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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

I am very excited to begin my two-year term as president of 
the Canadian Association of Critical Care Nurses. I enjoy 
working with such a dedicated and dynamic group of indi-

viduals who are passionate about critical care nursing.

One of the many experiences I have been fortunate to partic-
ipate in, as the vice-president of the Canadian Association of 
Critical Care Nurses, was to attend the American Association 
of Critical Care Nurses – National Teaching Institute (NTI). 
Attending NTI along with the other 6,000 Registered Nurses 
(RNs), Licensed Practical Nurses (LPNs), Registered Nursing 
Assistants (RNAs), and healthcare providers working in both 
critical care and progressive care units was truly an amazing 
experience.

The presenters over the week, including current AACN 
President Christine Schulman, spoke of their passion for 
nursing and of their association theme “Guided by Why”. 
After attending NTI, the questions and the challenge for me 
became, how do we pick a theme that speaks to us about 
everything that the profession of nursing, and especially criti-
cal care nursing, is?

Many of us are reaching the twilight of our nursing and criti-
cal care careers, while others may be beginning their journey, 
and these things are not static. I entered the critical care world 
in my 20th year of nursing as a Registered Nurse and now have 
spent most of my career as a bedside nurse in critical care. I 
have toyed with venturing outside of the four walls, but I know 
I belong here… I think I might be a lifer. 

So, how do you choose three words that encompass your pas-
sion for your patients and your engagement of family, and how 
do you honour the hours of mentoring we have received from 
our colleagues or provided? What three words would speak to 
1,400 members of the Canadian Association of Critical Care 
Nurses, or maybe one of the many 100,000 critical care nurse 
across Canada? How can those three words make an impact on 
critical care, registered nurses and the art and science of critical 
care nursing?

It was important for me to have the right words. Does that 
sound familiar? In this world, we want perfection, yet we deal 
with broken bodies, far from their perfect day and likely some 
of the worst days of their and their families’ lives. We strive to 
be the very best we can be for our patients and their families.  

As I was travelling on my bike last summer, I continued to mull 
over the words. As I conquered each challenge in my travels 
over Lolo Pass, balancing the motorcycle through the corners, 
hitting the apex, accelerating, being one with the machine, 

hearing the hum of the engine, as we became the rhythm of the 
road, the words started to come together. Be in the moment, be 
engaged, because you can... Be the One. Yes, this makes sense. 
Are they the perfect words? Am I the ‘one’ to hold a patient’s 
hand, to wipe away a tear when they are going though diag-
nostic procedures that will alter their life in unknown ways? 
Am I the one to use my voice to advocate for my patient and 
their family when they continue to have questions about their 
condition. In the times of cutbacks and constant assault to the 
healthcare system, we are the ‘ones’ to have that steady hand, 
despite the pressures that arise from doing more with less. We 
are the constant and we must Be the One to Be the Difference.

At the time of writing this Critical Reflections, the tragic event 
near Tisdale, Saskatchewan, is still only a few weeks old. Fourteen 
young lives, which soon became 16, were tragically taken from 
this world. Our heartfelt condolences to the families who have 
lost a loved one. I think many of us have thought about these 
events, both on a personal and professional level. I would like 
to thank the critical care Registered Nurses, Licensed Practical 
Nurses, Nurse Attendants, Respiratory Therapists, and mem-
bers of Allied Health of the Royal University Hospital (RUH) of 
Saskatoon for being the Ones and being there for their patients 
and their families. In this time of difficulty, it is important to 
remember to care for each other and to care for yourselves. We 
thank you for your caring, compassion, and expertise. 

I would also like to thank the staff from the Foothills Medical 
Centre, Calgary, Alberta, for caring for their colleagues in this 
tragic event. Tanya Harvey, a member of the registered nurs-
ing staff, previously worked at the RUH. Tanya wanted to let 
the RUH staff know they were in our thoughts. Through Tanya 
and the generosity of the Trauma Centre, FMC staff, sufficient 
funds were raised to provide meals for the staff who were pres-
ent on this tragic day and in the days that followed. Thank you, 
Tanya, and FHM, for Being the One to care, not only about the 
patients and their families who enter our ICUs, but also for 
your colleagues several hundred miles away.

On behalf of the Board of Directors, we also send our heart-
felt condolences to the victims of the tragic attack in Toronto, 
Ontario. Words cannot express how horrible these two events 
are for the families, our communities and Canada, as a whole. 
Thank you to the nurses, physicians, EMS and other healthcare 
providers who worked so diligently to save lives and to care for 
the families. 

Your Board of Directors is committed to continuing the work 
outlined in the CACCN strategic plan to meet the goal of our 
Vision statement: to provide the highest standard of patient- 
and family-centred care through an engaging, vibrant, educated 
and research-driven specialized community.

Thank you for the opportunity to serve as your association 
president. 

Kathy Bouwmeester
President
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The CACCN develops position statements to provide summaries of CACCN views on issues pertaining to critical care nurses and their 
nursing practice. Critical Care Nurses from across the country participate in the creation of the position statements. CACCN position 
statements are reviewed at a minimum of every five years to ensure applicability to practice. The following statement was approved by 
the CACCN National Board of Directors on March 24, 2018. Please visit our website at www.caccn.ca to view all CACCN position 
statements.

Position Statement 
healthy Work environments 
Introduction
Growing evidence suggests the work environment impacts 
health and safety, quality of care, effective patient outcomes, 
job satisfaction and the retention of staff. Creating a healthy 
work environment is the responsibility of both the individual 
and the organization.
• The National Survey of the Work and Health of Nurses high-

lighted that registered nurses have some of the highest 
reported illness and injury rates for workers in the coun-
try. Musculoskeletal problems, pain, and mental health 
concerns were noted to be particularly high in nurses when 
compared to other occupational groups (Shields & Wilkins, 
2006).

• Poor health is associated with high levels of work stress and 
the physical demands of shift schedules and the physical-
ity of nurses’ work. In a study carried out by the Canadian 
Nurses Association and the Registered Nurses Association 
of Ontario (2010), nurses reported concerns that patient 
safety is threatened by poor work environments. Concerns 
about staffing resources, increased workload, and fatigue 
were prevalent in the nurses’ discourse.

• Heavy workloads and workplace stress have been identified 
as key factors contributing to medication errors in critical 
care settings (Frith, 2013). 

• The practice experience of individual nurses is also 
noted to impact the quality of care and patient outcomes. 
Retaining the wisdom and expertise of experienced critical 
care nurses is essential to maintaining a safe and produc-
tive quality work environment. Research has shown that 
average annual turnover rates of nurses in Canada are high-
est within critical care at 26.7% (O’Brien-Pallas, Murphy, 
Shamian, Li, & Hayes, 2010).

• Emerging evidence indicates moral distress and burn-
out continue to be problems for nurses working in critical 
care settings and may contribute to nurse attrition from 
the critical care practice environment (Epp, 2012; Hamric 
& Blackhall, 2007; Huffman & Rittenmeyer, 2012). It is 
becoming increasingly evident that maintaining a safe and 
productive practice environment for critical care nurses 
not only benefits the care experience of patients and their 
families, but also impacts patient health outcomes, team 
functions, and individual nurse satisfaction.

CACCN Position
The Canadian Association of Critical Care Nurses (CACCN) 
acknowledges the importance of healthy work environ-
ments for the provision of safe and effective care, including 
improved outcomes for patients, families, critical care nurses, 
and all members of the interprofessional healthcare team. 
Accountability for ensuring a healthy work environment is a 
shared responsibility between nursing, leadership, the organi-
zation and community stakeholders.

Six key elements are identified as necessary for the establish-
ment of a healthy work environment include:
1. Communication: Open, respectful and effective com-

munication between all members of the healthcare team 
is necessary for a healthy work environment. Respectful 
communication supports collaboration and negotiation. 
Effective communication ensures that the contributions of 
every team member, including patients and families, are val-
ued. Healthy work environments provide tools and systems 
that support a culture of communication.

2. Collaboration/Teamwork: Respectful communication 
is the foundation for collaborative teamwork that is char-
acterized by respect, trust, and recognition of each team 
member’s knowledge and skills. In a healthy work environ-
ment, opportunities (space and time) to discuss challenging 
situations are present and team members are comfortable 
vocalizing their concerns.

3. Autonomy: Healthy work environments empower critical 
care nurses to utilize their knowledge and skills to practise 
their full scope. Environments that support and promote 
nurses to participate in the design and delivery of care 
enable nurses to make positive contributions to the care of 
present and future patients and families. Supportive cultures 
foster autonomy, strengthen the nurses’ voice and promote 
clear accountability for nursing practice. 

4. Safety: Healthy work environments ensure the safety of 
patients, families, and staff. They promote accountability, 
and support an effective reporting culture, which encour-
ages team members to bring forward safety concerns. 
Healthy work environments provide team members with 
safety feedback and ensure there is a clear understanding of 
appropriate expectations for reducing harm and improving 
workplace safety. 

5. Professional Development: Opportunities for profes-
sional reflection and development are essential components 
of a healthy work environment. Critical care nurses must 
receive support to remain current and competent in a 



Volume 29, Number 2, Summer 2018   •   www.caccn.ca   7

rapidly changing environment. Shared accountability exists 
between the nurse and their organization for professional 
development within work environments.

6. Leadership: Healthy work environments require leadership 
at all levels, and ranges from the critical care nurse at the 
bedside to the hospital’s Chief Executive Officer (CEO) and 
board of trustees. Leadership that is accessible, authentic, 
actively involved, clearly communicates and sets reasonable 
expectations will contribute to the further development of a 
healthy work environment.

Organizational commitment towards creating and sustain-
ing healthy work environments is evident when leadership 
strategies are aimed at improving employee engagement and 
supporting healthcare provider teams.

Developing and sustaining a healthy work environment 
requires a commitment to each of the above principles. The 
presence of a strong nursing voice in designing and advancing 
this environment is essential. The creation and maintenance of 
a healthy workplace environment will promote staff retention 
and high quality patient care and outcomes.  

Approved by the CACCN Board of Directors
March 24, 2018
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Dynamics of Critical 
Care Conference: 
Future Sites
Dynamics 2018: September 2018, 
Calgary, AB

Dynamics 2019: September 2019, 
Halifax, NS

Membership Recruitment Referral Draw Recipients
Congratulations to the following CACCN members who received a complimentary one-year membership ($75 value) for 
their member referral(s)* – Q4 – January 1 to March 31, 2018
• Andrea Nordstrom, Winnipeg, MB
• Teddie Tanguay, Spruce Grove, AB

* The recruitment referral draw is a blind draw held once per quarter.  Members who have referred a new member to the 
association are entered into the draw. Members receive one ballot for each new member referral.  Review Membership 
Recruitment for more information.

CACCN calendar of events

DAteS tO ReMeMBeR!
May 31: Chapter of the Year Award Application deadline
June: Dynamics 2018 Conference Brochure/Online Registration available
June 1: Brenda Morgan Leadership Excellence Award deadline
June 1: Spacelabs Healthcare Innovative Project Award deadline
June 1: CACCN “Chasing Excellence” Award deadline
June 1: BBraun “Sharing Expertise” Award deadline
June 1–Sept 1: CNA Fall 2018 Certification Applications open
July 5: Board of Directors Nominations deadline 
Aug 15: CACCN Canadian ICU Week Spotlight Challenge Award
Aug 23: Dynamics 2018 Early Bird Registration Deadline
Sept 6: Dynamics 2018 Final Registration Deadline
Sept 21–22: BOD F2F Meeting
Sept 23: Chapter Connections Day
Sept 24–26: Dynamics of Critical Care™ Conference
Nov 1–15: CNA Fall 2018 Certification Examination Dates

Membership Recruitment Referral  
Draw Recipients
Congratulations to the following members – recipients of the 
Fall 2017 Certification Draw:
• Andrew Watson, BScN, RN, CNCC(C), Halifax, NS, recipi-

ent of $500 (initial certification). 
• France Levesque, BScN, RN, CNCC(C), Dieppe, NB, recipi-

ent of $250 (renewal certification). 
• Donna Lowe, RN, CNCC(C), Meaford, ON, recipient of 

$250 (renewal certification). 

*The Certification draw was completed as a blind / random draw 
following receipt of the certification listing from the Canadian 
Nurses Association.  Members who provided permission for their 
contact information to be shared by CNA were included in the 
draw.

CACCN online

Visit us on Facebook for 
updated information!

Follow us on 
twitter: @CACCN1

Visit us at  
www.caccn.ca
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Critical Care Certification—Fall 2017
Congratulations to the following CACCN members* on suc-
cessfully attaining or renewing their Certified Nurse in 
Critical Care—Canada (CNCC(C)) and Certified Nurse in 
Critical Care—Pediatrics Canada (CNCCP(C)) designation 
in November 2017.

CNCC(C) Initial Certification
Sarah Corbeil, Montréal, QC
Suzanne Cording, Oakville, ON
Nancy Coyne, St. Albert, AB
Lindsay Dukart, Ardrossan, AB
Christine Echegaray Benites, Montréal, QC
Heather Hudniuk, Abbotsford, BC
Margaret Lynne James, Penticton, BC
Coralee Johnson, Calgary, AB
Jamie Kyriacou, Montréal, QC
Patrizia Marcone, Montreal, QC
Caroline Michaut, Montréal, QC
Da Hung Ngai, Saint-Hubert, QC
Nu Hoang Vy Nguyen, North York, ON
Karen, Raz Chilliwack, BC
Susan Margaret Short, Mississauga, ON
Dara Sutherland, Halifax, NS
Ashlee Verrault, Abbotsford, BC
Michelle Watling, Black River Bridge, NB
Andrew Watson, Halifax, NS
Dong Wei Xu, Toronto, ON

CNCC(C) Renewal Certification
Vininder Bains, Richmond, BC
Tina Breckenridge, Bathurst, NB
Francis Cacao, Toronto, ON
Susan Cameron, Pincourt, QC
Marian Cassells, East York, ON
Cynthia Chilton, Bracebridge, ON
Meaghan Ciotti, Dartmouth, NS
Ingrid Daley, Mississauga, ON
Matthew Douma, Edmonton, AB
Melinda Faldas, Scarborough, ON
Jo-Ann Fernando, Markham, ON
Clare Fielding, Etobicoke, ON
Sheena Gagnon, Yellowknife, NT
Brenda Gallagher, Saint John, NB
Josee Gobeil, Saint-Constant, QC
Arlenne Gonzalvo-Atienza, Stouffville, ON
Joyce Hackbart Gerber, Stratford, ON
Ronnie Halabi, Edmonton, AB
Deanne Hillier-White, Whitbourne, NL
Brent Hobbs, Kelowna, BC
Geeta Juta Parekh, Newmarket, ON
Cheryl Kamineski, Saskatoon, SK
Meghan Klatchuk, Edmonton, AB
Kendrah Krouskos, London, ON
Lars, Kure Richmond Hill, ON
Elizabeth Layden, North York, ON

France Levesque, Dieppe, NB
Donna Lowe, Meaford, ON
Mary Maselli, Toronto, ON
Deborah Moore, Maple, ON
Benoit Morin, Cap-Pelé, NB
Denise Morris, Oakville, ON
Mai Nguyen, Saint-Laurent, QC
Kalin Payne, Ottawa, ON
Christine Price, Halifax, NS
Arlene Renn, Peterborough, ON
Angela Robinson, Brampton, ON
Corina Rochon, Abbotsford, BC
Lisa-Jean Rodger, Georgetown, ON
Laura Steeves, North York, ON
Jasna Tome, Richmond Hill, ON
Brandi Vanderspank, Long Sault, ON
Lori Wakeman, Winnipeg, MB
Jeff Wintermute, Shuniah, ON

CNCCP(C) Initial Certification
Shelby Watson, Toronto, ON

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

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

erratum
Please note that in the spring 2018 issue of the CJCCN, 
in the article ‘Implementation of a Nasogastric Tube 
Securement Device in a Tertiary Care Intensive Care 
Unit’ by Stabler, S., et al., part of the introduction was 
erroneously included in the abstract. Please accept our 
sincere apologies for the oversight.
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Profiling…

CACCN Board of Directors
Peter Anderst, BN, RN
Director at Large, Any Region
Chair, Member Relations Committee

I have been a registered 
nurse in critical care since 
2014. After becoming 
an Emergency Medical 
Technician in 2007, I was 
looking to further my 
medical education and 

was encouraged to explore the nursing 
field. I received my Bachelor of Nursing 
from the University of Manitoba in 2013 
and worked in cardiac medicine at St. 
Boniface Hospital before accepting a 
position in the general systems inten-
sive care unit (ICU) at the University of 
Alberta Hospital in early 2014.

I am proud to have joined our Medical 
Emergency Team and Continuous Renal 
Replacement Therapy (CRRT) group and 
am honoured to work with so many knowl-
edgeable and professional nursing and 
medical staff on a daily basis. Over the past 
two years, my involvement with CACCN 
has been through an executive position on 
the Greater Edmonton Chapter and the 
national Member Relations Committee, 
both for the past two years. 

As chair of the Member Relations 
Committee, I see a need to refresh our 
association’s online presence, including 
increasing our social media exposure. 
Many medical specialties effectively uti-
lize these avenues and I feel we can take 
better advantage of a growing commu-
nity and discussion taking place online 
to expand our membership. 

Kathy Bouwmeester, RN, 
AACN
President 
Director, Western Region

As a proud registered 
nurse (RN) working in the 
intensive care unit (ICU) 
of the Peter Lougheed 
C e n t r e  i n  C a l g a r y, 
Alberta, I am very excited 
to start the two-year term 

as president of the Canadian Association 
of Critical Care Nurses.

