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

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

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

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

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

promote excellence
• Integrity and Honesty

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

Pathways to success
1. Leadership:

• Lead collaborative teams in critical care interprofessional 
initiatives

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

• Develop a political advocacy plan

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

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

members 

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

of critical care

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

membership 

Canadian Association 
of Critical Care Nurses
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Critical Reflections

As I sit down to reflect and write my last Critical 
Reflections message as president of the Canadian 
Association of Critical Care Nurses, I am reflecting 

with proud admiration for the work that has been completed by 
the association over the past several years.  

Looking back over my term on the Board and my time as your 
president, I can’t help but reflect on where this voyage has 
taken me professionally and personally over the past five years. 
Seeing the association theme of “Be the Difference” come to 
life has been exciting and you, our members, are truly making a 
difference for your patients and their families.

“If your actions inspire others to dream more, learn more, 
do more and become more, you are a leader.” 

—Simon Sinek, Leaders Eat Last: Why Some  
Teams Pull Together and Others Don’t

While there is still a lot of work to be done at the association, 
we must reflect and be proud of what we have gained over the 
past few years. We definitely should remember to celebrate our 
successes, both big and small, as these successes demonstrate 
the unique and dynamic critical care community within our 
association!

Over several years, we have succeeded in enhancing the asso-
ciation’s position as the voice for critical care nursing and 
critical care nurses through our continued national and inter-
national partnership building. As a result, we continue to be 
actively involved in the national critical care agenda with 
the Canadian Blood Services (CBS), the Canadian Nurses 
Association (CNA), the Canadian Critical Care Society 
(CCCS), the Canadian Critical Care Trials Group (CCCTG) 
and the Royal College of Physicians and Surgeons of Canada 
(RCPSC). Internationally, the CACCN continues to liaise with 
the American Association of Critical-Care Nurses (AACN), 
World Federation of Paediatric Intensive and Critical Care 
Societies (wfpiccs), World Federation of Critical Care Nurses 
(WFCCN), and participate with World Sepsis Day (WSD). We 
have also continued to encourage and promote the activities for 
Canadian Intensive Care Week (CICW). 

Our strategic plan has provided us with much-needed direc-
tion and objectives. As an association, we have worked towards 
the goals laid out when the plan was implemented. Under the 
strategic plan, CACCN has taken a leadership role with the 
Canadian Nurses Association specialty examination for criti-
cal care nurses enhancing our relationship with CNA and our 
members.

The implementation of our four national committees, which 
commenced under the leadership of then CACCN President, 
Karen Dryden-Palmer and continued under my tenure, has 
been invaluable for our members and the association. Through 
member participation, the association has produced the revised 
critical care nursing study guide, the Standards for Critical Care 
Nursing Practice (5th Ed), certification webinars for paediatric 
members, several webinars and has moved towards restructur-
ing our conference and increasing the rigour of the educational 
program.

Through our committees and partnerships, CACCN members 
have actively participated on many initiatives beneficial to our 
members and our patients and families. Such impressive work 
with more to come.

Sadly, my term on the Board of Directors will end on March 31. 
At that time, we will also be bidding adieu to Robert Mazur, as 
his second term as Director (Central Region) and Chair of the 
Member Relations Committee will be ending. Rob’s humour 
and experience as a critical care administrator and clinical 
expert in critical care transport assisted him with the man-
agement of CACCN’s financial obligations, thus ensuring we 
remain in a strong financial position.

As well, we will also be saying goodbye to Shirley Marr, as 
her two-year term as Director (Central Region), Co-Chair 
of the National Conference Advisory Committee and Chair 
of the Dynamics 2017 Planning Committee is at completion. 
Shirley’s experience as a critical care educator was invalu-
able and assisted her with the co-management of the National 
Conference Advisory Committee ensuring a robust educa-
tional program. She drew on her strong organizational skills 
to ensure the smooth implementation and operation of the 
Dynamics of Critical Care™ 2017 Conference held in Toronto, 
ON. I am pleased that Shirley will be continuing to contribute 
to CACCN as an ongoing member of the National Conference 
Advisory team. Her experience and expertise will be welcome.

Although I am leaving, I am confident we are in good hands 
with the amazing team that will continue the work of the asso-
ciation as of April 1:

President: Kathy Bouwmeester (Western)
Vice President: Mélanie Gauthier (Eastern)
Treasurer: Sarah Crowe (Western)
Director: Peter Anderst (Director at Large)
 Lissa Currie (Central)
 Angela Foote (Eastern)
 Brandi Vanderspank-Wright (Central)

During my time as a Board member, I have always been thank-
ful for the members who stepped up time after time to “Be the 
Difference” by providing expertise, experience, and support 
to the association.  Without your leadership, guidance, efforts, 
and willingness to participate, we could not achieve our goals.   
Thank you!
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“Doing what you love is the cornerstone of having abun-
dance in your life.”

—Wayne Dwyer

As I finish this final missive to you… our leaders in critical care… 
I wish all of you the very best, as you continue your own profes-
sional and personal voyages. I truly hope your experience is like 
mine—filled with wonderful colleagues with amazing talent.

Thank you to the Board of Directors and our chapter executive 
members for your enthusiasm, dedication, knowledge and pas-
sion! It has been a pleasure to serve with all of you.

A special thank you to my family. As with most things, we 
cannot achieve what we wish to achieve without the love and 
support of our family. 

I also thank my colleagues and employer at Queensway 
Carleton Hospital in Ottawa. I could not have taken this trek 
without your support and understanding. 

I am excited to see the association grow under the leadership of 
Kathy Bouwmeester, incoming President, who with the Board 
and our members will “Be the One”, working towards realizing 
CACCN’s mission of a vibrant community of practice.

Until we meet again… 

Renée Chauvin
President, CACCN
April 1, 2016 to March 31, 2018

ReFeReNCeS
Dyer, W. (2009, September 16). Good Reads. Retrieved from https://

www.goodreads.com/quotes/131995-doing-what-you-love-is-
the-cornerstone-of-having-abundance

Sinek, S. (2017). Leaders eat last: why some teams pull together and 
others don’t. New York: Portfolio/Penguin, an imprint of Penguin 
Random House LLC.
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Membership Recruitment

Current CACCN members are eligible to be entered into a quarterly draw to 
receive a complimentary one year CACCN membership (value $75)

for new members referred to CACCN.

By working together, we are building a stronger Association!

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

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

or “person who recommended joining CACCN”.  
4. Names cannot be entered into the draw if the sponsor / recommending information is not included when the member application is processed.
5. Members may be entered to win a complimentary membership for each referral received per quarter.  

www.caccn.ca
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Dynamics of Critical Care™ 2019 
Conference Planning Committee—
Call for Participation
Dynamics 2019 Call for Members 
September 2019, Halifax, NS
Deadline: April 30, 2018 
Members interested in participating on the local con-
ference planning committee for Dynamics 2019 in 
Halifax, NS, should submit a completed application, 
together with a resume/CV to the CACCN National 
Office. While any member may apply for the commit-
tee, first consideration will be given to those who are 
from the Eastern Region (NB, NL, NS, PE, QC). The 
conference committee selection will be held to a maxi-
mum of six (6) members. Visit www.caccn.ca to access 
the online application form. 

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

Q3 – October 1 to December 31, 2017
Fanny Blain, Saint Marc Sur Richelieu, QC
Ronnie Halabi, Edmonton, AB

CACCN online

Visit us on Facebook for 
updated information!

Follow us on 
twitter: @CACCN1

Visit us at  
www.caccn.ca

photo credit Destination Halifax

Certified Nurses Day—March 19, 2018
Certified Nurses Day recognizes the contributions of certified 
Registered Nurses to advancing the profession and support-
ing continuing competence. Created by the American Nurses 
Credentialing Center and the American Nurses Association in 
2008, it’s now celebrated around the world. In Canada, 18,039 
RNs are CNA certified in one of 20 specialties/areas of nursing 
practice.

Congratulations to all CACCN Members who are 
certified in our specialty—CNCC(C) and CNCCP(C)! (use 
#CertifiedNursesDay when posting on social media)
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Research Review
Citation
Eakin, M.N., Patel, V., Mendea-Tellez, P., Dinglas, V.D., Needham, 

D.M., & Turnbull, A.E. (2017). Patients’ outcomes after acute 
respiratory failure: A qualitative study with the PROMIS frame-
work. American Journal of Critical Care, 26, 456–654. http://
dx.doi.org/10.4037/ajcc201734

Background
As patients survive critical illness and are discharged from ICU, 
many experience long-lasting physical, cognitive, and mental 
health problems.

Purpose of the study
To describe the experience of surviving acute respiratory fail-
ure among patients using the Patient Reported Outcomes 
Measurement Information System (PROMIS) (Cella et al., 
2010).

Research approach and methods
Design. The researchers used a qualitative design for this study. 
They collected data for each patient using a semi-structured 
telephone interview.

Setting and Sample
The study was conducted as part of a larger longitudinal study 
of the ARDS Network Long-term Outcomes Study and the 
Recovery of Muscle After ARF study. Survivors of acute respi-
ratory failure were recruited from six hospitals in Baltimore, 
Maryland, and interviewed between five and 18 months after 
the start of mechanical ventilation. The first part of the inter-
view consisted of open-ended questions about the patient’s 
health, well-being, and recovery after being hospitalized with 
acute respiratory failure. The second part of the interview con-
sisted of open-ended questions related to the physical, mental, 
and social health domains using the PROMIS framework. All 
interviews were conducted by two researchers, audiotaped, and 
then transcribed. Transcripts were analyzed by using NVivo 
software.

Findings
Participants reported issues in physical health as one of their 
biggest concerns during recovery. Specifically, they experi-
enced problems with mobility and the need for aids, activities 
of daily living, balance/stability, pain, muscle weakness, mus-
cle soreness, inflammation, numbness, coughing, shortness of 
breath, and other symptoms. In addition to these, participants 

identified impairments in gastrointestinal, neuromuscular, sen-
sory, fatigue, and urological function.

Participants reported mental health symptoms, changes in cog-
nitive functioning, and psychosocial impacts of mental health. 
The primary complaints included posttraumatic stress disorder, 
anxiety, and depression. They also experienced impairments to 
cognitive functioning (e.g., memory, organization, planning, 
and difficulties in finding words). Some participants noted 
a positive outcome by experiencing gratitude for their life or 
valuing their health more.

Survivors reported problems in all aspects of social health such 
as a change in employment status, disability, hobbies, house-
hold chores, caregiving, family and friend activities, social 
events, and loneliness or isolation. On a positive note, some 
participants experienced feeling closer to loved ones.

Commentary
Empirical evidence of the lasting effects of critical illness on 
physical, cognitive, mental health, sleep and employment status 
of survivors has been well documented. Therefore, some of the 
findings in this study are not surprising and do validate what 
has been discovered before. What is unique to this study are the 
findings of newfound gratitude for life and closer relationships 
with family and friends among the survivors.

One factor to note in this study is the use of the PROMIS frame-
work among this patient population. The PROMIS measuring 
instruments were developed for patients with chronic disease, 
so we cannot assume they are well matched to the experiences 
of survivors of critical illness. Unlike chronic diseases, which 
usually have a slow onset and a stable or worsening progres-
sion, critical illness often has an abrupt onset and a decline in 
function followed by an uncertain recovery.

An important strength of this study is that critical care nurses 
and healthcare providers who care for patients in the ICU 
may benefit from understanding the impact of critical illness 
on patients and their families. We should not assume that all 
patients experience a smooth progression toward recovery after 
they leave the ICU. Many will experience long-term physical, 
cognitive, emotional, and mental health problems. 

Paula Price, PhD, RN
Editor CJCCN
Acting Director, School of Nursing and Midwifery
Mount Royal University

ReFeReNCeS
Cella, D., Riley, W., Stone, A., Rothrock,N., Reeve, B., Yount, S., … 

PROMIS Cooperative Group. (2010). The patient reported out-
comes measurement information system (PROMIS) developed 
and tested its first wave of adult self-reported health outcome 
item banks: 2005-2008. Journal of Clinical Epidemiology, 63, 
1179–1194.
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National Nursing Week includes International Nurses Day and Florence Nightingale’s birthday, May 12. 
The Canadian Nurses Association theme, #YESThisisNursing, emphasizes how important nurses are in 
our lives—at every age, in all health situations, for all Canadians. 

With more than 408,000 regulated nurses in Canada, the largest of any health provider group, nurses 
are the backbone of our health system. National Nursing Week recognizes the nursing profession for its 
dedication and commitment to making Canada a healthier nation. Take some time to celebrate! (use 
#YESThisisNursing when posting on social media)
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The CACCN Board of Directors is 
delighted to welcome our newest chap-
ter to CACCN: The Prince Edward 
Island Chapter. We are excited to 
have an enthusiastic group of approxi-
mately 15 nurses interested in sharing 
information about CACCN and pro-
viding educational opportunities to 
critical care nurses and those affiliated 

with critical care on the island. The 
chapter executive is:

Jill MacKinnon, President
Machiko Fujii, Vice President
Margie Burns, Secretary
Rachel MacDonald. Treasurer

Chapter email: princeedwardisland@
caccn.ca

Congratulations and welcome! 
The Board of Directors would also like 
to thank the New Brunswick Chapter for 
supporting critical care nurses in Prince 
Edward Island over the past several 
years. Your dedication and support has 
helped to build the momentum for the 
new chapter! Thank you!

CACCN’s 
newest 

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

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

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

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

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

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

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

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

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

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

ADVeRtISINg OPPORtuNItIeS
Dynamic Career Connections
CACCN is offering the opportunity to post individual employment opportunities on the CACCN website. If you are interested in 
taking advantage of this advertising opportunity, please visit CACCN Advertising Opportunities on the CACCN website at www.
caccn.ca for rates and information.

JobLINKS on www.caccn.ca
JobLINKS is a simplified web link page on the CACCN website designed to provide immediate links to critical care nursing career 
opportunities in Canada and around the world. If your facility is interested in taking advantage of this service, please visit www.
caccn.ca. 

Reach your audience directly on our website
Together with our publishing partner, MultiView, we are bringing you closer to your audience and connecting your business with 
the buyers you need.

