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•	 Patients/families using google.
•	 Workload—no further long-term staff. Nurses are moving 

on.
•	 Family-centred care has implications for clinical practice.
•	 Budgets dictate staffing.
•	 Education not being approved, but nurses are screaming for 

professional development.
•	 Nurses injured at work.
•	 Restructuring healthcare systems.

Congratulations to Montreal Chapter, Chapter of the Year 
2016–2017 and recipient of a $1,000 award and plaque from 
Philips Canada. Congratulations to Toronto Chapter, second 
place recipient 2016–2017 and recipients of a $500 award and 

plaque from Draeger Medical Canada. Honourable mention 
to Manitoba Chapter for their excellent year! Congratulations 
were offered to all chapters for their leadership and educational 
offering for our members.

Chapter members participated in a professional development 
session titled “Leading Authentically”, which was facilitated by 
Ellen Melis from Unlimited Potential.	

Respectfully submitted,
Paula Price, PhD, RN
Editor, CJCCN

Christine Halfkenny-Zellas, 
COO, CACCN

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

Q2 – July 1 to September 30, 2017
Denise Galszechy, Toronto Chapter
Monica Hlywka, Toronto Chapter

CACCN online

Visit us on Facebook for 
updated information!

Follow us on 
Twitter: @CACCN1
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Consensus among clinicians about advancing 
patient safety within a Northern Ontario 
intensive care unit
By Sharolyn Mossey, MScN, RN, Tiina Bloomfield, MScN, RN, Phyllis Montgomery, PhD, RN, and Patricia Bailey, PhD

Abstract

Background

Patients requiring critical care within an intensive care 
unit (ICU) are dependent on others to ensure their 
safety. Patient safety has been defined as “the reduction 

and mitigation of unsafe acts within the healthcare system, as 
well as through the use of best practices shown to lead to opti-
mal patient outcomes” (Davies, Hébert, & Hoffman, 2003, p. 5). 
In an interdisciplinary and highly technical ICU setting, nurses 
fulfill a pivotal role balancing patients’ needs for safety, privacy, 
dignity and comfort, informed by best practices (Canadian 
Association of Critical Care Nurses, 2009). The complexity of 
the ICU setting and the nature of critical illness, involving mul-
tiple systems and warranting multiple diagnostics and rapidly 
fluctuating treatment regimens, renders ICU patients vulner-
able to errors and adverse events that compromise their safety 
(Livorsi et al., 2016; O’Bryne, Kozub, & Fields, 2016). Nurses 
providing critical care services are accustomed to directing 
efforts toward safer care through development of and adher-
ence to quality improvement practices (Richardson, 2015).

In 2004, Baker and associates’ landmark study focused atten-
tion on the threat to safety of hospitalized Canadians. An 
adverse event incidence rate of 7.5% was reported across 20 
hospitals, one-fifth of which ended in death. Based on this inci-
dence rate, it was estimated that nearly 185,000 adverse events 
occur annually, of which approximately one-half are poten-
tially preventable. More recently, Forster and colleagues (2008) 
reported an adverse event rate of 19% specific to a population 

of Canadian ICU patients. These researchers found that patient 
safety was most commonly compromised by procedural com-
plications, nosocomial infections, and adverse drug events.

The Canadian Patient Safety Institute (2009) is a nationally rec-
ognized resource for the enhancement of patient safety across 
multiple disciplines and sectors of practice. Specific to ICU is 
a community forum it hosts for communication about patient 
safety related to pain, sedation, delirium, team collaboration, 
and medication records, which is comprised of multiple dis-
ciplines. Within Ontario, the Critical Care Secretariat (2012) 
released the Critical Care Unit Balanced Scorecard Toolkit to 
guide and evaluate quality care and patient safety. A compo-
nent of this toolkit was the High Performing ICU Checklist, 
which offers feedback about an individual ICU’s performance 
with respect to clinical and process best practices. A single ICU 
setting in northern Ontario has historically received positive 
external evaluations of its quality care and patient safety prac-
tices. The organization’s commitment to continuous quality 
improvement has led to interest in exploring perceived prior-
ities for further enhancing their current repertoire of patient 
safety practices for the ICU setting.

Purpose
The aim of this study was to identify patient safety priorities as 
perceived by clinical experts employed in one northern Ontario 
ICU setting. The core question was “What are the priorities for 
strengthening safety practices in this ICU?”

Background. The implementation of evidence-based policies and 
standards is necessary to guide patient safety within the complex-
ity and specificity of intensive care units (ICU). Clinicians within 
these settings develop experiential insights that have the potential 
to further advance patient safety.

Aim. The purpose of this study was to explore patient safety pri-
orities, as perceived by clinical experts working in an ICU in 
northern Ontario, Canada. 

Methods. A modified Delphi technique was used to reach 
consensus regarding patient safety priorities. Two rounds of ques-
tionnaires were used to elicit the expert opinions of clinicians 
regarding patient safety priorities. Thirty participants completed 

the first round of data collection, and 19 clinical experts repre-
senting both registered nurses and intensivists participated in the 
final round of data collection. Descriptive statistical analysis was 
completed at each round of the Delphi process. 

Findings. Three points of consensus were reached in round two. 
These included improving pain and agitation management, 
incorporating a checklist into the bullet-round reporting tool, and 
implementing the use of visual cues for high-risk lines. 

Conclusion. The findings of this study emphasize the value of 
engaging clinicians in identification of site-specific safety prior-
ities to improve patient safety in an ICU setting. 

Mossey, S., Bloomfield, T., Montgomery, P., & Bailey, P. (2017). Consensus among clinicians about advancing patient safety within a Northern Ontario 
intensive care unit. Canadian Journal of Critical Care Nursing, 28(4), 18–24.
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Methods
Design
This study used a Delphi approach, which focuses on elicit-
ing expert opinions about pragmatic, real-world problems. 
Through a structured series of non-confrontational communi-
cations among a group of experts, consensus about elements of 
the topic of interest are developed (Daphne & Warren-Forward, 
2015). A cornerstone of the Delphi approach is the identifica-
tion and selection of a group of potential participants who are 
deemed as experts and representative of different perspectives 
about the topic of study (Kenney, Hasson, & McKenna, 2011). 
The Delphi approach has been used by nurses to examine a 
range of critical care issues, including practice standards and 
competencies (Barr et al., 2013), quality patient care (Marshall, 
Elliott, Rolls, Schacht, & Boyle, 2008), ICU research priorities 
(Blackwood, Albarran, & Latour, 2010), and continuing edu-
cation (Tweed & Tweed, 2008). A classic Delphi commences 
with experts creating a preliminary list of ideas about the prob-
lem of interest. When a body of literature exists regarding the 
topic of study, a modified Delphi approach is deemed suit-
able. Following a systematic literature review, the researcher 
generates an evidence-informed list of items that address the 
problem of interest. This list is shared with a group of experts to 
stimulate dialogue, explore what is yet unknown and build con-
sensus (Kenney et al., 2011).

A modified Delphi approach was used in this study due to the 
presence of literature specific to patient safety within ICU and 
the need to develop setting-specific priorities for enhancing 
patient safety. This design is particularly conducive to preserv-
ing anonymity, which supports open and honest disclosure 
of opinions without being known to, or pressured by other 
participants (Kenney et al., 2011). Further, this method facili-
tates active involvement of clinicians in creating an agenda for 
enhancing patient safety. Ethics approval was obtained from 
two research ethics boards.

Setting and Sample
This study’s setting is a single adult ICU with 28 beds, and more 
than 2,000 admissions annually. It is located in a community 
in northern Ontario serving a population distributed over 
400,000 square kilometers. Level 2 and 3 critical care are pro-
vided for physiologically unstable adults with the need for basic 
and/or invasive ventilatory support along with the support of 
one or more organ systems. The target sample was registered 
nurses, registered respiratory therapists, and intensivists.

In consultation with the setting’s organization’s management 
team, expertise was determined based on both practice experi-
ence and knowledge of the current repertoire of safety practices 
and processes within the ICU setting. The inclusion criterion 
for expertise for both registered nurses and registered respira-
tory therapists was a minimum of three years of experience in 
the study ICU. Intensivists who had undergone extended spe-
cialized education in intensive care medicine and greater than 
one year experience in the setting were deemed as experts rel-
ative to patient safety. Eligible experts (n = 174) were invited 
to participate via an email from a designated administrative 
assistant.