I have been a registered nurse since grad-
uating from the University of Alberta 
Hospital Nursing Program in 1980. I 
have worked in several settings includ-
ing an isolation unit, general medicine, 
orthopedics and intensive care. I hold a 
Certificate in Critical Care Nursing and 
Studies in Aging (Gerontology). 

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

As an active member of the Southern 
Alberta Chapter since 2006, I was elected 
into the role of chapter president elect, 
where my involvement included revis-
ing the chapter constitution and bylaws. 
I served a two-year term as chapter pres-
ident and have been involved in the 
development of the chapter’s spring con-
ference for several years.

The profession of nursing and the role of 
the registered nurse are being challenged 
daily. Despite the challenges, the critical 
care registered nurse faces the ongoing 
complexities between patient and family 
advocacy, goals of care and coordinating 
the health team to provide the best out-
comes for our patients.

I am looking forward to continuing to 
move forward with the association’s stra-
tegic plan and direction working with 
CACCN members and our association 
partners, sponsors and exhibitors to 
enhance education, awards and other 
opportunities for our members. As 
a board member of the Canadian 
Association of Critical Care Nurses, I 
have, over the past few years, brought 
my passion of advocacy for the patient, 
the registered nurse and affiliated crit-
ical care healthcare providers to the 
national table. 

Sarah Crowe, BN, RN, 
CCCN(C)
Treasurer
Director, Western Region
Co-Chair, Professional Development 
Committee

I am pleased to be com-
mencing my second year 
on the national board of 
directors.  I have been 
a registered nurse (RN) 
since 2001. I graduated 

with my Bachelor of Science in Nursing 
(BSN) from the University of Victoria in 
2001, and began my nursing career as an 
emergency room (ER) nurse at Surrey 
Memorial Hospital. 

In 2004, I realized that my passion lay 
with critical care patients and transi-
tioned to the intensive care unit (ICU) 
after completing a critical care specialty 
certificate. During my time in the ICU, 
I worked alongside a dedicated team 
of nurses, as a bedside nurse and as a 
patient care coordinator. During this 
time, I completed my Master of Nursing 
from Athabasca University in 2010, and 
my CNA certification for critical care 
in 2013. I am currently working as the 
Critical Care Clinical Nurse Specialist 
for Fraser Health.

Prior to joining the board of directors, I 
was involved with the British Columbia 
Chapter of CACCN. I have also had the 
opportunity to present at local events 
and previous Dynamics conferences. I 
am currently the co-chair of the CACCN 
Professional Development committee 
working with a knowledgeable group of 
nurses on position statements. I was also 
involved with the standards and certifi-
cation study guide revisions. I continue 
to look forward to working with the 
sub-committees to inspire and support 
critical care nurses.  As of April 1, 2018, 
I am also taking on an additional role as 
national treasurer for the association.  

I am passionate about critical care and 
the complexities of the patients we serve. 
I hope to serve on the CACCN board 
of directors to support our critical care 
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patients / families, and nurses nation-
wide. I am motivated and hardworking 
and bring my passion and enthusiasm for 
innovation, change and evidence-based 
practice to the national level. 

Lissa Currie, BN, RN, 
CNCC(C)
Director, Central Region
Co-Chair, National Conference 
Committee

I have had the blessing of 
being a critical care nurse 
since 1990. I discovered my 
passion for education in 
2001 when I began my first 
job as a critical care edu-

cator and have remained involved with 
education and program development 
since that time. I currently work as the 
Coordinator Critical Care Education for 
the Winnipeg Regional Health Authority.

I have been a CACCN member since 1997 
and have been actively involved with both 
my local chapter and national since that 
time. I was a member of the Manitoba 
Chapter executive from 2007–2016, 
holding the position of chapter presi-
dent from 2007–2011. I was a member of 
the CACCN Dynamics of Critical Care™ 
2015 Conference Planning Committee 
and a previous nominee for the Brenda 
Morgan Leadership Excellence Award.

I am excited to begin my first year on 
the national board of directors and 
look forward to commencing my term 
as co-chair of the National Conference 
Advisory Committee. This committee 
will allow me to share my passion for 
continuing education and best practice 
with CACCN members and my peers. I 
am looking forward to working with the 
national conference committee mem-
bers to provide valuable educational 
opportunities for the conference.

As Canadian critical care nurses, we have 
an opportunity to be recognized as a 
unique voice to affect policy decisions and 
remain on the leading edge of the critical 
care nursing practice. I am committed to 
making a difference in critical care and 
believe my management and leadership 
experiences at both a local, provincial 
and national level allow me to actively 
participate and support the association’s 
strategic plan, vision and mission. 

Angela Foote, BSc, RN, 
CCNP(C) 
Director, Eastern Region
Co-Chair, National Conference 
Advisory Committee
Chair, Dynamics of Critical Care™ 
Conference 2018

I am both excited and 
h o n o u r e d  t o  b e g i n 
my  s e c on d  ye ar  on 
the national Board of 
Directors. My journey 
in critical care began 11 
years ago. After working 

for four years in the intensive care unit 
(ICU), I was approached with an oppor-
tunity to advance in a clinical leadership 
education role, as the cardiac rehabili-
tation program coordinator. As an ICU 
nurse, this position provided additional 
insight into the importance of primary 
prevention and facilitation of safe phys-
ical exercise programs for persons with 
cardiac risk factors, coronary artery 
bypass grafting (CABG), stroke and 
chronic obstructive pulmonary disorder 
(COPD). My experiences with this pro-
gram have been invaluable.

I am currently working at the bedside, 
in the ICU at the Aberdeen Hospital in 
New Glasgow, NS. I am also working 
towards writing the examination for cer-
tification—Certified Nurse in Critical 
Care Canada (CNCC(C)). 

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

The nursing profession, especially 
critical care, is challenged daily. The 
complexity of patients who are criti-
cally ill, the advocacy for the patient 
and family, and the critical thinking that 
this entails, both challenges and makes 
me excel in my practice. I am passionate 
about continuing education and stay-
ing current with best practices in critical 
care.

Over the past year, I have been co-chair 
of the National Conference Advisory 
Committee, which allows me to share 
my passion for continuing educa-
tion and best practice with CACCN 

members and my peers. 2018 provides 
me with a completely new challenge, as 
chair of the Dynamics of Critical Care 
Conference 2018 being held in Calgary, 
Alberta. I am looking forward to work-
ing with the excellent local committee 
members to provide a memorable and 
educational event.

It is a privilege to be part of the national 
Board of Directors working with others 
who are also very passionate and driven 
in critical care nursing! 

Mélanie Gauthier, MInt 
Care N, BScN, RN, 
CNCC(C)
Vice-President
Director, Eastern Region
Chair, Partner Relations Committee

Words cannot describe 
how excited I  am to 
begin my second term 
on the National Board 
of Directors. With the 
implementation of the 
national strategic plan and 

committees, I have been co-chair of the 
Professional Development Committee 
for the past two years, working with a 
knowledgeable group of CACCN mem-
bers on the Standards and Certification 
Sub-Committees, reviewing and revis-
ing the Standards and Certification 
Study Guide, and the Webinar Sub-
Committee, working towards providing 
enhanced educational opportunities 
through a variety of delivery methods. 
I am currently the vice-president for 
the association and chair of the Partner 
Relations Committee for the duration of 
my second term. I look forward to form-
ing excellent working relationships with 
our critical care colleague associations, 
awards sponsors and exhibit partners. 
Prior to joining the Board of Directors, 
I was actively involved in CACCN as the 
president of the Montreal Chapter from 
April 2015–2016 and was co-president 
from January 2013–March 2015. 

For the past two years, I have been a 
Faculty Lecturer at McGill University’s 
Ingram School of Nursing, teaching in 
both the undergraduate and graduate 
programs and working towards devel-
oping their critical care curriculum. I 
am also a CNCC(C) Certified Nurse 
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Clinician at the Royal Victoria Hospital, 
McGill University Health Centre, where 
I have practised for longer than nine 
years. I hold a Bachelor of Science in 
Nursing from McGill University and a 
Masters in Intensive Care Nursing from 
the University of Sydney, Australia. 

As a younger nurse, I feel I provide a 
voice to the newest generation of nurses 
and work at bridging the gap between 
care and compassion by empowering 
and inspiring them to take an active role 
in their own development, the nurs-
ing profession and their professional 
nursing association. Sustainability and 
recruitment have been long-standing 
challenges of the CACCN and I con-
tinue to look forward to assisting in the 
growth of the association by advocating 
for the needs of our members.  

Brandi Vanderspank-
Wright, PhD, RN, CNCC(C)
Director, Central Region
Co-Chair, Professional Development 
Committee

I have been a critical 
care nurse since 2003. 
Following a consolida-
tion experience, as part 
of the fourth year of my 
Bachelor of Science in 
Nursing (BScN) program 

at the University of Ottawa, critical 
care nursing has been without a doubt, 
my professional passion. Shortly there-
after, I began working in the intensive 
care unit (ICU) General Campus of The 
Ottawa Hospital (TOH). 

In 2005, I began working on my Master 
of Science Nursing (MScN) at the 
University of Ottawa. My thesis work 
explored the experiences of critical care 
nurses who care for patients and fami-
lies during the process of withdrawal of 
life-sustaining measures. This work was 
largely influenced by my personal expe-
riences of end-of-life care in the ICU. 
My MScN work was published in 2011 
in a special issue on end-of-life care in 
Dynamics and subsequently received 
a first-place editorial award from 
CACCN. I obtained Canadian Nurses 
Association (CNA) Certification in 
Adult Critical Care in 2007. Achieving 
certification marked a pivotal moment 
in my nursing career and it solidified my 
critical care nursing identity. 

In 2014,  I  began my Doctor of 
Philosophy (PhD) studies. My doc-
toral work explored the development of 
critical care nursing in Canada. I used 
historical perspectives to understand 
how Canadian ICU nurses shaped their 
identity. I had the privilege of interview-
ing nurses who, collectively, had worked 

in more than 40 units across the country 
between 1960 and 2002. This work was 
the first of its kind in Canada. 

I am currently an Assistant Professor in 
the School of Nursing at the University 
of Ottawa. My program of research 
focuses on end-of-life care in the ICU 
and the experiences of nurses who pro-
vide care to patients and their families. 
Additionally, I continue nursing in the 
ICU at TOH: General Campus. I am 
actively involved through participation 
in their Nursing Journal Club and ICU 
Nursing Education Committee. 

I am proud to have been a member 
of the CACCN since 2007. In 2013, I 
joined the Ottawa Chapter executive.  I 
have been a member of the Professional 
Development Committee since 2016 
and look forward to my incoming posi-
tion of co-chair of this committee. I 
look forward to contributing to building 
capacity for critical care nurses across 
Canada through initiatives that contrib-
ute to critical care nursing knowledge 
development (i.e., Standards of Practice, 
Certification); scholarship (i.e., research 
and quality improvement); and service 
through committee work within the 
organization, supporting nurses at the 
chapter level and supporting individual 
chapters themselves. 

Letter to the editor

to editor of the Canadian Journal  
of Critical Care Nursing
As submitted by sender

I congratulate you for the article pub-
lished in your magazine, “Addressing 
the Communication Challenge in a 

Culturally Diverse Intensive Care Unit 
(ICU) using Strengths-Based Nursing 
Approach”, published in summer 2017. 
It is a subject of which, as professionals 
of the nursing, should be more taken 
into account when treating patients 
with other cultural and language. The 
Multicultural-Multilanguage barri-
ers are aspects that affect directly the 
optimal care for the patients. In coun-
try like Canada where the 20% of the 
population is immigrant, the language 

barriers specific in the ICU will be 
a challenge.  Language barriers con-
tribute to poor patient outcomes, and 
more likely to experience a preventable 
adverse situation during hospitalization.

The use of evidence-based approach and 
the creation of a multidisciplinary team 
to respond to patients’ language needs 
through screening, throughout the hos-
pitalization, and during postoperative 
care and follow-up was a massive cover 
to implant the model of practice used 
(The Careful Nursing Philosophy and 
Professional Practice Model). It was fas-
cinating to investigate that and to find 
two studies from other countries where 

the theme of the language barrier is dis-
cussed based of communication skills 
from the nurses to the patients.

I hope your magazine will continue to 
publish articles like this that guide nurs-
ing professionals to face the care offered 
at this time. Also, information regarding 
language barriers will help the health-
care systems to provide quality services, 
and communication is the best way to 
gain patient’s satisfaction. 

Sincerely,
Hector M. Fontanez Pabellon, RN, 
MSN, FN
Caguas, Puerto Rico
Email: hmfont@gmail.com
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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

Photo generously provided by Josefa Inot, William Osler Health System, Brampton, ON
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Canadian assoCiation of CritiCal Care nurses
dynamiCs of CritiCal Care ConferenCe™ 2018
september 24 to 26, 2018, Westin Calgary/metropolitan Centre, Calgary, ab

Challenge the status quo. Be the change agent, the champion 
for innovation, and the one committed to using evidence 
to make informed decisions. Be the registered nurse who 
promotes interdisciplinary collaboration, patient and family 
centred care, campaigns for healthy work environments, 
and advocates for quality patient care. Be the ONE.

dynaMiCS of CritiCal Care ConferenCe™
Dynamics is the annual national convention and product exhibition of the Canadian Association of Critical Care Nurses 
(CACCN). Diverse programming allows participants to choose from a broad selection of evidence-based topics that are 
geared to enhancing clinical practice, leadership, education, and research. With paediatric and adult critical care opportunities 
provided, participants design educational agendas to meet their own unique needs. Dynamics brings colleagues together from 
coast to coast, to share ideas and experiences.

ConferenCe theMe: advoCaCy in CritiCal Care: Be the one

SpeaKerS

Keynote SpeaKer
ChriStine SChulMan
Christine S. Schulman, serves a one-year term as President of the American Association of Critical-Care 
Nurses (AACN) board of directors from July 1, 2017, through June 30, 2018. Christine has been a member 
of the AACN Board of Directors for several years. Christine is a critical care and trauma clinical nurse 
specialist at Legacy Health in Portland, Oregon. She was previously a trauma and critical care nursing 
consultant after working several years as the trauma and surgery clinical nurse specialist at Harborview 
Medical Center in Seattle. She obtained most of her bedside clinical experience as a staff nurse in the 
surgical intensive care unit (SICU) at Oregon Health & Science University, and earlier in her career she 
held critical care and emergency nursing positions in Wyoming and Colorado. Schulman has also been an 
adjunct clinical instructor at Oregon Health & Science University, Seattle University and the University of 
Washington School of Nursing. 

plenary panel                    Sponsored by

aMBer appleBy  
Amber Appleby is the acting Director for Donation and Transplantation at Canadian Blood Services and 
is responsible for leading and supporting national initiatives that contribute to improving donation and 
transplantation system quality and performance in Canada. Prior to CBS, in her role as Provincial Director 
of Operations for BC Transplant, she led the implementation of a system realignment that has contributed 
to sustained increases in the organ donation and transplant rate in BC. 

paM hruSKa 
Pam Hruska is the clinical nurse specialist for the Department of Critical Care Medicine in Calgary, Alberta.  
She graduated from the University of Calgary Faculty of Nursing in 2003 and completed both the ACCN 
and Canadian Nursing Association Critical Care Certification programs. Pam completed her Masters of 
Science in Medical Education in 2015 during which she developed research interests in cognitive based 
education, reasoning, and decision-making.
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SpeaKerS  cont’d

KiM WereSteiuK 
Kim Werestiuk, is the manager of Transplant Manitoba-Gift of Life, a dynamic five-team program 
dedicated to caring for patients before and after a transplant or living kidney donation, as well as the 
program responsible for coordinating and supporting deceased organ donation in the province. Kim began 
her nursing career 30 years ago at Winnipeg’s Health Sciences Centre, spending time in Medicine and post 
kidney transplant, In 2013, Kim left HSC to solely focus on the management of Transplant Manitoba - Gift 
of Life programs. Kim assumed the position of chair of the CBS Donation and Transplant Administrators 
Advisory Committee (DTAAC) in 2017. 

CloSing SpeaKer
Wayne lee 
Wayne Lee has been called Canada’s “crown prince” of hypnotism, boasting a mastery of the craft that few 
others come close to. With the belief that the mind is more powerful than most people understand, Wayne 
shows audiences techniques to access inner strength through relaxation and mind-focusing techniques to 
better handle stress and achieve dreams. With his trademark humour and easy-going approach, Wayne 
also entertains audiences with a “hypnosis show” that is guaranteed to incite laughter and delight. His 
passion for his career is evident the moment he takes the stage. Every presentation is unforgettable and 
filled with laughter and inspiration that allows people to explore the depths of their imaginations, break 
through their fears, and live on purpose with more joy, freedom, and love. 

SponSored SpeaKerS                              Sponsored by

Ken lotherington 
Ken Lotherington is a senior program manager with Deceased Donation and Transplantation at Canadian 
Blood Services. Ken has played a key role in the development of a national approach to the development 
of both leading practices and professional education. Ken has worked in donation and transplantation 
for the majority of his career as a certified tissue specialist, an organ perfusionist and certified eye bank 
technician. 

laurie lee 
Laurie is a pediatric nurse practitioner in the Pediatric Intensive Care Unit (PICU) at Alberta Children’s 
Hospital (ACH). Laurie completed her MN NP at the University of Toronto and moved to Calgary where 
she co-developed and implemented the PICU Nurse Practitioner role at ACH. In addition to a busy clinical 
practice in the PICU, Laurie is co-chair of the ACH Organ and Tissue Donation Oversight committee and 
co-lead for the implementation of the pediatric Donation after Cardiac Death program at ACH. 

