the brochure with them, 40% (n=4/10) answered yes, 
40% (n=4/10) did not remember, and 20% (n=2/10) responded 
no (Table 2).

All respondents (n=11) reported receiving the sympathy card 
and finding it meaningful (Table 2). When asked about how 
they felt receiving the card, the respondents described feeling 
“touched that someone took the time”, “thankful because (they) 
were not forgotten”, “surprised”, “relieved”, “happy and sad”, and 
“cared for”. When asked what they liked about receiving the 
card, the respondents described staff ’s personal messages, staff 
identifying their role in patient’s care, and staff taking the time 
to consider their feelings.

Our tracking record shows that 50% (n=15/30) of families were 
not reached by telephone despite three attempts. Forty per-
cent (n=6/15) of those who received the telephone call were 
NOK of patients who were in ICU for less than a week. The 
SWs described more “successful” telephone calls as those with 
NOK whose loved one was in the ICU for several days to weeks. 
Among those who responded to the survey and responded they 
received a telephone call (64%; n=7/11), the majority (67%; 
n=4/6) found it helpful (Table 2). When asked what they found 
helpful, they described that the verbal support gave them hope, 
and the call was a thoughtful and caring gesture.

Since the hospital memorial service is conducted quarterly, the 
invitation mailing for the memorial service and the timing of 

Table 2: Results of the Bereavement Follow-up Pilot Program Survey

After a Loved One has Died Brochure

Yes % (n) No % (n) Don’t Remember % (n)

Did you receive it? 82% (9) 9% (1) 9% (1)

Did you read it? 90% (9) 10% (1) -

Did a MSICU staff review it with you? 40% (4) 20% (2) 40% (4)

Any other information you would have liked? - 63% (5) 27% (3)

Helpful Neither Not Helpful

How helpful was it? 43% (3) 57% (4) -

Sympathy Card

  Yes No Don’t Remember

Did you receive it? 100% (11) - -

Meaningful Neither Not Meaningful

How meaningful was the sympathy card 100% (11) - -

Telephone Follow-up

Yes No Don’t Remember

Did you receive it? 64% (7) 36% (4) -

Helpful Neither Not Helpful

How helpful was it? 67% (4) 33% (2) -

Memorial Service

Yes No Don’t Remember

Did you receive a memorial invitation in the mail? 11% (1) 56% (5) 33% (3)

Were you able to attend? - 50% (1) 50% (1)

If you have not attended, do you think you will attend? 33% (1) 33% (1) 33% (1)
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the service did not coincide with the dates of the pilot study. The 
memorial service for patients who died in October, November, 
and December 2011 was held in January 2012. Despite invita-
tions being sent to 100% (n=14/14), only 29% (4/14) of NOK 
of patients deceased in that time period attended the quarterly 
memorial service. Of the survey respondents, 33% (n=3/9) did 
not remember receiving the memorial invitation in the mail and 
56% (n=5/9) responded not receiving it. Only three responded 
to the question about whether they think they would attend the 
memorial service: one replying yes, one responding no, and 
one did not remember. No one responded to the question ask-
ing about the helpfulness of memorial service.

Using a scale of 0–10 (0 as the lowest and 10 as the highest rate), 
44% (n=9) rated the overall helpfulness of the program seven 
or greater with the mean rating of seven. Thus, our acceptabil-
ity threshold was not achieved. We met our feasibility target 
for three program components where all eligible NOK (100%; 
n=30/30) were sent a sympathy card, 77% (23/30) were pro-
vided with the bereavement brochure, and 100% (n=14/14) 
were sent an invitation to the quarterly memorial service 
within the pilot and survey periods. However, we did not meet 
our target for one component, as only 50% were contacted for a 
follow-up telephone call.

Discussion
This study demonstrates that a formal bereavement program 
for family members of patients who die in the ICU is feasi-
ble to implement and may be beneficial for family members. 
Importantly, however, feasibility and family appraisal of the 
value of the individual components of our program was vari-
able and overall acceptability of the program was lower than 
anticipated.

Brochures have traditionally been offered, as part of bereave-
ment follow-up programs (Olson et al., 2012; Valks et al., 2005; 
Voisey, Davies, Parry-Jones, & Stallard, 2007). In a French 
study, the provision of a brochure, in addition to a proactive 
end-of-life conference, reduced adverse psychological symp-
toms in bereaved family members and was associated with 
lower levels of guilt (Lautrette et al., 2007). In contrast, less 
than half of the survey respondents in our study described the 
brochure as helpful. Importantly, less than half also reported 
that the contents of the brochure were reviewed with them by 
a staff member. These findings suggest that the provision of a 
brochure alone is not sufficient to meet the informational and 
support needs of bereaved families. To be effective, the content 
of written materials should be reinforced by a staff member and 
family members should have an opportunity to ask questions. 
Our hospital standard practice is that chaplains keep the bro-
chures and are paged or called for every death. To bridge this 
gap, we continue to do quality improvement changes to keep 
a supply of brochures in the unit and promote an interprofes-
sional approach in providing and explaining the contents of the 
brochure.

Memorial services have been demonstrated to meet certain 
universal needs in the bereavement period, such as confirm-
ing the reality of death, assisting in the expression of feelings, 

stimulating memories of the deceased and providing support 
to the family and friends of the deceased (MacDonald et al., 
2005; Platt, 2004). In our study, few participants attended the 
hospital-arranged memorial service and no one answered the 
question about the helpfulness of the service. These results are 
skewed by the conflict in the timing of the memorial service 
proximal to the death and the timing of our survey distribution. 
At present, we continue to invite bereaved family members to 
attend our quarterly institutional memorial service.

Telephone follow-up of bereaved family members has 
been previously described in the literature (Cuthbertson, 
Margetts, & Streat, 2000; Downar, Barua, & Sinuff, 2014; 
Ross, 2008; Valks et al., 2005; Voisey et al., 2007). Among 
those whom we could contact, telephone follow-up was 
deemed helpful. Survey respondents provided positive 
descriptions about the support they received from the tele-
phone calls. The SWs described that the more “successful” 
interviews were when the patient’s ICU length of stay was 
longer (i.e., longer ICU stay allowed SWs the time to estab-
lish a stronger relationship with the NOK). SWs recounted 
that the less-“successful” telephone interventions were when 
the patient’s ICU length of stay was less than a week and/
or when the NOK never visited the patient due to distance. 
However, attempts to contact bereaved family members were 
challenging, despite the systematic process implemented by 
our SWs. Our experience is not unique. In a recent survey 
of bereavement follow-up needs, Downar and colleagues 
(2014) could not contact the majority of family mem-
bers largely because of inaccuracies in the patient record. 
Similarly, Kentish-Barnes, Chevret, and Azoulay (2016) 
found that nearly half the relatives were lost to follow-up 
before the end of the year of patient’s death, and reasons 
for drop-off were unknown. Despite challenges, we have 
continued the practice of telephone calls to those bereaved 
NOKs whom the SWs and/or chaplains have pre-identified 
as potentially in need of follow-up support.

Sympathy cards have been included in bereavement follow-up 
programs (Olson et al., 2012; Valks et al., 2005) and add a 
personalized touch to process (Ross, 2008). In our study, the 
sympathy card appeared to be the most meaningful of the four 
program components. All respondents remembered receiving 
the sympathy card and the narratives demonstrated sincere 
appreciation for the gesture. As a result, sympathy cards con-
tinue to be sent to all bereaved families in our ICU. A holder for 
the sympathy card is placed in the MSICU nursing station to 
make the card visible for staff to sign and cards are mailed out 
two weeks after death.

In keeping with recommendations in the literature, our study 
findings suggest that family members appreciate some form 
of bereavement follow-up after an ICU death, yet underscore 
that a standardized approach for all bereaved families may not 
be suitable. We suggest that having a bundled strategy of evi-
dence-based practices available that could be customizable to 
individual needs, could make a difference to grieving families. 
Kentish-Barnes and colleagues (2016) posit that a strategy must 
be developed to recognize both the pain of the family member 
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and the strong tie that linked the family member to the ICU 
team. They are currently measuring the impact of a formal-
ized bereavement program to grieving families in France (NCT 
02325297).

Our pilot study has limitations. We surveyed family members 
in a single centre in Canada and the response rate to our survey 
was low. We identified a priori our metric for feasibility as 75% 
of eligible families receiving the interventions within the pro-
posed timelines.

Provision of three out of the four interventions was within 
our control: brochure, sympathy card and memorial service. 
We achieved our feasibility metric to all three where the bro-
chure was provided to 77% of families, sympathy card was 
sent to 100% of families, and invitation to memorial service 
was sent to 100% of families in temporal sequence. We over-
estimated the feasibility of the fourth strategy, which depends 
more on family than staff for completion. The conduct of tele-
phone calls is dependent on the family members answering. As 
such, we should have established a different metric for the tele-
phone calls. Cuthbertson et al. (2000) and Downar et al. (2014) 
described that telephone intervention is challenging where, in 
some cases, the reason is unknown.

The assessment of program helpfulness is limited to the feed-
back of 11 individuals, thus the generalizability of our findings 
is limited. Quality improvement related to process is ongoing to 
ensure we are meeting family needs. As this pilot study focused 
on feasibility, we did not measure psychological outcomes such 
as anxiety, depression, post-traumatic stress disorder, compli-
cated grief, and social isolation that are known to be prevalent 
in this population (Azoulay et al., 2005; Downar et al., 2014; 
Siegel et al., 2008). Finally, we did not involve a family mem-
ber in the design and evaluation of our program. Future 
research should evaluate the impact of bereavement follow-up 

interventions on these important psychological outcomes and 
include bereaved family members in the design process.

Conclusion
Bereavement follow-up programs have been recommended as a 
means to assist family members to adapt to life without a loved 
one. Our study shows that a formal, multi-component bereave-
ment program for family members of patients who die in the 
ICU is feasible to implement, yet the value of each individual 
component of the program is family member dependent. The 
development of bereavement follow-up programs should take 
into consideration the resources available in the institution and 
the unique needs of individual families for optimal impact. 
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the prevalence and incidence of restraint use in a 
Canadian adult intensive care unit: A prospective 
cohort study
By Deborah Hamilton, MTS, MSN, RN, Donald Griesdale, MPH, MD, Lorraine C. Mion, PhD, FAAN, RN

Abstract

Physical restraints are defined as “physical, environmen-
tal, or chemical [devices] used to control the physical 
behavioral activity of a person or a portion of his/her 

body” (Registered Nurses’ of Ontario [RNAO], 2012, p. 19). 
Intensive care unit (ICU) nurses use physical restraints pri-
marily as a strategy to prevent patients from inadvertently 
harming themselves due to disruption or interference with 
invasive medical and life-saving devices, such as arterial 
lines and endotracheal tubes (Rose et al., 2015; Vance, 2003). 
Paradoxically, their use can have direct deleterious effects on 
patients, including increased agitation, delirium and death 
(Rose et al., 2015). Moreover, restraints can have indirect 
effects because of enforced and involuntary immobilization, 
and have been associated with hospital-acquired infections 
and pressure ulcers (Luk, Bury, Rezaie, Mehta,  & Rose,  
2015). As an example of immobility-related consequences, up 
to 50% of ICU patients with sepsis will develop ICU-acquired 
weakness, which can result in prolonged mechanical ventila-
tion and increased duration of stay (Kress & Hall, 2014), or 
long-term physical disability (Griffiths & Hall, 2010; Vollman, 
2010).