Data Collection and Analysis
Data were collected from experts through the serial adminis-
tration of researcher-created questionnaires, hereafter referred 
to as Round 1 questionnaire (R1Q) and Round 2 questionnaire 
(R2Q). In addition, socio-demographics, including discipline, 
total years of practice, and years of practice in the study ICU 
were collected.

Round 1 instrument development. R1Q was developed based 
on a systematic review of evidence about patient safety prac-
tices within ICUs. An electronic search of Cumulative Index to 
Nursing and Allied Health Literature, ProQuest Nursing and 
Allied Health, and MEDLINE was undertaken. The search 
parameters were ‘intensive care unit ‘ and ‘patient safety’ in the 
report abstract, full-text, peer-reviewed, electronically available 
English reports, and published subsequent to the release of the 
Canadian study regarding adverse events in acute care hospi-
tals (Baker et al., 2004) and prior to April 2014. Reports were 
excluded if they were dissertations or did not include an adult 
population in an ICU setting. Figure 1 details the search, which 
yielded a total of 31 reports used to develop the R1Q. 

To organize the breadth of the extracted findings across the 
31 studies, six principle topical groupings were used. The 
descriptive labels and associated authors included human fac-
tors (Adapa et al., 2012; Askari et al., 2013; Grundgeiger et 
al., 2013; Kendall-Gallagher & Blegan, 2009; Leaf, Homel, & 
Factor, 2010; Porat, Bitan, Shefi, Donchi, & Rozenbaum, 2009; 
Pronovost et al., 2006; Treggiari et al., 2009), mechanical ven-
tilation (Al-Dorzi et al., 2012; Hejblum et al., 2009; Liao, Tsai, 
& Chou, 2015; McLean, Jensen, Schroeder, Gibney, & Skjodt, 
2006; Morris et al., 2011; Romero et al., 2009; Shehabi et al., 
2010; Tanios, Epstein, Livelo, & Teres, 2010), mobility (Adler 
& Malone, 2012; Berney, Haines, Skinner, & Denehy, 2012; 
Davis et al., 2013; Ronnebaum, Weir, & Hilsabeck 2012), health 
care provider communication (Collins et al., 2012; Iedema & 
Allen, 2012; Iedema et al., 2009; Ksouri et al., 2010); health care 
provider education (Jansson, Kääriäinen & Kyngäs, 2013; Lili, 

Figure 1: Flow diagram of literature search and selection

Records identified through database 
search (n = 463)

Records screened 
(n = 463)

Records excluded 
(n = 419)

Full-text records 
met inclusion 

criteria (n = 44)

Records excluded 
following examination 

of study purpose, 
methods, and findings 

(n = 13)

Total records included in 
development of R1Q (n = 31)
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Hu, Rosenthal, Zhang, & Gao, 2012; Özden & Görgülü, 2012; 
Sandahl et al., 2013), and clinical tools and processes (Bjurling-
Sjöberg, Engstrom, Lyckner, & Rydlo, 2013; LeBlanc, Kane-Gill, 
Pohlman, & Herr, 2012; Salazar, Tyroch, & Smead, 2011). To 
complement this empirical evidence, content from the High 
Performance ICU Checklist (Critical Care Secretariat, 2012) 
was included in the development of the R1Q. The extracted 
information covered five principle topical groupings includ-
ing human factors, mechanical ventilation, healthcare provider 
communication, healthcare provider education, and clinical 
tools and processes. 

Following the review of the literature, the final R1Q contained 
three questions about practice background, 32 patient safety 
practice statements, and a single open-ended question to elicit 
expert opinions about priorities in the study ICU. The practice 
background questions addressed discipline, years of employ-
ment in the study ICU, and years of employment in other ICUs. 
The agreement of respondents with each of the 32 statements 
was measured using a seven-point rating scale ranging from 
one (disagree very strongly) to seven (agree very strongly). The 
open-ended question provided experts the opportunity to add 
content that was not included by the researcher, but was per-
ceived as a patient safety priority in the study ICU. Pilot testing 
was carried out with ICU clinicians to ascertain content valid-
ity and specificity to the study setting.

Round 1 data collection. Study information and details regard-
ing pick-up of a print copy of the RQ1 were sent via email by 
the designated administrative assistant to all eligible experts. 
Each completed RQ1 was returned to a secure, designated 
drop-off location and assigned a code.

Round 1 data analysis. Using the Statistical Package for Social 
Sciences, Version 20, descriptive analysis was undertaken for 
practice background data and the rankings of individual state-
ments. Consensus parameters in Delphi research range from 
51% to 100% (Kenney et al., 2011). In this study, 70% of the 
experts had to agree on the ranking of an individual statement 
in order for consensus to be achieved. This threshold for con-
sensus was selected to ensure that more than two-thirds of the 
respondents were in agreement with each individual statement. 
Data from the open-ended question were analyzed using con-
tent analysis (Elo & Kyngäs, 2008). 

Round 2 instrument development. The R2Q contained 42 
patient safety statements. None of the original 32 patient 
safety statements in R1Q reached the 70% consensus param-
eter; therefore, all 32 statements were retained in the RQ2. 
The most common Round 1 ranking, the mode, was recorded 
beside each of the original 32 statements. Recording these 
results was intended to communicate preliminary judgments 
among the experts and inform individual re-ranking (Yousuf, 
2007). The 10 new statements, listed in Table 1, were gener-
ated from responses to the R1Q open-ended question. The 
priority of each statement was measured on a six-point rating 
scale ranging from one (disagree very strongly) to six (agree 
very strongly). With the removal of the neutral option, experts 
were forced to make a choice regarding their disagreement or 
agreement.

Round 2 data collection. Involvement in sequential rounds 
of data collection allows participants to converge in agree-
ment regarding practices and processes that are perceived 
to further advance patient safety. Each Round 1 participant 
received an email from the designated administrative secre-
tary detailing information about the pick-up and drop-off 
locations for R2Q.

Round 2 data analysis. As in Round 1, Round 2 descrip-
tive analysis aimed to identify consensus among the experts 
regarding patient safety priorities in the study ICU. The 70% 
consensus threshold was maintained.

Findings
Round 1 
Thirty individuals participated in Round 1 including registered 
nurses (n = 23; 76.7%) and intensivists (n=7; 23.3%). The aver-
age years of practice experience within the study ICU was 12.2 
years (SD = 6.4 years). One-third of all participants (n = 10) 
had worked at another ICU prior to their current work at the 
study site.

The established consensus threshold of 70% agreement in 
ranking any of the 32 ICU safety priority statements was not 
reached. The highest level of consensus was 56.7%, that is, 17 
participants agree that a patient safety priority was to ‘develop 
a standardized patient handoff tool.’ The highest median rank-
ing of agree strongly was attributed to two statements. The first 
statement was “establish patient care protocols for prone posi-
tion ventilation.” The second statement was “improve pain and 
agitation management.” Responses to the open-ended question 
addressed human factors, mobility, healthcare provider educa-
tion, and clinical tools and processes.

Round 2 
Nineteen of the 30 Round 1 experts completed and returned 
the R2Q, representing a response rate of 63.3%. This group of 
registered nurses (n = 13; 68.4%) and intensivists (n = 6; 31.6%) 
had an average of 11.6 years (SD = 5.9 years) work experience at 
the study ICU. Nearly one-quarter of the experts reported work 
experience at another ICU (n = 5).