Meagan Mahoney 
Meagan is a pediatric intensivist at the Alberta Children’s Hospital (ACH) in Calgary. Meagan completed 
her undergraduate degree at Queen’s University in Kingston, her Medical Degree at McMaster University 
in Hamilton and her residency and fellowship at the Children’s Hospital of Eastern Ontario (CHEO) in 
Ottawa. She has been actively involved in organ and tissue donation policy and advocacy work at national, 
provincial and local levels. 
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eventS

Monday, SepteMBer 24 

 annual general Meeting
 Canadian aSSoCiation of CritiCal Care nurSeS
  The Annual General Meeting will be held during the luncheon period.  

All CACCN members and conference delegates are invited to attend. 

 gala exhiBit and poSter reCeption
  Together with our sponsors and exhibitors, the Gala Exhibit and Poster Reception will highlight our partner’s products and 

services, as well as the many outstanding Dynamics 2018 poster submissions.  Plan to join us for the Gala Reception!

  This is a complimentary ticketed event. Delegates must indicate attendance at the time of registration and provide their ticket 
for entrance to the event. Light snacks and cash bar will be available.

 SpaCelaBS SoCial event
  Plans are in the works to bring this very popular social night back for another year! Stay tuned for more information in the 

conference brochure.

tueSday, SepteMBer 25 

 SoCial event

The most fun you 
can have with  

    your boots on
Stay tuned for More inforMation in 
the ConferenCe BroChure aBout our 
Wild WeStern SoCial event at dynaMiCS.  

Stay tuned for More inforMation in 
the ConferenCe BroChure aBout our 
Wild WeStern SoCial event at dynaMiCS.  
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september 24 to 26, 2018, Westin Calgary/metropolitan Centre, Calgary, ab

tranSportation inforMation

air Canada promo Code  7epCeZ41  
(web coupon code)

West Jet promo Code  u59ot51 (web coupon code)
(promo code for call in only: Wee63)

Flights must be booked using the Air Canada or WestJet websites. Potential discounts are available when  
using the booking codes. CACCN/Dynamics 2018 does not guarantee flight discounts for  

all categories by providing the booking codes

hotel inforMation

WeStin Calgary 
320 4th Avenue SW, Calgary AB T2P 2S6 Canada

 Reservations: 1-800-WeStin1 (1-800-937-8461)
 Book online at: www.caccn.ca
 Room Block Code: CaCCn dynamics Conference 2018

 gueSt rooMS per night:  
 Traditional Room; King Bed or Double Beds 
 Single/Double  $ 259.00
Triple  $ 289.00
Quad  $ 319.00 

All guest room rates are quoted exclusive of applicable federal, provincial, and local taxes, 
which are currently 4% Tourism Marketing Levy and 5% Goods & Services Tax as well as the 
following automatic or mandatory charges: 3% Destination Marketing Fee.
Group rate is available while supplies last or up to august 24, 2018, whichever occurs first.
Accommodation rates are available 3 days prior/after the conference, subject to availability  

Cancellation Policy:  
  A deposit equal to one night’s room and tax will be processed to the method of payment 

on file at the time of booking. 
 All cancellations up to September 4, 2018 are eligible for refund. 
 Deposits will not be refunded for cancellations made after September 4, 2018.

No Show Policy:  
  Guests that fail to check in on their confirmed arrival date will forfeit the non-refundable 

deposit equal to one night’s room and tax.  

 BOOK EARLY, AS THE ROOM BLOCK SELLS OUT QUICKLY!
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ConferenCe tuition feeS

Member rate: 
Delegate must have a current CACCN membership or must 
complete membership at the time of registration.

non-Member rate: 
Delegate does not have a current CACCN membership and 
does not join at the time of conference registration.

Student rate:
Any student in an accredited professional nursing program, 
not currently licensed as a Registered Nurse / Graduate 
Nurse. 
Nursing students must provide proof of full-time 
undergraduate student status.
Student registration cannot be processed online.  
Student registration may be mailed (with a cheque) or faxed 
or emailed with credit card information to CACCN National 
Office by the deadlines.  

Save on your regiStration By BooKing Before the early Bird deadline!

early Bird registration: 
•   Registration/full payment due before: august 23, 2018 at 

2359 eSt
•   Mailed applications must be postmarked on or before 

August 24, 2018

regular registration: 
•   Registration/full payment due before: September 6, 2018 

at 2359 eSt 
•   Mailed applications must be postmarked on or before 

before September 7, 2017

  SAVE • SAVE • SAVE  regular rate
  early Bird rate Registration/Payment
  Registration/Payment due before  due before
  August 23, 2018 at 2359EST September 6, 2018 at 2359EST

  MeMbers NoN-MeMbers  studeNts   MeMbers NoN-MeMbers  studeNts**

 three day tuition $470*  $670* $255* $530* $730* $315*
 

 two day tuition $365* $565* $195* $425* $625* $255* (any two days)

 one day tuition $220* $420* $120* $280* $480* $180* (any one day)

* payment required: tuition fee plus 5% gSt

final registration deadline: September 6, 2018 at 2359 eSt

full ConferenCe BroChure and online regiStration
availaBle at WWW.CaCCn.Ca in June 2018
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CRItICAL CARe  
NuRSING ABStRACtS

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

CACCN’s national conference, Dynamics of Critical 
Care, provides an excellent venue for accomplishing all of 
these.  CACCN is pleased to be printing its 18th annual 
“Special Dynamics of Critical Care Issue”, which includes 
the abstracts from Dynamics of Critical Care™ 2018.

The following abstracts represent the concurrent session 
and poster abstracts being presented during Dynamics 
of Critical Care™ 2018 being held in Calgary, AB, 
September 24–26, 2018.

Oral Abstract Presentations: 45-minute sessions
Bedside shift report: Benefits, barriers, 
and strategies for adopting a patient-
centred approach to nurse handover
Vininder Kour Bains, MSN, RN, CNCC(C), Martha Mackay, 
PhD, RN, Annemarie Kaan, MCN, RN, CCN(C), CCTN, 
Emma Lloyd, BSN, RN, Marianne LeSage, BScN, RN, Kelly 
Third, BSN, MPH, CHPCN(C), Kate McNamee, MSN, RN, 
CHPCN(C), Dione Nordby, MSN, RN and Susan Bello, BScN, 
RN, Vancouver, BC

Educational stream: Clinical Practice 
Learning level: Applicable to all 

Key words: Nurse handover, bedside shift report, patient, and 
family-centred care

Purpose/goals: Bedside shift report (BSR) is the practice of 
nurses inviting patients and families to participate in nurse 
end-of-shift handover. While BSR has been shown to enhance 
patient safety by improving communication between patients, 
their families, and the care team, it is not without challenges. 
Our nursing teams had several concerns: maintaining the qual-
ity and efficiency of handover, protecting patients’ privacy, 
losing end-of-shift debriefing, and fear of scrutiny during BSR. 

We describe how we addressed those concerns as we tailored 
BSR to four critical care units: two intensive care units (ICU), a 
cardiac ICU and a cardiac surgery ICU. 

Outcome 1: Describe three benefits of adopting a patient and 
family-centred approach to nurses’ end-of-shift report. 

Outcome 2: Identify three common nursing concerns related 
to implementing bedside shift report. 

Outcome 3: Identify two strategies to protect patients’ privacy 
while implementing bedside shift report. 

Session description: Effective shift handover is identified as 
a crucial component of safe patient care, especially in critical 
care, where the complexity and volume of information that is 
shared is tremendous. As a result, there has historically been 
a nurse-centred approach to handover, whereby patients and 
family are excluded. Yet, evidence suggests that initiatives such 
as bedside shift report (BSR), in which patients and families 
are invited to listen and participate, nurse handover enhances 
patient safety by improving the quality, accuracy and com-
pleteness of the report. Also, patients and families stated that 
BSR increases their understanding of the medical situation, 
enhances their communication with nurses, and makes them 
feel valued, as partners in care.
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Based on this evidence, we adopted a patient and family-cen-
tred approach to nurse handover in four critical care units: two 
intensive care units (ICU), a cardiac ICU and a cardiac surgery 
ICU. We recognized that implementing BSR represented a sig-
nificant cultural shift and practice change. Similar to reports in 
the literature, our nursing teams reported concerns about this 
initiative, including concerns about maintaining patients’ con-
fidentiality, disrupting the efficiency and quality of nurse shift 
report, fear of scrutiny by patients and families, and loss of a 
debriefing opportunity with colleagues. The contextual differ-
ences that influenced BSR implementation across critical care 
were cultural, environmental, the degree to which nurses could 
ask patients directly about participating in BSR or including 
family. We describe our approach to addressing these common 
concerns to four different critical care units. 

Pre-requisites: None 

transforming critical care orientation for 
novice nurses within the contemporary 
nursing workforce 
Lisa Brooking, MSN, RN, Magdalena Theron, DCur, RN, and 
Sarah Crowe, MN, RN, CNCC(C), Vancouver/Langley, BC 

Educational stream: Clinical Practice 
Learning level: Applicable to all 

Key words: Orientation, novice, innovative, strategies

Purpose/goals: Healthcare organizations no longer have the 
luxury of hiring experienced nurses into Intensive Care Units 
(ICU), therefore it is the responsibility of these organizations 
to provide orientation programs reflective of the changing 
workforce, which includes novice nurses. A robust orientation 
program ensures the success and retention of novice critical 
care nurses entering ICU settings. The purpose of this session is 
to discuss the significance of increased support to novice crit-
ical care nurses through innovative strategies derived from a 
knowledge translation process to transform ICU orientation 
programs.

Outcome 1: To gain insight in a current issue affecting inten-
sive care units across Canada. 

Outcome 2: To share innovative strategies from success-
ful orientation programs for critical care novice nurses, both 
nationally and internationally to gain an evidence-based 
perspective. 

Outcome 3: To address the identified practice gap and provide 
a tangible solution to the contextual environment of the inten-
sive care unit. 

Session description: The Healthcare Reform Act of 2014 wel-
comed newly graduated nurses to critical care in response to 
the growing demands of our aging nursing workforce. Yet, little 
focus has since been placed on reconstructing the orientation 
into this specialty area to reflect the increased needs of nov-
ice nurses (Bortolotto, 2015). Intensive care nurses require an 
extensive knowledge base and comprehension of a wide variety 

of skills to appropriately manage the unstable patient in a safe 
and efficient manner (Lewis-Pierre et al., 2015). Considering 
the patient population currently occupying ICU continues to 
increase in acuity and complexity, it is paramount we develop 
novice critical care nurses to safety care for complex and multi-
dimensional patient care (Bortolotto, 2015, p. 203). As a means 
of nurturing transition, facilitating frontline readiness, pro-
moting nurse competency, and safeguarding patient safety, a 
revitalization of the orientation program that is reflective of the 
novice nurse is vital.

To transform critical care orientation for the novice nurses 
within a contemporary workforce, a knowledge translation 
project in the form of a knowledge synthesis was conducted. 
The main themes that emerged through a systematic process to 
select and synthesize relevant literature included: current prac-
tices, goals and innovative strategies, outcome measure, and 
lastly barriers to program uptake and succession. The identified 
practice gaps will be addressed during the session and tangible 
solutions/recommendations will be offered.

Let’s equip novice nurses to not merely survive in the ICU, but 
thrive! 

Pre-requisites: None 

ReFeReNCeS
Badger, J.M. (2008). Critical care nurse intern program: Addressing 

psychological reactions related to critical care nursing. Critical 
Care Nursing Quarterly, 31, 184–187.

Bortolotto, S.J. (2015). Developing a comprehensive critical care 
orientation program for graduate nurses. Journal for Nurses in 
Professional Development, 31, 203–210.

Lewis-Pierre, L., Amankwaa, L., Kovacich, J., & Hollis, L. (2014). 
Workplace readiness of new ICU nurses: A grounded theory 
study. Global Journal of Human Social Science, 14(2), 47–52.

the living dead: Conscious awareness 
during cardiopulmonary resuscitation 
Jasmine Caron, BScN, RN, Ottawa, ON

Educational stream: Clinical Practice 
Learning level: Novice

Key words: Cardiopulmonary resuscitation, conscious aware-
ness, end-of-life

Purpose/goals: The purpose of this presentation is to describe 
the uncommon phenomenon of conscious awareness during 
CPR and provide a review of the academic literature available 
on the topic. This presentation will provide a place for discus-
sion on the topic and will aim to propose treatment options 
available to help patients and guide nurses in their practice. 

Outcome 1: Recognize and identify conscious awareness 
during CPR.
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Outcome 2: Identify possible treatment options to guide the 
healthcare team in its practice. 

Session description: A patient is admitted to hospital and 
suffers a cardiac arrest. A Code Blue is called and the inten-
sive care unit (ICU) team arrives and provides advanced cardiac 
life support. After 45 minutes, a pulse and blood pressure are 
achieved. The patient is transferred to ICU intubated, requir-
ing hemodynamic support, and their pupils are  fixed and 
dilated. Within 30 minutes of arrival to ICU the patient suffers 
another cardiac arrest. This time, during chest compressions, a 
nurse notices the patient’s eyes are open and looking from side 
to side. When the nurse says the patient’s name, the patient 
looks her in the eyes, and grips her hand to command. When 
the compressions stop, his eyes close, and he no longer obeys 
commands.

According to the Heart & Stroke Foundation, there are more 
than 40,000 cardiac arrests in Canada each year, 8/10 of which 
occur outside of hospital. Critical care nurses are generally more 
exposed to cardiac arrests due to the complexity and severity of 
illness of the patient population. When performing chest com-
pressions, within the context of a cardiac arrest, it is assumed 
that the individual is unconscious and unresponsive. But what 
happens when they are consciously aware? Conscious aware-
ness during CPR is when a patient is awake during high-quality 
chest compressions. This is an uncommon phenomenon (Bihari 
et al., 2008) that has become more prevalent in recent years due 
to the wider availability of mechanical CPR devices. This pre-
sentation aims to provide a review of the literature on this topic 
and describe the impact that conscious awareness during CPR 
has on both patients and nurses. Through the incorporation of 
a case study, this presentation will also examine interventions 
aimed at increasing awareness and potentially decreasing emo-
tional and physical suffering in patients and nurses involved.

ReFeReNCeS
Bihari, S., & Rajajee, V. (2008). Prolonged retention of awareness 

during cardiopulmonary resuscitation for asystolic cardiac 
arrest. Neurocritical Care Society, 9, 382–386.

Nebraska Department of  Health & Human Ser vices . 
(n.d.). In  Nebraska EMS Model. Retrieved from  http://
dhhs.ne.gov/publichealth/Licensure/Documents/
CPRInducedConsciousnessProtocols.pdf

Parnia, S., Spearpoint, K., de Vos, G., Fenwick, P., Goldberg, 
D., Yang, J., & Zhu, J. (2014). AWARE—Awareness during 
resuscitation—A prospective study. Resuscitation, 85, 1799–1805.

After the healthy work environment 
survey: the results are in, but now what? 
Daniel Cashen, BScN, RN, CNCC(C) and Kimberly Pennell, 
BScN, RN, CNCC(C), Calgary, AB 

Educational stream: Leadership 
Learning level: Novice 

Key words: leadership, heathy environment, morale

Purpose/goals: The purpose of this session is to present the cre-
ation and implementation plan of a healthy work environment 
survey to an ICU staff of more than 200, and discuss the inter-
ventions informed by the survey.

Outcome 1: Express an increased knowledge of the reasons for 
implementing a healthy work environment survey. 

Outcome 2: Convey a better understanding of the opportuni-
ties for positive change that are created when engaging with 
staff regarding their work environment. 

Outcome 3: Recognize the potential barriers of implementing 
interventions led by unit’s leadership team to address concerns 
from the survey. 

Session description: Healthy Work Environment (HWE) surveys 
are important for frontline leaders to gain perspective on their 
staff ’s perceptions of their workplace and the interactions that 
happen within the ICU. When the survey is completed, and the 
answers collated, the frank answers can be intimidating for lead-
ership teams to address. This session will share the experience of 
one leadership team in a large neuro/burns/trauma ICU while 
they navigated the results of a HWE survey completed in 2016 
and learning that they implemented when sending out another in 
2017.

Pre-requisites: None

Working smarter, not harder: using 
technology to offload administrative 
duties of clinical leaders
Daniel Cashen, BScN, RN, CNCC(C) and Timothy Austin, 
BScN, BSc, RN, Calgary, AB 

Educational stream: Leadership 
Learning level: Novice 

Key words: Technology, clinical leadership

Purpose/goals: The purpose of this session is to discuss the cre-
ation and integration of a web-based application that allows for 
clinical leaders/clinicians to complete administrative tasks faster.

Outcome 1: Express an increased knowledge of the current use 
of technology to complete administrative tasks in the critical 
care environment. 

Outcome 2: Convey a better understanding of the opportuni-
ties that exist to introduce web-based applications to decrease 
the amount of time spent on administrative tasks. 
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Outcome 3: Recognize the potential barriers of implementing 
web-based applications into the leadership team. 

Session description: Traditionally clinical leaders/clinicians 
are responsible for creating patient assignments for their staff. 
Assignments need to be fair and equitable to ensure that staff 
nurses are regularly exposed to advanced modalities to pro-
mote growth and maintain competency. In a large ICU, this 
task can be labour intensive when using the traditional pen 
and paper method. The clinical leadership team created a web-
based application that would decrease the amount of time 
spent on this task, while ensuring that the process remains fair 
and equitable. This session will present the creation of the web 
application, implementation in a large 28-bed intensive care 
unit, discussion on the barriers encountered, and future consid-
erations for incorporating technology into clinical leadership.