If you have any questions or are interested in learning more about how to feature your company on the CACCN website, please call 
Jon Smith, Display Advertising Manager, at 972-402-7023. For more information about this opportunity, please request a media kit 
via jsmith@multiview.com.  

mailto:caccn@caccn.ca
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CNA CERTIFICATION

COMMIT TO EXCELLENCE
SPECIALTIES
CARDIOVASCULAR  

COMMUNITY HEALTH 

CRITICAL CARE 

CRITICAL CARE PEDIATRIC 

EMERGENCY 

ENTEROSTOMAL THERAPY 

GASTROENTEROLOGY 

GERONTOLOGICAL  

HOSPICE PALLIATIVE CARE 

MEDICAL-SURGICAL 

NEONATAL – NEW 

NEPHROLOGY 

NEUROSCIENCE 

OCCUPATIONAL HEALTH 

ONCOLOGY 

ORTHOPAEDIC 

PERIANESTHESIA 

PERINATAL 

PERIOPERATIVE 

PSYCHIATRIC AND MENTAL HEALTH 

REHABILITATION 

Care to Bethe Best

OCOCOC

® CANADIAN NURSES ASSOCIATION, the CNA fl ame design, the CNA CERTIFICATION AIIC design and CARE TO BE THE BEST are registered trademarks of the Canadian Nurses Association. CNA is a trademark of the Canadian Nurses Association.

IMPORTANT DATES

SPRING 2018 January 10 – March 1  Application window to write or renew by exam
May 1 – 15 Certifi cation exam window

FALL 2018 June 1 – September 10 Application window to write or renew by exam
November 1 – 15 Certifi cation exam window

January 10 – November 1   Application window to renew by continuous learning

getcertifi ed.cna-aiic.ca
1-800-361-8404 • certifi cation@cna-aiic.ca 

Looking for study resources? CACCN offers a Certification Study guide to 
CACCN members in the Members Only area!
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Implementation of a nasogastric tube securement 
device in a tertiary care intensive care unit
By Sarah N. Stabler, BSc (Pharm), ACPR, PharmD, Judi Ku, BSN, RN, Linda Brooks, BSc (Nutrition), RD, CNSC, 
Rochelle Gellatly, BSc (Pharm), ACPR, PharmD, and Gregory Haljan, MD

Abstract

Although nasoenteric tube insertion is a relatively rou-
tine nursing procedure in the intensive care unit, it does 
carry the risk of potentially catastrophic complications 

such as inadvertent tracheal placement, aspiration pneumo-
nia, pneumothorax, epistaxis, and esophageal irritation (Durai, 
Venkatraman, & Ng, 2009; McWey, Curry, Schabel, & Reines, 
1988). Replacement of dislodged nasoenteric tubes, in turn, 
impacts nursing workload and increases healthcare costs due to 
the increased use of medical supplies and services associated with 
radiographic placement confirmation (Seder & Janczyk, 2008).

The use of a nasal bridle securement device has been shown to 
significantly reduce the risk of unintentional nasoenteric tube 
dislodgement and improves the delivery of adequate enteral 
nutrition (Brandt & Mittendorf, 1999; Burns et al., 1995; Gunn, 
Early, Zenati, & Ochoa, 2009; Hegazi et al., 2008; Parks, Klaus, 
Staggs, & Pena, 2013; Seder & Janczyk, 2008; Seder et al., 2010). 

The bridle system includes a piece of umbilical tape that is 
threaded through both nostrils and around the vomer bone, 
using a magnetic insertion catheter and probe (refer to Figure 
1) (Brandt & Mittendorf, 1999; Burns et al., 1995; Gunn et al., 
2009; Hegazi et al., 2008; Parks et al., 2013; Seder & Janczyk, 
2008; Seder et al., 2010, The AMT Bridle™ Nasal Tube Retaining 
System, n.d.). The umbilical tape is then secured to the naso-
enteric tube with a clip. If the patient pulls on the nasoenteric 
tube, it provides a small amount of pressure to the vomer 
bone (The AMT Bridle™ Nasal Tube Retaining System, n.d.). 
Although it is not painful to the patient, the small amount of 
discomfort deters pulling and helps reduce accidental dislodge-
ment (The AMT Bridle™ Nasal Tube Retaining System, n.d.). 
With continued pulling the outside diameter of the nasoenteric 
tube will narrow, allowing it to slip through the clip before dam-
age to the vomer bone occurs (The AMT Bridle™ Nasal Tube 
Retaining System, n.d.).

Maintaining enteral access in critically ill patients is essential for 
administration of medications, when no parenteral formulation is 
available, and for providing adequate nutritional support. Several 
clinical trials have shown that the use of a nasal bridle securement 
significantly reduces the risk of unintentional nasoenteric tube 
dislodgement and improves the delivery of adequate enteral nutri-
tion. Therefore, we developed a clinical procedure, training, and 
monitoring process to trial the use of the nasal bridle. The goal 
was to reduce unintentional nasoenteric tube dislodgement in our 
intensive care and high-acuity patients. Using a systematic train-
ing and evaluation approach we were able to successfully trial and 
monitor the use of the nasal bridle nasoenteric tube securement 
device in our critical care units.

Maintaining enteral access in critically ill patients is essential for 
administration of medications, when no parenteral formulation 

is available, and for providing adequate nutritional support. 
Unintentional dislodgement of nasogastric tubes is a common 
problem in this patient population, occurring in approximately 
29–63% of all tube insertions (Brugnolli, Ambrosi, Canzan, 
Saiani, & Naso-gastric Tube Group, 2014; Mion, Minnick, 
Leipzig, Catrambone, & Johnson, 2007; Seder, Stockdale, Hale, & 
Janczyk, 2010). The use of traditional securement adhesive tape is 
often ineffective, as it is easily removed, and irritating to the skin 
(Seder et al., 2010). Additionally, the use of physical or pharma-
cologic restraints to prevent patients from pulling on tubes and 
lines has been associated with a significant risk of adverse events 
(Benbenbishty, Adam, & Endacott, 2010; Riker & Fraser, 2005; 
Seder et al., 2010).

Key words: nasal bridle, critical care, nasoenteric tube

Stabler, S.N., Ku, J., Brooks, L., Gellatly, R., & Haljan, G. (2018). Implementation of a nasogastric tube securement device in a tertiary care intensive care 
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Figure 1. Graphic illustration of nasal bridle device insertion and securement.  
(Image used with permission, courtesy of Applied Medical Technology, Inc.)
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Although there is literature describing clinical outcomes with the 
nasal bridle device, there are currently no publications describing 
education, implementation, or monitoring procedures in a clini-
cal setting. Therefore, we developed a clinical procedure, training, 
and monitoring process to trial the use of the nasal bridle with the 
goal of reducing unintentional nasoenteric tube dislodgement in 
our intensive care and high acuity patients. 

Implementation
During the eight-month trial phase, all patients admitted to 
the intensive care unit and high-acuity unit with a length of 
stay greater than four days and with an existing small bore 
nasoenteric tube were screened for indications and contrain-
dications for the nasal bridle system, as a part of the routine 
clinical assessment (Refer to Table 1). A training program, 
which included didactic teaching and simulation-based learn-
ing using a facial model, was implemented on the units to 
teach the registered nurses criteria for insertion, insertion tech-
nique, required documentation, patient and family education, 
and monitoring parameters. The clinical procedure for inser-
tion of the nasal bridle system, based on the instructions from 
the product manufacturer, was also added to our local clinical 
skills resource manual. There was no involvement or sponsor-
ship from the product manufacturer, other than the provision of 
commercially available educational material, in the implemen-
tation and the authors have no conflicts of interest to declare.

After each nasal bridle insertion, the registered nurse (RN) was 
asked to complete a survey to document whether the insertion 
was successful, the number of insertion attempts, and any adverse 
reactions, including pain, as assessed using the critical care pain 
observation tool (CPOT), associated with insertion (Gélinas, 
Fillion, Puntillo, Viens, & Fortier, 2006). The RNs were also asked 
to rate the ease of insertion of the nasal bridle on a five-point 
Likert scale (very easy, easy, moderate, difficult, or very difficult).

Ongoing daily monitoring of the patient, nasoenteric tube posi-
tion, and integrity of the nasal bridle securement clip was done 
by the bedside RN and documented in the patient care record. If 
the patient experienced any clinically significant adverse events 
(e.g., epistaxis, local pain or irritation, symptoms of sinusitis or 
skin breakdown), the nasal bridle device was removed. If the 
nasoenteric tube position changed, correct enteric placement was 
radiographically confirmed and the securement clip was replaced.

The nasal bridle device was removed once the nasoenteric tube was 
no longer indicated (e.g., the patient was able to eat orally), or trans-
fer of the patient outside of the intensive care or high-acuity units.

The implementation and evaluation of this clinical procedure 
was reviewed by our institution’s research ethics board and was 
defined as a quality improvement study. Although the require-
ment for a full ethical review was waived, all ethical standards 
outlined by our department of research and evaluation, including 
those regarding patient confidentiality, were maintained through-
out the review and dissemination of the results of this evaluation.

Results
During this trial and observation phase, 19 patients met at least 
one indication and had no contraindications for nasal bridle 

insertion. The median number of insertion attempts for all 
patients was two (IQR 2.5). The nasal bridle device was success-
fully inserted in 16 (84.2%) patients. Of the survey respondents 
who successfully inserted the nasal bridle device (n=16), four 
(25%) reported the ease of insertion as ‘easy’, nine (56.2%) as 
‘moderate’, three (18.8%) as ‘difficult.’

There were few patient-reported adverse reactions during the 
insertions. Mild discomfort (CPOT score of 1–3) was observed 
in one (5.2%) patient and moderate discomfort (CPOT score of 
4–6) was observed in two (10.5%) patients. There was one docu-
mented episode of mild epistaxis after insertion, which resolved 
spontaneously. 

The median duration of nasal bridle device use was seven 
and one-half days (IQR 10.5). During the ongoing monitor-
ing period, there were no reported skin complications, septal 
irritation, or epistaxis and there were no identified cases of 
symptomatic sinusitis. Given that the primary indication for 
nasal bridle use in this cohort was presence of agitation and 
delirium, pain or discomfort directly related to the insitu bri-
dle was not able to be reliably evaluated. Of the 19 patients 
trialed with the nasal bridle device, only one patient had naso-
enteric tube dislodgement. This occurred, despite the nasal 
bridle device being securely in place, due to the patient pull-
ing the nasoenteric tube out from above the securement clip. 
However, no immediate or delayed associated adverse events 
were noted and a new nasoenteric tube and nasal bridle device 
were inserted without complication. 

Discussion
Previously published literature supports the use of the nasal bri-
dle to reduce unintentional nasoenteric tube displacement and 
potential associated complications with reinsertion, as well as 
improved nutritional intake and fewer missed medication doses 
(Brandt & Mittendorf, 1999; Burns et al., 1995; Gunn et al., 2009; 
Hegazi et al., 2008; Parks et al., 2013; Seder & Janczyk, 2008; 
Seder et al., 2010). As the use of the nasal bridle was a novel prac-
tice in our critical care units, we believed it would be valuable 

Table 1: Indications and Contraindications for Nasal 
Bridle Device Insertion

Indications Contraindications

• Recurrent nasoenteric tube 
dislodgement

• Confusion, agitation, or delirium
■■ Richmond Agitation and 

Sedation Scale Score (Ely et al., 
2003) +2 or +3

■■ Intensive Care Delirium 
Screening Checklist (Bergeron, 
Dubois, Dumont, Dial, & 
Skrobik, 2001) Score 4 or greater

• Fluoroscopically placed nasoenteric 
tube

• History of difficult tube placement
• Facial burns limiting securement 

options
• Unable to secure with adhesive tape

• Facial trauma 
with nasal 
(vomer) bone 
involvement

• Recurrent 
epistaxis

• Nasal ulceration
• Nasal pain
• Nasal obstruction 

or abnormalities
• Patients 

attempting 
to remove 
nasoenteric tube 
with severe force
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to systematically trial its use and identify any needs for ongoing 
training and education. Most importantly, we wanted to ensure 
that patients were adequately monitored for adverse events.

Using the results of the user evaluations, ongoing education 
and simulation of insertion on a model were implemented in 
an effort to improve the ease and skill of insertion with the aim 
to minimize the number of attempts to successful insertion, as 
well as insertion-related discomfort or adverse events. 

Given that this practice evaluation only examined a limited 
number of patients, we decided not to compare this implemen-
tation cohort with a historical control group. Rather, we thought 
that the available published controlled and observational 
studies supported the use of the nasal bridle device to reduce 
unintentional nasoenteric tube dislodgement, improve clini-
cal outcomes, and reduce the costs associated with nasoenteric 
tube reinsertion in our population. 

Conclusion
Using a systematic training and evaluation approach we were able 
to successfully trial and monitor the use of the nasal bridle naso-
enteric tube securement device in our critical care units. Based on 
the available literature and the results of this evaluation, we hope 
to integrate this device into our routine clinical practice.  
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Anticipating the awakening: the lived experience 
of families of patients undergoing successful 
targeted temperature management after cardiac 
arrest 
By Margie Burns, MN, RN, CNCC(C), Gloria McInnis-Perry, PhD, CNS, CFMHN (C), Colleen MacQuarrie, BA, MA, 
PhD, Christina Murray, BA, PhD, RN

Abstract

Background

Cardiac arrest affects up to 40,000 Canadians each year 
(Heart & Stroke Foundation, 2017). Of the cardiac 
arrests that occur outside of the hospital, 70.1% of 

them occur in the home (Vellano, Crouch, Rajdev, & McNally, 
2015). The global cerebral ischemia associated with cardiac 
arrest frequently results in neurological damage (Holzer et al., 
2002), resulting in relatively poor patient outcomes (Larsson, 
Wallin, Rubertsson, & Kristoferzon, 2013). Laver, Farrow, 
Turner, and Nolan (2004) found that of those patients who 
died in the intensive care unit (ICU) after an out-of-hospital 
cardiac arrest, two-thirds died due to neurological injury. A 
significant advancement in the treatment of patients who are 
resuscitated from cardiac arrest, but remain comatose, is the 
neuroprotective strategy of therapeutic hypothermia (TH) 
(Silva & Frontera, 2013). Therapeutic hypothermia after car-
diac arrest has been shown to improve neurological function 
and reduce mortality (Bernard et al., 2002; Holzer et al., 2002); 
currently, this treatment is referred to as targeted temperature 
management (TTM) (Callaway et al., 2015). 