Greater than two-thirds of the experts assigned a ranking of 
agree to the following three safety priority statements: encour-
age reporting of incidents into the incident reporting system, 
develop guidelines for appropriate choice and use of patient 
lifts, and encourage incident reporting for injuries related to 
restraint use (Table 1). Although these statements reached the 
set 70% group consensus parameter, and are thus clinically rel-
evant, it was deemed important to identify those statements 
that reached consensus at a ranking above agree. To this end, 
the discrete Round 2 rankings for agree strongly and agree very 
strongly were collapsed for each individual statement into a 
new ranking labelled agree most strongly (Table 1). More than 
70% of the experts agreed most strongly that the patient safety 
priorities for the study ICU setting were 1) improve pain and 
agitation management, 2) incorporate a checklist into the bul-
let-round reporting tool, and 3) implement use of visual cues 
for high-risk lines. 
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Table 1: Round 2 ranking of ICU patient safety statements at the level of agree and above

Abbreviated Round 2 Questionnaire Statements Ranking of Agreement n (%)

Agree Agree Most Strongly

Increased use of simulation for complex and infrequently encountered skills 9(47.4) 7(36.8)

Develop a nurse assignment decision making tool 12(63.2) 2(10.6)

Review the ICU nurse orientation program to identify gaps 11(57.9) 7(36.8)

Assess learning needs of all ICU staff 11(57.9) 7(36.8)

Increase use of multidisciplinary team simulation training 8(42.1) 7(36.8)

Promote volunteer critical care nursing specialty certification 12(63.2) 5(26.3)

Incorporate a checklist into the bullet-round reporting tool 4(21.1) 14(73.7)**

Establish patient care protocols for prone position ventilation 7(36.8) 12(62.3)

Improve standardized protocols and transfer orders 8(42.1) 8(42.1)

Initiate discharge planning shortly after ICU admission 9(47.4) 4(21.1)

Develop a standardized patient handoff tool 9(47.4) 6(31.6)

Develop a process to identify and address family members’ immediate needs 10(52.6) 5(26.4)

Involve family shortly after ICU admission in the anticipated discharge plan 13(68.4) 2(10.5) 

Implement standardized criteria for mobilization 13(68.4) 5(26.3)

Optimize use of the ventilator-associated pneumonia care bundle 13(68.4) 5(26.3)

Develop a standardized intra-hospital patient transport decision tool 10(52.6) 2(10.5)

Develop clinical pathways to manage care of patients 9(47.4) 1(5.3)

Implement delirium prevention and management strategies 9(47.4) 9(47.4)

Improve pain and agitation management 4(21.1) 15(79.0)**

Improve daily spontaneous awakening trials with spontaneous breathing trials 11(57.9) 8(42.1)

Explore clinically required daily order for chest x-rays 11(57.9) 6(31.6)

Improve the use of established ventilator weaning standards and protocols 13(68.4) 6(31.6)

Implement use of visual cues for high-risk lines 5(26.3) 14(73.7)**

Advocate for drug infusions in pre-filled syringes 8(42.1) 3(15.8)

Explore strategies for early identification of drug-drug interactions 13(68.4) 3(15.8)

Initiate visual and auditory cues for completion of time-dependent tasks 5(26.3) 3(15.8)

Place severely ill patients near nurses’ station 10(52.6) 7(36.8)

Develop patient/family incident disclosure guidelines 12(63.2) 4(21.1)

Expand morbidity and mortality rounds 10(52.6) 4(21.1)

Encourage reporting of incidents into the incident reporting system 14(73.7)** 4(21.1)

Advocate for timely diagnostic/laboratory services 6(31.6) 12(63.2)

Investigate barriers to timely supply of medications 9(47.4) 10(57.9)

Effectively communicate changes to policies/procedures* 13(68.4) 3(15.8)

Inclusion of allergy information in automated medication dispensing system* 8(42.1) 7(36.9)

Review patient restraint use* 10(52.6) 5(26.3)

Request review of process for timely access to critical lab values* 5(26.3) 10(52.7)

Review current medication documentation process and practices* 11(57.9) 4(21.1)

Review break coverage during periods of patient high acuity* 11(57.9) 4(21.1)

Implement multidisciplinary staff debriefing following critical events* 6(31.6) 12(63.2)

Develop guidelines for appropriate choice and use of patient lifts* 14(73.7)** 2(10.5)

Encourage incident reporting for injuries related to restraint use* 14(73.7)** 3(15.8)

Examine evidence regarding the use of central line with all vasopressors* 6(31.6) 9(47.4)

Note. * denotes statements identified by experts during Round 1; ** denotes ranking with at least 70% consensus of experts
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Discussion and implications
The organization where this study was conducted values con-
tinuous quality improvement, pursued through internal 
improvements and measured through external assessments. 
In addition to receipt of positive evaluative feedback regard-
ing the setting’s alignment with provincial ICU practices, there 
was interest in identifying those actions that had the potential 
to further strengthen the current repertoire of safety practices. 
The findings of this study identified three specific strategies 
related to the implementation of clinical tools and processes 
that had the potential to enhance patient safety from the per-
spective of expert registered nurses and intensivists. Although 
registered respiratory therapists were invited to participate in 
this study, no completed surveys were received from this group, 
decreasing the heterogeneity of the study sample. This study 
could have been strengthened through participation of respi-
ratory therapists for the purpose of eliciting their perceived 
priorities about patient safety relative to their scope of prac-
tice. The following discussion addresses the three strategies that 
more than 70% of the study experts ranked as the highest prior-
ity for enhancing patient safety. 

Pain and Agitation Management 
Undertaking efforts to improve pain and agitation manage-
ment for patient safety is supported by other authors (Barr et 
al., 2013; Davidson, Winkelman, Gélinas, & Dermenchyan, 
2015). The use of standardized pain and agitation assessment 
tools and treatment protocols has been reported to improve 
pain and agitation management for ICU patients (Registered 
Nurses Association of Ontario, 2013). As a result of this study, 
work has been initiated in the study setting to address pain 
and agitation management. Recently, a validated pain assess-
ment tool for use with an ICU population has been adopted. In 
addition, standing medical orders for pain and agitation man-
agement have been updated to reflect best practices.

Further actions to advance patient safety relative to pain 
and agitation management include staff education to sup-
port implementation of tools, protocols, and measurement of 
patient outcomes. Specific to pain management, Tawfic and 
Faris (2015) emphasize the benefits of acute pain service teams 
in providing specialized support for improved patient out-
comes. Within the study site, there is an opportunity to advance 
patient safety by exploring models of collaboration between the 
hospital-wide acute pain service and ICU clinicians to promote 
application of specialized knowledge.

Checklist into the Bullet-Round Reporting Tool 
The Canadian Patient Safety Institute (2011) identified the 
importance of effective healthcare communication for patient 
safety in high-risk environments. In the study setting, the 
use of a bullet-round reporting tool, which follows a system 
approach, is intended to facilitate communication among all 
involved healthcare team members. The inclusion of a check-
list to structure this dialogue was perceived by experts as 
having the potential to enhance the ICU’s repertoire of patient 
safety practices. The use of checklists is supported by other 

researchers as an initiative to promote the comprehensive-
ness of healthcare provider communication for patient safety 
(Byrnes et al., 2009). Further, the Canadian Association of 
Critical Care Nurses (2009) identified the importance of col-
laborative practice whereby each healthcare team member is 
valued and contributes to continuity in patient care for safety. 
The addition of a list of items specific to each system reviewed 
during bullet-round dialogue has the potential to prompt con-
cise and comprehensive communication about each patient.  
The current bullet-round reporting tool now includes a check-
list informed by best practices, such as deep venous thrombosis 
prophylaxis, stress ulcer prophylaxis, and sedation review.

Visual Cues for High-Risk Lines 
Canadian researchers, Cassano-Piché, Fan, Sabovitch, Masino, 
and Easty (2012) identified the high risk associated with the 
administration of multiple IV infusions. To mitigate patient 
harm, they recommended line identification. They caution, 
however, that inconsistent labelling practices can lead to con-
fusion and, thus, potentiate errors. The experts in this study 
support implementing the use of visual cues for high-risk lines. 
This finding has the potential to guide the work of the ICU 
improvement team. 

Conclusion
Optimizing patient safety in the ICU environment is a complex 
undertaking that can be informed by review of the evidence 
and expert opinions. The Delphi approach, as described in this 
paper, was conducive to eliciting shared perspectives among 
experts about experiential and evidence-informed patient 
safety priorities. The shared perspectives were readily trans-
lated into three pragmatic priorities to advance patient safety 
practices in a northern Ontario ICU. The process and findings 
of this study have the potential to stimulate dialogue about and 
inform efforts to enhance patient safety in other Canadian ICU 
settings.	
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Inter-hospital transfer of critically ill patients
By Chad Lorenzo Doucet, BScN, RN, Ann Rhéaume, PhD, RN, and Tina Breckenridge, MN-APL, RN

Abstract

The transfer of critically ill patients to another healthcare 
facility is sometimes necessary. These patients may require 
special consultations or additional resources not available 

at the referring facility (Gupta & Mueller, 2015). Unfortunately, 
transferring critically ill patients is not without risk (Almeida et 
al., 2012; Fanara, Manzon, Barbot, Desmettre, & Carpellier, 2010), 
and the decision whether or not to transfer must include a metic-
ulous evaluation of potential risks and benefits (Kulshrestha, & 
Singh, 2016). Studies indicate that 70% to 91% of incidents, such 
as arrhythmias or ventilation-related events, could be prevented 
through better preparation prior to initiating the transfer (Fanara 
et al., 2010; Ligtenberg et al., 2005).