Pre-requisites: None. 

Creating, developing, and writing an 
impressive abstract for the Dynamics of 
Critical Care™ conference
Ingrid Daley, MScN, Rn, CNCC(C), Karen Dryden-Palmer, 
MSN, RN, and Eugene Mondor, MN, RN, CNCC(C), CACCN 
National Conference Advisory Committee 

Educational stream: Education 
Learning level: Applicable to all 

Key words: Abstract, preparation, purpose, goals, learning out-
comes, tips, tricks

Purpose/goals: The purpose of this session is to highlight 
the important components of a well-written abstract, tips for 
creating impressive abstracts, and identify sources of avail-
able support for individuals submitting abstracts to nursing 
conferences.

Outcome 1: Identify the important components of an effective 
abstract. 

Outcome 2: Explore approaches to creating interesting titles, 
developing purpose statements, and crafting meaningful learn-
ing objectives to reflect session ideas. 

Outcome 3: Describe essential information that should be 
included in the session description of a well-written abstract. 

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

and scope of your proposed session, identify sources of sup-
port during the writing process, and successfully creating an 
award-worthy abstract!

Pre-requisites: There are no pre-requisites for this session. 

Stuck in the ICu: Supporting chronically 
critically ill patients in critical care 
Petra Davis, RN, Vancouver, BC

Educational stream: Clinical Practice  
Learning level: Intermediate 

Key words: chronically critically ill, assessment, management, 
strategies

Purpose/goals: Who are the patients that we call ‘The 
Chronically Critically Ill,’ and what causes some patients to 
become chronically critically ill, but not others? This presen-
tation will answer these questions and explore the common 
but unique characteristics that chronically critically ill patients 
share, as well as suggest assessment and management strate-
gies for critical care nurses to implement to support this special 
population of patients and their families. 

Outcome 1: Be able to identify the unique characteristics that 
chronically critically ill patients share. 

Outcome 2: Learn the impact of chronic critical illness on the 
patient and the patient’s family. 

Outcome 3: Be able to discuss assessment and management 
strategies that support chronically critically ill patients. 

In an ideal world, critically ill patients would recover from 
their illnesses and move on from the Intensive Care Unit. But 
what does life look like for those few patients and their fami-
lies who recover from their acute illnesses, but remain ‘stuck’ 
on inotropes and ventilators for weeks, even months on end? 
The concept of being chronically critically ill has evolved over 
the past 20 years, as survivability of critical illness improves 
through advances in technology and interventions aimed at 
keeping people alive (Davis, 2014, p. 40). Who are the patients 
that we call ‘The Chronically Critically Ill,’ and what causes 
some patients to become chronically critically ill, but not oth-
ers? This presentation will answer these questions and explore 
the common, but unique characteristics that chronically crit-
ically ill patients share, as well as suggest assessment and 
management strategies for critical care nurses to implement to 
support this special population of patients and their families.

ReFeReNCeS
Davis, P. (2014). Module 3: The chronically critically ill. In NSCC 

7320: Critical Care Nursing Theory 2. Burnaby, Canada: British 
Columbia Institute of Technology.
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Saving lives by pushing it: Delays 
associated with life-saving vasopressor 
administration in terminal hypotension 
and how to overcome them 
Matthew Douma, BSN, RN, ENC(C), CNCC(C), CCN(C) and 
Domhnall O’Dochartaigh, RN, Edmonton, AB

Educational stream: Clinical Practice 
Learning level: Proficient 

Key words:  vasopressor, delivery methods, resuscitation, ter-
minal, hypotension

Purpose/goals: Our presentation is based on our research 
describing the differences in time to rescue vasopressor medi-
cation based on the delivery method. Our purpose is to inform 
decision making and inform the human factors of resuscitation. 
The information provided will help nurses identify patients at 
risk of terminal hypotension/cardiovascular collapse, avoid it 
and treat it. 

Outcome 1: Learners will be able to describe the differences in 
common vasopressor administration techniques from the per-
spective of time, number of steps, opportunities for error and 
delays. 

Outcome 2: Learners will also reflect on their own practice, 
identify opportunities for improvement and principles of safe 
vasopressor administration. 

Outcome 3: High-risk scenarios for terminal hypotension are 
identified and discussed. 

Session description: In this session participants will experience 
gut-wrenching delays in life-saving vasopressor administration 
to create a simulated case of terminal hypotension. Terminal 
hypotension often results in pulseless electrical activity cardiac 
arrest and is often fatal (Brunauer et al., 2014). Many guidelines 
exist to guide vasopressor selection, however there is very lit-
tle evidence regarding administration method (Djogovic et al., 
2015). Our presentation attempts to help fill this gap based on the 
best available evidence (Brindley, O’Dochartiagh, Volney, Ryan 
& Douma, 2017). We will use a clinical case, audience polling, 
and provide a review of the knowledge base, as well as our orig-
inal research. We will compare, quantify, and describe the time 
delays associated with four common methods of adrenaline 
administration in the simulated setting of impending cardiac 
arrest. We will share research that used a sham medication and 
a high-fidelity simulator. We used 30 experienced critical care 

nurses who in random order prepared, then delivered, epi-
nephrine by: i) IV push, ii) lower-concentration infusion, iii) 
higher-concentration infusion, and iv) higher-concentration 
infusion plus carrier-line. We recorded medication preparation 
and delivery time, plus administration errors and self-re-
ported competence. Surprising for many nurses, that even in 
a controlled laboratory with all supplies within arm’s length, 
the median total delay was i) 120 seconds for IV push (95% 
CI 112-128 seconds); ii) 179 seconds for lower concentration 
infusion (95% CI 172-186 seconds); iii) 296 seconds for higher 
concentration infusion (95% CI 285-307 seconds); and iv) 411 
seconds for higher concentration infusion plus carrier line 
(95% CI 399-423 seconds). Even in the best possible scenario, 
time to medication was no faster than two minutes and as long 
as seven minutes. Time to prepare/deliver a bolus was less than 
any infusion (p < 0 .001). Time to prepare/deliver a lower-con-
centration infusion was less than either higher-concentration 
infusion (p < 0 .001). Common errors, equipment failures and 
delays in clinical practice will be discussed. Furthermore, video 
from real-world preparation scenarios are shared. 

Pre-requisites: Understand your institutional policy and cul-
ture around vasopressor administration. Knowledge of your 
parenteral manual for common vasopressor medications is 
essential. Potential medications include, but are not limited to 
epinephrine, norepinephrine, ephedrine, and phenylephrine. 

ReFeReNCeS
Brindley, P., O’Dochartaigh, D., Volney, C., Ryan, S., & Douma, 

M. (2017). Time delays associated with vasoactive medication 
preparation and delivery in simulated patients at risk of 
cardiac arrest. Journal of Critical Care, 40, 149–153. https://doi.
org/10.1016/j.jcrc.2017.04.003

Brunauer, A., Koköfer, A., Bataar, O., Gradwohl-Matis, I., Dankl, D., 
& Dünser, M.W. (2014). The arterial blood pressure associated 
with terminal cardiovascular collapse in critically ill patients: 
A retrospective cohort study. Critical Care, 18. https://doi.
org/10.1186/s13054-014-0719-2

Djogovic, D., Macdonald, S., Wensel, A., Green, R., Loubani, 
O., Archambault, P., … Howes, D. (2015). Vasopressor and 
inotrope use in Canadian emergency departments. Journal of 
the Canadian Association of Emergency Physicians, 36, 296–327.

Multiple intravenous infusions: Making 
sense of the mess
Barbara Duncan, BScN, RN, and Heather Harrington, BScN, 
RN, CNCC(C), CCN(C), Maple/Ajax, ON

Educational stream: Clinical Practice 
Learning level: Applicable to all 

Key words: Organizing multiple infusions

Purpose/goals: To introduce nurses to a best practice guideline 
for managing multiple intravenous infusions.

Outcome 1: Outline a standardized method of preparing and 
organizing multiple IV infusions. 

Outcome 2: Describe a methodical approach to identifying, 
tracing, and labelling multiple IV infusions. 

8
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Session description: Multiple intravenous infusions are a fact in 
most critical care units. A study demonstrated that the task of 
administering multiple intravenous infusions to a single patient 
is a complex task with many potential associated patient safety 
risks (OHTAC, 2014). Misidentification of an infusion—or the 
inability of the nurse to identify the line quickly—can lead to 
delayed action, incorrect action, or no action at all, when admin-
istering lifesaving medications. (Cassano-Pitche et al., 2012). The 
risk of error increases by 3% for every additional intravenous 
medication being administered (Kane-Gill et al., 2010).

Formal instruction on multiple IV infusion management is not 
included in most baccalaureate or post-graduate critical care 
nursing programs. A survey, conducted in two intensive care units 
at a large tertiary hospital, confirmed a wide variation in practice 
amongst nursing staff and revealed that knowledge acquisition 
about the management of multiple IV infusions was most fre-
quently a learned behaviour passed on from nurse to nurse.

A review of the Ontario Health Technology Advisory 
Committee summary provided an extensive list of evi-
dence-based recommendations. A quality improvement project 
was undertaken with a focus on development of a best prac-
tice guideline outlining a methodical approach to accurate and 
timely identification and tracing of multiple IV infusions. The 
presentation will highlight the phases of the project: the devel-
opment of the guidelines, staff education and implementation 
then conclude with the results of an audit showing the integra-
tion of the guideline into everyday practice.

ReFeReNCeS
Cassano-Pitche, A., Fan, M., Sabovitich, S., Masino, C., & Easty, A.C. 

(2012). Multiple intravenous infusions phase 1b: Practice and 
training scan. Retrieved from http://www.hqontario.ca/Portals/0/
Documents/evidence/reports/multipleinfusions1b_May.pdf

Kane-Gill, S.L., Kirisci, L., Verrico, M.M., & Rothschild, J.M. (2010). 
Analysis of risk factors for adverse drug events in critically ill 
patients. Journal of Critical Care Medicine, 40, 823–828.

Ontario Health Technology Advisory Committee. (2014). 
Multiple intravenous infusions phases 2a and 2b: OHTAC 
recommendations. Retrieved from http://www.hqontario.ca/
Portals/0/Documents/evidence/reports/recommendation-
mivi-140505- en.pdf

 An innovative mobilization framework 
for delirium management: how to 
un-paralyze the assessment and 
implementation process
Christine Filipek, BN, RN, CNCC(C), Melissa Redlich, BN, RN 
and Stephanie McLeod, BN, RN, Calgary, AB 

Educational stream: Clinical Practice 
Learning level: Applicable to all 

Key words: mobilization assessment, framework, strategies, 
delirium 

Purpose/goals: The purpose of this session is to review an 
innovative and comprehensive mobilization assessment frame-
work that utilizes novel strategies to ensure critical care patients 
receive proactive cognitive and physical mobilization interven-
tions in the context of delirium management.  

Outcome 1: To identify strategies to overcome barriers to 
mobilization in the context of critical care. 

Outcome 2: To outline the creation of mobilization assessment 
tool and discuss strategies for integration and implementation. 

Outcome 3: To describe “brain mobility”—An innovative 
approach to cognitive mobilization. 

Session description: In the quest to understand barriers to 
early mobilization, a need to create a comprehensive mobiliza-
tion assessment and measurement framework was identified. 
Through examination of literature, it is identified that mobiliza-
tion is often neglected or delayed due to frontline provider lack 
of knowledge and comfort in initiating mobilization, resulting 
in increased ventilator days and hospital stay (Cameron, et al., 
2015, Schaller, et al., 2016). This session discusses the evolution-
ary process from creation to provincial implementation of the 
Readiness to Mobilize Tool. This tool is aimed at empowering 
frontline staff to assess a patient’s readiness efficiently and safely 
to mobilize and provides guidelines for appropriate mobili-
zation strategies. This engaging session will also provide an 
innovative look at the integration of both cognitive and physi-
cal mobility strategies that provide a patient and family-centred 
approach. Critical care nurses will leave with strategies that will 
enable them to be the one to advocate for early mobilization.

Pre-requisites: No prerequisite 

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

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

Hashem, M.D., Nelliot, A., & Needham, D.M. (2016). Early 
mobilization and rehabilitation in the ICU: Moving back to 
the future. Respiratory Care, (7), 971. https://doi.org/10.4187/
respcare.04741.

Schaller, S.J., Anstey, M., Blobner, M., Edrich, T., Grabitz, S.D., 
Gradwohl-Matis, I., & Eikermann, M. (2016). Early, goal-
directed mobilisation in the surgical intensive care unit: A 
randomised controlled trial. The Lancet, 388, 1377–1388. https://
doi.org/10.1016/S0140-6736(16)31637-3.

how does your ICu work environment 
stack up? 
Sandra Goldsworthy, PhD, RN, CNCC(C), CMSN(C), Calgary, 
AB

Educational stream: Clinical Practice 
Learning level: Applicable to all 

Key words: research, work environment, strategies

Purpose/goals: The purpose of this presentation is to describe 
the current research in relation to critical care nurse work 
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environments and to provide an opportunity for participants to 
rate their own work environment. Strategies for promotion of 
healthy work environment will be discussed.

Outcome 1: Identify key elements of a healthy work environment. 

Outcome 2: Rate your own work environment. 

Outcome 3: Discuss implications and potential strategies to 
improve your critical care work environment. 

Session description: The urgency of examining nurse work envi-
ronment factors has accelerated in recent years due to the nursing 
shortage and concerns with retaining and stabilizing the criti-
cal care nursing workforce. With cutbacks, nursing shortages, 
increasing nurse/patient ratios, and changing patient care deliv-
ery models, healthy workplaces have gained traction as a variable 
that influences whether a nurse stays or leaves the unit, the orga-
nization, or even the nursing profession. In this presentation, 
results of Canadian and U.K. critical care nurse work environ-
ment recent studies will provide the backdrop for participants to 
actively participate and ‘have their say’, as they rate their own ICU 
work environments and discuss potential strategies to promote 
healthy work environments for Canadian critical care nurses. 

Pre-requisites: No prerequisites 

Work-related critical incident stress 
experienced by intensive care unit (ICu) 
nurses: A theoretical overview  
Giuliana Harvey, RN and Dianne Tapp, PhD, RN, Calgary, AB 

Educational stream: Clinical Practice 
Learning level: Applicable to all 

Key words: critical incident stress, crisis intervention

Purpose/goals: The purpose of this session is to provide a 
theoretical overview of work-related critical incident stress 
experienced by intensive care unit registered nurses. This over-
view will address examples of work-related critical incidents, 
common physiological and psychological responses, and for-
mal, as well as informal strategies for crisis intervention.

Outcome 1: To identify work-related critical incidents experi-
enced by intensive care unit nurses. 

Outcome 2: To understand potential physiological and psy-
chological responses associated with work-related critical 
incidents. 

Outcome 3: To recognize formal and informal crisis interven-
tions related to work-related critical incident stress. 

Session description: “It is hard to imagine any other situation 
that involves such intimacy with the frightening, repulse and 
forbidden. Stimuli are present to mobilize literally every con-
flictual area at every psychological developmental level” (Hay 
& Oken, 1972, p. 383). Hay and Oken (1972) used this quo-
tation to describe the occupational stressors encountered by 
registered nurses (RNs) in the intensive care unit (ICU). Over 
the years, authors have shifted their focus from exploring the 
day-to-day stressors experienced by ICU RNs to understand-
ing the risks associated with work-related critical incident 
stress (de Boer, van Rikxoort, Bakker, & Smit, 2013). A crit-
ical incident is a traumatic event that is sudden, unexpected, 
and causes significant distress by overwhelming an individu-
al’s coping abilities (Mitchell, 2010). The ICU’s technological 
complexity and the precariousness of patient outcomes places 
RNs in this high need setting at increased risk of experiencing 
critical incident stress (de Boer et al., 2013). The term “criti-
cal incident stress” refers to the cognitive, physical, emotional, 
and behavioural responses that may correspond to the critical 
incident (Mitchell, 2010). The physiological and psycholog-
ical impact from a work-related critical incident may extend 
beyond the ICU RN and influence the work environment, the 
quality of patient care and the healthcare system (de Boer et al., 
2013). Timely and effective crisis intervention should be con-
sidered to support those impacted from critical incident stress 
(Mitchell, 2010). This session will offer a theoretical overview 
of work-related critical incidents, critical incident stress, and 
crisis interventions related to ICU RNs.

Pre-requisites: It is beneficial to have experience as an inten-
sive care unit registered nurse before attending this session. 

ReFeReNCeS
de Boer, J., van Rikxoort, S., Bakker, A.B., & Smit, B.J. (2013). 

Critical incidents among intensive care unit nurses and their 
need for support: Explorative interviews. Nursing in Critical 
Care, 19, 166–174. https://doi.org.10.1111/nicc.12020

Hay, D., & Oken, D. (1972). The psychological stresses of intensive 
care unit nursing. Psychosomatic Medicine, 34, 109–118.

Mitchell, J.T. (2010). Group crisis support: Why it works when and 
how to provide it. Columbia, MD: Chevron.