Prior to TTM, Bernard (1998) reported that 22% of patients 
admitted to ICU after resuscitation from cardiac arrest were 
discharged home neurologically intact. With the implementa-
tion of TTM, local experience has revealed that between 50% 
and 55% of patients survive to hospital discharge, neurologi-
cally intact (Burns, 2012; Green, White, & Meade-Corkum, 
2011). TTM is recommended for all cardiac arrest survivors 
who remain comatose after restoration of spontaneous circu-
lation (Callaway et al., 2015). Initiation and maintenance of 
a core temperature between 32°C and 36°C requires that the 
patient is intubated and mechanically ventilated. Additionally, 
the patient is continuously administered intravenous sedatives 
and neuromuscular blocking agents, which achieves chemi-
cal paralysis so that the patient will not shiver at the reduced 
core temperature (Noyes & Lundbye, 2015). These interven-
tions result in the patient appearing still and cool to the touch 
while being mechanically ventilated. The patient’s prognosis is 
uncertain during TTM treatment and remains so for at least 
72 to 96 hours after the event (Taccone et al., 2014). Due to the 
delay in the ability to prognosticate, patients and families may 
endure prolonged ICU admissions before a diagnosis of severe 

Background: Targeted temperature management (TTM), for-
mally known as therapeutic hypothermia, became a standard of 
care in 2002 after studies in Australia and Europe demonstrated 
that it increased patient survival and neurological recovery after 
cardiac arrest. Survivors of successful TTM after cardiac arrest 
have no memory of the event or of their time in ICU; this is in 
stark contrast to the families’ experience of this event. To date, 
few studies have attempted to describe the families’ experience of 
their loved ones’ successful treatment with TTM. 

Purpose: The aim of this study was to describe further the lived 
experience of families of patients who have undergone successful 
TTM.  

Design: A descriptive phenomenological inquiry was con-
ducted using a purposive and snowball sampling strategy to 
recruit nine participants who had an immediate family member 
receive successful TTM after cardiac arrest. Data were collected 
through digitally audio-taped, one-on-one interviews, using a 

semi-structured interview guide. Giorgi’s (2009) descriptive phe-
nomenological psychological method of analysis was used to form 
a description of the meaning of the experience as lived by families.

Results: Although this phenomenon shares some common 
denominators with existing literature, new knowledge was 
revealed that included the provocation of existential challenges 
felt by family members, differences in perceived realities that were 
dependent on family roles, and the additional burden that family 
members experience through medical transfer a significant dis-
tance away for ongoing treatment after TTM.

Conclusion: This new knowledge further enhances nurses’ under-
standing about the family member’s experience of a loved one’s 
successful TTM, thereby enabling them to better meet the health 
needs of these individuals.

Key words: therapeutic hypothermia, targeted temperature 
management, relative, family, phenomenology
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neurological injury is identified. This prolonged wait for a diag-
nosis can be devastating for families (Stub, Bernard, Duffy, & 
Kaye, 2011).

The families’ experience of the phenomenon of a loved one’s 
cardiac arrest and subsequent TTM treatment has received lit-
tle attention in the nursing and healthcare literature (Holm, 
Norekval, Falun, & Gjengedal, 2012; Larsson et al., 2013; Löf, 
Sandström, & Engström, 2010). Löf and colleagues (2010) 
describe families of TTM patients as being in a unique situa-
tion resulting from this sudden, unexpected event, which alters 
their lives dramatically. Family members describe the cardiac 
arrest as traumatic and frightening; the time during TTM is 
also difficult because of the significant inherent uncertainty 
about the future, and because their loved one appears life-
less and feels “cold like death” to the touch (Löf et al., 2010). 
Adverse effects of this experience may persist for patients’ 
partners after their loved one’s discharge to home. Partners 
describe feelings of anxiety, sleep disturbances, difficulties 
relaxing, permanent emotional distress, and a fear of recur-
rence, as well as unexpected challenges in daily life (Holm et 
al., 2012; Wallin, Larsson, Rubertsson, & Kristoferzon, 2013). 
Of the limited amount of research that has been conducted on 
families’ experience with TTM, only one study used a phenom-
enological approach to describe a family member’s experience 
of this phenomenon (Holm et al., 2012). This study was set in 
Scandinavia and focused on only the partner’s experience of 
this phenomenon.

When compared to other critical illnesses, a patient’s TTM 
therapy is a unique experience; families find it unpleasant to 
see their loved one pale and cold to touch (Wallin et al., 2013). 
Although there has been a call for further research to develop 
interventions to support families of patients who receive TTM 
after cardiac arrest (Löf et al., 2010), this has, in reality, received 
little attention. To date, there has not been a phenomenological 
inquiry published that describes family members’ reflections 
on their lived experience during TTM treatment after a loved 
one’s survival, with minimal neurological disability, after car-
diac arrest. This study aims to fill this gap in knowledge.

Purpose
The purpose of this qualitative study was to explore the family 
member’s lived experience of a loved one’s successful treatment 
with TTM. The research question that guided this study was: 
What is the lived experience of families of patients who have 
undergone successful TTM after cardiac arrest?

Method
Design
Giorgi’s (2009) descriptive phenomenological psychological 
method was used to guide data collection and analysis. Giorgi’s 
method involves first obtaining descriptions from others who 
have lived through the experience of the phenomenon of inter-
est. These descriptions are the raw data and are ‘as faithful as 
possible to the actual lived-through event’ (Giorgi, p. 96). Prior 
to analyzing these data, the researcher must assume the phe-
nomenological attitude whereby the raw data are understood to 
be how the participant experienced the phenomenon (Giorgi, 

2009). Also, the researcher’s past experiences and knowledge 
are bracketed so that this prior knowledge does not interfere 
with the present analysis of the phenomenon, as experienced 
by another (Giorgi, 2009). Although bracketing is thought by 
some to be impossible to achieve fully (Streubert & Carpenter, 
2011), Giorgi argues that one is not required to forget his/
her past knowledge of the phenomenon; rather, a heightened 
awareness of the present experience is all that is required. 

Setting and participants
This study was conducted in a tertiary care centre in Atlantic 
Canada where participants were cared for in the emergency 
department (ED) or the ICU and, in some cases, transferred 
to a larger out-of-province centre approximately 250 km away 
for ongoing care. The local ICU is an eight-bed unit that cares 
for critically ill medical and surgical patients, but does not offer 
interventional cardiology services.

Participants were recruited through a purposive and snow-
ball sampling strategy of families of patients admitted to ICU 
for treatment with TTM after cardiac arrest. Spouse, child, sib-
ling, and grandchild are considered close family members for 
inclusion into family-orientated qualitative research in ICU set-
tings (Frivold, Dale, & Slettebø, 2015). For this study, family was 
defined as partner, sibling, child, or parent. To be eligible for 
inclusion in the study, participants must have been a family mem-
ber of a patient who received successful TTM in Atlantic Canada, 
18 years of age or older, spoke and understood English, were will-
ing to share their experience, and at least two months had passed 
since their loved one’s event, but not more than 24 months.

Pilot study
A pilot study was conducted with three participants before 
commencing the larger study. Beginning with a pilot study 
enabled the researchers to determine the adequacy of the study 
design and validate the accurate application of Giorgi’s (2009) 
method with supervisory input. The data from the pilot study 
were included in the larger study.

Data collection
Demographic data were collected and included the partic-
ipants’ relationship to the patient, the length of time of the 
relationship, the length of time since the event, gender and age 
of the participant, and if the participant was present during 
the cardiac arrest, called emergency medical services, or per-
formed CPR. Data were collected through digital-audio taped, 
one-on-one interviews, using a semi-structured interview 
style. The primary investigator opened the interview with the 
question: Can you describe your experience when name had 
the cardiac arrest and then was treated with the cooling treat-
ment? Subsequent questions were guided by the participants’ 
responses and aimed to reveal rich descriptions of the phe-
nomenon of interest (Polit & Beck, 2012). Areas of exploration 
included the feelings and emotions experienced by participants 
when they first learned of the cardiac arrest, during the patient’s 
treatment with TTM, and the time during which they awaited 
the patient’s awakening. Additionally, to obtain the most accu-
rate and comprehensive description of the lived experience of 
the phenomenon as possible, the primary investigator main-
tained a journal of notes generated during the interviews. 
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Ethics
The University Research Ethics Board and the local Health 
Authority Research Ethics Board granted approval for this 
study. Participant confidentiality was secured throughout col-
lection, analysis, and data storage by the use of coding and the 
pseudonyms P1 to P9 were used to describe participant demo-
graphics and to identify quotes obtained through interviews. 

Data analysis and trustworthiness
Giorgi’s (2009) descriptive phenomenological psychologi-
cal method was used to analyze transcribed data. The aim of 
this method is to determine meanings of the phenomenon of 
interest (Whiting, 2001). In addition to the qualitative analy-
sis, descriptive statistics were used to analyze the demographic 
data of the participants.

To enhance the trustworthiness of the research findings, 
the researcher used Guba and Lincoln’s (1989) criteria of 
trustworthiness: credibility, transferability, dependability, 
confirmability, and authenticity. Research findings are cred-
ible when the researcher’s description of the participant’s 
experience of a phenomenon matches the participant’s actual 
lived experience of the phenomenon (Guba & Lincoln, 1989). 
To increase the credibility of the research findings, the pri-
mary investigator (a) used prolonged engagement with the 
study participants during interviews; (b) engaged in per-
sistent observations during these interviews by maintaining 
a journal of thoughts, feeling, and observations noted during 
interviews; (c) engaged in peer debriefing, which involved 
supervision and frequent feedback from the research com-
mittee to assist the primary investigator in understanding 
her own values in relation to the data collection and analysis; 
and (d) employed progressive subjectivity through ongoing 
bracketing and the use of intuitive acts of signifying, fulfilling, 
and identifying, as well as free imaginative variation (Giorgi, 
2009; Guba & Lincoln, 1989).

Results
Demographics 
Nine family members of survivors of cardiac arrest who received 
TTM treatment participated in this study. The nine participants 
comprised two men, and seven women. Participants’ relation-
ships to the patient included wife, husband, sister, sister-in-law, 
daughter, mother, and father. The age range of the partici-
pants was between 34 and 69 years, and for spouses, the length 
of marital relationship to the patient was between 34 and 47 
years. The time elapsed from the cardiac arrest to the time of 
the interview was between three months and two years. Three 
of the participants were present during their loved one’s arrest. 
None of the participants called emergency services nor per-
formed CPR for their loved one. 

During data analysis, the researchers collaborated in reviewing 
the meaning units and constituents that emerged from the data. 
Through researcher reflections, feedback, and conversations, 
the essential constituents were refined to reveal six essential 
interwoven and sometimes overlapping constituents. These 
constituents are presented below with direct quotes from the 
participants to enhance trustworthiness.

Extremely traumatic, stressful, and critical event
Participants described feelings of shock, disbelief, and fear 
when they witnessed their loved one’s cardiac arrest, or were 
notified of the event by telephone.  This feeling of an incom-
prehensible reality persisted for participants when they saw 
their loved one receiving TTM at the hospital.  One participant 
described the difficulty she had consolidating her known real-
ity to the reality presented to her during her 17-year-old son’s 
treatment with TTM: “It was like you are so not used to seeing 
that, that it is hard to imagine that is your child lying there unre-
sponsive in that bed. So, it was just hard to piece things together.”

Participants described additional stressors experienced during 
their loved one’s cardiac arrest and treatment with TTM. In 
the setting of this study, patients were sometimes transferred 
to another hospital a significant distance away for ongoing 
advanced cardiac care such as percutaneous coronary inter-
vention (PCI). When these transfers occurred, participants 
described a demanding, exhausting, and frightening journey. 
Describing the midnight drive to the larger centre, one partic-
ipant spoke of her fear for her husband during the transfer: “I 
didn’t think A was going to make it. I didn’t think… I thought we 
would be stopped half way going to (the out of province hospital), 
that the ambulance would be pulled over, that he’d be gone.”

Several participants also described how anxious they felt, as 
they witnessed other family members’ distress during their 
loved ones’ cardiac arrest and subsequent treatment with TTM.

Hoped-for awakening is a daunting, intensely stressful, and 
emotionally ambivalent experience 
During a loved one’s TTM treatment, participants described 
acts of selflessness, as well as the intense stress they endured 
that resulted in symptoms of de-realization and de-personal-
ization. One participant described her experience the first time 
she saw her son receiving TTM:  

I had a terrible pain in my chest, terrible. I said to the 
nurse, ‘I feel like I am floating on the top of this room. I 
have a terrible pain.’ and she said ‘Oh my God’ and I said, 
‘no, no’ because I was scared if she came and helped me 
then they weren’t going to help S.

Seeing their loved one undergo TTM and feel so cold was dis-
tressing for family members. Participants described how it felt 
like their loved one wasn’t there; they looked and felt lifeless, 
like death. The concept of death was pervasive throughout the 
interviews, and is captured in the following quote from a father 
when he touched his son during his TTM treatment: 

I don’t know. I have never done it before (crying). I never 
touched a dead body either so, I don’t know. I guess that is 
what it felt like to me. The experience of maybe he felt like 
a dead body. But again, it didn’t, that didn’t bother me as 
much as he was lifeless. That was, that was really bothering 
me a lot. He was lifeless.

As time passed during a loved one’s treatment with TTM, par-
ticipants experienced feelings of hopelessness that their loved 
one would survive TTM. These feelings of hopelessness trans-
formed into feelings of hope, as time passed and their loved 
one survived. However, not knowing what had happened or 
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what would happen to their loved one after completion of TTM 
was terrifying for family members. Participants described how 
questions about their loved one’s future could not be answered 
until their loved one either awoke or not, and this time was very 
hard for family members. Upon TTM completion, participants 
described how they endured this time while anxiously awaiting 
signs of their loved one’s awakening. One participant described 
this experience in the following quote:

Oh, it was awful. We were all very upset and it is just, it’s 
hard and I know they can’t give you any…, it’s just hard 
being on the other end of things and not knowing anything 
really until this cooling process is over.

She goes on to further describe the experience of waiting for her 
brother to awaken: “When you are waiting, that every second of 
hope that you are close to the end, it just seems like forever.” 