From 2014 to 2016, approximately 13% of critically ill patients 
admitted to the Chaleur Regional Hospital’s (CRH) intensive care 
unit were transferred to another healthcare facility. The CRH is a 
small rural hospital with 215 beds in northern New Brunswick. 
More than half of these patients were transferred by ambulance 
and accompanied by a critical care educated nurse or by New 
Brunswick’s specialized air transfer team. The use of the special-
ized air transfer team occurs because of the lack of resources (e.g., 
shortage of personnel) or the reluctance of staff nurses to accom-
pany the patient. A better understanding of the staff`s reluctance 
to participate in inter-hospital transfers was needed. We con-
ducted a needs assessment to identify gaps within the system to 
ensure quality care of patients during transfers.

Literature Review
Prior to the needs assessment, a literature review was completed 
using CINAHL, PubMed and Summon databases. The follow-
ing key words: interhospital, inter hospital, transport, transfer, 
standard, best practice, guidelines and recommendation were 
used. A review of the literature revealed a number of risks asso-
ciated with inter-hospital transfer. Most incidents that occur 
are related to the transfer team, preparation for transfer, or in 
transit issues (Clinical Excellence Commission [CEC], 2013). 

The decision to proceed with an inter-hospital transfer exposes 
the patient, as well as staff members to risks (Kulshrestha, & 
Singh, 2016). Incidents, or adverse events, occur in 70% of trans-
fers (Droogh, Smit, Absalom, Ligtenberg, & Zijlstra, 2015). 
Reported complications during transfer include cardiovascular 
events such as hypotension, hypertension, arrhythmia, and respi-
ratory problems such as inadequate mechanical ventilation and 
oxygen desaturation (Droogh et al., 2015). Other adverse events 
are related to equipment issues such as damage or malfunction, 
power outages, medical gas supply or missing equipment (Droogh 
et al., 2015). Nonetheless, 70% to 91% of incidents and adverse 
events can be prevented through better preparation and commu-
nication (Flabouris, Runciman, & Levings, 2006; Ligtenberg et al., 
2005). 

The appropriate skill level and skill of transfer personnel must 
meet the patient’s needs (CEC, 2013). Warren et al. (2004) set out 
minimum guidelines relating to the accompanying personnel. 
A minimum of two trained healthcare staff should accompany 
a patient who is critically ill during inter-hospital transfer. 
Moreover, the person in charge should be either a physician or 
a nurse with specialized inter-hospital transfer training. In the 
event where a doctor cannot accompany the patient, a means of 
communication must be available in order to contact the sending 
physician. If problems in relation to communication are expected, 
advanced directives in the form of explicit medical prescriptions 
or protocols, must be available for the transfer personnel in order 
to implement lifesaving actions if necessary (Warren et al., 2004; 
Whiteley, Macartney, Mark, Baratt, & Blinks, 2011). Therefore, 
the transfer team must prepare adequately prior to departure. 

Preparation issues often stem from inadequate resuscitation, 
stabilization, and clinical assessment, as well as inadequate com-
munication (CEC, 2013). Several authors encourage clinicians to 
proceed with a meticulous assessment, as well as adequate stabili-
zation (Warren et al., 2004; Whiteley et al., 2011). Rural hospitals, 
in particular, must promptly start treatments in order to identify 

Background: The transfer of critically ill patients from rural hos-
pitals to larger urban hospitals is sometimes necessary. Nursing 
staff in a rural hospital in northern New Brunswick often hesitate 
to participate in inter-hospital transfers. 

Aim: To better understand why nurses in our centre are reluctant 
to participate in inter-hospital transfers.

Methods: A needs assessment was conducted through semi-struc-
tured interviews (n=8) with nurses working in an intensive care unit. 

Results: Analysis of the data revealed three major themes: scope 
of practice, infrastructure, and collaboration. Preparation and 
coordination emerged as an underlying pattern throughout each 
of the identified themes.

Discussion: Four recommendations were made based on the 
themes: 1) address concerns relating to nurses’ scope of practice 
during inter-hospital transfer, 2) develop and implement clear pol-
icies and procedures for inter-hospital transfers, 3) develop and offer 
comprehensive training/orientation on the role and responsibilities 
of the nurse during inter-hospital transfer, and 4) develop clinical 
tools in order to facilitate the standardized provision of care during 
inter-hospital transfers. These recommendations are aimed at reduc-
ing the nurses’ hesitation to take part in inter-hospital transfers.

Conclusion: Other small rural hospitals may be facing similar 
challenges. The results of this needs analysis may increase our 
understanding of the factors influencing nurses’ readiness to take 
part in inter-hospital transfers. 

Doucet, C., Rhéaume, A., & Breckenridge, T. (2017). Inter-hospital transfer of critically ill patients. Canadian Journal of Critical Care Nursing, 28(4), 25–28.
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and treat life-threatening conditions prior to departure (Feazel et 
al., 2015). Once essential treatments are initiated and the patient’s 
condition is stabilized, inter-hospital transfer can be considered.

Many different problems can arise during transit because of 
communication and coordination issues (CEC, 2013). Unclear 
communication with the receiving facility, as well as equipment 
failure should be anticipated (Warren et al., 2004). The patient’s 
nurse must contact the nurse who will be taking the patient at the 
receiving facility in order to give a report. Relevant information 
from the patient’s medical records, including the summary report 
of the admission and diagnostic test results are copied and sent with 
the accompanying staff. However, collecting these documents and 
information should not delay transfer. In-transit issues also include 
the appropriateness of the mode of transport, and the availability 
and reliability of the equipment (CEC, 2013). Several authors have 
examined the underlying causes associated with transit incidents. 
Flabouris et al. (2006) identified haste, equipment malfunction and 
failure to proceed with necessary interventions as contributing to 
incidents. On the other hand, the skills of transfer staff, teamwork, 
equipment verification, patient monitoring, luck and effective 
interpersonal communication reduce adverse events. These factors 
might partially explain nurses’ reluctance to take part in transfers.

Method
Data were collected for the needs assessment through 
semi-structured interviews. The purpose of the interviews was 
to 1) explore current practices related to transfers, and 2) iden-
tify potential solutions to identified needs (Sarti et al., 2014). 
The interview guide was developed after reviewing current lit-
erature on inter-hospital transfers. The interview guide was 
validated by a clinical expert. The guide included four questions 
and each question contained probing elements (Table 1).

This needs assessment targeted intensive care unit (ICU) nurses 
who are required to accompany critically ill patients during 
inter-hospital transfers. A quota sampling method was used to 
recruit eight ICU nurses at the CRH through the clinical nurse 
resource, and all of these nurses agreed to participate. Benner’s 
stage of clinical competence was used to select an equal num-
ber of nurses from advanced beginner to expert (Benner, 2001). 
Nurses with different levels of clinical experience were selected in 
order to maximize representation (Grove, Burns, & Gray, 2013). 

Initial contact with the nurses was done by email. The email 
was sent to all staff by the intensive care’s resource nurse. 
However, the email indicated that only eight nurses would be 
recruited. Verbal consent for participation and audio recording 
was obtained prior to each interview. The needs assessment is 
part of a quality improvement project within the ICU setting 
and, as such, was not considered for ethics review. Nurses were 
informed that they could withdraw from the interview at any 
time with no consequences. The interviews were conducted in 
both French and English, and the interviews ranged from six 
to 35 minutes. The data were transcribed and thematic analysis 
was done, guided by Vaismoradi, Turunen and Bondas (2013).

Results
Three major themes describing nurses’ experiences of inter-hos-
pital transfer were identified from the interviews: scope of 

practice, infrastructure and collaboration. Four of the inter-
views were in French; all the French verbatim quotes were 
translated to English and validated by a second person. 

Scope of Practice
Six nurses were uncertain about their scope of practice within 
the context of inter-hospital transfer. Uncertainty regarding pro-
fessional boundaries, legal limits, and specific responsibilities 
were most common. For many nurses, this created anxiety and 
self-questioning both during the transfer and after. Concerns 
were more prominent among less-experienced nurses who feared 
being reprimanded if they failed to intervene when the patient 
required complex treatment beyond what they were allowed to 
do. Scope of practice issues largely explained nurses’ hesitation 
to participate in inter-hospital transfers. Furthermore, there were 
significant discrepancies among nurses’ beliefs about what they 
could or could not do during inter-hospital transfer.