From skills to knowledge: transforming a 
neurocritical care program
Simmie Kalan, BSN, RN, CNCC(C) and Allana LeBlanc, MScN, 
RN, CNCC(C), Richmond/Vancouver, BC 

Educational stream: Education, Clinical Practice 
Learning level: Applicable to all 

Key words: neurocritical care, education, leadership, process 
development

Purpose/goals: Implementing new initiatives often involves 
the frontloading of skills and knowledge for critical care nurses. 
Following the initial implementation, nurses and nurse leaders 
have key roles in ensuring the successful and sustainable trans-
formation of patient care. This presentation will describe the 
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implementation and evolution of a comprehensive neurocrit-
ical care program in a large, urban general-systems intensive 
care unit. Emphasis will be on the role of nurses and nurse lead-
ers in education, process improvement, and lessons learned. 

Outcome 1: Discuss the importance of nurses and nurse lead-
ers in identifying gaps in practice and innovating for solutions 
in a complex adaptive system. 

Outcome 2: Describe the process of implementing a neurocrit-
ical care program. 

Outcome 3: Review the key role critical care nurses play in 
patient care and program development. 

Session description: In many centres across Canada, neuro-
critical care is provided in specialized critical care units. This 
allows for the development and retention of knowledge and 
skills. In contrast, Vancouver General Hospital Intensive Care 
Unit is a 32-bed mixed medical-surgical-trauma unit with 
more than 1,500 admissions per year. Although it serves as a 
neurosurgical referral centre, less than 5% of admissions in 
2017 required invasive neurocritical care monitoring. In 2014, 
a neurocritical care program was introduced using traditional 
approaches to nursing education such as didactic sessions on 
pathophysiology, bedside in-services on new equipment, and 
instructional manuals to support bedside practice. Despite 
these strategies, translating knowledge and transforming clini-
cal practice to patient care was a challenge. In December 2016, 
a neurocritical care working group was formed to oversee three 
essential components: practice, education, and research. The 
group identified gaps in education and in the program struc-
ture that led to the development of numerous resources for 
bedside practice. Nursing workload was refocused on the-
ory and clinical practice instead of on skills and technology. 
Lessons learned include the importance of de-tasking nurses, 
using one on one coaching, adapting education to learners, 
applying process improvement techniques, and the importance 
of nurse engagement. In a changing critical care environment, 
nurse leaders must engage and adapt education for nurses to 
instill confidence to deliver competent and safe patient care.

Intravenous myths versus reality
Timothy Kavanagh, BScN, RN, CRNI, PMP and Jennifer Lehr, 
MSN, RN, Candiac, QC/Bethlehem, PA

Educational stream: Education 
Learning level: Novice 

Key words: intravenous therapy, myths, reality, research

Purpose/goals: During this interactive and engaging pre-
sentation, we plan to review observed practices at healthcare 
facilities across Canada and the United States and compare 
them to governing bodies recommendations. With a focus on 
intravenous therapy we will discuss and elaborate on common 
myths amongst healthcare professionals and compare them to 
documented research and literature. Emphasizing on fluid and 
drug infusions, we will review product use as they related to 
everyday tasks performed routinely at the bedside.

Outcome 1: The attendee will be able to identify at least three 
IV therapy guidelines with supporting references. 

Outcome 2: Identify how current policy and practice related 
to IV therapy compare to current governing regulatory bodies’ 
guidelines. 

Outcome 3: The attendee will be able to identify needed 
changes in current IV practice to improve patient care. 

Session description: During this session, we plan to review 
common myths and realities of intravenous therapy. Through 
vast experiences visiting ICU’s across Canada and the United 
States, we will share with the audience what we have observed 
as “common practice” and compare it to what evidence-based 
literature supports. With a specific focus on intravenous ther-
apy, we hope to expand on common practices related to the 
regular change requirements of intravenous devices such as 
tubings, add-ons and PIVCs. We will explore various tubing 
flushing practices of primary lines and administration of sec-
ondaries, as well as blood administration protocols.

Our goal will be to create an environment of sharing obser-
vations that have been seen in various settings without laying 
blame. We will discuss these observations with the audience to 
explore what their common practices are and attempt to gain 
an understanding behind “why” they have these experiences. 
Finally, we will share what the literature supports as best prac-
tice and the evidence that supports these practices to ensure 
that all understand “why” the recommendations are in place 
and what the risk of not following them are. 

Pre-requisites: It is beneficial to have a basic understanding 
of intravenous therapy practice, specifically related to PIVCs, 
CVLs, medication administration, fluid administration, blood 
fluid administration. 

MAID in Manitoba – A Manitoba first!
Maurita Kiesman, BN, RN, CNCC(C) and Jodi Walker-Tweed, 
MHS, RN, Winnipeg, MB

Educational stream: Clinical Practice 
Learning level: Applicable to all 

Key words: team, MAID, DCD 

Purpose/goals: The purpose of this session is to share the expe-
rience of being part of a coordinated care team which provided 
medical assistance in dying in combination with immediate 
organ donation after cardiac death.

Outcome 1: To understand the process of MAID and DCD and 
how these processes connected to meet a patient’s end-of-life 
wishes. 

Session description: This session focuses on “being the one”—
advocating and fulfilling a patient’s wish as new legislation is 
enacted in Canada. A Manitoban who qualified for medical 
assistance in dying requested organ donation after his death. 

ABStRACtS
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With the collaboration of the provincial Medical Assistance 
in Dying (MAID) team, the provincial Organ Donation team 
and the Critical Care Program, his final wish was carried out. 
The presentation will discuss the leadership and coordination 
needed to fulfill his wish, plus the personal experience of caring 
for this person in his final moments of life.

Pre-requisites: Awareness of the basics of M.A.I.D. legislation 
in Canada, awareness of the basics of Donation after Cardiac 
Death legislation in Canada 

Voice assistant technology: Alexa® in 
the sim lab
Rob Kruger, MEd, BSN, RN and Bill Klug, MEd, RN, Surrey/
Burnaby, BC

Educational stream: Education 
Learning level: Applicable to all 

Key words: voice assistant, sim lab, Innovation

Purpose/goals: The presenters will demonstrate how voice assis-
tant technology can be effectively used in a simulation lab. The 
development of these voice assistant skills at British Columbia 
Institute of Technology (BCIT) is an interdisciplinary partner-
ship between BCIT’s School of Health Sciences and School of 
Computing. By the end of the presentation, attendees will under-
stand voice assistant technology, its potential in human patient 
simulation and how to overcome the challenges in using these 
devices in clinical and simulation environments. 

Outcome 1: Understand what voice assistant technology is and 
the main types available for use. 

Outcome 2: Engage in a discussion on the potential uses of 
Alexa® and other voice technologies in the sim lab and classroom. 

Outcome 3: Identify the main challenges to implementing 
voice technology, along with how to overcome those challenges.

Session description: Human patient simulation using robot 
manikins has become an integral part of nursing education. 
With the manikins’ abilities to simulate actual patients becom-
ing more realistic every year, the challenge for simulation 
technicians and educators is creating environments that sup-
port students’ and nurses’ decision-making capacity in mid- to 
high-fidelity scenarios. To create the right level of fidelity, sim-
ulation labs integrate the same equipment as used in clinical 
practice and the same workflow. Part of the workflow is chart-
ing, accessing a patient chart, and providing new data during 

the scenario. Often the patient chart or data given to students 
during the scenario is on paper. Maintaining paper charts can 
be arduous, as paper can be accidentally removed or damaged 
during use in the simulation lab. Any updates need to be placed 
into multiple charts, increasing the chance of making mistakes. 
Using computers for electronic charting, increases the costs for 
hardware, storage, and workflow in the simulation lab.

At British Columbia Institute of Technology (BCIT), a unique 
solution was created to address the challenge of maintaining 
patient records and improving the access to information during 
a simulation scenario. The unique solution adopted was the use 
of voice assistant technology in the form of an Amazon Echo 
Show®. At BCIT, the device was located at the bedside of each 
manikin. The Amazon Echo Show has a seven-inch screen and 
uses Alexa®—a cloud-based voice service—to both vocalize 
and display information. At the consumer level, these devices 
can answer questions, provide news, play music, or purchase 
products from the vendor’s website. For simulation labs, the 
Amazon Echo Show® allows students to ask questions of Alexa®, 
such as ‘What is the latest arterial blood gas result?’ or ‘What 
are the chest x-ray report results?’ Alexa® responds vocally and 
visually displays the results. These devices use cloud comput-
ing technology, which decreases patient record maintenance, as 
only one set of records needs to be updated. All devices in the 
lab access the same updated record(s) on the cloud.

The presenters will demonstrate how voice assistant technology 
can be effectively used in a simulation lab. The development of 
these voice assistant skills at BCIT is an interdisciplinary part-
nership between BCIT’s School of Health Sciences and School of 
Computing. This partnership will be explained. The presenters 
will also discuss the role the school’s IT services department plays 
in integrating the devices into the school’s computer network and 
the privacy concerns this raises. By the end of the presentation, 
attendees will understand voice assistant technology, its potential 
in human patient simulation and how to overcome the challenges 
in using these devices in clinical and simulation environments. 

Pre-requisites: There are no pre-requisites required. A desire 
to learn is all that is required. 

Critical care up in the air 
Rob Mazur, BN, RN, CNCC(C), Penny Triggs, RN, and 
Catherine Gall, MN, RN, Winnipeg, MB 

Educational stream: Concepts of Critical Care Nursing in the 
High Arctic 
Learning level: Applicable to all 

Key words: flight nursing, critical care, aircraft, all ages, 
expanded scope of practice, Nunavut

Purpose/goals: The purpose of this session is to give a glimpse 
into what it is like to be a Critical Care Flight nurse, including 
the training, skills, and the lifestyle involved. Insights into criti-
cal thinking, preparedness and skills required to be a proficient 
flight nurse will be reviewed.

Outcome 1: Know what is involved with a critical care transport. 

Outcome 2: Generate interest in nursing in the North. 

8



Volume 29, Number 2, Summer 2018   •   www.caccn.ca   29

Outcome 3: Show how an expanded scope of practice can 
make a difference in a critical care situation. 

Session description: With this presentation, we hope to review 
the knowledge, skills and aptitudes involved in providing criti-
cal care nursing in the non-traditional aircraft setting.

In Canada’s Arctic, where ICUs are far and few, the critical care 
flight nurse stands in the gap. They must be able to deal with all 
age groups from “the womb to the tomb” presenting with a broad 
variety of emergency/critical situations. There are often no phy-
sicians on site, mandating an expanded scope of practice. Within 
Canada, CAMATA helps provide nurses with the basics to start 
this exciting journey into the world of critical care flight nursing.

Storytelling is the approach we will take to show how we, as 
nurses, are able to manage complex situations in the direst situ-
ations and in a challenging environment. This presentation will 
include stories of birthing neonates, providing stabilization and 
transportation of patients with critical gunshot wounds, and 
comforting elders and their families in the final stages of life.

Critical care and the training required for nurses to function effi-
ciently and fluidly in an ICU is carried over to a flight nurse with 
a critical patient. When transporting a critical care patient, the 
nurse is at 35,000 feet in a steel tube moving at up to 900 km/h, 
and factors including the impact of altitude and changes in air 
pressure, gravitational forces, weather, and lack of resources 
come into play. Our presentation will emphasize the importance 
of preparation, education, certifications, and confidence neces-
sary for a critical care nurse to function effectively. 

The ability to accurately assess the patient, and work with a 
broad variety of team members, many through phone consulta-
tion, will be discussed, as effective communications may mean 
the difference between life and death. 

The presenters will provide an entertaining and educational 
synopsis of what it takes to be a critical care flight nurse with 
an emphasis on the challenges of practice in Canada’s North.

Pre-requisites: Interest in the Arctic, critical care flight nurs-
ing, and an expanded scope of practice. A positive attitude to 
team work in -40C is also a pre-requisite! 

exploring an interdisciplinary approach 
against violence in the intensive care 
unit: Looking out for each other
Chantal Pilon, BScN, RN, and Suzanne Larochelle, RN, Ottawa, 
ON/Gatineau, QC

Educational stream: Leadership 
Learning level: Applicable to all 

Key words: violence, behaviour 

Purpose/goals: The goal of our presentation is to present rel-
evant literature on violence in critical care settings including 
the intensive care unit.  Through engagement with professional 
literature, as well as a case study, we aim to empower nurses to 
decrease violence from patients and family members in the ICU 
setting. Further, we will provide participants with an awareness 

of available interdisciplinary resources and the importance of 
an interdisciplinary approach for promptly intervening in situ-
ations where violence is possible.

Outcome 1: Identify and report early signs of violent behaviour. 

Outcome 2: Recognize the importance of the different roles 
and implications of the interdisciplinary team for a compre-
hensive intervention. 

Outcome 3: Review the importance of implementing the col-
laborative interdisciplinary Safety Guideline Care Plan. 

Session description: Workplace violence has been both pres-
ent and tolerated within the healthcare system and in nursing 
in particular. Workplace violence is sometimes called the “silent 
nursing epidemic” and is wrongly accepted as normalized 
response from patients and families who may be experiencing 
stressful and unfamiliar situations. Reporting unacceptable and 
violent behaviour has not necessarily been a routinized aspect 
of nursing practice (Cheraghi, et al., 2012).

Reports in published professional literature suggest that vio-
lence within healthcare settings is increasing. As critical care 
nurses, we need to make a concerted effort to stop this trend 
(Blake, 2016). In the intensive care unit, unacceptable and vio-
lent behaviours must be recognized and guidelines to promote 
and provide a safe working environment for clinicians, patients, 
and family members alike, ought to be implemented. The 
importance of an interdisciplinary team approach is essential 
in the formulation and the application of the Safety Guideline 
Care Plan.

Through an exploration of relevant literature and a case 
study, the need for education, communication, and applica-
tion of prompt interventions for the prevention of violence in 
the intensive care unit will be presented. Collaboration of the 
interdisciplinary team and looking out for each other are key 
elements to ensuring a safe critical care environment.

ReFeReNCeS
Blake, N. (2016). Building respect and reducing incivility in the 

workplace: Professional standards and recommendations to 
improve the work environment for nurses. Creating a healthy 
workplace. AACN Advanced Critical Care, 27, 368–371. 

Cheraghi, M.A., Noghan, N., Moghimbeygi, A., & Bikmoradi, A. 
(2012). Analysis of intensive care nurses’ workplace violence. 
Critical Care Nursing, 5, 87–94.
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Organ optimization: understanding 
the medical management of potential 
organ donors after the declaration of 
neurologic death
Laura Robinson, BScN, RN, CNCC(C) and Heather Cohrs, 
BScN, RN, Calgary, AB 

Educational stream: Education 
Learning level: Applicable to all 

Key words: organ donors, neurological death, management 

Purpose/goals: The purpose of this session is to explore and 
understand the pathophysiology and management of a poten-
tial organ donor to promote optimal organ function and 
recovery.

Outcome 1: To understand the changes that occur in the body 
after Neurological Determination of Death. 

Outcome 2: To understand the medical management strategies 
for optimizing organ function in a potential organ donor. 

Outcome 3: To appreciate the overall benefit of optimized 
organ donation to recipients and donor families. 

Session description: Optimal critical care management 
after Neurological Determination of Death (NDD), or “brain 
death”, is crucial in maximizing the number and the qual-
ity of transplanted organs. The limited availability of organs 
among a growing demand emphasizes the need for optimal 
donor care. This presentation will centre on the principles of 
caring for a potential organ donor; focusing on understand-
ing the pathophysiology involved with an organ donor, and 
the rationale behind the medical management aimed at opti-
mal organ recovery. Using a head-to-toe approach and a case 
study, the key concepts of organ specific management will 
be explored. Understanding the body’s response to neuro-
logical death is essential in supporting the organ donor and, 
ultimately, improves the quality and potentially the quantity 
of donated organs. The session will also discuss how optimiz-
ing organ function for donation is beneficial to the families of 
donor patients. This presentation will provide the foundational 
knowledge needed for the critical care nurse to “be the one” to 
advocate for optimal care of the potential organ donor. 

Pre-requisites: None 

Dummies on the go: utilizing telehealth 
during pediatric outreach education 
Tanya Spence, MN, RN, CNCCP(C) and Jenny Chatfield, RN, 
Calgary, AB 

Educational stream: Education 
Learning level: Novice 

Key words: pediatric, outreach, simulation, education

Purpose/goals: The purpose of this session is introducing 
the concept of outreach simulation education for pediatrics 
and to demonstrate the benefits that telehealth can provide 
during simulation of a critically ill pediatric patient present-
ing at a non-tertiary pediatric hospital or urgent care centre in 
Southern Alberta.

Outcome 1: Understand the concept and benefit of an outreach 
simulation program in partnership with a clinical program. 

Outcome 2: Identify the benefits that telehealth can bring to 
critical clinical situations. 

Outcome 3: Understand how implementing creative ways of 
providing simulation education can benefit a variety of learners 
at the same time. 

Session description: The Alberta Children’s Hospital (ACH) is 
a large, free-standing academic tertiary care centre in Calgary, 
Alberta, that serves a population of approximately three mil-
lion people and treats more than 90,000 children each year. 
ACH provides care to children from birth to age 18, from 
across Alberta and in neighbouring provinces. More than 300 
times a year a child is critically ill or injured and must be emer-
gently transported to ACH for continued care by the Paediatric 
Critical Care Transport Team (PCCTT). The team travels using 
air or ground vehicles to retrieve these children from urban 
and rural emergency departments or health centres. These 
centres have limited pediatric expertise managing critically ill 
pediatric patients. Use of telemedicine is a new initiative being 
developed to help break down the barriers of managing a criti-
cally ill pediatric patient outside of a pediatric tertiary hospital. 
Using telehealth during the initial consultation with the trans-
port team allows continuous monitoring and consultation for 
the critically ill child and has been shown to be superior to 
phone consultation.