Need for constant reassurance
Participants described how they constantly sought reassurance 
from numerous sources within the healthcare environment. 
Participants gained reassurance from perceived connections 
with healthcare staff, receiving information about their loved 
one’s status and TTM treatment, and through remaining close 
to their loved one during their TTM treatment. Although 
participants described these elements of the healthcare environ-
ment as reassuring for them, other elements of the healthcare 
environment were not reassuring, and negatively affected their 
coping. One participant described how she felt when she saw 
her son receiving TTM: 

Well I could see that my son was naked with his hands 
tied down by his sides. It was just so inhumane looking. 
And then when I touched his arm, I mean it’s mental and 
visual… Mentally I understand it, but visually I don’t 
really want to see that.

Another participant described how a negative encounter with 
his wife’s nurse at a larger referral centre was extremely upset-
ting for him:

There was a snow storm on a Saturday evening and she had 
to come in, and she was very abrupt with everybody. I tried 
to kinda’ calm her down because she was going on and on 
about her employer and having to come in, in a storm like 
this, and why couldn’t they get somebody else, and also the 
thing is she had to take care of my wife... it was just terrible.

Lifelessness to life
During TTM, participants described how their loved one 
seemed different, lifeless, and less human. In contrast, the 
awakening was an exciting time when they felt relief that their 
loved one had come back to life. One participant described the 
time of his son’s rewarming: 

Well just holding his arm, his arm was getting warmer and 
his hands were getting warmer. It was just like, I can’t even 
remember the movie, but there was a movie where some-
body died and came back to life, I know that is far-fetched 
but, you know, he was sucked out of the body in terms of 
the feeling, the sense of, you know, touch the warmness of 
a person’s body and then it goes cold, but he was getting 
warmer, and warmer, and warmer, and it was just like life 
was coming back into him.

After their loved one’s initial awakening, participants described 
the relief they felt when their loved one became coherent, cog-
nitively aware, and appeared back to themselves. At this time, 
participants identified that they could now envision their lives 
returning to normal.

Family relationship and role adoption
Participants considered their role during a loved one’s TTM 
treatment as either one of providing support to family mem-
bers or directly to the loved one receiving TTM. In the current 
study, sisters of the patient receiving TTM identified their role 
during the event to be primarily supporting other family mem-
bers. Parents of patients who received TTM typically described 
their role as that of supporting their loved one who was under-
going TTM and being near them to provide comfort. When one 
participant was asked why she wanted to remain close to her 
son during his transport to the larger centre, she responded: 
“I wanted to be there because I knew he would have questions… 
And I just, I just had that motherly instinct to be there when he 
woke up.”

Participants who assumed the role of the patient’s next of kin 
described how being asked whether or not to continue with 
life-saving measures was an extremely difficult moral or ethical 
question. A wife described this burden: 

…then they did ask me… did I want them to stop because 
he had arrested so many times. I said ‘No’. At the back of 
my mind I’m thinking, you know, this has happened so 
many times, I have a little background, what if he doesn’t 
come back or what if he comes back in a vegetative state, 
he would be so upset. But it was such a hard call to make.

Existential challenges
Participants expressed how the experience of a loved one’s car-
diac arrest, resuscitation, and TTM treatment was a time when 
they felt helpless. One participant described a sensation of 
a loss of control in her ability to help her brother during his 
cardiac arrest: “And I felt very out of control. You know what I 
mean? Like there was nothing I could do, just sit back and watch 
it all unfold. So, it was hard.” 

During this phenomenon, some participants identified gain-
ing comfort from God and their faith during times of intense 
stress; they also saw God’s intervention in the outcome of their 
loved one’s hospitalization as a miracle. This is evident in the 
following: 

I’ve got great faith, and I just told the Lord that this was 
going to be His, it was much bigger than me and I couldn’t 
do anything about it…. I was scared, but I had peace at the 
same time.

Discussion
In this study, six essential interwoven and overlapping con-
stituents or themes were revealed to create the structure 
of the lived experience of families of patients undergoing 
TTM. The first constituent experienced by the participants 
was a loved one’s cardiac arrest and subsequent treatment 
with TTM, which was unexpected, chaotic, overwhelming, 
unreal, and frightening for family members; a finding that 
was reported in previous studies (Holm et al., 2012; Larsson 
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et al., 2013; Löf et al., 2010). Expecting or witnessing other 
family members’ distress over the situation was anxiety-pro-
voking for participants, who then sought to hold themselves 
together for the sake of other family members. This finding is 
supported in the general critical care literature (Engström & 
Söderberg, 2004), but less so in the TTM literature (Larsson 
et al., 2013).

Compounding these stressors were the additional psycho-
logical, emotional, physical, and financial burdens that were 
placed on participants when their loved one was transferred 
to a larger centre a significant distance away for ongoing 
advanced care and interventions; a finding not previously 
described within the context of TTM. Previous critical care 
research has described how a loved one’s inter-hospital trans-
fer during critical illness causes family members to feel 
concern, stress, confusion and disorientation when they are 
required to move to an unfamiliar environment with less sup-
port (Mackie, Kellett, Mitchell, & Tonge, 2014). Consequently, 
this situation can then lead to a decline in the health status of 
the family members (Mackie et al., 2014). Participants in the 
current study also described the financial burden they were 
made to bear with their loved one’s transfer to a different 
facility; in one case this burden was more than $2,000, a find-
ing consistent with other studies (Mackie et al., 2014). There 
is a significant role for nurses to support families in ICU. 
Although McConnell and Moroney (2015) found that criti-
cal care nurses held the belief that a patient’s admission to an 
ICU would not significantly impact the lives of the families, 
results of the present study suggest there is, indeed, a signif-
icant impact on these individuals. In fact, Christensen and 
Probst (2015) found that the impact of an ICU admission on 
families can be so severe, that it results in the family member 
experiencing Post Traumatic Stress Disorder (PTSD).

A second constituent identified in this study was participants 
waited for the hoped-for awakening, which was a prolonged, 
daunting, intensely stressful, and emotionally ambivalent 
experience for family members. Family members felt both 
hope and hopelessness that their loved one would survive 
TTM, a finding that is repeated in the TTM literature (Holm 
et al., 2012; Larsson et al., 2013; Löf et al., 2010) and the gen-
eral critical care literature (Engström & Söderberg, 2004; 
McKiernan & McCarthy, 2010). Participants also described an 
experience that was so stressful that they exhibited symptoms 
of de-realization, a finding supported by Larsson et al. (2013). 
As with the current study, previous research has identified that 
it is difficult, frightening, and traumatic for family members 
to see a loved one receiving TTM (Holm et al.; Larsson et al.; 
Löf et al., 2010). During the rewarming period, one partici-
pant described the day of the awakening as anticipating both 
the best and the worst in this single day of the entire treat-
ment, a finding echoed by Holm et al. (2012). Beyond the 
initial awakening, another constituent identified in this study 
was the return of a loved one to lucidity, which was an exciting 
time for family members who felt as though their loved one 
had returned to life, a finding that is repeated in the literature 
(Holm et al., 2012; Löf et al., 2010).

Our research shows the breadth and depth of family mem-
bers’ needs at a time when the general critical care literature 
is demonstrating that they may be silent about those experi-
ences. For example, Agård and Harder (2007) found family 
members placed their needs second to their critically ill loved 
one, and in an effort to keep the team’s focus on their loved 
one, they attempted to draw as little attention as possible 
to themselves. Weslien, Nilstun, Lundqvist, and Fridlund 
(2005) and Engström and Söderberg (2004) identified simi-
lar behaviours of selflessness among family members during 
a loved one’s cardiac arrest; findings that are supported in 
the current study, but not well described in the current TTM 
literature (Holm et al., 2012; Larsson et al., 2013; Löf et al., 
2010).

Löf et al. (2010) found that family members perceive their loved 
one to be changed during TTM treatment, and this finding was 
also supported in the current study. Death was a pervasive 
concept that was interwoven throughout the participants’ expe-
rience. Their loved one appeared lifeless during TTM treatment 
and felt cold and dead when they touched them. One partici-
pant described how his son looked like a dead body, and during 
the time of his son’s TTM he felt like he was at a funeral for 
three days. This finding was similar to findings by Larsson et 
al. (2013), and Löf et al. (2010), but in the study by Holm et al. 
(2012), partners did not find the cold body traumatic, rather 
they accepted it as part of their loved one’s care. In the current 
study, it was also found that family members unconsciously 
objectified and dehumanized their loved one during TTM; 
the treatment so changed their loved one that they no longer 
seemed human to the participants.

The third constituent experienced by participants was the 
need for reassurance during their loved one’s cardiac arrest 
and TTM in numerous ways and from numerous sources; 
as with Löf et al. (2010) they sought to have connections 
with staff and these connections helped them to cope with 
the experience. Conversely, a lack of perceived connection 
with the healthcare team was distressing for participants, a 
finding that has been repeated in the general critical care lit-
erature (Khalaila, 2013). In the current study, participants 
also described a need to remain close to their loved one 
during TTM, and during inter-facility transfers. Although 
this was a persistent theme in the current study and is noted 
in the general critical care literature (Agård & Harder, 2007; 
Al-Mutair, Plummer, Clerehan, & O’Brien, 2014; Khalaila, 
2013; McKiernan & McCarthy, 2010), it is only noted in the 
TTM literature by Holm et al. (2012) who found that fam-
ily members experienced a strong need to remain close to 
their loved one during the time of the anticipated awakening, 
more so than during the time of TTM.

The critical care environment was also a source of both fear 
and comfort for family members; some participants described 
how the unfamiliar critical care environment and associated 
protocols were frightening and inhumane, whereas other par-
ticipants found these elements to be comforting. Similarly, 
Larsson et al. (2013) found that family members perceived 
the critical care environment to be frightening. However, Löf 
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et al. (2010) identified that family members found the ICU 
environment to be peaceful, and the medical equipment 
inspired a feeling of safety. 

Not knowing and/or understanding what was happening, or 
what would happen to their loved one was described as very 
distressing and frustrating for participants. There is inherent 
uncertainty regarding a patient’s prognosis while receiving 
TTM (Taccone et al., 2014) and family members experience 
intense feelings and severe anxiety when they do not know 
the prognosis of their loved one (Al-Mutair et al., 2014). 
Participants also indicated that if they had received informa-
tion about the rationale of TTM, they might have been more 
accepting of it. Azoulay et al. (2005) noted that a perceived 
incompleteness of shared information is associated with the 
family members’ development of post-traumatic stress reac-
tion. This is supported in the current study where participants 
described a perceived lack of information from staff as adding 
to the stress of the situation for them. In contrast, participants 
in the current study described feelings of relief and comfort 
when they received information and updates from staff about 
their loved one, a finding supported in the current literature 
(Holm et al., 2012; Löf et al., 2010).

A fifth constituent identified in this study was family relation-
ship and role adoption. The degree of family relationship to the 
patient affected the role adoption by participants when expe-
riencing this phenomenon.  Participants who were identified 
as next of kin assumed the role of decision maker, parents of 
the patient assumed the role of family and patient support per-
son, siblings of the patient assumed the role of family support 
person, and the child of the patient assumed the role of being 
present at the bedside and receiving support from others.  This 
component of the phenomenon of interest has only been briefly 
described in the current TTM literature; partners of patients 
who received TTM assumed responsibility for their loved one’s 
outcome after cardiac arrest and treatment with TTM (Holm et 
al., 2012), and it is difficult for young children to see a parent so 
ill (Larsson et al., 2013).

Participants in the current study experienced a sixth constitu-
ent, existential challenges during their loved one’s cardiac arrest 
and TTM treatment. Family members described a feeling of 
helplessness and a loss of control during a loved one’s TTM, 
which has been noted to be very difficult for family members 
to endure (Löf et al., 2010). Many participants expressed how 
they sought to find meaning and understand why this experi-
ence was happening to their loved one; the situation seemed 
unfair. During their loved one’s TTM, family members looked 
to God or a greater power to take responsibility for their loved 
one’s situation and this provided them with a sense of peace and 
comfort, a finding only briefly described in the current liter-
ature (Larsson et al., 2013; Löf et al., 2010). Experiencing this 
phenomenon caused participants to feel changed by the event, 
feeling closer as a family and not taking things for granted. 
Some participants described a fear of a recurrence of cardiac 
arrest for their loved one, a finding supported by Holm et al. 
(2012) and Larsson et al. (2013).

Strengths and limitations
To enhance the strength of this study, a pilot study was com-
pleted and the primary investigator consulted with her thesis 
supervisor to ensure she was correctly applying the research 
method to obtain as pure a description as possible of the phe-
nomenon of interest. Furthermore, the supervisory team 
reflected on the meaning units and proposed constituents to 
further refine the essential constituents of this phenomenon. 

Several limitations of the present study need to be considered. 
First, participant recruitment occurred using a purposive snow-
ball sampling strategy and, in one situation, three participants 
from the same family wished to be interviewed consecu-
tively in one evening. In an effort to reduce this limitation, the 
researcher recruited more than the required three participants, 
as identified by Giorgi (2009); in total, nine participants were 
recruited. Second, although it was hoped that there would be 
an equal number of men and women participants recruited, 
only two of the nine participants were men. This disparity may 
be explained by the fact that survivors of cardiac arrest in this 
population were predominantly men; eight of the nine loved 
ones were men, and their immediate family members tended 
to be women. It could be suggested that having more men par-
ticipate in this study may have provided greater variation in the 
raw data collected. However, the descriptions obtained from 
the two men were so detailed and descriptive, that this iden-
tified limitation may be minimal. Third, only participants who 
accessed a specific tertiary care centre were interviewed and 
not all of these participants were exposed to an out-of-province 
healthcare system. Consideration of accessing participants in a 
singular large urban tertiary care centre is suggested for future 
research.

Conclusion
Targeted temperature management is a welcomed interven-
tion that reduces patient mortality and morbidity. However, 
the experience of this phenomenon has a significant negative 
effect on family members. Although this study does identify 
some common denominators with pre-existing literature, new 
knowledge was also revealed: the additional stressors associ-
ated with of out-of-province transfer for advanced critical care 
services, the existential challenges faced by family members, 
and the influence of family relationship in role adoption during 
the event. Future research that explores the potential benefits of 
the provision of written information to family members, inter-
ventions to support family members who are required to travel 
to distant healthcare centres, and implementation of a Critical 
Care Clinical Nurse Specialist’s role may reveal strategies that 
result in better outcomes for these family members. 

Implications for nurses
1. During a loved one’s cardiac arrest and subsequent treat-

ment with TTM, family members seek spiritual support; 
this need often goes unaddressed by nurses.