What are we legally allowed to do in an ambulance? 
Because I’ve had some heresay, you follow your ACLS, 
and you’re allowed to give Epi and all that, but then other 
nurses say no it still took the doctor’s order. You know 
that— that can be a big deal behind a transfer if something 
went wrong. Like legally, what are we actually allowed to 
do? I don’t know. Yeah (small laugh). (Nurse 1)

On the other hand, experienced nurses appeared more comfortable 
with the ambiguities surrounding scope of practice. Experience 
allowed them to anticipate potential needs and adequately prepare 
for complex situations arising during transfers. One nurse stated 
that experience was very important, as it permitted her to give 
individualized care to the patient’s needs. Moreover, several nurses 
stated that experience was essential to the development of critical 
thinking, which was required during transfers.

Peer advice, both before and after the transfer, was very important 
to the nurses. Experienced nurses guided newer nurses in relation to 
different scenarios that they may face and the corresponding breadth 
of interventions that they could do. Many nurses referred to other 
staff in order to clarify perceived ambiguities prior to departure. 

The day I did the one transfer, I think I must have asked 
about three people like “Ok, if I do this, do I need to do this? 

Table 1: Interview guide 
1.	 Tell me about your inter-hospital transfer experiences of a 

critically ill patient.
a.	 Could you give an example of a transfer that went well. 

Why did it go well?
b.	 Could you give an example of a transfer that didn’t go well. 

Why did it not go well? 
c.	 Did you feel at ease providing safe care on a transfer? Why?

2.	 What guides your practice during the inter-hospital transfer 
of a critically ill patient?
a.	 Are there available resources such as clinical tools, policies / 

procedures, documentation, training or checklists?
b.	 Do these work well?

3.	 What are the areas for improvement related to inter-hospital 
transfers?
a.	 What could be done? Why? 
b.	 Are you able to identify resources that may help you?

4.	 Are there elements or experiences you want to add or share?
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Or if there’s anything special, can I give this?” And… You’re 
just kinda’ getting their input from people who’ve done it 
more often than myself… (Nurse 2)

However, for some nurses, being alone during inter-hospital 
transfer did not allow them to rely on mentors when most needed 
and this was very stressful. One identified strategy was for junior 
nurses to accompany a more experienced nurse during inter-hos-
pital transfer in order to acquire relevant knowledge and expertise.

Infrastructure
All nurses indicated that clear guidelines to ensure safe and 
competent care were lacking. Moreover, many were unaware 
of the existence of guidelines relating to specific aspects of care 
such as patient assessment, documentation, and protocols in 
case of clinical deterioration. They believed that clarifying the 
hospital guidelines relating to inter-hospital transfer to be nec-
essary in order to improve transfers. 

—’cause I just feel like you go in blind, almost, like there’s 
no real instructions given, even if you would ask for I know 
instructions, like there’s none real given and you like, you’re 
almost driven on the wind. (Nurse 1)

Nurses believed training would improve their skills, over-
all transfer readiness, and the quality of care during transfers. 
For some, the training would include information regarding 
the role and responsibilities of all team members, documenta-
tion, and transfer guidelines. Others stated that training could 
include a general orientation to the physical environment of the 
ambulances currently used by the province’s paramedics. The 
unfamiliarity of the ambulance was very stressful for nurses.

Nurses thought that standardized clinical tools would be 
very helpful for the management of inter-hospital transfers. 
Specifically, checklists designed for the verification of the trans-
fer bag, patient care, transfer preparation and coordination 
were identified. Six nurses were uncertain of the transfer bag 
contents. Periodic verification of the transfer bag’s contents was 
considered beneficial, and that a checklist would help them to 
become familiar with the bag’s contents and to identify expired 
medication prior to departure.

Collaboration 
The majority of nurses believed that collaboration within the 
interdisciplinary team was integral to successful inter-hospital 
transfers. Both the referring hospital’s physician and paramedics 
were key team members to successful transfers. Physician collab-
oration was seen as the important aspect of transfer preparation 
and obtaining comprehensive medical orders prior to departure 
was critical to good transfer management. Missing orders after 
departure were worrisome, since time is quite limited in the event 
of a complication. Many nurses were uncertain which physician 
was responsible for the patient during transfer. Some would use 
the direct line to call the receiving emergency department’s phy-
sician while others would call the referring physician. One nurse 
stated “I’m not sure who I’m supposed to get orders from or where 
the orders are supposed to come from” (Nurse 3). Close collabo-
ration with paramedics had a positive impact on the transfers. 
For some nurses, a prerequisite for a collaborative relationship 
was the clear delineation of each person’s role. Nonetheless, three 

nurses viewed collaboration with paramedics as being stressful 
and stated being uncertain about the paramedic’s scope of prac-
tice and the division of responsibilities. 

More than half of the nurses perceived communication as having a 
positive impact on inter-hospital transfer, but that lack of commu-
nication could be quite problematic. Five nurses stated that clear 
communication is essential for transfer preparation and coordi-
nation. For instance, information pertaining to where the critical 
patient needs to go, or what to do and who to call if the patient’s 
condition deteriorates were considered important. Proper commu-
nication with the receiving facility was articulated by three nurses 
as essential to the overall management of inter-hospital transfer. 

There was a lot of miscommunications. I went to one hos-
pital for a procedure with a patient, left, went back to the 
same hospital for another portion of the procedure, left, 
came back. It was three times that I’d left the same hospital 
and I actually ended up sitting in the driveway of the hospi-
tal with the patient for an hour and a half—in the back of 
an ambulance, the patient was vented and stuff. (Nurse 3)

Discussion
The needs assessment helped to identify several gaps in relation 
to inter-hospital transfers at the CRH and also identified poten-
tial solutions that could improve care during transfers. As part 
of this practice improvement initiative within the ICU, four rec-
ommendations are proposed. These were identified by nurses 
as being essential to the provision of safe, competent care, but 
should not be generalized to other centres.

The first recommendation is to address concerns relating to 
the nurse’s scope of practice during inter-hospital transfer. This 
recommendation could be implemented quickly and directly 
addresses nurses’ concerns. Most nurses indicated that uncertain-
ties relating to scope of practice largely explained their hesitation 
to participate in inter-hospital transfers. Although the literature 
does not specifically address the clarification of nursing’s scope 
of practice, several authors emphasize the importance for admin-
istrators to provide clear guidance (Valentin & Schwebel, 2016). 
Also, the provincial nursing regulatory body could address the 
concerns regarding scope of practice during transfers. 

The second recommendation is to develop and implement clear 
transfer guidelines, as the lack of guidelines impeded nurses’ will-
ingness to take part in complex situations. Specifically, protocols, 
policies and procedures would reduce the perceived ambiguity. 
Current research supports the use of clear policies and proce-
dures as an essential part of inter-hospital transfers (Almeida et 
al., 2012; Gupta & Mueller, 2015) and part of adverse event 
prevention (Fanara et al., 2010). Further movement towards 
regionalization of care will likely increase demands of inter-hos-
pital transfer of critically ill patients from rural to urban hospitals 
(Feazel et al., 2015). For this reason, larger regional hospital 
administrations need to develop a consistent approach to meet 
future demands (Valentin & Schwebel, 2016).

Third, comprehensive training/orientation for inter-hospital 
transfer should be developed to facilitate safe and competent 
care during transfers. Almeida et al. (2012) indicate that train-
ing plays an important role in the reduction of adverse events 
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during transfers. The training of the accompanying person is 
an important indicator of the quality of care received during 
inter-hospital transport (Bion & Manji, 1995). According 
to Droogh, Smit, Absalom, Ligtenberg and Zijlstra (2015), 
adverse events are mostly due to limited knowledge of transfer 
personnel and communication issues. Moreover, many nurses 
at the CRH benefited from sharing experiences with each other, 
which helped guide nursing practice during transfers.

Finally, the development and implementation of clinical tools to 
facilitate the standardized provision of care during inter-hospi-
tal transport is recommended. The majority of nurses indicated 
that clinical tools would facilitate the management of responsi-
bilities during inter-hospital transfer. Likewise, many authors 
have identified checklists as being effective tools that may guide 
transfer of critically ill patients (Fanara et al. 2010; Ligtenberg 
et al., 2005; Valentin & Schwebel, 2016; Warren et al., 2004). 
The use of checklists also corresponds to an important tool 
that may reduce the number of adverse events during transfers 
(Fanara et al., 2010; Valentin & Schwebel, 2016). 