ACH is home to the world-class simulation program known 
as KidSIM. It provides simulation-based training to more than 
4,000 learners per year and offers mobile simulation education 
to more than 30 rural sites in Alberta and British Columbia. 
Mobile education is an interdisciplinary program designed 
to deliver in-situ pediatric education to our urban and rural 
community partners. The focus of this program is to provide 
a supportive learning environment where team members can 
work through common pediatric scenarios and can respond in 
real time to pediatric medical emergencies in a controlled and 
safe environment. 

The Mobile Simulation program collaborated with the Paediatric 
Critical Care Transport team to implement the utilization of 
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telehealth during simulation education. During the simulated 
scenario, the onsite team accesses telehealth and consults the 
PCCTT remotely. The teams work together to effectively man-
age the pediatric simulated scenario and participate in debriefing 
post simulation. The 2017–2018 year will see an increase in the 
number of sites using telehealth during simulation, as more sites 
are requesting to be a part of this program.

Telehealth has been shown to be cost effective and improve 
critically ill patient outcomes by 10%–15%. In addition, in-situ 
simulation provides the staff with the opportunity to identify 
the advantages and challenges of using telehealth and allows an 
opportunity to learn the etiquette associated with video consul-
tation. Simulation education utilizing telehealth helps to break 
down barriers that cause resistance to the technology in a real 
patient scenario; feeling that teams are being judged on per-
formance and helps to build relationships with our community 
partners. This is a unique and innovative educational program 
that helps improve care delivered to pediatric patients and their 
families.

Pre-requisites: It is beneficial to have a basic understanding of 
simulation as an educational tool and how these sessions are 
structured. 

Go with the flow: the development of 
a rescue extra corporeal life support 
(eCLS) program in a non-surgical 
children’s hospital
Tanya Spence, MN, RN, CNCCP(C) and Steve Menzies, RRT, 
CPC, Calgary, AB

Educational stream: Clinical Practice 
Learning level: Novice 

Key words:  Extra Corporeal Life Support, pediatric

Purpose/goals: To introduce the concept of a rescue Extra 
Corporeal Life Support (ECLS) program and highlight the 
experiences of a non-surgical children’s hospital in the imple-
mentation and maintenance of the program. The unique 
challenges of this type of program will be reviewed surround-
ing the multi-disciplinary education and maintenance of skills 
in a low volume high risk critical care therapy such as ECLS.

Outcome 1: Review the ECLS therapy and its indications in 
critical care. 

Outcome 2: Overview of a rescue program and its unique 
challenges. 

Outcome 3: To show that a high-risk, low-volume, life-saving 
program like ECLS can be successful with a robust educational 
curriculum that includes simulation. 

Session description: The Alberta Children’s Hospital (ACH) is 
a large, freestanding academic tertiary care centre in Calgary, 
Alberta, that serves a population of approximately three million 
people. Our Paediatric Intensive Care Unit (PICU) is a 15-bed 
medical surgical unit that sees approximately 1,000 admissions 

annually. As pediatric cardiac surgical services are regionalized 
in Canada, our hospital does not have a pediatric cardiac sur-
gery program; our patients are referred to another hospital in 
Alberta for surgical care approximately 300 kms away.

In 2009, we determined a need for a rescue ECLS program for 
pediatric patients who needed emergent cardiac or respiratory 
support. We began establishing a program with a multidisci-
plinary team that had little to no exposure to ECLS cannulation 
or the management of patients on ECLS. The process of devel-
oping our Rescue ECLS program took place over the next two 
years and our program became official in 2011.

Key components in the development and success of the pro-
gram included:
• A robust educational curriculum centred around the use of 

simulation for training and skill maintenance of a large mul-
tidisciplinary team including the ability to cannulate and 
flow on circuit

• Training and maintaining competency of ECLS Specialists 
made up of PICU RNs and RTs and ensuring 24/7 coverage

• Establishing a rescue ECLS program and building a partner-
ship with our referring pediatric cardiac surgical program 
for ongoing ECLS management

• Establishing a unique relationship with the adult perfusion 
program at a different hospital in Calgary to work in partner-
ship with our ECLS Specialists

• A staged implementation approach to our program and its 
expansion

• A comprehensive QI program that reviews all ECLS cases 
within our own program and in conjunction with the QI 
program at the referral surgical site

• Development of a long-term follow-up program for all ECLS 
patients

• Sharing of coordinator responsibilities between a PICU 
Clinical Nurse Specialist and Adult Perfusionist.

The program was expanded over the course of five years and 
now we offer ECLS and ECPR, VV and VA cannulations to all 
inpatient areas of our facility. Every child at ACH now has the 
same access to this life-saving therapy. Our multi-disciplinary 
team collaborated to establish this life-saving program and, to 
date, we have saved the lives of 30 children with our Rescue 
ECLS program.

Through a review of ECLS therapy and its indications in criti-
cal care the audience will have a solid understand of ECLS. The 
presentation will then focus on the unique program at ACH, 
how skills are maintained through various types of education, 
and how some of these concepts can be applied to other pro-
grams in critical care that staff are exposed to infrequently. The 
session will be interactive and engaging for participants and 
allow opportunity to discuss their ideas and experiences with 
the concepts presented. 

Pre-requisites: A basic understanding of ECLS therapy and 
when it is indicated in critical care. 
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exploring what is meaningful: Creating a 
good death in the intensive care unit 
Heather Stokes, MScN, RN, Brandi Vanderspank-Wright, PhD, 
RN, CNCC(C), Frances Fothergill Bourbonnais, PhD, RN, and 
David Kenneth Wright, PhD, RN, Ottawa, ON

Educational stream: Research 
Learning level: Applicable to all 

Key words: research, good death, communication, teamwork

Purpose/goals: The aim of this session is to present a compre-
hensive exploration of nurses’ meaningful experiences with 
providing EOLC that will reveal how they create good deaths for 
patients and families in the context of the ICU. We will identify 
what is meaningful practice for nurses and demonstrate how 
they provide good EOLC and a good death through communi-
cation and teamwork, promoting patient comfort, connecting 
with families, being present, and creating a space for families. 
This presentation will provide delegates with an understanding 
of how nurses navigate the challenges to providing a good death 
by building relationships with families, taking care, and recog-
nizing the privilege of providing EOLC.

Outcome 1: Identify what is meaningful practice regarding 
end-of-life care. 

Outcome 2: Describe a good death in the ICU. 

Outcome 3: Recognize personal values and beliefs regarding 
end-of-life care in the ICU. 

Session description: End-of-life care (EOLC) has become a prev-
alent topic in intensive care units (ICU) with the mortality rates 
varying between 10% and 30% (Society of Critical Care Medicine, 
2017). Critical care nurses are the primary providers of EOLC 
in the ICU (Vanderspank-Wright, Fothergill-Bourbonnais, 
Brajtman, & Gagnon, 2011). While there is a growing body 
of knowledge on the challenges nurses face with EOLC in the 
ICU, they have also described their experiences as rewarding 
and a privilege. To date there has been limited research done to 
explore how nurses provide good EOLC and create good deaths 
for patients and families while also seeking to understand what 
they perceive as meaningful regarding this aspect of their prac-
tice. As a result, we conducted a phenomenological study using 
van Manen’s approach (van Manen, 2017) that aimed to explore 
ICU nurses’ meaningful experiences with providing EOLC to 
patients and families. The sample included six intensive care 
nurses employed in the ICU of an academic tertiary care centre. 
In-depth, face-to-face interviews were conducted.

This presentation aims to provide an overview of the findings 
of this phenomenological study. The essence of this experience 

was described by the participants as “being able to make a dif-
ference.” Being able to make a difference was intricately woven 
around the creation of a good death. While nurses in this study 
described navigating a variety of challenges that affected the 
creation of a good death, they made it work by building relation-
ships with families, taking care, and recognizing the privileges 
associated with providing EOLC in the ICU.

Pre-requisites: It is beneficial to have a basic understanding of 
the intensive care unit and end-of-life care. 

ReFeReNCeS
Society of Critical Care Medicine. (2017). Critical care statistics. 

Retrieved from http://www.sccm.org/Communications/Pages/
CriticalCareStats.aspx

Vanderspank-Wright, B., Fothergill-Bourbonnais, F., Brajtman, S., & 
Gagnon, P. (2011). Caring for patients and families at end of life: 
The experiences of nurses during withdrawal of life-sustaining 
treatment. Dynamics, 22(4), 31–35.

v an  Mane n ,  M .  ( 2 0 1 7 ) .  But  i s  i t  phe nome nol o g y ? 
Qualitative Health Research, 27, 775–779. https://doi.
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Are we ready? the benefits of in situ 
simulation
Shannon Swift, MN, RN, CNCC(C), and Karen Wannamaker, 
BSc, RN, CNCC(C), Toronto, ON

Educational stream: Clinical Practice 
Learning level: Intermediate 

Key words: in situ simulation, preparedness, testing

Purpose/goals: The purpose of this session is to introduce nurses 
to in situ simulation and the goals that can be met through uti-
lizing this technique for testing out workflow designs. The 
additional benefits of identifying safety concerns through in situ 
simulation and building teamwork will also be explored.

Outcome 1: Summarize the benefits of utilizing in situ simula-
tion in testing and training opportunities.

Outcome 2: Differentiate opportunities where in situ simula-
tion could add value.

Outcome 3: Consider in situ simulation in your work settings.

Session description: In this session, the aim is to engage colleagues 
in more meaningful ways. This can be completed by providing or 
engaging in training opportunities utilizing in situ simulation in 
critical care settings. As critical care clinical scenarios are becom-
ing more complex, utilizing in situ simulation can help in preparing 
and testing some of these challenges in a safe manner.

In situ simulation will be defined, with some of the benefits and 
risks compared to other formats of team preparedness and other 
forms of simulation. We will discuss who should be engaged and 
involved in the process. In the session, some of the top tips from 
the literature and from our experiences will be discussed.

We will also go through an interesting case scenario of a chal-
lenging Code Blue overdose scenario identified in our practice 
and our lessons learned at St. Michael’s Hospital in Toronto, 
Ontario. We will highlight our steps in building, preparing the 
team, running, testing, and debriefing the scenario and the 
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team. Through this scenario, safety threats were tested, knowl-
edge gaps were identified, and teamwork was reinforced to 
strengthen interdisciplinary relationships. We will also briefly 
discuss how the results were disseminated to other areas and 
how we collaborated with others to make improvements.

Pre-requisites: The session will begin with a background of 
explaining in situ simulation and where it can be useful in clin-
ical settings. A background in Malcolm Knowles’ Principles of 
Adult Learning would be beneficial but is not required. We will 
provide a brief review as to why we are utilizing the less-tradi-
tional in situ simulation testing approach in our clinical setting. 

Intra-operative continuous renal 
replacement therapy (CRRt) during liver 
transplantation…to the operating room 
and beyond 
Samantha Taylor, BScN, RN, MPH, CNCC(C), Edmonton, AB 

Educational stream: Research 
Learning level: Intermediate 

Key words: intra-operative CRRT, liver transplantation, critical 
care nursing

Purpose/goals: The purpose of this session is to describe the 
burden of liver disease in Canada and share information on our 
study on intra-operative continuous renal replacement ther-
apy (IOCRRT) during liver transplantation at the University 
of Alberta Hospital in Edmonton, Alberta. This research took 
place over three years and enrolled 60 patients from western 
Canada. Moreover, this session will review the complexities of 
conducting this type of research from the prospective of a nurs-
ing research coordinator, the patient population who qualify for 
this type of treatment, and to discuss nursing implications of 
running IOCRRT during liver transplantation.

Outcome 1: Understand the literature and statistical data 
describing burden of liver disease and outcomes of liver trans-
plantation in Canada.

Outcome 2: Understand the complications associated with liver 
transplantation, rationale for IOCRRT and description of the 
IOCRRT program at the University of Alberta Hospital. 

Outcome 3: Review of outcomes after IOCRRT during liver 
transplantation and implications for nursing practice. 

Session description: Liver failure from acute or chronic liver 
disease can be life limiting if not for the possibility of liver trans-
plantation (LT). Mortality rates approach 50% to 90% without 
liver transplantation (Finkenstedt et al., 2013). The number of 
liver transplants performed each year is increasing. However, 
the waitlists are lengthy. There were 430 liver transplants com-
pleted in Canada in 2015 with more than 10 times as many 
patients on the waiting list and a total of 59 deaths due to lim-
ited organ donors (Canadian Institute for Health Information 
[CIHI], 2017). Patients who receive liver transplants have very 
successful outcomes, as one-year survival rates remained steady 
at 90% to 93% over the past 10 years, and five-year survival 
between 2007 and 2010 were 82% to 87%.

Acute kidney injury (AKI) is a common complication of acute 
liver failure (ALF) and portends a worse clinical outcome fol-
lowing liver transplantation. AKI occurs in up to 50% of 
cirrhotic patients and can develop pre- and/or post-liver trans-
plant (Nadim et al., 2016). Furthermore, the risk of mortality 
and end stage renal disease post-liver transplant is much greater 
in patients who had renal dysfunction prior to liver transplan-
tation (Ruebner, 2012). Patients with high model of end stage 
liver disease (MELD) scores and AKI will not tolerate severe 
intra-operative metabolic derangements, hypovolemia lead-
ing to massive blood transfusions, large volume resuscitation, 
and suffer complications due to donor graft reperfusion that 
occur during liver transplantation. CRRT can be used to sup-
port patients intra-operatively during liver transplantation and 
significantly reduce these complications (Uchino et al., 2007).

The office of critical care research at the University of Alberta 
conducted a pilot randomized controlled trial between March 
30, 2012, and August 27, 2015. The Intra-Operative Continuous 
Renal Replacement Therapy in Liver Transplantation 
(INCEPTION) study at the University of Alberta Hospital in 
Edmonton, Alberta, included all patients who were listed for 
liver transplantation encompassing northern British Columbia, 
Alberta, Saskatchewan, and Manitoba. The sample size for this 
research was a fixed population of 60 patients at the University 
of Alberta Hospital who were listed for liver transplantation and 
fit the inclusion criteria for the research protocol.

Pre-requisites: It is beneficial to have an understanding of con-
tinuous renal replacement therapy in critical care. 
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Road trips gone bad—Adverse events 
during intra-hospital transport of 
intensive care patients to diagnostic 
imaging. how can we improve patient 
safety and nursing satisfaction? 
Samantha Taylor, BScN, RN, MPH, CNCC(C) and Ellen Reil, 
BA, RN, CNCC(C)

Educational stream: Clinical Practice 
Learning level: Intermediate 

Key words: intra-hospital transport (IHT), diagnostic imaging, 
critical care nursing

Purpose/goals: The purpose of this session is to describe 
adverse events that intensive care patients and staff have 
experienced during intra-hospital transport (IHT), and how 
equipment, location, and/or staff can create hazards. Also, to 
review our improvement project and evaluation plan executed 
to manage these complex environments.  Additionally, to offer 
an opportunity for discussion with the audience about their 
experiences in similar environment.

Outcome 1: Understand the literature describing adverse 
events related to intra-hospital transport and improvements to 
communication during intra-hospital transport, particularly to 
the diagnostic imaging department.

Outcome 2: Understand the literature describing adverse 
events related to intra-hospital transport and improvements to 
communication during intra-hospital transport, particularly to 
the diagnostic imaging department.

Outcome 3: Discuss strategies implemented in the critical care 
department at the University of Alberta Hospital for improving 
communication and patient safety between ICU and diagnos-
tic imaging.

Session description: Intra-hospital transport (IHT) of criti-
cally ill patients to the diagnostic imaging department (DI) is 
a high-risk procedure that occurs frequently in tertiary inten-
sive care units (ICU). Parmentier-Decruq et al. (2013) found 
46% of ICU patients suffered adverse events (AE) during trans-
port. These AEs included oxygen desaturation, extubation, 
accidental central venous catheter removal and hemodynamic 
instability. Nurses are responsible for observing and support-
ing the critically ill patient during transport in addition to 
coordinating safe movement and monitoring of the patient 

while in DI. The potential for adverse events while outside 
of the ICU environment is increased due to the complexity 
of patients requiring ICU monitoring equipment, multiple 
lines, tubes, drains, life-sustaining medications, and ventila-
tion. Moreover, variables related to patient’s clinical state prior 
to transport increase risk of AE during IHT (Gimenez et al. 
2017). Safety incidents have been linked to lack of commu-
nication and leadership from adequately trained healthcare 
team members who are familiar with advanced life support 
interventions (Ballangrud et al. 2014). Patients and staff in the 
General Systems ICU at the University of Alberta have experi-
enced several adverse events while in DI. The nursing leaders 
have identified the need to investigate further to find suitable 
interventions to improve the communication between the 
departments to avoid future adverse events.

Pre-requisites: It is beneficial to have basic to advanced under-
standing of nursing in critical care.
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taking flight: Illustrating the transition 
from novice to competent critical care 
nurse using an anecdotal case study 
Mia-Bernadine Torres, BN, RN, Calgary, AB

Educational stream: Clinical Practice 
Learning level: Applicable to all 

Key words:  novice, competent 

Purpose/goals: The purpose of this presentation is to high-
light key moments during the transition of the novice critical 
RN to the competent critical care RN through a unique case 
study. This will help open dialogue in better understanding 
and appreciating the experiences novice critical care RNs face 
as they transition and, in turn, develop a foundation for deter-
mining how to best support this phase.

Outcome 1: The attendee will become familiar with the exist-
ing literature on the transition from novice to competent 
critical care RN. 

Outcome 2: The attendee will develop an appreciation for the 
experiences of transitioning novice critical care nurses. 
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Outcome 3: The attendee will develop a foundation for open 
dialogue on how to best support novice critical care nurses 
through this transitional stage. 