Literature Review
Because of the potential negative effects, a number of profes-
sional organizations and regulating bodies in various countries 
have standards or regulations that promote minimal use of 
restraint in ICUs (Government of Ontario, 2001; The Joint 
Commission, 1999; The Joint Commission, 2015; RNAO, 
2012). In Canada, there are no national standards or regula-
tions regarding physical restraint use with regulations varying 
by province, and the prevalence rates of physical restraint have 
not been published. Nevertheless, the use of physical restraint 
remains a common practice in ICUs in a number of countries, 
including Canada. In a recent study of 51 Canadian ICUs, Luk 
et al. (2014) reported an overall physical restraint rate of 53% 
among mechanically ventilated patients, although rates varied 
considerably among ICUs.

Luk et al. (2015) proceeded to conduct a more in-depth study 
in two Canadian ICUs, one academic and one communi-
ty-based, in order to ascertain nurses’ decisions and practices 
related to physical restraint application. The study took place 
in a province with an explicit restraint minimization policy 
even requiring a physician’s order to use a physical restraint. 

Intensive care (ICU) nurses use physical restraints to prevent crit-
ically ill patients from disrupting invasive therapeutic medical 
equipment, but their use is not without negative consequences. 
How and when ICU nurses make the decision to restrain is poorly 
understood. 

Objectives: To determine the extent of physical restraint use in an 
urban teaching ICU, to identify patient-specific factors that may 
contribute to the application of physical restraints, and explore 
nurses’ rationale for use.

Method: A mixed-methods study with a prospective cohort 
design was used to gather patient data and semi-structured 
interviews were conducted to gather nurse data. Patient data col-
lection consisted of daily medical record abstraction and random 
direct observation for six weeks. ICU nurses were interviewed 
when they restrained the patient. The interviews were analyzed 
using open-coding technique. 

Results: Fifty-four of 72 patients initially admitted without 
restraints were restrained during their ICU stay (incidence 75%) 

for a median of three days (IQR 2-3) and prevalence rate of 358 
restraint days/1,000 ICU days (95% CI, 309-414). The presence 
of the endotracheal tube and the administration of any opioid 
or midazolam increased the odds of physical restraint applica-
tion. Nurses did not consult with physicians before restraining the 
patients. The primary reason for restraining the patient was to 
preserve the patient’s endotracheal tube. Lower nursing staffing 
was a positive predictor of physical restraint use. 

Conclusion: Our study showed that endoctracheal tubes in situ 
increases the chances of patients being physically restrained. 
Any dose of narcotic or midazolam increases the risk of being 
physically restrained. High nurse-to-patient ratios reduce 
physical restraint use. Measuring physical restraint preva-
lence rate using restraint days per 1,000 ICU days may help 
to standardize measurements of restraint use among critical 
care units.

Key words: physical restraint, prevalence, endotracheal intuba-
tion, pain, treatment interference
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They found that presence of agitation and restlessness were 
the most common reasons for restraint use; in addition, 17% 
of the patients were restrained as a precautionary mecha-
nism, demonstrating nurses’ perceptions that using physical 
restraints will prevent therapy disruption.

Due to a lack of standardized reporting in Canada, comparing 
the rates of physical restraint use across adult ICUs is challeng-
ing. Drawing meaningful conclusions about physical restraint 
use is further complicated by diversities in patient populations, 
acuity of illness, type of critical care units and by inconsistent 
nurse reporting (Kow & Hogan, 2000; Leith, 1999). Others have 
reported on the importance of unit and organizational contex-
tual factors affecting the implementation and sustainability of 
evidence-based protocols, such as the ABCDE (awake-breath-
ing-coordination-delirium management-early mobilization) 
bundle in ICUs (Carrothers et al., 2013) or rapid response 
teams (RRT) in hospitals (Stolldorf, Mion, & Jones, 2016). 
Implementation science identifies the need to understand the 
problem at the local (unit or organizational) level, rather than 
presuming reasons for the healthcare professionals’ behaviours 
(Shojania & Grimshaw, 2005).

Understanding the problem, in this case, physical restraint, 
is an essential first step prior to designing and implementing 
strategies aimed at reducing or minimizing its use (Simpson 
& Doig, 2007). Thus, we embarked on a mixed-methods study 
that combined a prospective cohort study and a qualitative 
design to identify a) the extent of physical restraint use in terms 
of prevalence and incidence, b) patient-specific factors associ-
ated with restraint use, c) staffing patterns associated with use, 
and d) nurses’ perceptions and attitudes regarding the use of 
physical restraint in one Canadian university-affiliated ICU.

Methods
Setting 
The study took place on a 31-bed, mixed medical-surgical 
ICU at a university-affiliated hospital. The hospital is a major 
referral centre for the province and provides care for the larg-
est non-English speaking immigrant and refugee cohort, First 
Nations people, homeless and substance-addicted patients in 
the province. Approximately 1,200 patients are admitted to this 
ICU annually and there is a mortality rate of 14%. Nurse-patient 
ratios are typically 1:1 or 1:2. The majority of nurses hold a bac-
calaureate degree in nursing (or equivalent) and post-graduate 
critical care education. The ICU has a dedicated nursing staff 
with a low annual nursing turnover rate (<1%). The ICU is a 
closed unit, staffed by intensivists, fellows and residents, dedi-
cated pharmacists, physiotherapists, and respiratory therapists 
who assess and treat patients.

The use of physical restraints in healthcare facilities falls under 
common law in British Columbia Section 26 and 28 of the 
Mental Health Act (Government of British Columbia, 2005), 
but gives healthcare practitioners a broad scope within which 
the practitioner decides when and how the patient is physically 
restrained. The hospital has a generic physical restraint pol-
icy, not specific to ICU, and nurses receive a general physical 
restraint policy orientation when they are hired. Education and 

awareness of physical restraint practices vary within the ICU 
itself, and further education and experience with restraints is 
largely a function of one-on-one staff interaction.

Participants 
Two samples were used in the study. The first group consisted of 
adult ICU patients, aged 18 years and older. The principal inves-
tigator (PI) recruited patients within 12–24 hours of admission 
to the ICU. Exclusion criteria included patients admitted to 
the ICU already restrained in soft wrist restraints, or length of 
ICU stay being less than 24 hours. The second group of partici-
pants consisted of 30 permanent ICU staff nurses. Information 
sessions were conducted with staff over a two-week period 
before data collection commenced. During the data collection 
period, nurses who were on duty were approached and asked 
whether they had restrained or planned to restrain a patient 
that shift. Nurses meeting this criterion were enrolled by the PI 
or research assistant (RA). Approval to conduct the study was 
obtained from the Behavioural Research Ethics Board (BREB). 
The BREB waived patient consent since there was no change in 
the direct clinical care proposed in the research study. Verbal 
informed consent was obtained from the nurse participants.

Patient data collection and measures 
The PI collected data on a standardized data collection form at 
various times each 24-hour period, including nights, weekends 
and holidays, over six weeks, spanning August 1 to September 
10, 2013. Data were collected daily on enrolled patients until 
ICU discharge, ICU death or ICU day 40.

The use of physical restraint was ascertained through chart 
review, direct observation of the patient and verbal check with 
the bedside nurse. Evidence of one or more of these meth-
ods was accepted as a positive result. Outcome variables were 
physical restraint incidence and physical restraint prevalence. 
Incidence of physical restraint use was defined as the percent-
age of all patients who were restrained once a soft fabric wrist 
or ankle physical restraint was applied and secured to the bed 
frame. Prevalence of physical restraint use was calculated as: 
[(total number of patient-days with physical restraint in place/
total number of patient-days of the cohort) x 1,000].

Demographic variables included age, sex, recent refugee/immi-
grant, primary language spoken, prescription or street drug 
history, and previous jail experience. ICU data included prior 
ICU admission, current admission date to hospital and ICU, 
and ICU discharge date. Physical restraint data included type(s) 
of restraint, days restrained, and restraint status at discharge. 
Clinical data included weight, height, primary diagnosis, rele-
vant comorbidities (e.g., dementia, psychiatric illness, trauma, 
previous myocardial infarction, diabetes, pneumonia, hyperten-
sion, cancer [any body part], deep vein thrombosis, pulmonary 
emboli, previous abdominal surgery, pancreatitis, obesity, hear-
ing impairment), APACHE II score on admission (Knaus, 
Draper, Wagner, & Zimmerman, 1985), Richmond agitation 
sedation scale (RASS) (Sessler et al., 2002) scores (recorded 
once per day), intensive care delirium screening checklist scores 
(ICDSC)  (Bergeron, Dubois, Dumont, Dial, & Skrobik, 2001),  
and vital signs (temperature, heart rate, and blood pressure 
systolic <90mmHg) were also recorded. We recorded opioid, 
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midazolam, and haloperidol use on a daily basis. We recorded 
any medical equipment attached to the patient including an 
endotracheal tube, tracheostomy tube, nasogastric tube, arte-
rial line, central venous catheter and foley catheter. Blood work 
results including complete blood count, sodium, potassium, 
chloride, urea, creatinine, glucose, and oxygen saturation were 
collected daily. Last, nurse-patient ratios were collected for each 
shift of data collection, for all patients.

Interviews with nurses 
A trained RA and the PI performed 30 registered nurse 
semi-structured interviews over six weeks. Verbal consent was 
obtained prior to each interview. Nurses were asked explor-
atory questions about their decision to restrain using the 
“Primary Nurse Interview” tool, as a guide (Strumpf & Evans, 
1988). The nurses’ responses were recorded in writing. Open-
coding techniques (Polit & Beck, 2004) were used to determine 
themes from the nurses’ responses. 

Statistical analysis
Stata (release 10) (StataCorp, Texas, USA) was used to analyze 
the patient data. Data were examined for errors and outliers. 

Two patient charts were incomplete, and these patients were 
excluded from the data set. We used a complete case analy-
sis. Any missing data were assumed to be missing at random. 
To describe categorical data, normally distributed data, and 
non-normally distributed data, we used proportions (percent; 
95% confidence intervals [CI]), mean (standard deviation [SD]) 
and median (interquartile range [IQR]) respectively. We used 
independent t tests for normally distributed bivariate analysis. 
Non-normally distributed continuous data were analyzed using 
the Wilcoxon rank sum tests and Poisson regression for the 
number of restraint days. All tests were two-sided and a P-value 
<0.05 was deemed statistically significant. Time adjusted multi-
variate logistic regression was used to model the association of 
patient factors and nurses’ use of restraints. 