2. The provision of written material during a loved one’s treat-
ment with TTM may provide comfort to family members 
and reduce the negative psychological sequelae experienced 
after this phenomenon.
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3. When a loved one is transferred to a centre a significant 
distance away for advanced critical care, family members 
experience an emotional, psychological, financial, and 
physical burden in addition to the pre-existing stressor 
associated with the phenomenon of a loved one’s cardiac 
arrest and treatment with TTM.

4. Implementation of a Critical Care Clinical Nurse Specialist 
in this area would provide a significant step forward in 
improving the care of these family members. 
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Constructing nursing knowledge in the context of 
Canadian intensive care units, 1960–2002
By Brandi Vanderspank-Wright, PhD, RN, CNCC(C)

Abstract

Hospital reform of the early twentieth century in 
Canada and elsewhere had made hospitals acceptable 
and even desirable settings for the treatment of illness 

and injury. By the post-Second World War era, the hospital had 
been transformed into a “temple of expensive accommoda-
tions and life-saving treatments” (Fairman & Lynaugh, 1998, 
p. 22). As historians Julie Fairman and Joan Lynaugh noted, the 
American public, for example, had a rising faith in the medical 
model’s concept of cure and increasingly expected treatment 
for previously untreatable illnesses (Fairman & Lynaugh, 1998). 
In the midst of these changing perceptions regarding health-
care, important and pragmatic questions surfaced around who 
would care for patients with serious and increasingly complex 
illnesses. Cynthia Toman argued that new skills and new tech-
nology, in particular the delegation of medical technology to 
nurses, forced hospitals to employ larger numbers of graduate 
nurses, replacing the predominantly student nurse workforce 
(Toman, 2004). During the 1960s and 1970s, hospital person-
nel recognized that designated spaces in the form of intensive 
care units (ICUs) were the most appropriate places of care for 
those with acute life-threatening illnesses. The care of these 
patients required another level of competency from a dedicated 
staff of graduate nurses. 

This paper expands on work previously published by 
Vanderspank-Wright, Fothergill Bourbonnais, Toman and 
McPherson (2015) and explores in greater depth, the develop-
ment of nursing knowledge within the Canadian ICU setting, 
with a particular focus on the importance of the social and 
relational aspects of ICU nursing practice. Initially ICU nurses 
relied on each other’s experience and knowledge, no matter 
how limited, as well as on other members of the healthcare team 
(namely physicians), in order to provide care to patients and 
families. Over time, formalized learning opportunities were 
established based on the nursing knowledge that was devel-
oped and identified as foundational for ICU nursing practice. 

Eventually ICU nursing would be recognized as a certified 
nursing specialty in Canada through the Canadian Nurses 
Association (Vanderspank-Wright et al., 2015).

The primary theoretical perspective that informed this research 
was Berger and Luckmann’s (1966) Social Construction of 
Reality. This theory maintains that social relations and social 
context play a pivotal role in the construction of different real-
ities. It is useful in exploring aspects of social realities that 
become taken for granted by those who exist within them and 
it provides a lens through which we can better understand the 
emergence (or construction) of intensive care nursing (a reality). 
Berger and Luckmann (1966) built on prior theories specific to 
the sociology of knowledge and argued that both “reality” and 
“knowledge” are socially and contextually bound, positing that 
“all human knowledge is developed, transmitted and maintained 
in social situations” (p. 10). Exploring and understanding a spe-
cific social reality and its embedded knowledge allows for an 
understanding of activities and practices that over time become 
taken for granted by those existing (and working) within the set-
ting. For example, ICU nursing came to include shared language, 
meanings, experiences and practices that became invisible—part 
of everyday work in ICUs. However, prior to becoming “invisi-
ble” and “taken for granted” it had to be learned and mastered 
by new nurses in these units. Differences between general nurs-
ing practice, as well as the practice environment itself, situated 
ICU nursing as a specialized body of nursing knowledge and 
nursing practice (Vanderspank-Wright et al., 2015). With the 
establishment of normalized routines, practices, and procedures, 
characteristics of nurses who would be successful in this type of 
nursing reality became more apparent. Importantly, the lens of 
social construction privileges the relationships between nurses 
themselves as pivotal to their transformation into ICU nurses. 
These relationships facilitated the development of specialized 
knowledge through both formal and informal educational pro-
cesses and, ultimately, shaped a new practice area.

Intensive care unit (ICU) nursing education in Canada evolved 
from grassroots, first-hand experiences, to a formally recog-
nized area of specialty nursing practice across the nation. In this 
paper, the author explores the development of nursing knowledge 
within the ICU setting in Canada from approximately 1960 until 
2002. Initially, ICU nurses relied on each other’s experiences and 
knowledge, no matter how limited, in order to provide care to 
patients and families. Of particular importance is that within this 
practice context, nurses’ relationships with each other facilitated 
the development and social construction of specialized knowledge 
through both formal and informal educational processes and, 

ultimately, shaped a new practice area. The lens of social con-
struction privileges the relationships between nurses themselves 
as pivotal to their transformation into ICU nurses. The author 
draws on oral history interviews and published professional lit-
erature to trace the development of ICU nursing and nursing 
knowledge in Canada.

Key words: critical care nursing, intensive care units, nurs-
ing, education, knowledge development, Canada, oral history, 
interviews 

Vanderspank-Wright, B. (2018). Constructing nursing knowledge in the context of Canadian intensive care units, 1960–2002. Canadian Journal of Critical 
Care Nursing, 29(1), 25–33.
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Primary sources for historical inquiry
Oral history provided an ideal method for exploring and 
documenting the experiences of ICU nurses. Oral histories 
served as a means for early ICU nurses to specifically discuss 
their early experiences, to describe how early knowledge was 
acquired and remark how ICU nursing knowledge changed 
and evolved over time.  Research of this nature required pur-
posive, key-informant sampling in order to satisfy the scope of 
the study (people in certain places, at specific times in history) 
(Vanderspank-Wright et al., 2015). Snowball sampling (Polit & 
Beck, 2004) supplemented the recruitment of additional ICU 
nurses. This sampling method allowed the researcher to iden-
tify potential participants by relying on previous participants 
to suggest others with similar or different experiences (i.e., 
nurses who worked in a specific unit in 1960). This method 
generated a sample of frontline nurses who worked in a vari-
ety of provinces and multiple ICUs across Canada. A total of 
25 oral history interviews were conducted with frontline ICU 
nurses who practised in these early units between the 1960s 
and 2002 (Vanderspank-Wright et al., 2015). Ethics approval 
was received from the appropriate research ethics boards for 
the oral histories completed by the researcher. This study also 
included seven previously recorded interviews by Cynthia 
Toman and from the British Columbia History of Nursing 
Oral History Collection. Additional primary sources included 
documents and records held by hospitals and organizations 
that were active in establishing early ICUs, photographs, and 
contemporary Canadian published professional literature, spe-
cifically the Canadian Nurse and the Canadian Critical Care 
Nursing Journal, which, during the scope of this study, later 
became Dynamics: The Journal of the Canadian Association of 
Critical Care Nurses.

Situating the Development of ICus in 
Pertinent historiography
Fairman and Lynaugh (1998) explored the development of 
the ICU from the perspective of space and physical structure, 
arguing that new hospitals, with their increased popularity 
and increasing complexity of patient care, required new spaces 
(ICUs) and new nurses (specially trained nurses to work in 
ICU) to meet these demands. Hilberman (1975), in a chrono-
logical account of the origins of ICUs, emphasized that they 
created a space for specialized nurses and dedicated physicians 
to care for patients requiring intensive and technologically 
complex care. Bulander (2010), in a social history of American 
ICUs from 1950 to 1965, remarked that a growing demand for 
hospital services led hospital administrators to use the ICU and 
a specially trained nursing corps to care for the sickest patients 
in a concentrated area. Additionally, Bulander (2010) sug-
gested that nurses would require both training and a certain 
type of personality to work in the ICU environment. This cur-
rent study adds to the existing historiography, but contributes 
a different perspective by providing an in-depth exploration of 
the socially constructed nature of ICU nurses’ experiences, par-
ticularly with respect to their knowledge development within a 
Canadian context.

early intensive care units
The establishment of intensive care units provided a defined 
space for critically ill patients with direct patient observation, 
specialized equipment readily available, and a significantly 
reduced patient-to-nurse ratio (Fairman & Lynaugh, 1998). 
From a historical perspective, ICUs also facilitated the care 
of complicated post-operative surgical patients who required 
closer monitoring after recovery rooms had closed for the day 
(Fairman & Lynaugh, 1998). Fairman and Lynaugh (1998) 
remarked that prior to purpose-built ICUs, critically ill patients 
were often discovered by chance because neither the physical 
structure of the ward nor the ratio of patients to nurses allowed 
for prolonged direct observation of patients.

Early ICUs themselves were often makeshift areas where 
wards or other large rooms were converted and subdivided 
into smaller spaces (Fairman & Lynaugh, 1998). From a 
Canadian perspective, discussion regarding the establish-
ment of these spaces began in the late 1950s and early 1960s 
(Vanderspank-Wright et al., 2015). The structure of these early 
units was compared to modern day post-anesthesia care units 
(formerly known as recovery rooms) where patient care areas 
were partitioned off by curtains and offered relatively little 
privacy (Vanderspank-Wright et al., 2015). Frances Fothergill 
Bourbonnais, an early Canadian ICU nurse, recalled that 
many of the ICUs where she worked at the beginning of her 
career were often removed from the rest of the hospital and 
often had little natural light, making it difficult to distinguish 
night from day (Vanderspank-Wright et al., 2015). Hamilton 
(2010) described the layout of the Vancouver Hospital ICU in 
1967 as follows:

The space used to create the ICU was actually an extension 
of the hospital’s underground tunnel system… the physical 
layout of the ICU was very small. It had a very low ceil-
ing and windows that were at the ground level. The only 
source of natural light was a back door that opened out 
to a courtyard facing Heather Street… The unit had space 
for 11 beds in total: one single room for isolation of burns, 
infectious diseases and later kidney transplant patients… 
A space was especially created for a ventilator on the side 
of the bed, near the patient’s head, and a shelf at the head 
of the bed was designed to hold a heart monitor. Shelves 
were also built into the head of the bed to store supplies, 
and a cart containing supplies such as dressing gauze, suc-
tion and IV tubing was placed at the side of the stretcher 
for the nurses’ convenience. Oxygen and wall suction were 
fitted into the wall at the head of each bedside, which was a 
revolutionary arrangement for the 1960s (p. 44)

In early dialogue regarding ICUs, while space and the physical 
layout of units would become significant, proponents of ICUs, 
like Dr. Bingham of the Kingston General Hospital (KGH) 
argued to the Medical Conference Committee that the advan-
tages of the unit would include expert care being available on 
a constant basis, and a decreased pressure on other areas of 
the hospital, he believed that “it would be an act of folly for us 
not to establish such a unit in this hospital” (Bingham, 1959; 
Vanderspank-Wright et al., 2015, p. 20). 
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Other hospitals, like the Winnipeg General Hospital (WGH), 
were also indicating the need for a critically ill post-opera-
tive ward by 1961. It was suggested in the 1961 WGH Annual 
Report that staffing such a unit would require graduate nurses 
with additional post-graduate training, particularly with 
respect to surgical care (Winnipeg General Hospital, 1961). 
Without sources to indicate that outside recruitment of expe-
rienced nurses to staff the new unit occurred, it is likely that 
many of the first nurses had little to no previous experience or 
knowledge specific to intensive care. Evidence from the oral 
history interviews done for this study suggests that nearly all of 
the participants had some exposure to the care of patients with 
complex medical and/or surgical needs during their basic train-
ing and subsequent practice experiences, but few had practical, 
hands-on experience in an ICU (Vanderspank-Wright et al., 
2015). Thus, few understood what their work in the ICU would 
entail, largely because these early nurses were pioneers in laying 
the foundations of ICU nursing in Canada. 

ICu nursing in Canada—the 1960s and 
early 1970s
As ICUs began to open across the country from approximately 
1961 onwards, nurses who transferred from other hospital 
practice areas such as medical and surgical wards were read-
ily aware that the move to ICU would be challenging. Some 
of these early nurses had opportunities to glimpse what ICUs 
were like while they were students. Fothergill Bourbonnais, 
for example, recalled that, as a student nurse at the Montreal 
General Hospital in 1968, she had the opportunity to spend one 
week in its new ICU during her third year. She remarked:

The ICU at the Montreal General had just opened in the 
winter of 1968. And there were a few of us, and I’m not 
sure how I was chosen, but there were a few of us chosen 
to go to the ICU… and [as] soon as I got in there (and 
I mean the patients weren’t as critical as they are today), 
but it was just the way the work was done and the patient 
contact, and you got to know the patients really well. And I 
thought… “this is for me.  This is what I want” (F. Fothergill 
Bourbonnais, personal communication, September 30, 
2011).

Sharon Anderson recalled her transition to the ICU at the 
Cornwall General Hospital, noting that while she had worked 
on the surgical ward just outside of the ICU on the previous 
day, the step through the ICU doors somehow inferred she was 
now a nurse with advanced knowledge and skills (S. Anderson, 
personal communication, January 23, 2013). Ruth Pollock, 
a graduate of the Ottawa Civic Hospital School of Nursing in 
1969, recalled that the head nurses of both the ICU and the cor-
onary care unit (CCU) at the Hotel Dieu Hospital in Cornwall, 
Ontario, recruited potential candidates from the wards to staff 
these two units in 1970 (R. Pollock, personal communication, 
September 7, 2011). Pollock had been approached to work in 
the ICU in 1969, but declined the offer. She remarked “I mean, 
I just graduated. I couldn’t go in the intensive care unit.” She 
made the move to CCU in 1970, but recalled that her entry into 
critical care “wasn’t really a pull, so much as a push.” 

The initial hesitation of Pollock and others to work in ICU was 
likely based on the notion that specialized knowledge and skill 
related to the use of complex technological equipment was por-
trayed as a prerequisite to working in an ICU. For example, The 
General Alert, a newsletter from the Cornwall General Hospital 
(circa 1971) (the Hotel Dieu’s neighbour hospital in Cornwall, 
ON) described the unit this way:

Don’t forget, the type of patient under consideration is 
one for whom a crisis is likely. Crises are apt to happen 
suddenly. This means that special knowledge and special 
equipment must be there just as fast as possible [emphasis 
added] (Cornwall General Hospital, 1971 May).