Session description: Canadian healthcare continues to face 
evolving and complex challenges as patients evolve in complex-
ity and acuity. Between 2007 and 2014, a 12% increase in critical 
care admissions occurred, resulting in a significant demand for 
expertise services in this area (Canadian Institute for Health 
Information, 2016). As a result, the demand for specialty trained 
critical care Registered Nurses (RNs) also continues to rise. The 
move from acute care to critical care is lengthy and resource 
intensive, and there is a paucity of literature on how best to sup-
port the novice nurse through orientation and beyond until 
competency is reached. Lack of appropriate support can lead to 
increased attrition rates and less overall job satisfaction, which, 
ultimately, can negatively affect patient outcomes. In this pre-
sentation, I will utilize a case study approach to highlight a few 
significant moments during my own transition from novice to 
competent critical care RN. The patient’s illness trajectory from 
admission to prognostication will be discussed in the context of 
my role as the primary RN. The refinement and solidification of 
prioritization and critical thinking, two vital nursing skills con-
stantly used and challenged in the critical care environment, 
will also be discussed as key indicators of successful transition 
to the competent critical care RN. The overarching aim of this 
presentation will pave a path for future dialogue in research, 
bedside initiatives and provide an overall value in determining 
ways and ideas to support the transition of the novice critical 
care RN to a competent RN.

Pre-requisites: There is no formal pre-requisite knowledge 
required for this presentation. Attendees will be invited to 
reflect back on their own experiences while transitioning to 
critical care from other nursing backgrounds and apply it 
towards focused concepts discussed during the presentation. 

exploring new graduate nurse transition 
into the intensive care unit (ICu) 
Brandi Vanderspank-Wright, PhD, RN, CNCC(C), Michelle 
Lalonde, PhD, RN, Cheryl Anne Smith, MScN, RN, Sandra 
Wong, BScN, DT, CCN(C), CNCC(C) and Jamie Anne Bentz, 
BScN, RN, Ottawa, ON

Educational stream: Research 
Learning level: Applicable to all 

Key words: graduate, transition, orientation

Purpose/goals: The aim of this presentation is to provide an 
overview of preliminary findings from a longitudinal, mixed 
design, cohort study of new graduate nurses hired into two 
intensive care units of an academic tertiary care centre. The 
findings focus on the new graduate transition into critical care 
over three time points—from orientation through their first 
year of independent nursing practice. Theoretical perspectives 
from Boychuck Duchscher’s (2008) concepts of doing, being 
and knowing are incorporated to best understand the transi-
tion experiences of these new graduate nurses into the intensive 
care unit.

Outcome 1: Describe the transition phases of doing, being and 
knowing. 

Outcome 2: Describe the transition experiences of new grad-
uate nurses. 

Outcome 3: Identify ways to support new graduate nurses in 
the ICU. 

Session description: Patients admitted to intensive care units 
(ICUs) are critically ill, suffering from life-threatening sickness 
or injury. Being clinically fragile, they are more likely to suffer 
serious harm or death because of adverse events and medical 
errors. Nursing turnover is a factor that positively correlates to 
such adverse events (Bae, Mark, & Fried, 2010). O’Brien-Pallas, 
Murphy, Shamian, Li, and Hayes (2010) reported that nurse 
turnover in ICUs was higher than the national average at 26.7% 
and 19.9%, respectively. In addition to having a potentially 
negative effect on patient outcomes, ICU nurse turnover is a 
fiscally arduous phenomenon and ICU nurses require training 
surpassing that of general nursing practice. Consequently, new 
hires in the ICU require longer and more resource-intensive 
unit orientations.

Efforts to mitigate turnover rates in ICUs have included the hir-
ing of new graduate nurses (NGNs) into critical care areas as 
relatively standard practice in Canada. Boychuck Duchscher 
(2008) has affirmed that NGNs experience many challenges, 
as they transition into nursing practice. To understand how 
NGNs transition into the ICU, a longitudinal, mixed design, 
cohort study was conducted. Survey data and in-depth, face-to-
face interviews with NGNs hired into two ICUs of an academic, 
tertiary care centre were conducted over a period of two years. 
Preliminary findings from three data collection points associ-
ated with this research will be presented—from the beginning 
of their ICU orientation, to completing orientation, and at one 
year of independent practice.

Pre-requisites: No pre-requisites. 
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Oral Abstract Presentations: 60-minute sessions
turning up the hIet: high-dose insulin 
euglycemic therapy for calcium channel 
blocker (CCB) and beta-blockade (BB) 
toxicity 
Castro Arias, BScN, RN, Edmonton, AB 

Educational stream: Clinical Practice 
Learning level: Intermediate 

Key words: high-dose insulin euglycemia therapy, calcium 
channel blocker, beta-blockade, overdoses

Purpose/goals: High-dose insulin euglycemia therapy (HIET) 
is gaining increasing attention for the treatment of calcium 
channel blocker (CCB) and beta-blockade (BB) overdoses. 
The goal of this talk is to educate attendees to the ‘cardiotoxic 
toxidrome’, specifically the pathophysiological mechanisms of 
calcium channel blocker and beta-adrenergic receptor antag-
onist toxicity. Progressing from there, we shall review the 
putative physiological benefits of HIET, the theorized mecha-
nisms of action, and finally, additional risks and considerations 
associated with the therapy. This talk will conclude by provid-
ing nurses with some clinical practice pearls to improve the 
level of care provided at the bedside with respect to this ther-
apy. This information will be provided via a case study to allow 
for more dynamic learning and contextual application of the 
material. So, come turn up the HIET, as you learn about this 
sweet therapy, and how to take some of the ‘sick’ out of the ‘tox-
sick’ patient.

Outcome 1: To be able to describe the features of the toxidrome 
related to CCBs/BBs.

Outcome 2: Obtain an understanding on the mechanism of 
action of insulin in general, and as well as how it relates to 
HIET therapy.

Outcome 3: Identify how to safely utilize HIET in a clinical 
context with respect to bedside management and safety.

Session description: This session will look at HIET: High 
dose Euglycemic Therapy for the calcium channel blocker 
and beta-blocker toxidrome. The beginning of this ses-
sion will be a primer, reviewing of calcium channel and 
beta-adrenergic receptor physiology while highlighting the 

pharmacotherapeutic properties of CCBs and β-blockers. 
Having completed a quick review of physiology and pharmacol-
ogy, we will then venture into the realm of pathopharmacology: 
the dark underbelly of pharmacotherapeutics. We will discuss 
how these agents disrupt homeostasis, cause a disease state, and 
produce a catastrophic level of refractory shock. This session 
will utilize a case study approach to follow the clinical trajec-
tory of the cardiotoxic patient. While this session will focus in 
on HIET, we will also briefly review other current mainstays 
in therapeutic management of these patients, to guide us to a 
thorough understanding of toxic patient management. The use 
of HIET will be discussed to treat the patient who is refractory 
to other treatment modalities. Focusing in on HIET, we review 
the current body of literature: what we know, what we do not 
know, and where research is still needed. The finale of the pre-
sentation will be an interactive polling session to review and 
reinforce the most salient points of the presentation. 

Pre-requisites: A basic understanding of cardiovascular 
mechanics, specifically cardiac output (i.e. stroke volume, heart 
rate, preload, and afterload). An understanding of the pharma-
cotherapeutic properties of CCBs, Beta-blockers, and insulin 
would be extremely beneficial. 

Sepsis 3: Definitions, identification and 
management
Barbara Fagan, BScN, RN, CNCC(C), Middle Sackville, NS 

Educational stream: Clinical Practice 
Learning level: Applicable to all 

Key words: sepsis-3, sepsis guidelines

Purpose/goals: The purpose of this engaging presentation is to 
review the revised sepsis definitions, early identification, and 
management of patients with sepsis/septic shock using a case 
study approach. All critical care nurses should integrate cur-
rent evidence to inform their practice and thus improve patient 
outcomes.

Outcome 1: Define sepsis and septic shock using the Third 
International Consensus Definitions for Sepsis and Sepsis 
Shock (Sepsis-3). 
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Outcome 2: Apply qSOFA and SOFA criteria to identify those 
at risk outside the ICU and identify those with end-organ 
dysfunction. 

Outcome 3: Select and apply best practice management strate-
gies for patients with sepsis. 

Session description: Sepsis and septic shock continue to be 
prevalent in intensive care units, costly to treat and carry a 
high risk of patient morbidity and mortality (Dumont, Francis-
Frank, Chong, & Balaan, 2016; Kleinpell, Schorr & Balk, 2016; 
Montanaro, 2016; Seckel, 2017). Previous clinical guidelines for 
treating sepsis recommended early goal directed therapy (EGDT) 
with targeted resuscitation end-points. The Protocolized trial for 
Early Septic Shock (ProCESS), the Australasian Resuscitation 
in Sepsis Evaluation (ARISE) and Australian and New Zealand 
Intensive Care Society (ANZICS) Trials Groups demonstrated 
these targeted end points did not improve patient outcomes 
and contributed much evidence to the current Surviving 
Sepsis Guidelines (Rhodes, Evans, Alhazzani, Levy, Antonelli, 
Dellinger, 2017; Howell, & Davis, 2017).  Guidelines once again 
emphasize early antibiotic administration, but frequent clinical 
assessment and the usage of dynamic measures of fluid respon-
siveness are now recommended to guide clinicians in their quest 
of promoting tissue perfusion whilst minimizing interstitial 
edema versus targeted resuscitation end-points (Howell & Davis, 
2017; Dellinger, Schorr & Levy, 2017).

As integral members of the interprofessional healthcare team, 
nurses have a key role to play in:  early identification of those 
patients at risk for sepsis, collaborating to apply both the 
Sequential Organ Failure Assessment (SOFA) and quick SOFA, 
or qSOFA as screening tools; and for providing evidence-in-
formed care across the continuum of septic shock and recovery 
in intensive care units (Seckel, 2017). 

This engaging presentation is both timely and relevant to all 
nurses, as a review and application of current evidence sur-
rounding sepsis to promote high-quality, safe and effective 
patient-centred care.

Pre-requisites: It would be beneficial to have a basic under-
standing of shock and treatments. 
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Implementation of a critical incidence 
stress management program at a tertiary 
care hospital
Emma Folz, MA, BScN, RN, Calgary, AB

Educational stream: Leadership 
Learning level: Applicable to all 

Key words: critical, teams, post-traumatic stress disorder

Purpose/goals: The purpose of this presentation is to share the 
experience of building a more psychologically healthy work-
place, using a Critical Incidence Stress Management (CISM) 
team for emotional debriefing following critical, or morally dis-
tressing events.

Outcome 1: Identify that critical care teams can suffer from 
Post-Traumatic Stress Disorder (PTSD)-like symptoms. 

Outcome 2: To learn about the Critical Incidence Stress 
Management system to improve staff psychological health and 
resiliency, whilst improving staff absenteeism and retention 
rates. 

Outcome 3: To share the experience of developing and sustain-
ing a Critical Incident Stress Management program in an ICU 
setting. 

Session description: It is recognized that first responders such 
as Fire and Emergency Medical Services personnel can suffer 
from Post-Traumatic Stress Disorder (PTSD) symptoms. More 
recently, it is becoming increasingly known that staff and phy-
sicians who work in acute care settings can also be prone to 
similar PTSD symptoms, moral distress, compassion fatigue 
and burnout.

With the intention of building a more psychologically healthy 
workplace, a Critical Incidence Stress Management (CISM) 
team was developed at the Alberta Children’s Hospital, Calgary, 
to support staff with managing the heavy load of complex, 
ethically challenging and potentially traumatic cases, such as 
non-accidental trauma, organ donation, unanticipated deaths, 
resuscitations, and end-of-life care.

CISM is a process that enables peers to help one another under-
stand problems that might occur after an event. It is a formal, 
highly structured, and professionally recognized process for 
helping those involved in a critical incident to share their expe-
riences and emotions in a peer-support environment, learn 
about stress reactions and symptoms and be referred for more 
help, if required. It is a confidential, voluntary, and educative 
process, sometimes called ‘psychological first aid’ (American 
Psychological Association, 2000; Mitchell & Everly, 1993).

Following the introduction of a CISM team in 2013 in the 
Pediatric Intensive Care Unit (PICU), vacant positions in the 
ACH PICU dropped by 75% between May 2014 and November 
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2016. Staff sick hours decreased by 46% between October 2015 
and November 2016. While it is impossible to directly attri-
bute these improvements to the CISM program alone, evidence 
suggests that some of this progress is attributed to the well-es-
tablished CISM program in the unit.

A site wide program was developed in 2016, and the same year, 
the ACH was recognized by the Canadian Critical Incident 
Stress Foundation as the first Canadian acute care hospital to 
provide CISM support hospital wide.

* Also being presented as a Poster Presentation

ReFeReNCeS
American Psychiatric Association. (2000). Diagnostic and statistical 

manual of mental disorders (4th ed., text rev.). Washington, DC: 
Author.

Klinic Community Health Centre. (2008). The trauma-informed 
toolkit. Retrieved from www.trauma-informed.ca

Mitchell, J.T., & Everly, G.S. (1993). Critical incident stress debriefing: 
An operations manual for the prevention of traumatic stress 
among emergency service and disaster workers. Ellicott City, MD: 
Chevron.

Advanced cardiac life support (ACLS) 
case studies: test yourself !
Sandra Goldsworthy, PhD, RN, CNCC(C), CMSN(C), Calgary, AB 

Educational stream: Clinical Practice 
Learning level: Applicable to all 

Key words: advanced cardiac life support, competency, 
guidelines

Purpose/goals: The aim of this presentation is to provide inter-
active ACLS case studies to enhance competency according to 
the most current ACLS guidelines.

Outcome 1: Identify the key ACLS algorithms.

Outcome 2: Apply the ACLS competencies in a case study 
format.

Outcome 3: Identify key strategies for successful ACLS 
certification.

Session description: Competency in managing a cardiac 
arrest is a foundational skill for critical care nurses. To ensure 
optimal patient outcomes, application of the most current evi-
dence-based guidelines during a cardiac arrest is crucial. In this 
presentation, key Advanced Cardiac Life Support (ACLS) algo-
rithms will be reviewed and a case-based approach will allow 

participants to apply the most current guidelines. The presen-
tation is aimed at building confidence in approaching cardiac 
arrest scenarios.

Pre-requisites: It is beneficial to understand basic arrhythmias 
prior to this presentation. 

CSI Calgary: hemodynamic profile 
analysis: Making sense of the numbers 
Sandra Goldsworthy, PhD, RN, CNCC(C), CMSN(C), Calgary, AB 

Educational stream: Clinical Practice 
Learning level: Applicable to all 

Key words:  confidence, competency, hemodynamic, critically 
ill patients

Purpose/goals: The purpose of this session is to build confi-
dence and competence in analyzing hemodynamic profiles of 
critically ill patients.

Outcome 1: Identify the components of the ‘grid’ method of 
analyzing hemodynamic profiles.

Outcome 2: Apply the grid method in case study examples.

Session description: Hemodynamic monitoring is a founda-
tional competency for all critical care nurses. Management of 
pulmonary artery catheters, arterial lines and recognition of 
decreased cardiac output are essential to optimizing patient out-
comes in the intensive care unit. This presentation will provide 
a review of factors that impact preload, afterload, contractility, 
and perfusion. The ‘grid’ method will be discussed and an oppor-
tunity to apply this approach through case studies will be used 
to interpret hemodynamic profiles of critically ill patients.

Pre-requisites: It is beneficial to have a basic understanding 
of hemodynamic monitoring in the intensive care unit for this 
presentation. 

Opioid use disorder in critical care: 
Recognizing, managing, and advocating 
for our patients 
Nicole Heron, BN, RN, Edmonton, AB 

Educational stream: Clinical Practice 
Learning level: Novice 

Key words: opioid, recognizing, managing, advocating, 
Clinical Opiate Withdrawal Scale 

Purpose/goals: The purpose of this presentation is to provide 
critical care nurses with a basic level of knowledge for recog-
nizing and managing the signs and symptoms of acute opioid 
withdrawal in an adult inpatient population. Additionally, this 
presentation will provide nurses with an improved under-
standing of substance use disorder, concurrent disorders, 
harm reduction opportunities, and advocacy points for indi-
viduals negatively impacted by systemic or socioeconomic 
disadvantages.
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Outcome 1: To become familiarized with the Clinical Opiate 
Withdrawal Scale (COWS) and its application for critical care 
inpatients.

Outcome 2: To develop a deeper understanding of social fac-
tors that contribute to poor coping mechanisms, including 
substance use disorders.

Outcome 3: To gain a base level of knowledge on harm reduc-
tion opportunities including take home naloxone, safer 
injecting practices, and overdose prevention.

Session description: The fallout of the current Canadian opiate 
crisis extends beyond city streets and places a tremendous strain 
on emergency departments, ICUs, and inpatient hospital units. 
Individuals using opiates may be admitted into these areas with 
overdose, or for any of several other reasons while maintaining 
an underlying opiate use disorder. It is vital for critical care nurses 
to be aware of the signs of opiate withdrawal, as patients may be 
unable to express their substance use histories or discomfort due 
to neurological incapacitation or intubation. The symptoms of 
opiate withdrawal dramatically impact individuals’ experiences 
and add to trauma and delirium experienced in hospital stays.