Results
Patient characteristics
One hundred and two patients were admitted during the 
study period. Twenty-nine patients were already restrained 
when they arrived in the ICU, and one had an ICU length of 
stay less than 24 hours. Thus, 72 patients (71%) were eligible 

Table 1: Baseline patient characteristics by restraint status 

Overall cohort n=72 (%) Restraints n=54 (%) No Restraints n=18 (%) p-value

Mean age in years (SD) 58 (18) 61 (18) 52 (17) 0.095

Non-English speaking, n(%) 5 (7) 4 (7) 1 (6) 1.0

Prior alcohol use, n(%) 19 (26) 13 (24) 6 (33) 0.51

     Missing, n(%) 10 (14)

Prescription drug dependence, 
n(%)

14 (19) 10 (19) 4 (22) 0.74

     Missing, n(%) 13 (18)

APACHE II score, median (IQR) 17 (15 – 21) 17 (15 – 21) 17.5 (14.5 – 22.5) 0.99

History of illicit drug use, n(%) 8 (11) 7 (13) 1 (6) 0.83

     Missing, n(%) 12 (17)

Previous ICU admissions, n(%) 15 (21) 8 (15) 7 (39) 0.0099

Women, n(%) 25 (35) 16 (30) 9 (50) 0.16

Reason for Admission, n(%) 0.60

     Respiratory failure or 
pneumonia

23 (32) 16 (30) 7 (39)

     Trauma 13 (18) 12 (22) 1 (6)

     Neurologic injury (stroke, 
traumatic brain injury)

12 (17) 9 (17) 3 (17)

     Sepsis 4 (6) 3 (6) 1 (6)

     Organ transplantation 9 (13) 5 (9) 4 (22)

     Other 6 (8) 5 (9) 1 (6)

     Bleeding 5 (7) 4 (7) 1 (6)
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to participate in the study. Patient characteristics are presented 
in Table 1. In brief, the majority of patients were men (65%), 
had an average age of 58 years, and were admitted for a vari-
ety of medical or surgical diagnoses. Of the 47 men included 
in the cohort, 38 (81%) were restrained. This is in comparison 
to 16 of 25 (64%) of women who were restrained (p .16). Sex 
was not a contributing factor for the use of physical restraints. 
The median length of ICU stay was five days (IQR 3-8) with a 
range of >24 hours to 30 days. Three patients stayed longer than 
30 days. Eleven patients died during the study period. Missing 
data (10%) did not prove to be statistically significant or impact 
the results of our analysis.

Physical restraint incidence and prevalence 
Of the 72 patients who were admitted to the ICU without phys-
ical restraints, 54 (75%) were restrained at some point during 
their hospitalization. Three patients (4%) were re-restrained 
during their admission. The median time from admission 
to ICU until the restraint was applied was 4.8 hours. Wrist 
restraints were in place from one to 14 days, a median of 
three (2-3 IQR) days. Four patients (6%) were discharged to 
a medical-surgical ward in wrist restraints. One patient (1%) 
was discharged to a medical-surgical ward in wrist and ankle 
restraints. Eleven patients (15%) died during the study. One 
patient died in restraints. The overall prevalence rate was 358 
restraint days/1,000 ICU days (95% CI, 309-414).

Characteristics of Patients Associated with Physical 
Restraint Use 
Restrained patients were compared to non-restrained patients 
on a number of factors including patient and practice vari-
ables (Table 2). Neither age, admission diagnosis, APACHE II 
score, number of ICU days, nasogastric tube, central line, sur-
gical drains and chest tubes, substance use, nor any blood values 
were statistically significant predictors of restraint use. Nurses 
reported the ICDSC scores for only 48% of patient days. While 

nurses reported RASS scores on 95% of patient days, agitation 
scores did not exceed +3. Since nurse reporting of ICDSC was 
insufficient, we were not able to test for a relationship between 
agitation or delirium and physical restraint use. During the study 
period, there were four self-extubations. One of these was in the 
pre-restrained group. The other two were never restrained, but a 
fourth patient, who had a documented fear of being restrained, 
was restrained and self-extubated during his second ICU stay. 
None of these patients was re-intubated. In cases in which 
patients were dying, nurses removed the restraints (range 6.5 
hours before death to two days before death).

The presence of an endotracheal tube in situ increased the 
odds of physical restraint application eight-fold. Similarly, low 
nurse-to-patient ratios increased the odds that patients would 
be restrained (OR .38; 95% CI 0.18-.81, p=.012). Any opioid 
(OR 3.4; 95% CI 1.8-8.1, p= .12), or midazolam administration 
(OR 3.2; 95% CI 1.6-6.4 p =.001) increased the odds of restraint 
use (see Table 3).

Table 2: ICU physical restraint incidence and characteristics by restraint status

Characteristic Overall n=72 (%) Restraint n=54 (%) No Restraint n=18 (%) p Value

Mean age years (SD) 58 (18) 61(18) 52 (17) 0.095

Women, n(%) 25 (35) 16 (30) 9 (50) 0.16

APACHE II, median (IQR) 17 (15–21) 17 (15–21) 18 (15–23) .99

Restraint Days, median (IQR) 2 (1–4) 3 (2–3) 0

ICU days, median (IQR) 5 (3–8) 5 (4–8) 4 (3–8) .32

Endotracheal intubation, n(%) 60 (83) 50 (93) 10 (56) .001

Any opioid use, n(%) 65 (90) 49 (91) 16 (89) 1.0

Midazolam use, n(%) 35 (49) 28 (52) 7 (39) .42

History of ETOH use n(%) 19 (31) 13 (24) 6 (33) .51

Missing data from n(%) 10 (14) 9 (17) 1 (6)

SD= Standard Deviation, APACHE=Acute Physiology and Chronic Health Evaluation, IQR-interquartile range.

Table 3: Time-adjusted factors associated with restraint 
usea (univariate point estimates)

Treatment Characteristics ORb (95% CIc) p Value

1 nurse: 2 patient nursing ratio .38 (.18–.81) .012

Endotracheal intubation 8.4 (4.1–17.3) <.001

Any opioid use 3.4 (1.8–8.1) <.001

Any midazolam use 3.2 (1.6–6.4) .001

Any haloperidol use 1.1 (.55–2.3) .74

a Univariate (unadjusted) point estimates 
b OR = Odds Ratio
c CI = confidence interval 
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Themes from nurses’ interviews (Table 4)
Six major themes emerged from the interviews that revealed 
information regarding the nurses’ knowledge, skill, and atti-
tudes about the use of physical restraints in the critical care 
population. Significant findings included the autonomous 
nature of the decision to restrain, an assessment of the patient’s 
behaviour in combination with the nurses’ experiences of crit-
ical care patients, an insight into what it must be like to be 
restrained, and a personal conflict within the nurse of protect-
ing the endotracheal tube over limiting the patient’s freedom. 

Just in case. Half of the nurses interviewed revealed that for 
31 patients (57%), nurses restrained the patient prior to any 
demonstration of interference with the medical equipment 
attached to his/her body. Four issues were identified with this 
decision. First, nurses stated they could not trust the patient 
while away from the bedside caring for another patient. Second, 
nurses believed when patients woke up from sedation, they 
would be confused, frightened and perhaps hypoxic which, in 
turn, would cause the patient to interfere with the equipment. 
For example, one nurse stated, “I was reducing his sedation and 
trying to wake him. I didn’t want him to pull out his endotra-
cheal tube.” Third, the nurses we interviewed did not think they 
should restrain out of fear of reprisal from physicians should 
self-extubation occur, but rather they feared the patient would 
not be able to breathe. Indeed, one nurse stated, “Here, unfor-
tunately, it is necessary for the patients’ safety—too risky to take 
a chance.” Fourth, four out of 30 nurses (13%) feared for their 
safety, saying they believed the patient’s behaviour threatened 
them. One nurse described why she restrained, saying, “He was 
trying to climb out of bed, and he was not purposely fighting, 
but hitting, and is a very big person.” These concerns helped the 
nurse determine to restrain the patient ‘just in case’. 

Nurses’ discretion. The nurses we interviewed stated they 
did not consult with the physician before they restrained the 
patient. One nurse stated, “I don’t have to have an MD’s order 
like they do on the floors, it’s the nurse’s discretion.” Almost 
half of respondents reported that they explained the rationale 
for using physical restraint to the patient, but very few nurses 
reported that they obtained consent from the patient or the fam-
ily before applying the restraint. Some nurses we interviewed 
did not think the existing hospital physical restraint policy 
applied to ICU patients. Nurses considered ICU patients to be 
a unique group compared to patients on the medical-surgical 
wards because critical care patients had high nurse-to-patient 
ratios to monitor them, and critical care patients were not 
deemed to be mentally ill. 

Preventing extubation. Nurses felt they had no alternative 
but to use physical restraint to prevent extubation. One nurse 
admitted “I feel fine with restraining because it’s for [patient] 
safety, because it’s going to be much harder on the patient if 
[he] extubated [himself]…and we have to put [the endotra-
cheal tube] back in.” One nurse called the physical restraint a 
“reminder bracelet.” Another nurse commented that she could 
not do any work if she was not able to restrain the patient. “I 
like physical restraint. It gives me a warning if the patient is 
restless and gives me time to settle [him]. I’ve had it where [he] 

doesn’t [settle] and I have to hold the patient, holding the tube, 
and I hoped someone will come by to give [the patient] seda-
tion medication.” Another nurse surmised, “When [a patient] 
wakes and feels [the] restraint it adds to the confusion, but 
without another strategy, that is what we use.”

Moral dilemma. Several of the RNs interviewed expressed neg-
ative feelings about using physical restraints. Most nurses had 
empathy for tied patients and employed creative strategies to 
reduce their use or minimize the impact on the patient’s free-
dom. One nurse admitted, “I’m desensitized, but I think it’s 
cruel, I like getting fluffy [restraints].” Some nurses removed 
the physical restraint several times during their shift to see if 
the patient was still likely to remove the endotracheal tube. 
Others only used physical restraints at night when confusion 
or agitation put patients at risk. Another nurse restrained only 
one hand or removed the restraints when engaged in direct 
nursing actions like bathing when she could watch the patient 
closely for equipment interference behaviour. When the nurse 
re-applied the restraint, she said, “I apologize to people saying 
‘please don’t feel you’re being punished.’”