Early ICU nurses readily acknowledged limitations in their 
level of knowledge regarding critical illness and admitted that 
a more advanced understanding of anatomy, physiology, and 
treatment regimens was essential (Vanderspank-Wright et al., 
2015). Teresa Lee stated, “I loved the type of nursing. It just 
caught me. But I realized I didn’t have enough knowledge” (T. 
Lee, personal communication, February 10, 2012). Nurses also 
understood the need to further their knowledge of various crit-
ical illnesses and treatments for the sake of patient safety and 
to plan their work. For example, the care of patients after tho-
racic surgery would require nurses to learn assessment skills 
like differentiating chest sounds, as well as managing patients 
with chest tubes. But nurses in the 1960s and early 1970s had 
few Canadian opportunities for formal ICU/critical care educa-
tion. Indeed, formal ICU educational programs depended on 
the experiences of the first ICU nurses to identify what the con-
tent of such programs should be. Thus, for early ICU nurses, 
learning and knowledge acquisition was largely self-driven 
(Vanderspank-Wright et al., 2015). They described learning 
from each other and from practical hands-on experiences, 
relying heavily on each other and each other’s experiences and 
knowledge to augment their own (Vanderspank-Wright et al., 
2015). Primary sources indicate that relationships established 
with physicians also played a key role in early ICU nursing 
education/learning. 

Some nurses who did turn to opportunities that were avail-
able elsewhere, such as in the United States (Bulander, 2010), 
returned to help others in their units (R. Pollock, personal 
communication, February 19, 2013). Pollock recalled that Jean 
McIntosh, the first head nurse of the CCU at the Hotel Dieu 
Hospital in Cornwall, Ontario, for example, had gone to Ann 
Arbor, Michigan, to take a course, which, according to Pollock, 
was probably primarily focused on cardiology. She recalled that 
on McIntosh’s return:

She taught everybody else who worked in the unit then… 
I sat down with Jean for some time and we’d spend our 
night… working with strips and playing with strips… once 
you knew your basics it’s just playing with them and dis-
cussing and going back and forth.

Maureen McBain, who also worked at the Hotel Dieu at that 
time, recalled that “all we knew was if there was a straight line 
[on the cardiac monitor] to call for help!” (M. McBain, per-
sonal communication, January 23, 2013). Similarly, Teresa Lee 
recalled looking at the oscilloscope with another nurse, trying 
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to recognize the cardiac rhythm from a book they had open, 
saying: “Do you think that’s what it was?” (T. Lee, personal 
communication, February 10, 2012). 

Fothergill Bourbonnais agreed that much of their learning was 
self-driven during the 1960s and 1970s. She described learn-
ing to read electrocardiograms (ECGs) on her own, facilitated 
by a reference text on reading ECGs. She recalled taking strips 
home and, on days off, practising reading and interpreting 
the rhythms (F. Fothergill Bourbonnais, personal communi-
cation, September 30, 2011). Other knowledge and skills that 
were also essential to caring for critically ill patients were, 
in many instances, learned through firsthand experiences. 
Changes in patient populations admitted to ICU, for example, 
greatly impacted nurses’ work and comfort levels. As Fothergill 
Bourbonnais recalled, it “change[d] the whole dynamic. You’re 
looking after patients you’re not comfortable with [be]cause 
you don’t know their trajectory” (F. Fothergill Bourbonnais, 
personal communication, September 30, 2011). When new 
procedures, such as the repair of abdominal aortic aneurysms 
brought a new category of patients to the ICU, for example, 
there was no formal training for nurses. Pollock remarked that 
when she needed to know more about what was happening to 
the patient, collegial relationships and dialogue between the 
nurses and physicians was a very important source of learn-
ing (R. Pollock, personal communication, September 7, 2011). 
Early ICU nurses learned by questioning the surgeons, as well 
as through observation and from working together in hands-on 
experiences. She recalled:

You know they’d start doing something like a Triple A, 
“Well what are you expecting from us, as nurses, other 
than just generally monitoring the patient?” ... like obvi-
ously we’re monitoring to make sure his vital signs stay 
stable… but what are we expecting with fluid? Like third 
spacing… I’d never heard of it… we’re going to be shov-
ing fluids in, it’s not going to be coming out. And then all 
of a sudden, a few days later it’s all going to come out. We 
learned that, but we didn’t know [it before]… we learned 
by guess and by golly, from observation.

At Toronto’s Hospital for Sick Children in the 1960s, Donnie 
Parks took the initiative to create strategies to help educate 
nurses regarding the knowledge necessary to work in the pedi-
atric intensive care unit (PICU). She remarked that in the 
1960s, there was a very limited amount of educational material 
for pediatric ICU nurses (D. Parks, personal communication, 
April 19, 2013). Parks recalled that it was not always feasible to 
teach nurses directly at the bedside because practice on a real 
patient was not always ideal or even acceptable to patients or 
their families. As a result, she created the first “simulated” pedi-
atric patient model at the Hospital for Sick Children. As Parks 
recalled:  

There was just so much that you could [do] with a real 
patient. So, somebody gave me a toddler-size doll, and 
what I did was drill holes in it and put tubes up and set it 
up so she was intubated and had a balloon for lungs and 
I was then able to teach them about intubation and venti-
lation. I say “she” because [the doll] was a girl… I put in 

an arterial line and a catheter and an NG [nasogastric] 
feeding tube—as much as I could… [I] put on [cardiac] 
monitoring leads (D. Parks, personal communication, 
April 19, 2013; Vanderspank-Wright et al., 2015, p. 21).

Parks used the doll to teach procedures, as well as to certify 
staff, indicating that they had been examined and evaluated as 
competent to perform special procedures or “delegated acts” 
(D. Parks, personal communication, April 19, 2013). With 
increasing numbers of nurses, as well as agency staff being used 
in the PICU, she also felt a need to create a series of educational 
manuals. The manuals focused on all aspects of nursing care in 
the PICU—from charting, to physical assessment, to policy and 
procedures. As Parks recalled:

People were hired and I started writing down what I kept 
on telling new staff. Because I kept saying the same thing 
over and over… I figured I should start writing it down. So, 
I started making manuals… And I took my own pictures 
with the camera and I would go around the unit… taking 
pictures of everything… we were doing in the way of nurs-
ing care… Then I would write up about it in the manual” 
(D. Parks, personal communication, April 19, 2013).

In considering key tenets from the theoretical perspective of 
social construction of reality, these examples of early learn-
ing emphasize the relational aspects that were key to early 
ICU nursing practice and knowledge development.  Threading 
throughout these experiences were examples of the ways nurses 
worked together to provide patient care, to develop and build 
their knowledge base and to then determine, as Parks sug-
gested, what they felt was necessary or required knowledge to 
work in the ICU. This period, which lasted from approximately 
1960 until the early 1970s, reflected an era of “by guess and by 
golly” as Pollock described it. ICU nursing knowledge devel-
opment was experiential in nature and was learned through 
trial and error with little formal guidance to direct nursing care 
(Vanderspank-Wright et al., 2015).

Structured and formalized ICu nursing 
knowledge—the 1970s and 1980s
As early ICU nurses began to solidify their developing special-
ized knowledge, they were able to structure learning in a more 
formalized way. Newer strategies emerged from earlier informal 
learning that was largely self-directed to encompass formalized 
mechanisms including orientations, in-service education, pre-
ceptorships, as well as conferences and courses—strategies that 
were also paralleling educational trends in general nursing edu-
cation between the 1970s and 1980s (Vanderspank-Wright et 
al., 2015). Formal ICU nursing education was relatively lim-
ited across Canada until well into the 1970s, but by the early 
2000s, certificate programs affiliated with community colleges 
were well-established and Canadian ICU nurses had success-
fully fought for a national level specialty certification program.

Critical care nursing courses
One of the earliest formally structured hospital-based ICU 
nursing courses was developed at the Winnipeg General 
Hospital (WGH) in 1966, which coincided with the opening 
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of the ICU there (Vanderspank-Wright et al., 2015). Hospital 
administrators recognized the need to formally prepare nurses 
especially for this unit from its inception. The Intensive Care 
Nursing Program attracted both local nurses and nurses from 
across Canada from 1966 to 2009, when it was closed.

Margaret Nugent, who was hired in July 1967 as the 
Administrative Assistant responsible for Intensive Care Nursing 
Services, as well as the Recovery Room and the Dialysis Unit at 
the WGH, was also charged with the responsibility of devel-
oping a post-basic training course in Intensive Care Nursing, 
which later became known as the Advanced Course in Intensive 
Care Nursing (Winnipeg General Hospital, 1967). Initially the 
course consisted of a six-month orientation (another unique 
aspect) period consisting of theoretical learning, followed by an 
additional 100+ hours of practical experience in the ICU. 

The Generator (the newsletter of the Winnipeg General Hospital 
at the time—1967) celebrated the first graduating class of the 
advanced ICU course in 1967 (Winnipeg General Hospital, 
1967 Summer). Of the nurses interviewed for this study, Alice 
Dyna, Brenda Stutsky, and Teresa Lee were all graduates of the 
program at various points in time. Alice Dyna recalled that two 
nurses—Glynn Murray and Gail Slessor—were instrumen-
tal in the development of the course content, and noted that 
completion of the course was a requirement in order to gain 
employment in either the medical or surgical ICU at the WGH 
(A. Dyna, personal communication, October 27, 2011). The 
four-week orientation (which Dyna remarked was “not heard of 
anywhere” at that time) included formal classes on cardiology 
and respirology, as well as on the medical technology being used 
in the ICU (particularly cardiac monitors). After the four weeks, 
candidates had to pass an examination in order to move forward 
into the ICU itself for practical, hands-on experience. Clinical 
practice in the ICU was closely linked to the formal classroom 
education. Dyna also recalled that physicians took a great inter-
est in the course, particularly anesthetist Dr. Joe Lee, who helped 
out with the respiratory component of the course (A. Dyna, per-
sonal communication, October 27, 2011). Initially physicians 
were the primary course instructors and, therefore, played a 
part in early ICU nursing knowledge development. Over time, 
nurses like Dyna eventually became the course teachers and 
assumed total responsibility for the course development and 
delivery (A. Dyna, personal communication, October 27, 2011).

Brenda Stutsky recalled that in 1984, the main teachers, includ-
ing Dyna, were “very experienced and incredible educators” 
(B. Stutsky, personal communication, October 26, 2011). 
Stutsky elaborated on the various learning experiences: formal 
classroom learning, laboratory components, and a buddy expe-
rience with nurses who had already been working in ICU for 
some time. According to her, by the last two months, students 
became increasingly independent in the delivery of patient 
care, although their assigned buddy was always nearby for 
assistance and guidance when needed.

Teresa Lee (personal communication, February 10, 2012), who 
was working at the Curtis Memorial Hospital in St. Anthony, 
Newfoundland, around 1978, recalled:

Having come from Ontario, I had not heard of it [the 
course]. But down east, many of my colleagues were famil-
iar with it, and a girl I lived with from New Brunswick 
mentioned it to me. And then I explored it and wrote peo-
ple and called out there and got an application form.

Lee felt that she had been providing safe care to patients at that 
time, but did not have the necessary depth of knowledge regard-
ing the various body systems and how they had an impact on 
one another within the context of critical illness. The Winnipeg 
course provided a connection between theory and practice that 
she had not yet acquired.

Over time, as Dyna recalled, the program gained popularity 
and became well known, attracting nurses from across Canada 
and as far away as Australia. Dyna suggested that the program 
was extremely influential and that graduates often went back to 
their respective units, disseminating what they had learned in 
Winnipeg (personal communication, October 27, 2011). 

Other courses were developing by the early 1970s. For exam-
ple, an advertisement in the May 1967 volume of the Canadian 
Nurse highlighted an eight-day course that had been pro-
vided in January of that year—a collaborative effort of the 
Royal Jubilee, St. Joseph’s, and the Veterans’ Hospital in British 
Columbia (“News – Intensive Care Nursing Course, 1967). 
Beverly Brennan received formal training in 1972 in Halifax, 
Nova Scotia, a one-year course that was shared between the 
Grace Maternity Hospital and the Isaac Walton Killam Health 
Centre and focused on ventilators and high-risk diseases of 
neonates (B. Brennan, personal communication, January 23, 
2013). Later, in the 1970s and early 1980s, community colleges 
began to offer certificate programs for post-basic education 
specific to intensive care. Sharon Slivar reflected on her plans 
to pursue her critical care education in the early 1980s, not-
ing “I just wanted to get a few years on the floors and I did my 
Critical Care Course Certification at Algonquin [College].” (S. 
Slivar, personal communication, September 15, 2011). By the 
early 1990s the opportunities for critical care nursing education 
had flourished and were available across the country (Canadian 
Association of Critical Care Nurses, 1993 September 8).

One of the unique aspects of the WGH course was its empha-
sis on a unit-specific orientation, which appeared to be cutting 
edge for the time period. For example, discussions had only 
begun to surface in the Canadian Nurse during the 1960s 
regarding hospital orientations as novel approaches for inte-
grating new nursing staff (Vanderspank-Wright et al., 2015). 
Hospitals could no longer rely predominantly on their own stu-
dent nurse workforce, and graduate nurses hired from different 
schools of nursing were not necessarily familiar with an indi-
vidual hospital’s culture or practices. Evidence was suggesting 
that orientation programs had a positive impact on employee 
satisfaction and that the more “quickly integrated into the hos-
pital functions,” the happier the new employee is, “and is able 
to provide the type of nursing care which directors of nurs-
ing appreciate” (Buller & McDonald, 1962, p. 417).  Buller 
and McDonald (1962) suggested that orientation should be 
planned around the learning needs of the individuals, and that 
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the process should “shorten the time needed to fit nurses into 
new work; give information to help develop nurses’ skills and 
patients’ confidence; minimize confusion; foster the feeling of 
belonging to the institution and promote acceptance by the 
group” (p. 418). Hospital- and unit-specific orientations were 
eventually able to serve two populations—those who were 
familiar with the organization because they had worked there 
as students, and those who were coming from elsewhere and 
were, therefore, entirely new to the organization.