Conclusion
The needs assessment provides valuable information to 
improve the provision of safe, competent care during 

inter-hospital transfers at the CRH. Three major themes 
describing nurses’ perceptions of inter-hospital transfer were 
identified, from which four recommendations are proposed. 
These recommendations are aimed at reducing the intensive 
care nurses’ hesitation to take part in inter-hospital transfers at 
the CRH. Future studies should explore the factors influencing 
nurses’ readiness in rural hospitals to participate in transfers. 
Conversations have already begun to develop a formal training 
program at the CRH.	
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The crucial link in successful smart pump 
adoption: The critical care nurse
By Timothy P. Kavanagh BScN, RN, Elizabeth Tse, BScN, RN, and Rachel R. Vitoux, MBA, MSN, RN, CPHIMSS

Abstract

The past 15 years have seen extraordinary advance-
ments in IV infusion pump technology, from smart 
pumps with dose error reduction software to those with 

wireless integration capabilities. These advancements were 
introduced to reduce the number of infusion-related adverse 
drug events, the frequency of which has been estimated to 
be between 265,000 and 500,000 annually (Trbovich, Jeon, & 
Easty, 2009). However, smart pumps alone do not guarantee 
enhanced safety, and those implementing smart pump technol-
ogy have not consistently followed best practice processes for 
adopting and integrating this technology into practice (Karsh, 
2004; Trbovich et al., 2009). 

Improved patient safety outcomes are only possible when key 
individuals are involved in the adoption of smart pump tech-
nology. Critical care nurses are positioned to be key leaders in 
this safety initiative. They bring unique insight and can have 
the greatest impact throughout the pump adoption process 
because the majority of high-alert medication titrations and 
pump-related errors, as well as preventable IV adverse drug 
events, occur in critical care units (Bates et al., 1995; Goulding 
& Bedard, 2015; Murdoch & Cameron, 2008; Nuckols et al., 
2008; Rothschild et al., 2005).

Traditionally, the critical care nurse participates, as part of an 
interdisciplinary team, providing input on drug library devel-
opment, the implementation roll-out, and ongoing use of 
smart pumps (Institute for Safe Medication Practices [ISMP], 
2009). However, the treatment of a smart pump implementa-
tion as a safety initiative requires a strong clinical team leader, 
committed to a culture of safety, with an understanding of the 
day-to-day workflow with smart pumps, and appreciation of 
the impact of change on the daily routine. Most importantly, 

this person must be someone who will continually advocate 
for the end users of smart pumps—the front-line nurses—and 
for their patients who will benefit from the safer medication 
administration practices. The critical care nurse is the ideal 
choice to lead the interdisciplinary team towards the goal of 
enhanced patient safety.

The authors in this paper describe the key components of a suc-
cessful smart pump adoption process, focusing on the crucial 
role of the critical care nurse as a communicator, collaborator, 
and leader in the pursuit of improved patient safety, and out-
lines the role of the critical care nurse at each stage, from the 
selection of the right smart pump technology and related capa-
bilities to drug library development, education, and continuous 
process improvement.

Evaluation and selection
Institutions understand the need for nursing collaboration in 
the evaluation and eventual selection of equipment for their 
units (Harding, 2012; Longshore, Smith, & Weist, 2010). 
However, the impact of a change in both equipment and prac-
tice in the critical care is significant due to the high incidence of 
IV infusions and associated pump alerts and errors in the ICU 
(Murdoch & Cameron, 2008). Throughout the smart pump 
evaluation and selection process, the critical care nurse criti-
cally evaluates the core capabilities of any proposed equipment 
with a critical eye and determines how the practical applica-
tion of smart pump technology will affect the workflow in a 
fast-paced, high-tech environment infusing high-alert medica-
tions. To help identify potential obstacles to successful smart 
pump adoption, the following questions should be asked: Is the 
user interface intuitive? Is there a protocol for drug library use 

Smart pumps have been designed to improve patient outcomes 
by reducing the number of adverse drug events related to intrave-
nous (IV) pump medication administration. Smart pump-related 
technology such as two-way communication and integration with 
an electronic medical record system enable wireless drug library 
updates, automatic programming, and automatic documenta-
tion. These tools are available to critical care nurses to address 
problems related to manual processes while real-time dashboards 
and retrospective data collection allow for identification of trends 
to support ongoing process improvement. Adoption of smart 
pumps and related technologies is a major paradigm shift requir-
ing ongoing communication, collaboration, and partnership to 

achieve sustainable impact on patient safety outcomes. In this 
paper, the authors discuss the phases of a smart pump adoption 
process and outline the role of the critical care nurse at each stage, 
from the selection of the right smart pump technology and related 
capabilities to drug library development, education, and contin-
uous process improvement. The authors conclude that the critical 
care nurse is best positioned to take the lead in this safety initia-
tive to achieve patient safety outcomes and zero IV pump-related 
errors.

Key words: critical care nurse, smart pump technology, 
medication safety, continuous process improvement, outcomes, 
real-time data

Kavanagh, T.P., Tse, E., & Vitoux, R.R. (2017). The crucial link in successful smart pump adoption: The critical care nurse. Canadian Journal of Critical Care 
Nursing, 28(4), 29–34.



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

and when it can be bypassed? Is dual verification for specific 
drugs and/or soft limit overrides required? When transferring 
patients, what is the procedure to change the care unit library? 
How is feedback on drug library parameters received from end 
users? Is the process for making drug library changes manual 
or wireless? How are drug library updates communicated and 
how is it verified that all pumps are updated with the current 
drug library during active infusions? Once these questions have 
been addressed, the critical care nurse can help determine if the 
institution is ready to adopt and fully benefit from advanced 
smart pump capabilities, including but not limited to the fol-
lowing technologies. 

Wireless Drug Library Updates
The ability to update the drug library wirelessly has long been 
identified as an essential smart pump selection criterion (ISMP, 
2009). Manually updating the drug library is both a labour- 
and time-intensive process and regular maintenance of the 
drug library is imperative for compliance and patient safety 
initiatives. However, additional personnel and resources are 
necessary to ensure ongoing success. 

Electronic Medical Record (EMR) Integration 
Two-way communication between integrated smart pumps 
and the EMR enables three automated processes: (a) program-
ming, (b) documentation, and (c) notification. These processes 
integrate pump capabilities with computerized provider order 
entry (CPOE), bar code medication administration (BCMA) 
technology, and the institution’s EMR system for a compre-
hensive IV medication management system. The critical care 
nurse is best positioned to understand the advantages and dis-
advantages of these automated processes and evaluate whether 
the institution is ready to adopt two-way communication and 
EMR integration into the current clinical workflow and current 
practice.

Programming. Automatic programming allows an infusion 
order entered via the CPOE to be sent to the pump using 
BCMA technology. This avoids manual programming and 
helps to ensure the “right patient” receives the “right medica-
tion” and the “right dose” at the “right time” (Beattie, 2005). 
Automatic programming requires the nurse to use a handheld 
bar code scanning device to scan his or her clinician identifica-
tion badge, the patient’s identification bracelet, the medication 
label, and the smart pump itself. Following these steps the 
infusion order is sent to the pump. The nurse then verifies 
key parameters including the drug name, concentration, and 
dose rate, and starts the infusion. In the critical care setting, 
many infusions require dose and/or weight-based calculations 
that demand several steps in a manual programming system. 
Automatic programming could significantly enhance efficiency 
and safety. However, given the use of high-alert medications 
in critical care, clinical leaders will need to address potential 
workflow challenges with the high number of titrations to 
patient effect, what to do in urgent/code situations, and how to 
address ongoing fluctuations in a patient’s weight. 

Documentation. Automatic documentation has the poten-
tial to save significant critical care nursing time. This feature 

transmits infusion data from the smart pump to the patient’s 
electronic medical record, which is then verified by the bed-
side nurse. This transmitted data may include start and stop 
date and time, changes to dose and rate, total volume and dose 
infused, when the infusion was placed on hold/standby mode, 
bag and syringe changes and all loading doses and boluses 
administered. 

It has been reported that as much as one hour of nursing time 
is spent charting for every hour of patient care (American 
Hospital Association, 2010). Automatic documentation offers 
instant and accurate charting that decreases nursing time spent 
manually tracking and recording infusion data. For critical care 
nurses, this could be a significant advantage. The automated 
documentation feature records all inputs from all of the con-
tinuous and intermittent infusions for shift and dose totals, 
allowing the nurse to verify, electronically sign and enter the 
data into the electronic medical record with a click of a mouse. 
In addition to the time that is saved, automatic documentation 
enables the nurse to backtrack and view accurate time records 
of titrations and/or boluses following an urgent or code situa-
tion. This can eliminate the need to keep error-prone, manually 
produced paper records that must be transcribed to charts. 
Automatic documentation has the added benefit of combining 
the infusion data with data from other integrated systems, such 
as vital sign monitors and lab results, to provide a fuller picture 
of the patient’s status at any given time.