Nurses generally used restraints in ways that gave patients some 
freedom to move, as long as they could not reach the medical 
equipment like the endotracheal tube. Some nurses tied the 
physical restraint loosely so patients could lift their arms, but not 
high enough to touch their face. In one instance, a nurse applied 
the restraint on the patient’s wrist, but did not tie the restraint 
to the bed, and did not tell the patient he was free. One nurse 
commented “I don’t like to use [physical restraints], I take them 
off more than I put them on. If the patient is extremely delirious 
or needs high oxygen, I give people a chance…I just [manage] 

Table 4:  ICU RNs’ attitudes, perceptions and practices 
regarding physical restraint use (N = 30)

Lack of physician input n=30 (100%)

Discussion with patient prior to application n=3 (10%)

PR are a necessary therapy n=23 (77%)

PR have no negative effect on patient n=20 (67%)

Witness the patient fighting the restraint n=9 (3%)

Restrain patient prior to demonstrated 
equipment interference

n=15 (50%)

Documentation of patient actively 
interfering with breathing tube

n=14 (46%)

Explain rationale for PR to patient n=17 (53%)

Perform regular skin checks n=7 (22%)

Protecting self from patient-inflicted harm n=4 (13%)

Visitor involvement might reduce PR use n=9 (3%)

Know the hospital’s policy n=14 (46%)

Believe PR policy doesn’t apply in ICU n=12 (4%)

Unaware of the hospital PR policy n=6 (2%)
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because my goal is deep down to wean the restraint like [norepi-
nephrine] ‘to off ’ and get back to normal.” While nurses appeared 
to accept the use of physical restraints because of a perceived lack 
of alternatives, their behaviour demonstrated they tried to miti-
gate the patients’ discomfort in particular ways. 

Deciding to remove restraints dependent on patient behaviour. 
The decision to remove the restraint was made when the 
patient demonstrated “cooperation with the nurse, was awake 
and aware of the surroundings,” and did not try to touch the 
tube, or when the patient was ready to have the endotracheal 
tube removed. Nurses were acutely aware of the patient’s frus-
tration and discomfort with the physical restraint saying, 
“[physical restraints] are uncomfortable, especially if someone 
is lucid but angry about the tube. I always explain that [phys-
ical restraints are meant] to protect the airway.” Nevertheless, 
the main assessment finding nurses used to remove the physi-
cal restraint was the patient’s mental alertness and compliance 
with the treatment. 

Discussion
In this prospective cohort study, we found that ICU phys-
ical restraint use was common, initiated primarily at the 
nurse’s discretion, associated with endotracheal intubation, 
and associated with the use of sedation and analgesia. Lower 
nurse-patient ratios (one nurse: two patients) increased the 
odds of restraint use, although in 62% of cases, nurses were less 
likely to use restraints when they cared for two patients, which 
may be related to the fact that the patients who shared a nurse 
were not intubated, or were more compliant with their care. 

Our incidence rate of 75% is higher than the overall rate of 
53% reported by Luk and colleagues (2014) over a two-week 
period among 51 ICUs in all 10 Canadian provinces. Similarly, 
our overall prevalence rate of 358 days/1,000 patient days 
(35.8% of ICU days) is within the range reported by others: 
33% (Benbenbishty, Adam & Endacott, 2010); 48% (Langley, 
Schmollgruber & Egan, 2011); 76% (Luk et al. 2015); and 39% 
(Martin & Mathisen, 2005). Three possible explanations come 
to mind to account for the higher percentage of use compared 
to other Canadian ICUs. First, in our study, we had wider 
enrolment criteria to capture all incidents of restraint use until 
their discharge from the ICU, whereas Luk et al. (2014) only 
examined mechanically ventilated patients. We ascertained 
presence of restraints using three sources of data: the nurse, 
direct observation and medical record audit. Second, nurses 
who participated in the study knew their colleague (the PI) 
and may have been more willing to share their experiences 
with the PI who was also a staff member. Thus, our higher 
incidence may be a result of exhaustive exploration for use of 
physical restraint. By comparison, data for Luk et al.’s (2014) 
study were collected by ICU pharmacists using a standardized 
form. A third plausible explanation for the finding of a higher 
percentage of restrained patients is the context of the ICU in 
a province with few enforced regulations guiding the use of 
physical restraints. We assert that a prevalence rate expressed as 
restraint days/1,000 patient days rather than an average report-
ing system may be a more representative method to account for 
differences in data findings.

Factors associated with physical restraint use, after adjusting 
for multiple variables, included use of opiates, sedatives, pres-
ence of endotracheal tube, and lower nurse-to-patient ratios. 
Findings of an association between physical restraint use and 
sedative and analgesic medications have been mixed (Bair et 
al., 2000; Langley et al., 2011; Luk et al., 2014; Mion, Frengley, 
Jakovcic, & Marino, 1989; Woods et al., 2004). In our study, 
we found the administration of midazolam or any narcotic 
was associated with physical restraint application. Others have 
speculated that analgesia, sedative, and psychotropic drugs 
may increase delirium and agitation in critically ill patients, 
which, in turn, may lead to a cycle of increasing medication and 
application of physical restraints (Arroliga, Shehab, McCarthy, 
& Gonzales, 2004; Bryczkowski, Lopreiato, Yonclas, Sacca, 
& Mosenthal, 2014; Patel, Baldwin, Bunting, & Laha, 2014). 
Due to inconsistent documentation of delirium and agitated 
behaviour, we are unable to comment if there is a causal rela-
tionship between delirium or agitation and the use of physical 
restraints. The use of evidence-based pain and sedation scales 
assists nurses to assess patient pain and cognition, and the 
patient’s ability to cope with intubation. These techniques have 
been suggested to treat pain first and avoid unnecessary seda-
tion (Barr et al., 2013). The presence of an endotracheal tube 
has been noted to be associated with physical restraint use by 
others (Luk et al., 2014; Mion, Minnick, Leipzig, Catrambone, 
& Johnson, 2007). Indeed, previous investigations have found 
that invasive medical treatment, but not patient history or med-
ical status, influenced the use of restraints (Luk et al., 2014). 
Last, and not surprisingly, higher nurse staffing ratios were pro-
tective against physical restraint use. A recent Canadian study 
found no relationship between staffing and restraint use, but 
most of the patient days had high nurse-patient ratios (Luk et 
al., 2014). Other studies revealed that patients were restrained 
for the nurses’ “convenience” when the nurses’ workload was 
increased. (Choi & Song, 2003; Langley et al., 2011). The sug-
gestion that nurses restrain patients to manage behaviour 
continues to be a contested issue (Luk et al., 2015; Martin & 
Mathisen, 2005). Our results indicate that the ability to main-
tain vigilance of the intubated patient is greatly enhanced with 
higher nurse-to-patient ratios.

We found that nurses were the primary decision makers for ini-
tiation and termination of physical restraints. Nurses did not 
inform the physicians of their decision to restrain the patient. 
This is not surprising given that the hospital policy requiring a 
physician’s order to apply a physical restraint was not enforced 
in the ICU under study. Secondly, there appeared to be a culture 
of acceptance of the practice of restraining patients in the unit, 
similar to others’ observations (Rose et al., 2015). Langley et al. 
(2011) found that a permissive physical restraint use culture, 
and a lack of communication between physicians and nurses 
about the reason for the restraining, prevented some patients 
from receiving optimized care with minimum restraint. 
Langley’s finding suggests continuous communication among 
the interdisciplinary team of physicians, nurses and pharma-
cists will facilitate a more complete evaluation the patient’s full 
clinical picture, and, therefore, consideration of the efficacy of 
restraint in clinical situations.
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A number of themes emerged in the nurse interviews that shed 
light on their decision to restrain. By far, the most common was 
that nurses perceived physical restraint as a safety strategy to 
prevent premature therapy disruption by patients with a gen-
uine belief that there was no alternative to the restraint. Half the 
nurses witnessed patient interference in our study. Others have 
also reported on ICU nurses’ beliefs that physical restraint pre-
vents therapy disruption (Benbenbishty et al., 2010; Choi & Song, 
2003; Minnick, Mion, Leipzig, Lamb, & Palmer, 1998; Mion et 
al., 2001). Despite this notion, studies have shown that physical 
restraints do not prevent therapy disruption, such as self-extuba-
tion (Luk et al., 2014; Martin & Mathisen, 2005; Mion et al., 2001; 
Mion et al., 2007; Rose et al., 2015; Vance, 2003), and many of those 
patients who do self-extubate do not suffer serious health conse-
quences following the event (Mion et al., 2007; Woods et al., 2004). 
Some have suggested that the lack of significant patient harm by 
physical restraints may be related to longer-than-necessary intu-
bation (Birkett, Southerland, & Leslie, 2005; de Groot, Dekkers, 
Herold, de Jonge, & Arbous, 2011). Nevertheless, other studies 
have reported that unplanned extubations can have serious conse-
quences, such as aspiration (Kiekkas, Aretha, Panteli, Baltopoulos, 
& Filos, 2013). Clinical pathways to assess for readiness to extubate 
may be beneficial to extubate patients sooner and avoid the use of 
restraint, as well as prevent unplanned patient self-extubation.

A number of nurses we interviewed were conflicted with the 
decision to restrain, stating that the use of physical restraints 
could increase agitation in the patient, feeling it was ‘cruel’, and 
the need to apologize to patients.  Others have reported sim-
ilar findings among nurses in a variety of healthcare settings 
(Mohler & Meyer, 2014).

The patient’s medical diagnosis, past medical or psychiatric his-
tory, APACHE II score, and other invasive equipment were not 
associated with physical restraint use. Similar to other studies (Luk 
et al., 2014) we found that age and sex were not associated with 
physical restraint use in the critical care setting. However, some 
have reported that men (Minnick, Mion, Johnson, Catrambone, 
& Leipzig, 2007; Woods et al., 2004) and younger adults (Woods 
et al., 2004) were more likely to become physically restrained.

There are several limitations to the study. First, the study was 
limited to one ICU in one province of Canada using a small 
cohort, limiting the generalizability of the results. Second, lack of 
consistent documentation of delirium and agitation prohibited 
us from more fully examining the relationship among medica-
tions, delirium and agitated behaviour. We did not collect data 
about physicians’ understanding of physical restraints or patient 
perspectives about being restrained, which may have further 
informed our findings about nurses’ attitudes towards restraints. 
Nevertheless, the method of daily data collection process and 
bedside interviews with the nurses provided us with rich data.

Conclusion
This study provides important insights about the use of physical 
restraints in critical care in a Canadian ICU. The use of physical 
restraints on critically ill patients cannot be described without con-
sideration of patient behaviour in relation to the invasive medical 
equipment used, delirium and agitation scores, pharmacological 

agents administered, and nursing workload. Critical care nurses 
use physical restraints on their patients when they believe they 
have no other options. An interdisciplinary approach involving 
physicians, pharmacists, and therapists can help nurses optimize 
patient care while decreasing physical restraint use without a 
concomitant increase in patient harm.  Some recommendations 
towards a policy of least restraint include a consistent and stan-
dardized screening for delirium and agitation, a commitment to 
using evidence-based pain and sedation scales to guide practice, 
instituting educational programs to inform nurses and physicians 
about least-restraint policies, and introducing methods to report 
and document efficacy of restraints and non-restraint strategies. 
Follow-up nursing research of physical restraint prevalence rates 
may benefit from using days of restraint per 1,000 ICU days, as 
a standard method of measuring and reporting their use among 
critical care units. 
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till death do us part: the evolution of end-of-life 
and death attitudes
By Angela K. Banjar, BScN, MSN (student), RN

Abstract

Dignity is a personal and uniquely individualized 
human need of intrinsic feelings of respect, self-worth 
and value (Cook & Rocker, 2014; Jones, 2014; Milton, 

2008). Its integration into healthcare incorporates facets of pri-
vacy, confidentiality, communication, need for information, 
choice, control and involvement in care (Lin, Watson, & Tsai, 
2012; Milton, 2008). Dignity is a profound facet of human life, 
intimately linked to quality of life and death and, as such, high 
value is placed on prioritizing its preservation. Within the 
healthcare setting, dignity is omnipresent and multifaceted 
where the nature of healthcare’s high stress climate can precipi-
tate and accentuate issues related to the safeguarding of dignity. 
This is especially evident within the critical care unit.