During the early 1970s some of the nurses interviewed indi-
cated they had received formal hospital and/or unit-level 
orientations (Vanderspank-Wright et al., 2015). Barb (Fryer) 
MacLean, hired at the Royal Victoria Hospital in Montreal, 
Quebec, during the 1970s, reported having had some orien-
tation to the hospital and completed a hospital-based course 
focused primarily on heart arrhythmias and pertinent cardiac 
medications (B. MacLean, personal communication, August 
2, 2010; B. MacLean, personal communication, August 22, 
2011). Judy Rashotte remarked that, as a graduate of the “2 
plus 1 program” at the Hospital for Sick Children in Toronto, 
she underwent an extensive orientation when hired in 1972 
(J. Rashotte, personal communication, January 23, 2012). Two 
plus one programs consisted of two years of formative nurs-
ing education followed by one year of focused clinical practice 
(Kirkwood, 2005). 

By approximately the 1980s, hospital and unit orientations 
appear to have become part of the standard process and 
practice for newly hired nurses (including ICU nurses). In 
Newfoundland, Sue Malone-Tucker also had an opportunity to 
complete a two-month clinical placement in ICU, as part of the 
hospital-based nursing program at St. Clare’s Mercy Hospital in 
1983 (S. Malone-Tucker, personal communication, September 
20, 2011). She recalled that the amount of clinical exposure that 
student nurses had during their training at St. Clare’s led the 
hospital to hire new graduates straight into ICU at that time: 

There was never hesitation to hire them… because in my 
orientation group there [were] six of us and we were all 
newly graduated. And that’s how they staffed the hospital. 
There was no hesitation to hire you in any specialty if you 
graduated from the school of nursing. And then you were 
given a really good orientation.

Aside from more didactic learning, an additional orientation 
focus was on integrating new nurses into direct clinical care. 
One strategy to promote this transition was to assign new ICU 
nurses to the more stable patients and gradually expose them 
to increased complexity (Vanderspank-Wright et al., 2015). 
Rashotte remarked that newly hired nurses were not nec-
essarily assigned to the sickest babies (J. Rashotte, personal 
communication, January 23, 2012). Riek van den Berg recalled 
that new ICU nurses were first assigned to patients in a smaller 
area in close proximity to the main ICU at the Ottawa Civic 
Hospital in the 1980s (R. van den Berg, personal communi-
cation, January 9, 2012). In this area, patients were generally 
more stable or else chronically ventilated (that is, stable and 
relatively predictable). This practice enabled new ICU nurses 
to become familiar with their environment, work, and nursing 

roles while having access to more experienced nurses nearby 
(Vanderspank-Wright et al., 2015). It helped new nurses recog-
nize and learn unit routines and become familiar with critical 
care nursing practices. They were able to learn, as van den Berg 
described it, “the rhythm of the ICU” (R. van den Berg, per-
sonal communication, January 9, 2012). Although attempts 
to provide a graduated learning experience (i.e., gradually 
assigning new nurses to patients who were increasingly crit-
ical and unstable) were made, van den Berg acknowledged 
that it was not always possible, largely due to the unpredict-
able nature of critical illness. Rashotte added that once team 
leaders and nursing peers agreed that you had acquired and 
demonstrated the necessary skills and knowledge to look after 
the most “well” (i.e., most stable) of the critically ill patients, 
you would be assigned to care for the more unstable patients. 
She added, however, that new nurses were never left on their 
own because “there were always other nurses and so you were 
never alone, and you always had someone to ask” (J. Rashotte, 
personal communication, January 23, 2012).

These accounts of ICU nurses’ orientation experiences sug-
gest that not only did orientation become a standard practice 
in units, but ICU nurses shaped the process and put their own 
mark on it. ICU nurses had gained the knowledge and confi-
dence to identify their own learning needs and to shape ICU 
nursing education accordingly. In particular, they structured 
orientations according to priorities specific to patient care, 
including theoretical components where knowledge specific to 
body systems such as the cardiac and respiratory systems was 
either reviewed or taught at an enhanced level (Vanderspank-
Wright et al., 2015). Often theoretical components were 
integrated or combined into a clinical experience where new 
nurses were then buddied (or later preceptored) by experienced 
ICU nursing staff for periods of time that ranged from days to 
several weeks (Vanderspank-Wright et al., 2015).  

In-service education
Whereas hospital orientation served to increase nurses’ com-
fort level and transition into new employment and practice 
settings, a second formalizing process consisted of various 
types of in-service education typically about new procedures or 
equipment (Buller & McDonald, 1962; Callin, 1967). Initially, 
this strategy was largely directed at management training for 
nursing administrators (Callin, 1967). By 1969, the concept of 
in-service education had expanded to include the preparation 
of nurse educators, but not general staff nurses. Post (1969) 
argued that “No professional nurse [referring to both educa-
tors and administrators] can function well or for long without 
continuing to learn. A nurse who graduated five years ago 
and has not studied in her field since is out of date” (p. 29-30). 
Eventually (by approximately the mid-1970s), in-service edu-
cation was incorporated, as a way to educate staff nurses on the 
wards and on specialty units where they worked (Vanderspank-
Wright et al., 2015). 

While few of the nurses interviewed had access to, or partic-
ipated in formal critical care courses, the majority recalled 
in-service education and workshops as being commonly 
available for ongoing learning (Vanderspank-Wright et al., 
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2015). But in-service education could also be problematic, as 
Jayne Elliott (personal communication, September 15, 2011) 
reflected about her experience at Kingston General Hospital:

It was again nothing formal, no lectures, or [any]thing 
from them [physicians]. That was the problem. I mean 
we tried to have it in-serviced, it was good… but as soon 
as you had a slot, date, or time to do it, you were floated, 
right? People were floated out of the unit to help out with 
the rest of the hospital. So, it was very seldom, if your unit 
was quiet, that you kept all the staff [in the unit]; or that 
you got somebody free to prepare an in-service for the rest 
of the team… we were trying a couple of times, but it was 
hopeless.

While many of the nurses interviewed identified in-services as 
their main source of additional ICU nursing education, they, 
like Elliott, acknowledge it was problematic for several reasons. 
As many emphasized, education beyond their basic nursing 
training was imperative, as technology changed and new med-
ical treatments and procedures were put in place—there was 
always something new to learn in order to provide safe and 
quality patient care. On the one hand ICU nurses were clearly 
positioned as the primary caregivers for patients and families 
24 hours a day, seven days a week; on the other hand, their 
position at the bedside restricted their ability to leave the unit 
during the day. If continued education and learning was part 
and parcel of their role and required to deliver safe patient 
care, nurses had to find other ways to attend in-services and 
continuing education opportunities. If they could not do it 
while at the bedside, they would have to do it on their time off 
(Vanderspank-Wright et al., 2015). Those who were able to take 
advantage of continuing education opportunities then faced 
the added responsibility of disseminating their new or updated 
knowledge to their ICU colleagues. 

Preceptorships
Throughout the late 1960s and early 1970s, nursing educa-
tion shifted from hospital training schools to colleges and 
universities, precipitating a need to incorporate other ways of 
educating nurses to ensure their knowledge and skills were suf-
ficient (Vanderspank-Wright et al., 2015). While it had become 
apparent that hospital training schools could not provide the 
necessary skills to care for more complex patients, they had 
spent more time than the college graduates in direct clinical 
practice (Kirkwood, 2005). By the late 1970s, the formal rec-
ognition of the gap between nursing education and practice 
meant that other innovative strategies to supplement nursing 
education and the attainment of adequate clinical experience 
were put in place—mainly in the form of preceptorship pro-
grams. The establishment of such programs acknowledged the 
experience and knowledge of practising nurses, as well as their 
leadership and clinical teaching abilities. 

In 1978, for example, preceptorships, defined as an individual-
ized form of clinical teaching where a student and experienced 
nurse were paired together for mutual benefits, was successfully 
integrated into the British Columbia Institute of Technology 
program (Taylor & Zabowski, 1982). When a preceptorship 
model was implemented at the Sir Mortimer B. Davis Jewish 

General Hospital in Montreal, for example, nurses involved 
in preceptoring students developed leadership abilities and 
became agents of change (Parsons, MacLean, Butcher & 
Shamian, 1985). The program organizers at the Jewish General 
then expected preceptorship and peer education to become 
part of everyday practice. Nurse preceptors were recognized for 
their clinical knowledge and expertise, their ability to organize 
and implement patient care while facilitating the student, and 
their communication skills—all while providing quality patient 
care (Lewis, 1986). Ultimately, preceptorship experiences took 
on two forms—as a follow-up to orientation upon hire, or as 
part of nurses’ basic education and training. Sue Malone-Tucker 
(personal communication, September 20, 2011), for example, 
pointed out that her orientation period in the 1980s was fol-
lowed by a preceptorship period. Malone-Tucker recalled that 
the senior nurses were both “incredible” and had a “phenome-
nal” amount of clinical experience.

Interestingly, while preceptorship became an increasingly pop-
ular educational strategy in general nursing practice areas 
through the 1980s, learning in the ICU had always included at 
minimum, a pairing experience (a new nurse working alongside 
a more experienced nurse). ICU nurses referred to this learning 
frequently as the “buddy system.” (Vanderspank-Wright et al., 
2015). At the Health Sciences Centre in Winnipeg, Manitoba, 
the role of the ICU nursing buddy was clearly defined and 
included assisting new nurses to integrate into the healthcare 
team and to act as a support person for them (Health Sciences 
Centre, n.d). Thus, the “Buddy Package” that was created as part 
of the Health Sciences Centre Intensive Care Nursing Program 
was particularly useful for both partners. In other instances 
where less formalized buddy experiences had been put in place, 
it is possible that while new nurses had the opportunity and 
security of learning from the experience of a variety of nurses, 
there was less certainty that they were learning from the best 
and most experienced staff who were also able and willing to 
teach them. The highly-structured nature of the Winnipeg 
buddy experience was similar to other newly developing pre-
ceptorship programs that were beginning to flourish.

Frances Fothergill Bourbonnais (personal communication, 
September 30, 2011), who became a professor of nursing in 
1979, described the development of a preceptorship program 
for ICU at the University of Ottawa. In this program, fourth-
year students could complete their final clinical placement with 
a preceptor in areas of their interest, including the ICU at the 
Ottawa General Hospital in 1981. She recalled, “I took a group 
of students to the [Ottawa General Hospital] for their experi-
ence, and that was the first time that they were there for six 
weeks… I did that, and then expanded [the options to include] 
the recovery room and the emergency department.” Fothergill 
Bourbonnais explained that she established specific criteria for 
students who wanted to go to ICU, which set this preceptorship 
apart from other experiences available on general wards. The 
experiences, which would become known as “consolidation,” 
was highly structured with specific objectives; often, these 
students were hired in ICU upon graduation. Sharon Slivar 
(personal communication, September 15, 2011) remembered 
that during her consolidation practicum (preceptorship) on a 
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medical unit at the Ottawa General Hospital in 1981, she cared 
for patients who had been transferred recently from the ICU 
to that medical unit. She vividly recalled the “paraphernalia 
around [the patient], the tubes and everything.” As Slivar said: 

I knew I wanted to do that because I knew it was a busy 
place. [I] took my time and I wanted to do the [critical 
care certificate courses] before. At that point in my con-
solidation, that’s when I knew I wanted to do critical care. 
I always sort of knew, but that’s when I went “Yep, I want 
to do this, I can do this, and so I’ll prepare” (personal com-
munication, September 15, 2011).

Additionally, Mona Burrows (personal communication, August 
31, 2011) recalled the importance of learning from senior nurs-
ing staff during her preceptorship experiences at the Hotel Dieu 
in Cornwall: 

I was doing my five weeks in ICU… as a [student nurse] 
preceptorship, I would go out and tag along to listen to her 
talk to post [myocardial infarction] patients when she did 
the health teaching… Ruth [Pollock] was wonderful to tag 
along with… I’d sit and just listen to her in order to gain 
that understanding myself. I would just sit back and lis-
ten to her interact with the patients, and hear what she 
had to say about teaching. That was a great opportunity 
to learn… so the next time, I was a little more comfortable 
when I went out… to do patient teaching.

By the early 1980s, professional literature emphasized the need 
for specific orientations and preceptorship experiences in crit-
ical care areas like the ICU. Neumark, Flaherty, and Girard 
(1987) acknowledged that while much of the responsibility 
belonged to hospital nurse educators (as new nursing roles had 
been established), there continued to be a reliance on buddy-
ing new nurses with experienced staff members. While it is 
unclear whether more formalized competency-based precep-
torship programs were established in Canadian ICUs during 
the time period, the orientation programs for nurses to critical 
care areas were becoming lengthier and consistently based on 
a medical systems approach, as well as how to care for patients 
at the bedside.

For many new ICU nurses, these structured orientations 
formed the foundation of their theoretical knowledge specific 
to ICU. As education and ICU nursing knowledge became 
increasingly structured, routine practices and requisite ICU 
nursing knowledge were more clearly identifiable. The develop-
ment of competencies (as mentioned above) also signified that 
the ICU nursing education and knowledge had become formal-
ized and increasingly based on evidence, as compared to the 
early days of intensive care. Critical care nursing competencies 
in Canada would be established through a national certification 
program (Vanderspank-Wright., 2015). 

Legitimacy and a nationally recognized 
nursing identity—Specialty certification 
In 1982, the Canadian Nurses Association (CNA) established 
an ad hoc committee for the task of exploring the possibility 
of establishing credentials for specific areas of clinical exper-
tise (Lane, 1985). The American Association of Critical Care 

Nurses had already established specialty certification for crit-
ical care nurses in 1975, and offered its first certification exam 
in 1976.  Nurses who successfully completed that certifica-
tion exam earned the right to use “CCRN” after their RN title 
(American Association of Critical Care Nurses, n.d.). While 
anecdotal evidence suggests that Canadian ICU nurses who 
practised in the U.S. likely acquired certification via this route, 
the AACN did not have evidence to support this claim at the 
time this research was completed (K. Lockhart, personal com-
munication, July 8 2013). In Canada, the 1984-1986 CNA 
biennial priorities finally included the development of a certifi-
cation mechanism (Lévesque, 1985). The certification program 
was finalized in 1986, but the first certification exam (which 
was for Neuroscience Nursing) did not take place until 1991 
(Canadian Nurses Association, n.d.). The reasons for the delay 
are unclear. 