The critical care nurse leading the selection team must also 
consider the limitations of the technology, including whether 
all infusion data can be sent, if data is sent in real time or only 
at specific intervals, and how data is recorded if there is loss of 
pump-server communication, (such as during transport).

Notification. Finally, automatic notification can improve alarm 
management and safety. The automatic notification feature 
remotely alerts critical care nurses of pump alarms by send-
ing a message to the server, which then transmits the message 
to a mobile device or other application. This is particularly 
important in the critical care environment, where alarm inci-
dence has been reported to be as high as 45 times per patient 
per hour (Cho, Kim, Lee, & Cho, 2016) with as many as 77% 
of these critical care alarms perceived as ineffective or ignored 
(Görges, Markewitz, & Westenskow, 2009). The types of alarms 
transmitted can be customized making it possible to prioritize 
and escalate key alarms directly to the nurse, which can help 
improve response time to address critical infusions.

During the implementation phase, the critical care nurse is best 
positioned to lead the creation of a standard decision chain for 
alarm prioritization and appropriate response. The critical care 
nurse has a unique understanding of how a smart pump and 
its associated capabilities of automatic programming, auto-
matic documentation, and automatic notification might impact 
nursing workflow, efficiency, and safety in one of the most 
challenging clinical environments. This perspective makes the 
critical care nurse the ideal person to play a lead role in the 
evaluation and selection phase of smart pump adoption.
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Implementation
Drug Library
Drug library development is one of two key processes in the 
implementation phase that influences whether a smart pump 
adoption is successful. (The second is the education plan, 
which will be discussed later in this paper.) “The establish-
ment of a safe, practical, and effective customized drug library 
is critical to the successful utilization of smart infusion pumps” 
(ISMP, 2009, p. 13). The collaboration with pharmacy pro-
vided by critical care nursing throughout the development of 
the drug library ensures the active voice of nurses in the pro-
cess and improves the likelihood of acceptance and use by end 
users (Karsh, 2004). Drug library use continues to be a major 
obstacle to achieving success after smart pump implementa-
tion, with low reported compliance rates of 8%–46% (Blum, 
2015; Breland, 2010; Siv-Lee & Morgan, 2007; Trbovich et al., 
2009). Involving nurses in the drug library creation process 
empowers staff to own the long-term success of this import-
ant infusion therapy patient safety initiative by encouraging 
ongoing participation in process improvements to achieve con-
tinuous improvement targets (Karsh, 2004; Vitoux, Lehr, & 
Chang, 2015).

The number of high-alert and high-risk IV medications 
administered by critical care nurses have provided them 
with the knowledge and expertise to contribute clinical 
input and leadership during the drug library development 
process. They work in collaboration with pharmacy to iden-
tify key areas of standardization, ensure alignment between 
policy and practice, establish relevant clinical advisories, set 
hard and soft dosing limits, and validate all aspects of the 
final drug library. 

Standardization. The development of a smart pump drug 
library can be the impetus for the standardization of med-
ication concentrations, dosing units/parameters, and 
medication administration practices. The use of standard con-
centrations for IV infusions simplifies and avoids dosing errors. 
Concentrations should be standardized across care areas as 
much as possible and limited to two per drug (ISMP, 2009) 
with exceptions made for specialty areas such as pediatrics 
with weight-based concentrations. This significantly impacts 
critical care where multiple concentrations are typically used. 
Dosing units should also be standardized to avoid the use of 
multiple dosing methods of the same drug, such as propofol in 
both mcg/kg/min and mg/hr. A key consideration during the 
standardization process is whether infusion policies and pro-
cedures reflect current clinical practices. The critical care nurse 
has extensive exposure to the institution’s ordering and admin-
istration protocols for specialty infusion practices including 
loading and bolus dosing, titrating/weaning to patient effect, 
as well as protocols for anticoagulation, thrombolytic therapy, 
sedation, pain, and insulin. This experience makes the critical 
care nurse vital to ensure that the final drug library mirrors cur-
rent practices. When accomplishing this, the critical care nurse 
must anticipate and minimize situations where work-arounds 
might occur, and create practical solutions to optimize institu-
tion-wide adoption.

Policy and practice alignment. Development of a smart pump 
drug library can reveal incongruence between policy and clin-
ical practice. At one hospital, an old insulin policy accounted 
only for insulin administered via IV push. But physicians and 
nurses in critical care followed a protocol for administering 
insulin bolus doses via the infusion pump when the patient 
was on insulin infusions. The critical care team leader identi-
fied this gap, revised the policy, and advised the pharmacist to 
activate the insulin bolus feature in the pump library, ensur-
ing safe delivery of insulin boluses on the pump. In another 
hospital, the pharmacy team restricted sodium bicarbonate 
administration to a primary infusion only. But critical care 
nurses had been using the piggyback mode to deliver the 
sodium bicarbonate loading dose, automatically reverting to 
the sodium bicarbonate primary infusion. In this example, crit-
ical care nursing did not assume a collaborative role in the drug 
library development, so this gap was missed, resulting in nurses 
bypassing the library to deliver sodium bicarbonate. Open 
communication and collaboration between nursing and phar-
macy was required to resolve the issue so that the library could 
be adjusted appropriately.

Effective clinical advisories. During smart pump program-
ming and use, clinical advisories provide critical medication 
infusion information at the time of drug selection. A pop-up 
advisory appears as the clinician programs the pump that must 
be acknowledged prior to advancing through the programming 
sequence. Because these advisories deliberately interrupt the 
sequence, they should provide new or unique practice infor-
mation necessary for safe administration. Examples of effective 
advisories include: “This infusion requires a 0.22 micron in-line 
filter,” “This infusion requires UV protection,” and “New stan-
dard concentration for this medication.”  The change to a new 
or single preparation can be a major shift in practice, especially 
if the concentration is different and results in new dosing rates.

Ineffective advisories can increase programming time by 
forcing the nurse to acknowledge redundant and ineffective 
advisories every time the drug is selected. Examples of ineffec-
tive advisories include: “high-alert drug” because most drugs in 
the library are high alert, “verification by two RNs” for all drug 
entries, and “change tubing every 24 hours” because this advi-
sory is only prompted at the initiation of therapy, not 24 hours 
later. Ineffective advisories can create an unnecessary burden 
that could lead nurses to view all advisories as non-credible and 
ignore them, or bypass the drug library all together. Critical 
care nurses can help identify where advisories will encourage 
best practices while eliminating those that would increase pro-
gramming time.

Soft and hard limits. The development of soft and hard limits 
for each drug entry can be very challenging and requires collab-
oration between critical care nursing and pharmacy. Soft limits 
provide a warning, but can be overridden, while hard limits 
cannot be bypassed. Titration and weaning practices often 
require doses below the low soft minimum limit or above the 
soft maximum limit. Soft minimum limits should be avoided 
for vasopressors such as dopamine or norepinephrine that 
are often weaned off in incrementally decreasing doses. Soft 
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maximum limits have been shown to be ineffective in prevent-
ing dosing errors because they can be ignored and overridden, 
whereas hard limits do not allow clinicians to proceed with 
an unsafe dose (Trbovich, Pinkney, Cafazzo, & Easty, 2010). 
However, many institutions are reluctant to impose hard lim-
its for fear of limiting dosing in emergency circumstances and 
compromising patient care. The Institute for Safe Medication 
Practices (2009) suggests initially setting hard limits to avoid 
catastrophic events, and evaluating and adjusting those limits 
over time in collaboration with the critical care nurse in order 
to better reflect safe dosing ranges. In a number of hospitals, 
the authors have observed high-risk medications that are often 
used in critical care settings, such as fentanyl, dopamine, nor-
epinephrine, esmolol, and diltazam, are initially set with a hard 
maximum limit of 9.9 times the regular dose to avoid a 10-fold 
programming error.

Drug library validation. A drug library validation workshop 
provides a forum for critical review of all drug library entries 
and configuration settings by clinical end users that helps to 
ensure that any issues with the drug library parameters are 
identified prior to deployment of the smart pumps. During the 
workshop, each entry in the drug library is reviewed by selected 
members of front-line staff to ensure that both the drug library 
reflects current medication administration practice and opti-
mizes safety and best practices. Common items for review 
include drug name and order in the list, concentrations, therapy 
modes, bolus options, soft and hard limits, and advisories. The 
drug selection and programming sequence on the pump can be 
verified by clinicians at this time to validate any care unit spe-
cific settings, default doses, and alarms. The workshop provides 
a forum for open communication and collaboration to evaluate 
and create new protocols, improve drug library workflow, and 
encourage standardization across care units. Adjustments are 
made, approved, and incorporated into the education plan.