Critical care provides a unique environment where patients are 
at their most vulnerable. That is, care, quality of life and dignity 
are at risk of being lost within the tangle of advanced medi-
cal and technological supports. Many of the issues encountered 
within critical care involve decisions about treatment, spe-
cifically how much or how little to treat, all grounded within 
varying perspectives of defining ‘quality’ along the continuum 
between life and death. Over the last century, end-of-life and 
death attitudes have seen an increasing shift towards extend-
ing life or prolonging death. The purpose of this paper is to 
present the evolution of North America’s end-of-life and death 
attitudes, examining the transitioning of death culture and its 
impact within critical care, nursing and the achievement of a 
dignified death.

understanding death 
Death is defined as the permanent termination of all vital 
functions, the cessation of existing, the end of life (Merriam-
Webster, 2016). Death’s causes are wide-ranging, occurring 
from, but not exclusive to, the biological aging process, disease, 
illness, injury, accident, suicide, homicide, war and natural 
disaster. As a universal human event, death may be experienced 
as a witness or as a participant. Its nature though, describes a 
reality that is uniquely subjective, objective and individual-
ized where the death process itself occurs across a continuum 
of perceived good to bad end-of-life quality. What constitutes 
a high-quality or good death? Individuals, medicine and soci-
ety have variable and often contradictory opinions surrounding 
both the death process and death itself. This ambiguity and lack 
of consensus is why this question is still left unanswered.

Over the last century, death has experienced a revolutionary 
evolution in ethos (see Figure1 for summary).  The transi-
tioning of death culture has greatly impacted and influenced 
both individual, society and system outlooks, decisions, and 
functioning. Death now occurs most often within healthcare 
settings. The sickest patients, and arguably those at high-
est risk for death, are housed within the critical care units of 
hospitals. Critical care is a controlled environment where spe-
cialized medical and nursing care are provided to patients with 
potential or actual life-threatening conditions that require 
comprehensive care and monitoring (American Association 
of Critical Care Nurses [AACN], 2016). This setting then 
defines a patient population that is highly vulnerable, unstable 

Death within the realm of nature is simply the cessation of life. 
In humanity, the simplicity of this concept over the last century 
has evolved dramatically, as medical progression, technological 
advancement and research have instrumentally changed the face 
of death. This new death culture has never been more present 
than within the critical care environment, its sole purpose fash-
ioned precisely from the use of modern medicine and technology 
to aggressively treat, prolong and save human life. At present, 
people are living longer, but quality of life is heavily impacted by 
co-morbidities, disease and both physical and mental decline. As 
such, the critically ill patient today is more complex and fragile 
than ever before and the use of available technology often leads 
to a poor quality of life at end of life for patients on the trajec-
tory toward death. The critical care nurse is uniquely positioned 
amidst patients, families and the medical team to advocate for 
a quality end-of-life experience and a good death supporting 

of dignity, comfort and compassion. Alongside the aggressive 
medical determination to prolong life, time has also seen the 
development of palliative care and now medical assistance in 
dying from a desire and demand for a better death. Examining 
trends of past and present influences and compelling change fac-
tors, as they relate to death, provides a compass for predicting 
and providing insight into future end-of-life experiences and 
death attitudes. For critically ill patients, this will be a funda-
mentally essential need. Understanding the cultural construction 
of death’s past is a necessary study to shape the optimization of a 
‘good death’ within the continuing challenge of growing modern 
medical technological ability.

Key words: death attitudes, death culture, end of life, pallia-
tive care, medical assistance in dying, critical care, critical care 
nursing
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and complex. Nurses who care for this patient population are 
highly specialized professionals working in a setting where 
knowledge, skill and judgment are used to deal specifically with 
human responses to life-threatening conditions, as a means 
of providing optimal care (AACN, 2016). To understand and 
best approach death within the critical care environment today, 
and predict, based on the best available evidence, the path and 
demands of death culture and correspondingly critical care 
medicine and critical care nursing in the future, it is necessary 
to examine death cultures’ historical course.

A tame death: the far past—1920 to 
1960
“There’s nothing that death is e’er able to do, but sever the 
cord that binds body to you...” ~Gertrude Tooley Buckingham 
(QuotesDNA.com, 2016)

At the beginning of the twentieth century, the average life span 
was approximately 45 years (Haisfield-Wolfe, 1996). Death 
was accepted as a natural occurrence of life, an unalterable 
fate. It usually occurred rapidly after one major illness or sud-
denly, as a result of trauma (e.g., war). Medicine, in its modern 

Figure 1: Evolution of death culture over this century
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preliminary stages, was limited in its ability to treat illness and 
delay death. As an anticipated, widely accepted and assured 
milestone along life’s continuum, death during this time period 
was representative of a ‘tame’ death. This term was coined by 
the French historian Phillippe Aries describing an attitude of 
death remaining “almost unchanged for thousands of years, 
an attitude that expressed a naïve acceptance of destiny and 
nature” (cited in Callahan, 2009, p. 103).

In this timeframe, death was simple, familiar and public. 
Physical exposure was frequent, death was easily and willingly 
talked about, and strong religious beliefs provided ceremonial 
structure and a degree of comfort painting death as a small piece 
of a much grander picture (Bern-Klug, 2002). Communities 
kept death at the forefront, demanding public affirmation, 
active family presence and neighbourly support (Callahan, 
2009). Those who died were displayed in their homes with 
houses and family marked in black as a public announcement, 
and family, friends and neighbours coming to the house to view 
the body, grieve and pay respects (Haisfield-Wolfe, 1996).

Healthcare, as a system, was just beginning to evolve. Hospitals 
were constructed and nurses had transitioned from the hand-
maidens of the previous century to independent professionals. 
Nursing roles in end-of-life care were limited, consisting of 
comforting the dying patient and after-death care (Haisfield-
Wolfe, 1996).

A new kind of death: the near past—
1960 to 1990
“Do not go gentle into that good night… Rage, rage against the 
dying of the light.”  ~Dylan Thomas (Poets.org, n.d., para. 1) 

This period defined the upheaval of death culture with end-of-
life and death attitudes undergoing a massive transformation 
in perspective. Where families were once centrally located 
and, therefore, easily able to provide support at end of life, 
cross-country spread of kin and relatives was now occurring, 
creating issues in the ability to care for ill family members and 
the capacity to discuss end-of-life options, customs and care 
(Eues, 2007). Distance significantly impacted family structure 
causing a disconnection hindering dialogue, understanding, 
presence and action in family illness. As a result, aging and 
ill family members required placement for care, which subse-
quently caused an increase in the number of deaths in the acute 
care setting. Approximately 80% of deaths were now occur-
ring within hospitals and nursing homes (Callahan, 2009; Di 
Costanzo, 2015). As death transitioned out of the home, death 
anticipation, acceptance and assurance begin to dissipate from 
the public realm. The rise of funeral homes further shifted 
perception by changing death’s appearance through use of 
embalming and makeup, which work to hide death’s unsightly 
façade intending instead to preserve the living self. At this time, 
death was still supported by public affirmation with funerals 
being large and public. 

Within the medical world, rocketing advancements enabled 
the treatment of previously untreatable illnesses fuelling a new 
outlook; the ability to delay death was embraced. This new 

perspective took hold as cardiopulmonary resuscitation (CPR), 
the specialty of critical care medicine and intensive care units 
(ICUs) emerged across the world in the early 1960s (Kelly, Fong, 
Hirsch & Nolan, 2014). The 1970s housed the beginning of an 
ongoing mass development of new technology, medical equip-
ment and drugs including the first microprocessor ventilator, 
all stimulating a rapid growth in critical care medicine (Kelly 
et al., 2014). The ability to treat illness and delay death opened 
the doors to an ambitious new-age world of possibility. As time 
brought forth further knowledge, research, and technological 
progression, critical care continued to evolve and grow into a 
multidisciplinary speciality centrally focused on curative mea-
sures and aggressive therapies where death was often viewed as 
the decisive measure of failure (Mirel & Hartjes, 2013).

Technology’s revolution was the driving force in this time 
period leading to better living conditions and treatments of ill-
ness shifting cultural views in both life ethos and death ethos 
(Eues, 2007). Technology’s insurgence and application gener-
ated new possibilities for intervening in the ‘natural’ course 
of life “creat[ing] more avenues for how death occurs and also 
confusion about the act of death” (Haisfield-Wolfe, 1996, p. 
931).  Nursing roles expanded considerably, especially those 
of critical care nurses, to incorporate new technical skills and 
end-of-life care responsibilities as a result of technology chang-
ing patient outcomes and the face of dying.  Societal culture 
transformed under the influence of technological progression 
sponsoring research in cures, fighting disease and the uncon-
ditional prolongation of life.  As such, the once familiar ‘tame’ 
death was lost and “replaced by a ‘wild’ death with death to be 
rejected, evaded, rationalized, and hidden” (Callahan, 2009, p. 
104).

In the 1960s and 1970s, amid the gaining momentum of a 
medical curative system, medical indignities, poor pain man-
agement, indifference and inadequacies in the care provided to 
dying patients became real and frequent actualities (Callahan, 
2009; Granda-Cameron & Houldin, 2012). This inhumane 
treatment of the dying patient ignited the demand for special-
ized pain management, treatment and rights for dying patients; 
hence, the founding of the speciality of palliative care. Palliative 
care medicine was constructed on the tenet of improving the 
quality of life and decreasing suffering for both patients expe-
riencing a life-threatening illness and those at end of life 
(Gelinas, Fillion, Robitaille, & Truchon, 2012). Interestingly, 
this time period presented the parallel development of two 
opposing and competing medical movements: 1) the aggressive 
or ‘wild’ anti-death crusade incorporating critical care medi-
cine, and 2) the palliative coalition built on the need for a better 
death (Callahan, 2009).