In order to prepare certification exams, it was first necessary 
to develop competencies related to the specific specialty area. 
Competencies, as defined by the CNA, referred to the knowl-
edge, skills, judgment and attributes that were required of an RN 
in order to assure safe practice (Canadian Nurses Association, 
2005). The established Canadian Association of Critical Care 
Nurses (CACCN), in collaboration with a working group of 
critical care nurses from across the country, identified the ini-
tial competencies for certification in Critical Care.  In 1993, 
the CACCN submitted the “Specialty Designation Proposal 
for Critical Care Nursing” (Canadian Association of Critical 
Care Nurses, 1993) to the CNA (Vanderspank-Wright et al., 
2015). The proposal submitted to the CNA was intended to be 
“the basis to create a critical care certification exam” (Morgan, 
1999, p. 10)..Archival documents from the CACCN indicated 
that the initial exam blueprint was completed in 1994, and 
until the year 2000, included a pediatric component (Canadian 
Association of Critical Care Nurses, 1999 September 13; 
Canadian Nurses Association, 1994).  Later, a separate pediat-
ric exam would be developed signifying important differences 
between adult/pediatric and neonatal critical care. Throughout 
the movement towards specialty certification Canadian critical 
care nurses were intricately involved throughout the process. 

Conclusion
For early ICU nurses in Canada, there were limited numbers of 
textbooks and courses for formalized education (Vanderspank-
Wright et al., 2015). Early ICU nurses found themselves in an 
area of nursing practice where routines and expectations had 
yet to be established. They were thrust into a practice real-
ity, which had minimal structure (Vanderspank-Wright et al., 
2015). Over time and through their shared experiences at the 
bedside they determined what they needed to know and how 
they would learn. While they built on previous nursing expe-
riences (like general duty nursing on medical-surgical units 
or their days as students) they, ultimately, relied heavily on 
one another to learn and construct a nursing practice reality 
(Vanderspank-Wright et al., 2015). Early ICU nurses gradually 
acquired and shared a working language, as well as specialized 
working knowledge (Vanderspank-Wright et al., 2015). Over 
time, they shaped and re-shaped their realities, which included 
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standardized unit practices, rituals, activities, and expectations. 
Together they arrived at a common understanding of what con-
stituted ICU nursing, and how a new nurse would learn to work 
in the ICU. ICU nursing education in Canada evolved from 
grassroots, first-hand experiences to a national recognition of 
a specialty nursing practice with delineated clinical competen-
cies. Importantly, early foundations for critical care education 
have in many ways become mainstays of critical care nursing 
practice in Canada.  
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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 through 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.
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Eligibility criteria
Critical care nurses who are nominated for this award will have 
consistently demonstrated qualities of leadership and are con-
sidered a visionary and an innovator in order to advance the 
goals of critical care nursing.

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

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

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

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

lifelong learning
• exemplify the following qualities and values:

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

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

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

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

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

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

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

Awards and Corporate Sponsorship and the CACCN Award 
Review Committee 

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

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

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

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

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

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

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

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

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

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

the CACCN “Chasing  
excellence” Award
The CACCN “Chasing Excellence” Award is presented annu-
ally to a member of the Canadian Association of Critical Care 
Nurses who consistently demonstrates excellence in critical 
care nursing practice.

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

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

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

Mailed applications must be postmarked on or before June 1.

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

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

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

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

criteria:
■■ participates in quality improvement and risk management 

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

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

evidence
■■ effective clinical decision making supported by thorough 

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

grates change and new learning to practice

mailto:caccn@caccn.ca
mailto:caccn@caccn.ca
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Reference 
Benner, P. (1984). From novice to expert, excellence and power in 

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

Benner, P., Hooper-Kyriakidis, P. & Stannard, D. (1999). 
Clinical Wisdom and Interventions in Critical Care A Thinking-in-

action Approach. Philadelphia: Saunders. 
The CACCN “Chasing Excellence” Award 
Revision: January 2015
Content Revision: March 2014
Logo Revision: 2012
Form Design Revision Date: January 2011

Canadian Intensive Care Week 
“Spotlight” Challenge
The Canadian Association of Critical Care Nurses 
Canadian Intensive Care Week “Spotlight” 
Challenge will be presented to a group of critical care nurses 
who develop an activity and/or event that will profile their 
local Critical Care Team during Canadian Intensive Care Week 
(annually in October/November).

Award funds available: $500.00 total 

Deadline for submission: August 15 

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

Mailed applications must be postmarked on or before June 1.

Award criteria
• the primary contact person must be an active member of the 

Canadian Association of Critical Care Nurses for a mini-
mum of one (1) year

• a completed Canadian Association of Critical Care Nurses 
application form must be submitted.

Award requirements
• the event/activity must be held during Canadian Intensive 

Care Week
• following the event/activity, a report must be submitted, with 

photographs, for publication on the Canadian Association of 
Critical Care Nurses website and/or in Canadian Journal of 
Critical Care Nursing 

• Canadian Association of Critical Care Nurses photographic 
consent forms must accompany all submitted photographs

• all submissions become the property of the Canadian 
Association of Critical Care Nurses and may be used in cur-
rent/future publications (print and electronic).

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

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

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

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

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

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

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

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

students
■■ regularly participates in continuing education and profes-

sional development

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

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

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

examples outlining the nominee’s clinical excellence and 
expertise 

• Incomplete nomination packages will not be considered.

Selection Process
• Each nomination will be reviewed by the Canadian 

Association of Critical Care Nurses Awards Review 
Committee 

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

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

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

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

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

The Board of Directors of the Canadian Association of Critical 
Care Nurses retains the right to amend the award criteria. 
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Award review
• applications will be judged by blind review 
• applications will be considered based on the following 

criteria:
■■ increase the visibility of critical care services in your local 

community
■■ uniqueness/creativity of the activity/event 
■■ relevance to the objectives of Canadian Intensive Care 

Week 
■■ feasibility of activity/event.

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

Canadian Intensive Care Week “Spotlight” Challenge
Criteria Revision: March 2014
Approved: March 2013

CACCN Life Member Award
CACCN Life Member status is awarded to indi-
viduals who have demonstrated sustained 
support and exceptional contributions to the 
Canadian Association of Critical Care Nurses and its Mission 
and Vision. Life members have contributed to the advancement 
of the art and science of critical care nursing through practice, 
education, research leadership and advocacy for the specialty. 

This award is conferred by the Canadian Association of Critical 
Care Nurses.

As a Life Member, the recipient will be provided a compli-
mentary annual CACCN membership. The recipient will retain 
CACCN voting privileges until such time as they actively 
retire from registered nursing and/or cease to hold an active 
practising nursing licence, at which time the complimentary 
membership will revert to an affiliate membership.

Awards available
• Award of choice 
• Funding for travel, tuition and hotel accommodation to 

Dynamics to accept the award

Deadline for submission: June 1 annually 

Send nominations to 
CACCN National Office at caccn@caccn.ca or fax to 519-649-1458 
or mail to: CACCN, P. O. Box # 25322, London, ON, N6C 6B1
Eligibility criteria
• The candidate must be a CACCN member in good standing 

for a minimum of 10 years (with no lapse of membership)

• The candidate has contributed to the Mission and Vision of 
CACCN in two or more of the following ways:
■■ Providing leadership in direct patient care practice, edu-

cation, research and advocacy with a focus on critical care
■■ Assuming CACCN leadership roles within the organiza-

tion through national or chapter executive/project work 
or contributions to the Canadian Journal of Critical Care 
Nursing (editorial board, columnist)

■■ Contributing to the advancement of the science of critical 
care nursing via evidence generation, education or qual-
ity assurance activities on behalf of the CACCN at local, 
regional and national levels

■■ Demonstrating the values of CACCN in their practice
■■ Acting as a resource/expert in a domain of critical care 

nursing (practice, education, research and leadership)
■■ Advocating for the practice of critical care nursing at the 

regional, provincial or national level.

Exclusion criteria
• The candidate is not a member of CACCN
• The candidate does not hold a registered nursing licence
• Self-nominations will not be accepted
• Nominations of elected officers at the national or chapter 

level of the CACCN will not be accepted during an active 
term of office.

Nomination procedure 
The primary nominator is required to provide the following for 
consideration:
• Candidate Personal Information:

■■ Curriculum Vitae; or 
■■ Resume, or 
■■ Name
■■ Address
■■ Educational history
■■ Employment history including number of years of practice

• Candidate’s CACCN activities including:
■■ Positions and terms of office with the CACCN (local and/

or national)
■■ Relevant contributions, for example, committee work 

(local and/or national), guideline development, educa-
tional contributions, certification exam support.

Nominators (two CACCN members) must each provide a writ-
ten statement about the candidate’s eligibility for a lifetime 
member award:
• Candidate statements cannot exceed one page
• The statement should highlight the impact the candidate has 

had on the growth of the association and the achievement of 
the association’s mission

• The statement should also provide examples of outstanding 
contributions, to CACCN and/or critical care nursing practice.
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Consideration/selection
• Candidates must be nominated by a current CACCN 

member
• Only candidates meeting the award criteria will be considered 
• Selection shall be made by candidate review and Lifetime 

membership will be awarded by the National Board of 
Directors of the Canadian Association of Critical Care Nurses

• Successful recipients will be notified of their selection via 
email and regular mail

• Successful recipients will be:
■■ announced at the Annual General Meeting (AGM)
■■ acknowledged at the CACCN Awards ceremony at 

Dynamics of Critical Care
■■ in the Canadian Journal of Critical Care Nursing (Winter); 

and
■■ posting on the CACCN website.

• The award will be presented in person wherever possible 
■■ If the recipient is not in attendance at Dynamics, a 

National Board of Director or Chapter President will pres-
ent the award in person

■■ In circumstances where a personal presentation is not 
possible, the Chief Operating Officer shall mail the 
award to the recipient in a timely manner following the 
announcement

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

• The CACCN Board of Directors has the right to forego a des-
ignation in a given year

• The CACCN Board of Directors has the right to alter the 
award criteria as required.

Terms of Reference
• At the time of the award, CACCN shall provide recipients 

with the following:
■■ Complimentary CACCN Membership for life
■■ A commemorative certificate
■■ A commemorative gift (recipient’s choice)
■■ Dynamics Conference tuition for the day of the Awards 

ceremony
■■ Travel expenses of up to $500 to be used to attend the 

Awards Ceremony at the Dynamics of Critical Care 
Conference; Travel expenses must be used in the year the 
award is presented

■■ Hotel 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 Pediatric)—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 
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guidelines for Authors
The Canadian Journal of Critical Care 
Nursing™ (CJCCN), formerly known as 
Dynamics: The Journal of the Canadian 
Association of Critical Care Nurses, is dis-
tributed to members of the CACCN, to 
individuals, and to institutions interested 
in critical care nursing. The journal is pub-
lished four times annually. 

The editorial board invites submissions on 
any of the following: clinical, education, 
management, research and professional 
issues in critical care nursing. Original arti-
cles on any aspect of critical care nursing are 
welcome. The journal is listed in CINAHL 
and Medline.

The journal provides a forum for:
• New clinical practices
• Clinical case studies
• Research papers
• Short reports
• Reviews
• Arts-informed scholarship
• Letters to the Editor

Manuscripts submitted to the CJCCN must 
include the following:
• A covering letter stating the work has not 

been published and is not under consid-
eration for publication elsewhere.

• Permission from the copyright holder for 
any previously published material that 
appears in the manuscript.

• If the report is similar to another study 
previously published, or is part of multi-
ple studies on the same topic, include a 
brief explanation of how the manuscript 
differs from other published work, or 
work submitted for publication.

Manuscripts submitted for publication must 
follow the following format:
1. Title page with the following information:

• Author(s) name, and credentials, title/
position

• Place of employment/affiliation
• If there is more than one author, 

co-authors’ names, credentials, titles/
positions should be listed in the order 
that they should appear in the pub-
lished article

• Indicate the primary person to contact 
and address for correspondence

• Provide five key words for indexing.

2. A brief abstract of the article on a sepa-
rate page of 150–250 words. 

3. Acknowledgements
• Other contributing individuals and 

sources of research funding should 
appear in an acknowledgment section.

4. Body of manuscript:
• Length: a maximum of 23 pages 

including  tables ,  f igures ,  and 
references

• Format: double spaced, 2.5 cm mar-
gins on all sides.  Pages should be 
numbered sequentially including 
tables, and figures.  

• Prepare the manuscript  in the 
style as outlined in the American 
Psychological Association’s (APA) 
Publication Manual 6th Edition. An 
exception from APA is the spelling 
(should be current “Canadian” use 
where applicable).

• Use only generic names for products, 
devices and drugs.

• Suggested format for research papers 
is background, methods, findings/
results, discussion.

• The CJCCN supports the SAGER 
guidelines and encourages authors to 
report data systematically by sex or 
gender when feasible.

• Tables, figures, illustrations and pho-
tographs must be submitted each on 
a separate page after the references. 
Illustrations should be computer-gen-
erated or professionally drawn. Images 
should be in electronic form and high 
resolution. The CJCCN is only printed 
in black and white copy. If you want 
to publish a photograph of people you 
must include a consent from them.

• Case studies: if the patient/family can 
possibly be identified by anyone (e.g., 
even your own staff ), please obtain 
and include a consent. Contact the 
editor for a sample.

• References: the author is responsible 
for ensuring that the work of other 
individuals is acknowledged accord-
ingly.  Direct or indirect quotes must 
be acknowledged according to APA 
guidelines.

5. Implications for nurses
• Provide a separate page with three to 

five important clinical/research impli-
cations relevant to the paper. These 
will be published with the paper and 
possibly in CACCN social media 
(e.g., CACCN eNewsletter, Facebook, 
Twitter).

6. Copyright:
• Manuscripts submitted and published 

in the CJCCN become the property of 
CACCN.  

7. Submission:
• Submit manuscripts electronically as a 

Word document to the editorial office 
and CACCN national office (caccn@
caccn.ca).

• Submit a signed Author Declaration. 
All authors must declare any conflicts 
of interest and acknowledge that they 
have made substantial contributions 
to the work and/or contributed sub-
stantially to the manuscript at the time 
of acceptance.

8. Review process and timelines
• All manuscripts are reviewed through 

a blinded, peer review process.
• Accepted manuscripts are subject to 

copyediting.
• Expected timeline from submission to 

response is approximately eight weeks.
• Papers can be accepted as is, accepted 

with minor revisions, sent back for 
revisions and an invitation to resub-
mit, or rejected. 

• If a paper is rejected, that decision is 
final.

• Once a manuscript is accepted, time to 
publication is approximately three to 
six months.
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