Education Plan
Education is the second key component of successful smart 
pump implementation. Documented successful outcomes have 
required mandatory, hands-on training for all staff—as much as 
two-and-one-half hours training for super-users—supplemented 
with continuing education to maintain competencies and opti-
mize use (ISMP, 2009; Larsen, Parker, Cash, O’Connell, & Grant, 
2005; Longshore et al., 2010; Ruhl, 2013). Examples of educa-
tion plans include self-paced fundamental eLearning followed by 
classroom simulation-based learning lasting one to two hours. 

In the role as team collaborator, the critical care nurse commu-
nicates to all staff that the new technology is not “plug and play” 
and that the new smart pumps signify a fundamental shift in 
the workflow and nursing practice of medication administra-
tion. Successful implementation requires that the entire staff be 
engaged in a structured learning process that ideally includes 
simulation-based clinical scenarios where nurses will practise 
each step of medication administration from verification of 
orders and titrations to trouble-shooting and alarm manage-
ment (ISMP, 2009).

Because the extra programming steps to use the drug library 
have been shown to be a barrier to drug library use (Rothschild 

et al., 2005), training should include the importance of the 
new smart pump technology, as a key patient safety initiative 
(Edmondson, Bohmer, & Pisano, 2001; Longshore et al., 2010). 
Messaging and clarity of purpose for the new smart pump tech-
nology can help drive staff acceptance, positive attitudes, and 
accountability for success (Karsh, 2004). The critical care nurse 
must serve as a role model to his/her peers and patient advo-
cate during training, promoting the safety benefits of the drug 
library, and warning of the consequences of not fully adopting 
the new patient safety technology (Harding, 2012, Longshore 
et al., 2010). Beyond smart pump implementation training, 
the critical care nurse should continue to foster organizational 
commitment to the routine use of the smart pump capabilities 
in order for the focus to shift from the initial implementation to 
continuous infusion therapy patient safety.

Continuous process improvement
Collaborative Approach
The success of the smart pump technology requires an evolv-
ing process that includes a strategic and collaborative approach 
by nursing, pharmacy, biomedical, and information technology 
to support and sustain infusion safety. The continuous process 
improvement team will need to identify how to measure suc-
cess and establish achievable outcomes, such as drug library 
compliance, alert and alarm reduction, and medication error 
reduction. New protocols may need to be developed that take 
full advantage of smart pump technology with continual refine-
ment of soft and hard limits for specified drugs and care areas. 
Policies must be implemented for urgent versus routine drug 
library updates, and a committee established to determine the 
frequency and responsibility for reviews of the drug library 
(ISMP, 2009).

As new protocols are developed and the drug library is updated, 
the critical care nurse should play a key role in disseminating 
the information to front-line staff. Ongoing engagement from 
super-users and front-line staff is needed to avoid reverting 
to outdated and unsafe practices. Education for new staff and 
regularly scheduled review sessions for existing staff should be 
structured on the same principles of blended, simulation-based 
learning. 

New Insight Through Data Collection
Following implementation, the critical care nurse is positioned 
to support compliance monitoring, dosing error aversion, 
alarm management and infusion management efficiencies. 
Experience, observational skills, and good instincts are all help-
ful in this regard, but a system of smart pumps with two-way 
communication can provide the critical care nurse with new 
insight that can drive safer practice (ISMP, 2009). The critical 
care nurse can view infusions by hospital, care area, or depart-
ment from workstations or monitors throughout the institution 
in real time. Real-time information includes dose/rate with an 
indicator if outside the limits, drug library compliance, infu-
sion or alarm state, and the remaining volume or time before 
infusion end.

While real-time data is immediately useful to the critical 
care nurse, retrospective infusion data is also available with 
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a smart pump system with two-way communication that 
assists in identifying infusion management trends and prac-
tices. Historical data are collected and assembled into specific 
reports for viewing and distribution. Reports may include drug 
library utilization, pump utilization, bolus activity, dosing 
alerts and overrides, and top pump alarms. Most of this data 
can be filtered to a specific timeframe and/or by selected care 
units, patient, or clinician. These infusion pump data are use-
ful in identifying trends with smart pump use, determining the 
need for additional pumps, quantifying averted errors, unveil-
ing at-risk practices, reviewing pump programming history for 
event investigation or device performance trouble-shooting, 
and identifying opportunities for library adjustments to opti-
mize use and minimize alarm fatigue. These report tools can be 
used by the critical care nurse to advance continuous process 
improvement.

Communication
Information gleaned and lessons learned during the imple-
mentation phase must be communicated back to the front-line 
staff. Errors should be analyzed and “good catches” shared, 
especially those associated with at-risk behaviours or specific 
patient populations, for the purpose of improving smart pump 
processes within those areas. Dedicated critical care nurses can 
analyze the data and identify areas for improvement, then work 
collaboratively with the drug library development and sustain-
ment team to create an action plan, including any changes in 
protocol/practice, interventions to be implemented, and how 
the impact of such changes will be measured. The critical care 
nurse is well positioned to advocate for continuous improve-
ment and lead the ongoing safety initiative.

Conclusion
Smart pumps with advanced technologies such as dose error 
reduction software, two-way communication and EMR 

integration provide tremendous opportunities to improve 
safety and efficiency. Historically, there have been no paral-
lel advances in patient safety that mirror the technological 
leap from basic IV pumps to smart IV pumps with dose error 
reduction software. Institutions are investing millions of dollars 
annually in smart pump technology, but the technology alone 
is not the solution to adverse drug event reduction (Trbovich et 
al., 2009). Communication, collaboration, and interdisciplin-
ary teamwork are necessary to convert that investment into a 
sustainable improvement in patient care. Studies have demon-
strated that the active participation and leadership of critical 
care nurses in the smart pump selection, implementation, and 
continuous process improvement journey leads to success-
ful smart pump adoption outcomes, including achieving drug 
library compliance rates as high as 100% and averting a signifi-
cant number of medication errors (Longshore et al., 2010; Raso, 
Velletri, & DiCrescento, 2007; Ruhl, 2013). The critical care 
nurse is best positioned to take the lead in this fundamental 
shift toward patient safety outcomes and zero IV pump-related 
errors.	
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CACCN calendar of events

Dates to Remember!
December: Call for Abstracts Submission opens
Jan. 10–Mar. 1: Spring CNA Certification Applications opens
January 31: Dynamics 2018 Call for Abstracts deadline
January 31: Sage Poster Bursary Application deadline 
January 31: CACCN Educational Award deadline
February 15: CACCN Research Grant Application Deadline
March (tbd): BOD F2F Meeting
May 1–15: CNA Certification Examination Dates
May 31: Chapter of the Year Award Application deadline
June: Dynamics 2018 Conference Brochure/Online Registration available
June 1: Brenda Morgan Leadership Excellence Award deadline
June 1: Spacelabs Healthcare Innovative Project Award deadline
June 1: CACCN “Chasing Excellence” Award deadline
June 1: BBraun “Sharing Expertise” Award deadline
June 1–Sept. 10: Fall CNA Certification Applications opens
July 5: Board of Directors Nominations deadline 
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CACCN Chapter of  
the Year Award
Sponsored by Draeger Medical  
Canada Inc. and Philips Canada
The CACCN “Chapter of the Year” Award is presented to rec-
ognize the effort, contributions and dedication of a CACCN 
Chapter in carrying out the purposes and goals of the association.

The Chapter of the Year criteria is founded on the CACCN 
Mission Statement and recognizes the activities of the Chapter 
with specific emphasis on service to members and promotion 
of the specialty of Critical Care Nursing including, but not lim-
ited to, publications, presentations, and certification activities. 

Note: this award application process is 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 presentations 
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 retains 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.



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

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


Volume 28, Number 4, Winter 2017   •   www.caccn.ca   43

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 accommodations 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:
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At the Heart  
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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.
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YOUR HANDS

1Davis DP, et al. Resuscitation. 2015;92:63-69.

© 2015 ZOLL Medical Corporation, Chelmsford, MA, USA. Real CPR Help and ZOLL are trademarks and/or registered trademarks of ZOLL Medical Corporation in the United States and/or other countries.

MCN HP 1502 0116

You give it your all for your cardiac arrest patients:  
care, compassion, clinical expertise, and vital therapies.