Defying death: the current 
situation—1990 to present
“The idea of death, the fear of it, haunts the human animal like 
nothing else; it is a mainspring of human activity—designed 
largely to avoid the fatality of death, to overcome it by denying 
in some way that it is the final destiny of man.” ~Ernest Becker 
(ThinkExist.com, 2015, para. 1)
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“The present period might best be characterized as a revolt 
against death itself… [where] death is gradually being trans-
formed from a fixed and unchangeable biological and human 
inevitability to a contingent event, even accidental and manip-
ulable” (Callahan, 2009, p. 106). Societal focus is driven by 
youth, living, achievement and technology (Haisfield-Wolfe, 
1996) where aggressive medical, scientific and public cam-
paigns against aging and death are propelling the trajectory of 
research boundaries and treatment options (Callahan, 2009; 
Coombs & Long, 2008). Research today centres on prevention, 
aggressive treatments, organ replacement, cures, cryogenics, 
genetic mapping and regeneration (e.g., stem cell research). 
Death has reached the status of taboo where “the goal…[is] the 
banishment of death altogether from the public sphere, aim-
ing to make it invisible” (Callahan, 2009, p. 105). Funerals have 
transitioned to private services, closed caskets, cremations and 
memorial services. In doing so, death has become even farther 
removed from the public eye with the physical remains of death 
now rarely seen. This shift in funeral design works to sustain 
and reinforce the discomfort of confronting death, submerging 
its most certain reality deeper into sub-consciousness.

With a societal fixation centred on living and prolonging 
life, supported, in part, by medical and technological feasi-
bility, and expectations and demands fuelled by a stronghold 
of media unrealism, death is often a surprising and unpre-
pared-for event. People are now living longer. Statistics Canada 
(2015) reports the average life expectancy of Canadians has 
reached 81.1 years. Advanced life expectancy, however, does 
not insinuate good health. Aging today is almost always syn-
onymous with an increasing debt of chronic illness (Attaran, 
2015). Death is now preceded by acquiring multiple co-mor-
bidities and illnesses where medicine and technology work to 
prolong life but, likewise, gamble with quality-of-life outcomes 
(Haisfield-Wolfe, 1996).

Critical care continues to focus on curative measures, aggressive 
therapies and life-sustaining interventions within an ambiance 
of hope (Callahan, 2009; Mirel & Hartjes, 2013). The number of 
ICU beds has seen a steady increase from 2000 on, and critical 
care is now a mobile service through the establishment of out-
reach teams (Kelly et al., 2014). Critical care nursing roles are 
ever-expanding where skills are not only technical and resus-
citative, but also include advocating for, communicating with, 
teaching, and guiding patients and families through end-of-life 
issues (Haisfield-Wolfe, 1996). Modern critical care medicine 
and technology are able to support and, at times, replace 
the function of ailing multi-organ systems. These advanced 
life-saving interventions are more numerous and intensive than 
ever before and are often implemented in extreme situations 
where the physiology of the critically ill patient is increasingly 
complex, vulnerable and fragile (Kelly et al., 2014). The scale of 
risk and complexity in today’s critically ill patient is reflected in 
the high death rates; despite best efforts, 20–23% of critically ill 
patients die (Coombs & Long, 2008; McGowan, 2011; Mirel & 
Hartjes, 2013; Perrin & Kazanowski, 2015). Of those who do 
survive their critical care stay, a significant number do not sur-
vive past six months (Mirel & Hartjes, 2013).

The technological imperative that exists is leading to unreal-
istic expectations of care where “technology is readily used 
to rescue a patient each time a new complication develops... 
rarely, if ever, acknowledging that a patient may die” (Perrin 
& Kazanowski, 2015, p. 46). The presumption that all patients 
should be afforded the longest life possible has defined the 
widespread use and possible overuse of CPR and life-support 
technology resuscitating terminally ill or critically ill patients 
where focus on the quality of life that will follow is often lost 
(Cardozo, 2005). Patients and families lack awareness of the 
severity, invasiveness and discomfort of the critical care treat-
ments and technology needed to sustain life, often consenting 
to treatments before reaching a complete and big-picture 
understanding (Day, 2007). “The availability of modern tech-
nology has given… the ability to extend life without any hope 
of recovery, both by moving forward the point at which death 
may occur and by prolonging life far beyond the time of inde-
pendent viability” (Cardozo, 2005, p. 1056). Of the 20–23% of 
ICU patients who die, most deaths occur after a decision to 
withhold or withdraw life-sustaining treatments, which brings 
forward thought-provoking and controversial uncertainty in 
“the numbers of patients receiving what are considered ‘futile’ 
treatments” (Coombs & Long, 2008, p. 209).

In today’s critical care environment, ethical conflicts and power 
struggles related to decisions, interpretations, understanding 
of treatment options, goals, end-of-life care and death are ever 
present realities. Advance directives, do not resuscitate (DNR), 
or allow natural death (AND) orders to document and detail 
patient wishes for goals and end-of-life care before they become 
critically ill are available, but often avoided or underused due to 
discomfort and a lack of preparation surrounding the discus-
sion and acceptance of death as a possibility (Cardozo, 2005; 
Haisfield-Wolfe, 1996). Increasing expectations in the abili-
ties of medical intervention and treatments among patients, 
families and, at times, medical personnel coupled with sicker 
patients having more co-morbidities and situations character-
ized by unconscious or sedated patients where communication 
is compromised, guarantee a great deal of stress and ethical 
tension among all involved (Kelly et al., 2014). Now, where 
patients are imminently dying and are unable to communi-
cate, the issue of patient versus family and who is being treated 
is emerging (Pattison, Carr, Turnock & Dolan, 2013). Critical 
care nurses, as the primary caregivers, encounter and shoulder 
frequent conflict, heartbreak and moral distress over the strug-
gle of the dignity of patients who hold tenuously to life (Day, 
2007). “High-technology care in critical care can seem para-
doxical when patients are dying” (Pattison et al., 2013, p. 1442). 
Azoulay et al. (2009) reported up to 70% of ICU staff mem-
bers experience conflicts associated with treatment-limitation, 
end-of-life decisions and care occurring amid healthcare team 
members, patients and families. Among ICU nurses, there is 
evidence that this recurrent end-of-life-related conflict and ten-
sion is triggering heavy stress, frustration and feelings of failure 
from an inability to provide truly compassionate, respectful 
and dignified care (Mirel & Hartjes, 2013).

Palliative care, although not yet widely accepted as benefi-
cial within the critical care setting (Gelinas et al., 2012), is 
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gaining momentum. With “palliative care… all about helping 
people live until they die” (Di Costanzo, 2015, p. 16) and up 
to a quarter of critically ill patients dying, care at end of life 
cannot be ignored or overlooked in the critical care setting 
(Perrin & Kazanowski, 2015). This realization is just sparking, 
as a slow transition is underway towards acknowledging and 
understanding that palliative care and cessation of care are two 
distinct concepts. The integration of palliative care is in motion. 
Increasing awareness and appreciation for the strengths of this 
service in providing symptom management and comfort care 
are optimizing the quality of life of critically ill patients both 
with illness and at the end of life (Eues, 2007; Mirel & Hartjes, 
2013).

the art of death: Predicting the 
future—2017 and beyond
“Death is a debt we all must pay.” ~Euripides (LifeQuotesLib.
com, 2011, Euripides Quotes)

Valiant efforts to cheat death and reach for an unobtain-
able immortality showcase the near and distant future. The 
momentum and demand for solutions, prevention, cures and 
treatment continue to forge ahead and this can only mean that 
the war against death will persist in its onslaught. Where people 
are living longer with increasing comorbidities, management 
by modern medicine will empower a new and never encoun-
tered level of sickness, much more complex and tenuous, where 
aging will align with overall reduced health. The contemporary 
dying process has been elongated where older years may not be 
of high quality, but instead burdened by physical (e.g., cardio-
vascular disease) and mental (e.g., dementia) illness with death 
resulting from the complications of these chronic illnesses 
(Emanuel, 2014). Amid a society of ongoing and growing 
expectations of treatment options, access and the feasibility of 
prolonging life, the burden of conflict and ethical consequences 
will endure. The upcoming demographic changes of a vastly 
aging population will be tremendously influential in econom-
ics, the availability of resources and defining quality of life. If 
societal attitudes remain framed in cures and a fight-till-the-
death attitude, mere numbers in the populations of the ill and 
aging along with increasing complexity in illness will demand 
a more intensive care plan. The future forecasts a plethora of 
health-related innovation, which will only exacerbate the drive 
to sustain life and coincidently worsen collateral cost and 
resource strain.

The reality of a top-heavy aging population impacting the eco-
nomics and resources of healthcare is certain. However, the use 
and demand may be unpredictable. It is true that the ongoing 
advancement of technology and medicine will only produce 
more options to prolong life (or conversely delay death). 
However, “societies are changing, and in coming decades aging 
populations with growing affluence and incidence of chronic 
illness will increasingly question the medical and legal ortho-
doxies regarding the end of life” (Attaran, 2015, p. 2082). The 
aging baby-boomer population in their large demographic rep-
resentation, clout and definition of quality of life and end of 
life will play an influential role in directing the future of critical 

care and death culture. Proactive discussions with family phy-
sicians, electronic documentation and widespread accessibility 
of DNR orders, AND orders, and advance directives could 
ensure the establishment of patient wishes before entry into the 
acute care setting. If the desire is present, this population has 
the potential power to exercise a shift in death attitudes where a 
‘tame’ death could once again gain popularity.

Medical assistance in dying (MAID) is now a possibility in 
Canada if certain criteria are met. MAID is available in “very 
narrow circumstances, as a patient initiative for competent, 
adult persons with unrelenting suffering” (Canadian Nurses 
Protective Society, 2015, p. 23). The approach to MAID will vary 
jurisdiction to jurisdiction. For patients terminally ill or dying, 
maintenance of dignity and professional integrity remain uni-
versally paramount. Under the guide of the Canadian Nurses 
Association (CNA) Code of Ethics, nurses will continue to 
engage in end-of-life discussions, “foster comfort, alleviate suf-
fering, advocate for adequate relief for discomfort and pain, 
and support a dignified and peaceful death” (CNA, 2008, p. 14). 
With MAID, nurses have a hypervigilant role to respect patient 
privacy and ensure confidentiality, document conversations 
and advocate wishes to team members (Storch, 2015). However, 
the strict criteria of MAID and the reality of the characteristics 
of critically ill patients will not often align and, as such, MAID 
will be sparse in the critical care setting. This new choice, if not 
a viable option, still provides advantages. In discussing death 
and death processes it has the potential to prompt, promote 
and increase the referral, utilization and involvement of palli-
ative or hospice care. Also, its controversial nature may again 
bring death out of the shadows to the forefront of public aware-
ness, debate and discussion. MAID could provide the necessary 
impetus to once again bring quality of life, dignity and death 
culture to the forefront of societal consciousness.

Moving forward, there is evidence that palliative care will soon 
be mainstream and widely accepted within the critical care set-
ting. Clear, refined criteria and triggers specific to critically ill 
patients will ensure early consultation (Perrin & Kazanowski, 
2015). As active and essential members of the critical care 
interdisciplinary team, the availability and utilization of pallia-
tive care will ensure symptom and comfort-focused treatments 
in this vulnerable population, as well as contributing to the 
improvement of outcomes in communication, clear goal set-
ting, patient and family satisfaction and staff cohesion (Mirel 
& Hartjes, 2013).

The future will also expand critical care borders, as outreach 
programs or rapid response teams take critical care out to the 
wards. This creates positive results in two ways: 1) patients 
can be treated before conditions worsen to necessitate 
admission to critical care units, and 2) teams are becoming 
increasingly involved in facilitating, educating and discussing 
goals of care and end-of-life care. Having the ability to prompt 
needed conversations regarding wishes, expectations and the 
realities of critical care treatment before emergent and crucial 
decisions are needed is most advantageous. When appropri-
ate, or where a mismatch in goals occurs, outreach teams have 
the ability to involve and dialogue with patients and families 
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honestly and compassionately about the options and realities 
of extending life versus prolonging death to ensure decisions 
made are informed.

Development and use of end-of-life care bundles will opti-
mize best practice for end-of-life care. Care bundles, initiated 
to improve and standardize quality of care, are a group of 
measures centred on doing simple things well that, when per-
formed together, have been shown to improve outcomes (Kelly 
et al., 2014). Ongoing societal division in opposing death views 
(‘tame’ versus ‘wild’) and the increasing popularity and suc-
cess of care bundles demand the development of a care bundle 
for end-of-life care. This will ensure that life remains valued, 
respectful of its limitations and, most importantly, that dying 
and death always preserve dignity. In this way, society, med-
icine and the critical care specialty can improve the quality 
of dying of its patients. Death will always be the outcome of 
life. Implementation of an end-of-life care bundle will provide 
a formal guide to best maintain patient autonomy, ensuring 
uniquely specific individualized goals of care and end-of-life 
processes endorsing patient respect, compassion and dignity.

Finally, the future of critical care nursing, as it relates to end-
of-life care, ought to centre around crucial conversations about 
death and dying both in and outside critical care settings (use 
of outreach teams) and also assuming the role of collabora-
tion navigator, as they represent the vital link among patients, 
families and healthcare teams. With the increasing complexity 
of death’s process and the event itself, nursing end-of-life care 
roles will continue to expand. Advocating, communicating, 
teaching and facilitating will prove essential in helping patients 
to 1) make decisions about goals of care and how they want to 
die, 2) understand how to use advanced directives and access 
palliative care, and 3) decide how to deal with ethical questions 
regarding MAID (Haisfield-Wolfe, 1996; Storch, 2015) such as 
the specifics of eligible criteria and any erroneous perceptions 
(e.g., viewing MAID as a solution to the feelings of being a bur-
den to others).

Defining a good death
Characterized by its attributes, the basic meaning of a ‘good 
death’ has not changed over time. A ‘good death’ describes the 
choreography of dynamic interaction among wishes, values, 
culture, religion, acceptance and the essence of control merging 
in perfect synergy to preserve and uphold a death representa-
tive of true human dignity, comfort and compassion (Cardozo, 
2005; Coombs & Long, 2008; Day, 2007; Eues, 2007; Granda-
Cameron & Houldin, 2012; Pattison et al., 2013). It is the 
desired death envisioned by most, void of suffering, pain and 
discomfort with a relative swiftness. It is benevolent and peace-
ful. It is the ability to determine, plan and choose both how one 
wishes to live as well as die (Cardozo, 2005).  In today’s encum-
bered array of medical technology, Hardwig (2009) describes 
a ‘good death’ as the new art of dying where wisdom, skill and 
realism are imperative to “the deeply human task of recogniz-
ing the right time and then bringing a life to a close” (p. 44).

Over the course of time, significant change has evolved in soci-
ety’s and medicine’s overwhelming expectations and acceptance 

of death itself (Haisfield-Wolfe, 1996). The implications of 
death culture trends over the last century are clear; death now 
has a new configuration. The current “manic desperation to 
endlessly extend life” (Emanuel, 2014, p. 5) has skewed the 
face of death. Today, widely used CPR and life-support tech-
nology often delay death rendering the preservation of human 
dignity and the achieving of a ‘good death’ more difficult. By 
the very nature of critical care medicine, technology and treat-
ments, critically ill patients are often thwarted a ‘good death’. Of 
the almost one-quarter of critically ill patients who die, most 
endure many efforts to delay death and, as a result, human dig-
nity and quality of life at the end of life suffers (Cardozo, 2005).

In the aggressive campaign against aging and death, dignity, 
respect and compassion are often sidelined and even lost. “Life 
support technology is becoming more and more difficult to rec-
oncile with notions of good and human dignity” (Day, 2007, 
p. 292). Where these basic and foundational values define the 
essence of a human being, a loss of focus in their true signif-
icance and meaning risks the loss of achieving a humane and 
meaningful death too. As time moves forward, research devel-
opments will continue to push the envelope of prolonging life 
and, at times, delaying death. This trend becomes increasingly 
important to consider in terms of framing the issues of current 
death culture (e.g., human longevity at the expense of comfort, 
dignity and quality of life) and its possible future representation 
in order to correspondingly strategize to align an appropriate, 
feasible and ethical healthcare system response (Day, 2007). Just 
because the means and ability exist to delay the moment of death 
does not mean that it should be (Cardozo, 2005), especially if it 
is at the cost of losing the opportunity for a ‘good death’.

Conclusion
The transitioning of end of life and death attitudes over the last 
century is clearly visible. “Evolution has inculcated in us a drive 
to live as long as possible. We are programmed to struggle to 
survive” (Emanuel, 2014, p. 18). Over the last century, ongo-
ing advancements in technology and medicine have provided 
the influence and means to support this instinct of survival. 
These developments have been far reaching and monumental 
in changing the face of death and dying for society, healthcare 
professionals, the health system (particularly the technolo-
gy-laden critical care environment) and, most influentially, 
the patient. Uniquely positioned within the acute medical the-
atre, critical care nurses have crucial influence at end of life. As 
essential advocates, educators and facilitators, they can initiate 
conversations and bring patient wishes to the forefront of care 
ensuring every effort is made to guide care that is patient-cen-
tred, preserving of dignity and characteristic of a high quality 
of life at end of life. 

It is unclear moving forward how the healthcare system will con-
tinue to support the financial and resource demands needed to 
meet society’s ongoing expectations and fight to prolong life. 
This is of epic concern in the face of a growing aging population. 
However, this demographic and an increasing debt of chronic ill-
ness may deliver the potential stimulus needed to alter views to 
align more with dignified death. Further, the increasing momen-
tum of palliative care and introduction of medical assistance in 
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dying bring new dimensions to a complex subject and will be 
instrumental in changing the expectations currently propelling 
life and death attitudes. Still, the timeless question of quality ver-
sus quantity lingers. Will society continue to define the success 
and meaning of human life in terms of its numerical length, or 
will culture shift to embrace the trump card of dignity, appraising 
life instead by its quality, worth, value, and collection of mean-
ingful experiences. The future of death culture is uncertain, but 
death itself remains definitive.  

About the author
Angela K. Banjar, BScN, MSN (student), RN, Clinical Nurse 
Specialist – Critical Care, Oncology and Palliative Care, 
Hamilton Health Sciences, Hamilton, Ontario

Address for correspondence: Angela K. Banjar, 711 Concession 
Street, Hamilton, ON  L8V 1C3

banjar@hhsc.ca

ReFeReNCeS
American Association of Critical Care 

Nurses. (2016). About critical care 
nursing. American Association of 
Critical Care Nurses online. Retrieved 
f rom http : / /w w w.aacn.org/wd/
publishing/content/pressroom/about-
criticalcarenursing.pcms?menu=

Attaran, A. (2015). Unanimity on death 
with dignity—Legalizing physi-
cian-assisted dying in Canada. New 
England Journal of Medicine, 372, 
2080–2082. http://dx.doi.org/10.1056/
NEJMp1502442

Azoulay, E., Timsit, J.F., Sprung, C.L., 
Soares, M., Rusinova, L., Lafabrie, A., 
… Benoit, D. (2009). Prevalence and 
factors of intensive care unit conflicts: 
The conflicus study. American Journal of 
Respiratory Critical Care Medicine 180, 
853–860.

Bern-Klug, M. (2002). Funeral and me-
morial practices. Encyclopedia of Aging. 
Retrieved from http://www.encyclope-
dia.com/doc/1G2-3402200154.html

Callahan, D. (2009). Death, mourning, and 
medical progress. Perspectives in Biology 
and Medicine, 52, 103–115. http://dx.
doi.org/10.1353/pbm.0.0067

Canadian Nurses Association. (2008). 
Code of ethics for registered nurses. 
Ottawa, Canada: Author. Retrieved 
from http://www.cna-aiic.ca/~/media/
cna/page-content/pdf-fr/code-of-eth-
ics-for-registered-nurses.pdf?la=en

Canadian Nurses Protective Society. (2015). 
Update: The supreme court ruling on 
physician-assisted death. Canadian 
Nurse, 111(4), 22–24.

Cardozo, M. (2005). What is a good death? 
Issues to examine in critical care. 
British Journal of Nursing, 14, 1056–
1060. http://dx.doi.org/10.12968/
bjon.2005.14.20.20046

College of Nurses of Ontario. (2016). 
Guidance on nurses’ roles in medical 
assistance in dying. Toronto, Canada: 
Author. Retrieved from http://www.
cno.org/globalassets/4-learnabout-
standardsandguidelines/maid/
maid-june-23-final.pdf

Cook, D., & Rocker, G. (2014). Dying with 
dignity in the intensive care unit. The 
New England Journal of Medicine, 340, 
2506–2514.

Coombs, M., & Long, T. (2008). Managing 
a good death in critical care: Can health 
policy help? Nursing in Critical Care, 
13, 208–214. http://dx.doi.org/10.1111/
j.1478-5153.2008.00280.x

Day, L. (2007). Lessons from the classics: 
Conflict and tragedy in critical care 
at the end of life. American Journal of 
Critical Care, 16, 290–293.

Di Costanzo, M. (2015, March/April). 
How did we get here? Registered Nurse 
Journal, 15–26.

Emanuel, E.J. (2014). Why I hope to die 
at 75. The Atlantic, October, 1–20.  
Retrieved from http://www.theatlantic.
com/magazine/archive/2014/10/why-i-
hope-to-die-at-75/379329/

Eues, S.K. (2007). End-of-life care: 
Improving quality of life at the end of 
life. Professional Care Management, 12, 
339–344. http://dx.doi.org/10.1097/01.
PCAMA.0000300408.00325.1c

Gelinas, C., Fillion, L., Robitaille, M., & 
Truchon, M. (2012). Stressors experi-
enced by nurses providing end-of-life 
palliative care in the intensive care unit. 
Canadian Journal of Nursing Research, 
44(1), 19–39.

Granda-Cameron, C., & Houldin, A. 
(2012). Concept analysis of good death 
in terminally ill patients. American 
Journal of Hospice and Palliative 
Medicine, 29, 632–639. http://dx.doi.
org/10.1177/1049909111434976

Haisfield-Wolfe, M.E. (1996). End-of-
life care: Evolution of the nurse’s role. 
Oncology Nursing Forum, 23, 931–935.

Hardwig, J. (2009). Going to meet death: 
The art of dying in the early part of 
the twenty-first century. Hastings 
Center Report, 39, 37–45. http://dx.doi.
org/10.1353/hcr.0.0151

Jones, M. (2014). Dignity. British Journal of 
Healthcare Assistants, 8, 323–324.

Kelly, F.E., Fong, K., Hirsch, N., & Nolan, 
J.P. (2014). Intensive care medicine is 60 
years old: The history and future of the 
intensive care unit. Clinical Medicine, 
14, 376–379. http://dx.doi.org/10.7861/
clinmedicine.14-4-376

LifeQuotesLib.com. (2011). Euripides 
quotes. Retrieved from http://www.life-
quoteslib.com/authors/euripides_18.
html

Lin, Y., Watson, R., & Tsai, Y. (2012). 
Dignity in care in the clinical setting: 
A narrative review. Nursing Ethics, 20, 
168–177.

McGowan, C.M. (2011). Legal aspects of 
end-of-life care. Critical Care Nurse, 
31(5), 64–69. http://dx.doi.org/10.4037/
ccn2011550

Merriam-Webster. (2016). Death. Retrieved 
from http://www.merriam-webster.
com/dictionary/death

Milton, C.L. (2008). The ethics of human 
dignity: A nursing theoretical per-
spective. Nursing Science Quarterly, 
2 1 ,  2 0 7 – 2 1 0 .  h t t p : / / d x / d o i .
org/10.1177/0894318408320142

Mirel, M., & Hartjes, T. (2013). Bringing 
palliative care to the surgical intensive 
care unit. Critical Care Nurse, 33, 71–74. 
http://dx.doi.org/10.4037/ccn2013124

Pattison, N., Carr, S.M., Turnock, C., & 
Dolan, S. (2013). Viewing in slow mo-
tion: Patients’, families’, nurses’ and 
doctors’ perspectives on end-of-life 
care in critical care. Journal of Clinical 
Nursing, 22, 1442–1454.  http://dx.doi.
org/10.1111/jocn.12095 

Perrin, K.O., & Kazanowski, M. (2015). 
Overcoming barriers to palliative 
care consultation. Critical Care Nurse, 
35, 44–51. http://dx.doi.org/10.4037/
ccn2015357

Poets.org. (n.d.). Do not go gentle into that 
good night. Retrieved from http://www.
poets.org/poetsorg/poem/do-not-go-
gentle-good-night

QuotesDNA.com. (2016). Quotes about 
death. Retrieved from http://quotesdna.
com/quotes-on-death/

Statistics Canada. (2015). Deaths – pub-
lication 84F0211X.  Statistics Canada. 
Retrieved from http://www.statcan.
gc.ca/pub/84f0211x/2009000/after-
toc-aprestdm1-eng.htm

Storch, J. (2015). Ethics in practice: At end 
of life—part 3. Canadian-Nurse, 111(8), 
22–23.

ThinkExist.com. (2015). Ernest Becker 
quotes. Retrieved from http://thinkexist.
com/quotation/the-idea-of-death-the-
fear-of-it-haunts-the-human/536064.
html

http://www5.statcan.gc.ca/bsolc/olc-cel/olc-cel?lang=eng&catno=84F0211XWE


Volume 28, Number 3, Fall 2017   •   www.caccn.ca   41

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 complementary 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 cheque will be presented at the annual awards 

ceremony 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 meal breaks and social events). 
• Concurrent sessions are not cumulatively totalled. It is pre-

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

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 

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
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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 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.
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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.

■■ 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 include publications and presentations in 
local, national and international journals, and presentation 
delivered by chapter members. 

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

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

tributed articles to:
■■ The chapter newsletter 
■■ 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 member on each 
committee, regardless of the number of meetings or level of 
participation of the member. 

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

Formula Renewal Certification
• To create the renewal certification score, the total number 

of renewed certifications of the chapter in the award year is 
divided by the total number of chapter members, this 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 Directors, 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.
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the Spacelabs Innovative  
Project Award
The Spacelabs Innovative Project Award will be presented to 
a group of critical care nurses who develop a project that will 
enhance their professional development.

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

be made, for the award to be divided between two equally 
deserving submissions for the sum of $750.00 each.

Deadline for submission: June 1 each year

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

Mailed applications must be postmarked on or before June 1.

Do you have a unique idea?

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

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

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

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

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

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

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

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

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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“Sharing expertise™” Award 
Sponsored by B. Braun
The “Sharing Expertise™” Award is a 
peer-nominated award and will be pre-
sented to an individual who exhibits stellar 
leadership and mentoring abilities in critical care.  

The nominee for this award is an individual who ideally is or 
has been:
• A preceptor for students in a registered nursing program 

or registered nurses enrolled in a critical care certificate 
program;

• A mentor for registered nurses and other nursing colleagues 
in the critical care setting;

• An advocate for their patients and their families; and
• A champion of/for their nursing colleagues by supporting, 

encouraging, and sharing their nursing expertise. 

The nominee must demonstrate a strong commitment to the 
practice of critical care nursing and the nursing profession. 
These qualities shall be demonstrated by continuous learning, 
professional involvement, and a commitment to guiding novice 
to senior registered nurse colleagues in critical care.

Registered nurses in all aspects of critical care, including patient 
care providers, educators, clinical nurse specialists, may qualify 
for this award.

Award funds provided
Dynamics of Critical Care™ conference tuition: $550 
(maximum)
Travel expenses: $600 (maximum)
Hotel accommodations x 3 nights: $850 (maximum)

Submission deadline: June 1 annually

Complete nominations using the online Award application 
process

Eligibility criteria
The nominee for the “Sharing Expertise™” Award:
• Must be an active CACCN member for a minimum of one 

(1) year 
• Must have a minimum of five (5) years of critical care nurs-

ing experience 
• Must practise to the CACCN Standards of Critical Care 

Nursing Practice (5th ed., 2017)

in addition to the above:
• Reference will be given to a nominee who has Canadian 

Nurses Association Certification [CNCC(C) or CNCCP(C)]
• Each nomination must have the support of a critical care 

nursing colleague who is an active CACCN member
• Applicants may be nominated or may self-identify.

Nomination process
To submit a nomination for the “Sharing Expertise™” Award, 
the following is required:
• Submission of all information by no later than June 1;
• Completion of the online application form at www.caccn.ca 

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.
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• The online application must include information and exam-
ples supporting how the applicant/nominee has been actively 
involved in
■■ preceptorship;
■■ mentoring critical care colleagues;
■■ advocating for patients and their families;
■■ as well as, supporting, encouraging, and sharing their crit-

ical care expertise.  
■■ the applicant/nominee must identify/demonstrate a 

strong commitment to the practice of critical care nurs-
ing, continuous learning, professional development and 
the nursing profession.

• Each application must be accompanied by the following:
■■ one (1) letter of support for the applicant / nominee from a 

colleague who is an active CACCN member;
■■ one (1) letter of support for the applicant/nominee from 

their manager or a critical care nursing colleague, or a crit-
ical care physician

■■ the letters must provide concrete examples supporting 
why the applicant/nominee should be considered for the 
award. Information required should include, but is not 
limited to the applicant’s involvement in:

■■ practising to the CACCN Standards of Critical Care 
Nursing Practice (5th Ed. 2017)

■■ mentoring, supporting, encouraging, sharing and teach-
ing registered nursing colleagues

■■ engagement in continuous learning activities (does not 
need to be a formal educational program)

■■ demonstrated professional involvement
■■ advocating for patients and their families
■■ supporting, encouraging, and sharing their critical care 

expertise. 
■■ a strong commitment to the practice of critical care nurs-

ing, continuous learning, professional development and 
the nursing profession.

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

Review Committee based on the award criteria as provided.
• Incomplete nomination packages will not be considered.

Notification
• The successful candidate will be notified by the Chair, 

CACCN Partners Committee 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 the Canadian Journal of Critical Care Nursing™ and 
on the CACCN website.

Award
• The successful candidate will receive the following to attend 
the Dynamics of Critical Care™ Conference in the year in which 
the award is bestowed:

■■ Full Conference Tuition: up to $550.00 (Member Early 
Bird Rates)

■■ Travel Allowance: up to $600.00 (maximum)
■■ Accommodation Allowance: up to $850.00 (maximum) 

• Receipts will be required for Travel/Accommodation 
allowance

The successful candidate is required to attend the CACCN 
Awards Ceremony and to meet with B. Braun Representatives 
in the exhibit hall for photographs

Members of the CACCN Board of Directors are not eligible for 
consideration of the “Sharing Expertise™” Award  

The Board of Directors of the Canadian Association of Critical 
Care Nurses retain the right to amend the award criteria as 
required and to withhold the award due to low review scores or 
candidates do not meet the criteria.

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

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

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

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

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

lifelong learning
• exemplify the following qualities and values:

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

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

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

the requirements under the Eligibility Criteria:
■■ Use as many examples as possible to highlight why the 

nominee should be considered for the award and what this 
nominee does that makes her/him outstanding 

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

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

Awards and Corporate Sponsorship and the CACCN Award 
Review Committee 

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

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

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

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

• 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 presented annu-
ally to a member of the Canadian Association of Critical Care 
Nurses who consistently demonstrates excellence in critical 
care nursing practice.

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

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

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

Mailed applications must be postmarked on or before June 1.

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

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

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

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

criteria:
■■ participates in quality improvement and risk management 

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

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

evidence
■■ effective clinical decision making supported by thorough 

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

grates change and new learning to practice

mailto:caccn@caccn.ca
mailto:caccn@caccn.ca
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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
• 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).

■■ is able to anticipate risks and changes in patient condition 
and intervene in a timely manner

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

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

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

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

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

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

■■ is a role model to new staff and students
■■ shares clinical wisdom as a preceptor to new staff and 

students
■■ regularly participates in continuing education and profes-

sional development

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

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

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

examples outlining the nominee’s clinical excellence and 
expertise 

• Incomplete nomination packages will not be considered.

Selection Process
• Each nomination will be reviewed by the Canadian 

Association of Critical Care Nurses Awards Review 
Committee 

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

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

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

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

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

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

• 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.
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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)

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

mailto:caccn@caccn.ca
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• 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 





the CANADIAN JOuRNAL  
OF CRItICAL CARe NuRSING

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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At the Heart  
of Better  
Outcomes

Your hands are at the core of your care. They provide the lifesaving therapy your patients rely on to see 
the next day. So you need to make sure your compressions are consistently on target for rate, depth, 
time on chest, and recoil.

With ZOLL’s Real CPR Help®, you can deliver high-quality CPR to each and every cardiac arrest patient 
to impact the chance of survival. In fact, you can double it. A large study from San Diego proves it.1

Improving outcomes is in your hands.  
For more information, please visit www.zoll.com/hands.

CARING 
POWERFUL  

LIFESAVING

YOUR HANDS

1Davis DP, et al. Resuscitation. 2015;92:63-69.
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You give it your all for your cardiac arrest patients:  
care, compassion, clinical expertise, and vital therapies.
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