Critical care nurses would benefit from a greater understand-
ing of opioid use disorder (OUD), clinical manifestations of, 
and management for opiate withdrawal, and patient advo-
cacy opportunities for this community. The presentation will 
use case studies and engage participants in open discussion 
to examine the standardized assessment tool for recognizing 
opiate withdrawal, opiate agonist therapy and other pharma-
ceutical intervention options, as well as discussion of the impact 
of trauma and concurrent mental health disorders that influ-
ence individuals’ use of illicit substances. The presentation 
will also provide education on harm reduction opportunities 
including safer injection teaching, overdose prevention strate-
gies, and take-home naloxone kits.

Pre-requisites: No pre-requisites.

After the struggle: the potential for post-
traumatic growth 
Judy Knighton, MScN, RN, Aurora, ON

Educational stream: Clinical Practice 
Learning level: Applicable to all 

Purpose/goals: The purpose of this session is to introduce 
nurses to the concept of post-traumatic growth, which is the 
positive change/benefit resulting from the struggle with a major 
life crisis or traumatic event.  Strategies to identify and support 
growth in patients will be described. An enhanced under-
standing, by nurses, of post-traumatic growth will increase its 
promotion and produce positive patient outcomes.

Outcome 1: Describe the concept of post-traumatic growth, 
following a life crisis or trauma, using the Tedeschi and 
Calhoun Model and Inventory. 

Outcome 2: Discuss strategies to identify and support 
post-traumatic growth in patients following a critical or trau-
matic illness. 

Session description: Post-traumatic growth is the positive 
benefit resulting from the struggle with a major life crisis or 
traumatic event. The suffering moves people to find deeper 
meaning in their lives. Post-traumatic growth doesn’t happen 
immediately or easily, but is estimated to occur in 30% to 90% 
of patients. Most individuals who have experienced post-trau-
matic growth would not reverse the events leading up to the 
crisis or trauma. This valuable growth, following the struggle, 
warrants greater understanding and support by nurses and 
other healthcare professionals. Strategies to identify and sup-
port growth in patients will be described. Both the Tedeschi 
and Calhoun Model and Inventory of Post Traumatic Growth 
will be reviewed. An enhanced understanding of post-trau-
matic growth will increase its incorporation into nursing’s 
clinical repertoire and contribute to positive patient outcomes.

take a deep breath and relax: 10 things 
you need to know about mechanical 
ventilation 
Eugene Mondor, MN, RN, CNCC(C), Edmonton, AB 

Educational stream: Clinical Practice 
Learning level: Intermediate 

Key words: mechanical ventilation, positive end expiratory 
pressure, liberation

Purpose/goals: The purpose of this session is to identify and 
describe the most essential aspects of mechanical ventilation 
for critical care nurses, and more importantly, apply knowl-
edge of mechanical ventilation to enhance the delivery of safe 
patient care.

Outcome 1: Identify and describe ten important features of 
mechanical ventilation that are imperative for critical care 
nurses to understand.

Outcome 2: Explain key assessment priorities of patients 
receiving mechanical ventilation, focusing on indices of oxy-
genation and ventilation.

Outcome 3: Discuss best practices for promoting hemody-
namic stability, prevention of complications and early liberation 
from mechanical ventilation.

Session description: Critical care nurses are assuming greater 
responsibility in management and care of patients receiv-
ing mechanical ventilation. With the amount of knowledge in 
existence about mechanically ventilated patients, it becomes 
necessary to determine which information is indispensable for 
safe patient care. This session focuses on 10 essential aspects of 
mechanical ventilation that are imperative for every critical care 
nurse to know and understand. How the mechanical ventilator 
delivers breaths (volume versus pressure), compliance and resis-
tance, commonly employed ventilator modes, and positive end 
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expiratory pressure are highlighted. Managing the artificial air-
way, pharmacological options, and preventing complications, 
with a focus on atelectrauma and ventilator associated events, are 
reviewed. Patient assessment, the role of the critical care nurse in 
enhancing oxygenation and ventilation, strategies for improving 
liberation, and patient and family education will be emphasized. 

Pre-requisites: There are no pre-requisites for this session. 

Critical care obstetrics: Learnings from 
the past 10 years
Brenda Morgan, MSc, BScN, RN, CNCC(C), London, ON 

Educational stream: Clinical Practice 
Learning level: Applicable to all 

Key words: critically ill obstetrical patients

Purpose/goals: The purpose of this session is to review 
obstetrical emergencies that require critical care support. A 
case-based approach will be used to illustrate the unique chal-
lenges and requirements of this unique population of patients.  

Outcome 1: Identify cardiorespiratory and immunological 
changes associated with pregnancy. 

Outcome 2: Recall major complications of pregnancy and 
related management. 

Outcome 3: Describe modifications to Advanced Cardiovascular 
Life Support (ACLS) during pregnancy. 

Session description: Ten years ago, we began our journey in 
the development of a unique partnership between critical care, 
obstetrics, neonatal intensive care, pediatric critical and obstet-
rical anaesthesia. Originally assembled in response to a sentinel 
event, the emerging H1N1 crisis, and the upcoming consolida-
tion of all Women’s Healthcare to a single site, our critical care 
obstetrics initiative has evolved since 2008. Fortunately, the 
need for critical care support is relatively uncommon among 
the 6,000 births per year at our centre. When complications 
occur, it is anxiety provoking for all who are involved. Although 
most obstetrical admissions are for post-partum complications, 
a small percentage of our admissions are pregnant. The entire 
peripartum period produces unique challenges for healthcare 
teams, regardless of whether the admission is due to a compli-
cation of pregnancy or because the patient is pregnant at the 
time of a critical illness or injury. Nurses who care for obstet-
rical patients require knowledge of the physiological changes 
during pregnancy, potential complications, and implications 

for management. During this session, case examples will be 
used to illustrate a variety of obstetrical challenges faced by our 
collaborative team. Examples include high-risk patients requir-
ing critical care support during labour, management of critical 
complications of pregnancy and care of the patient admitted for 
non-obstetrical illnesses or injuries who is also pregnant. Each 
case will explore a different obstetrical challenge and be used to 
review essential concepts. Lessons learned by our multidisci-
plinary team will be shared to increase our collective wisdom. 
Strategies for the potential development of your own prepared-
ness plan will be provided. Remember, a pregnant patient could 
show up unexpectedly in any emergency department, or on the 
doorstep of your ICU… are you ready? 

Pre-requisites: None 

Continuous electroencephalographic 
(eeG) monitoring in critical care
Brenda Morgan, MSc, BScN, RN, CNCC(C), London, ON 

Educational stream: Clinical Practice 
Learning level: Novice 

Key words:  continuous EEG, application, waveform 
interpretation

Purpose/goals: The purpose of this session is to examine ben-
efits and limitations of continuous electroencephalographic 
(EEG) in critical care and to describe the setup and basic inter-
pretation of a four-channel EEG.

Outcome 1: Describe the benefits and limitations of CEEG.

Outcome 2: Describe the principles of CEEG and basic setup.

Outcome 3: Recognize waveform frequency, spikes, periodic lat-
eralized epileptiform discharges (PLEDs), seizures and artifacts. 

Session description: Continuous electroencephalographic 
(CEEG) monitoring is gaining momentum as a valuable tool for 
the assessment of comatose patients in critical care. Unrecognized 
seizures can be an important cause for neurological harm. Non-
convulsive seizures can go undetected, particularly among 
patients who are unconscious, sedated or receiving neuromus-
cular blockade. Although full-montage EEG is the gold standard 
for the diagnosis of seizure activity, timely access to this labori-
ous investigation is often limited and may only be available as 
an intermittent snapshot. The introduction of a four channel, 
eight-electrode sub hairline CEEG montage increases access to 
EEG monitoring and can identify seizures that would other-
wise be missed. CEEG was first introduced in our centre in the 
1990s by the connection of a single critical care bed to CEEG 
with remote access for evaluation by a neurologist. A core group 
of eight nurses successfully demonstrated the ability to identify 
seizure activity after receiving baseline education and ongo-
ing rhythm assessment reviews. Since then, several versions of 
CEEG technology have been tested and refined at our centre, 
and the value of CEEG in the critical care population studied. 
While non-convulsive seizures are occasionally detected among 
patients with metabolic coma, CEEG has been most useful in the 
identification of seizures in patients with acute structural brain 
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lesions or with post-cardiac arrest hypoxia. CEEG monitoring 
requires the acquisition of new knowledge and skill. During this 
session, the principles of EEG monitoring will be introduced 
and the role of four-channel CEEG monitoring examined. The 
benefits and limitations of continuous bedside ECG monitoring 
will be explored and supported by available research evidence. 
Practical aspects of CEEG monitoring will be presented includ-
ing the application of leads, evaluation of impedance and 
system troubleshooting. Waveform frequency assessment will be 
described, including the calculation of Delta, Theta, Alpha and 
Beta waveforms, and interpretation of Spectral Edge Frequency 
(SEF). Finally, basic pattern recognition (e.g., spikes, PLEDS and 
seizures) will be introduced with the opportunity to practise 
waveform interpretation. 

Pre-requisites: No pre-requisite required other than critical 
care nursing experience. Appropriate for nurse who is new to 
CEEG or seeking a review. 

Identifying and evaluating intensive care 
unit (ICu) capacity strain—Does it mean 
the same thing to everyone? 
Dawn Opgenorth, RN, St. Albert, AB

Educational stream: Research 
Learning level: Applicable to all 

Key words: ICU, capacity strain, perceptions

Purpose/goals: The purpose of this session is to describe Alberta 
ICU healthcare providers’ perceptions of the causes, impact 
and strategies related to capacity strain and engage the audi-
ence to provide their own perceptions.

Outcome 1: Identify the different perceptions of ICU health-
care providers, as they relate to the causes and impact of 
capacity strain.

Outcome 2: Examine the audience’s perceptions related to 
capacity strain.

Outcome 3: Consider strategies that might be implemented to 
mitigate or manage capacity strain.

Session description: The population of Alberta is growing and 
changing and, as a result, there is an increasing demand for 
healthcare services. This is especially for service areas with rel-
atively fixed and limited resources such as intensive care units 
(ICUs).

ICUs in Alberta routinely operate at near or full capacity with 
only marginal reserves to manage day-to-day fluctuations in 
demand. Mismatch in this supply/demand relationship creates 
‘ICU Capacity Strain’ and contributes to a reduced quality of 
care and potentially higher risk of adverse events.

In March 2015, we asked 122 ICU healthcare workers about 
their experiences and opinions on the sources and impacts 
of ICU capacity strain and potential strategies that could be 
implemented to mitigate or manage strain. Based on their feed-
back we then sent a province-wide survey to all Alberta ICU 

healthcare providers to further explore their perceptions about 
the causes and impacts of, and potential strategies to mitigate 
capacity strain in their ICUs. The results of this study will be 
shared in this presentation.

In addition to statistical results, anonymous quotes from focus 
group participants will be shared to provide context and a per-
sonal dynamic. Also, prior to presenting survey results, the 
audience will be invited to vote on their level of agreement with 
themes related to the causes, impacts and potential strategies 
related to capacity strain and compare them with the actual 
results garnered through the provincial survey.

When the focus shifts to comfort care: 
Integrating a palliative approach in 
critical care 
Charlotte Pooler, PhD, RN, and Carmel Montgomery, RN, 
Edmonton, AB 

Educational stream: Clinical Practice  
Learning level: Applicable to all 

Key words: end-of-life, comfort, symptoms, advance care 
planning

Purpose/goals: The purpose of this presentation is to identify 
approaches for integration of a palliative approach, including 
symptom management, advance care planning, and psychoso-
cial support for critically ill patients and their families who are 
at the end of life. 

Outcome 1: Identify symptoms and conditions that commonly 
occur near end of life. 

Outcome 2: Describe pharmacologic and nonpharmacologic 
strategies to alleviate distressing symptoms and conditions. 

Outcome 3: Discuss strategies to support patients and family 
throughout the dying process. 

Session description: A palliative approach to care, which 
includes symptom management, advance care planning, and 
quality of life for the individual and family, is provided by an 
interprofessional team. Critical care and palliative care share 
the fundamental feature in that the focus is on care of patients 
and families who are experiencing life-threatening or life-lim-
iting illness. When the decision is made to focus on comfort 
rather than life-prolonging treatment, the palliative approach 
includes assessment and management of symptoms and psy-
chosocial support to both patients and their family members. 
Critically ill patients near end of life may experience com-
plex symptoms and conditions, including pain, dyspnea, and 
delirium. This session addresses how a palliative approach can 
benefit critically ill patients and their loved ones near end of 
life, and the healthcare professionals supporting them.

Pre-requisites: None 
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Keeping our promise to patients: Guided 
by why
Christine Schulman, RN, CNS, CCRN-K, Immediate Past 
President, American Association of Critical-Care Nurses, Aliso 
Viejo, CA

Educational stream: Leadership 
Learning level: Applicable to all 

Key words: mastery, drive, excellence, influence

Purpose/goals: This presentation explores how our per-
sonal and professional WHYs help us navigate the worlds in 
which we live and work. We reflect upon real life experiences 
and why they influence the choices we make, the work we do, 
and the paths we follow. Writings from Daniel Pink, Simon 
Sinek, Kevin Cashman, and Victor Frankl connect WHYs with 
personal mastery, drive, and excellence. Attendees will contem-
plate the ways in which their everyday WHYs influence their 
everyday pursuits of excellence. 

Outcome 1: Discuss the importance of reconnecting with one’s 
core purpose.

Outcome 2: Provide examples of how core connecting with 
core purpose helped achieve excellence and meaning.

Outcome 2: Use core purpose to develop strategies for improv-
ing a better future for health care.

Pre-requisites: No pre-requisites.

Massive pulmonary embolism
Tom Scullard, RN, Farmington, MN 

Educational stream: Clinical Practice 
Learning level: Applicable to all 

Key words: morbidity, mortality, pulmonary embolism

Purpose/goals: The purpose of this presentation is to provide 
nurses with the knowledge and skills to help minimize morbid-
ity and mortality related to pulmonary embolism.

Outcome 1: Review the pathophysiology of a pulmonary 
embolism. 

Outcome 2: Describe the signs and symptoms of a patient 
experiencing a pulmonary embolism. 

Outcome 3: Identify treatment modalities and supportive ther-
apies associated with the patient experiencing a pulmonary 
embolism. 

Session description: Acute massive pulmonary embolism, 
which is the third most common cause of cardiovascular death, 
is a life-threatening emergency. This presentation provides the 
critical care nurse with the knowledge to recognize and care 
for the patient with a massive pulmonary embolism. First the 
pathophysiology of the pulmonary system is reviewed. Next 
the most common causes of pulmonary embolism are covered. 
Recognizing the signs and symptoms of the patient experienc-
ing a massive pulmonary embolism helps provide the critical 
care nurse with the skills to minimize complications and mor-
tality. Initial resuscitation, pharmacological, and surgical 
treatment modalities are discussed. A case study is presented to 
assist the nurse in applying the information into everyday prac-
tice. This presentation is for all nurses caring for patients at risk 
for a massive pulmonary embolism.

Pre-requisites: This presentation is appropriate for all nurses 
working in critical care. It is beneficial to have a basic under-
standing of the cardiac and pulmonary systems. 

Development of an intensive care unit 
(ICu) screening tool identifying unmet 
needs for the palliative approach: A 
feasibility and acceptability study
Janie Venis, MSN, RN, Peter Dodek, MD (Research Mentor), 
Patricia (Paddy) Rodney, PhD, RN (Research Mentor), Kim 
Cockburn, BSN, RN, Cara Connaughton, BSN, RN, Sarah Ho, 
RSW, MSW, Vininder Kour Bains, MSN, RN, CNCC(C), Sylvie 
Galindo, MD, Sabira Valiani, MD, Anne Tuppurainen, CASC 
Specialist, DTh, Margaretha Smits, RN (Retired) and Kathryn 
Dunne, MSc, PGeo, Vancouver, BC 

Educational stream: Research 
Learning level: Applicable to all 

Key words: screening tool, palliative, research

Purpose/goals: The purpose of this presentation is to report 
on  the development and testing of a screening tool that 
identifies patients and family who may have unmet needs 
for the palliative approach. Discussion will focus on our 
research. This includes the need for the tool in the intensive 
care unit (ICU) and elements of the tool that are meant to fos-
ter more proactive communication and collaboration amongst 
patients, family, and healthcare team members.

Outcome 1: Identify the need for a palliative approach screen-
ing tool that can be integrated into daily care.

Outcome 2: Describe how the tool was developed and results 
from feasibility and acceptability testing.

Outcome 3: Discuss the benefits of this tool and barriers to 
implementation in critical care practice. 

Session description: Due to an aging population and increas-
ing possibilities of treatments  in acute care, hospitalized 
patients are sicker than ever before. Integration of the pallia-
tive approach in ICU is necessary to meet present and future 
healthcare challenges. The palliative approach is a philosophy 
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of care focusing on communication, collaboration, and qual-
ity of life of patients and family throughout the entire illness 
trajectory. Implementation of the palliative approach has a 
positive impact on patients, their families, and the health care 
team (Aslakson et al., 2014). Several studies demonstrate how 
communication practices are lacking with ICU patients and 
their families who suffer from critical illness and who are in 
need of earlier, more effective and sensitive end-of-life discus-
sions (Anderson et al., 2016). A ‘trigger tool’ can help identify 
patients who may need closer assessment for unaddressed 
palliative needs such as: understanding of illness/prognosis; 
treatment options; patient values (what health means to them 
and what outcomes are expected or tolerated) and risks/bene-
fits of life-sustaining treatments (Weissman, 2011). These needs 
are patient- and family-specific that include clear discussion 
along with accurate documentation of advanced care planning 
strategies (if already known) and goals of care. This presentation 
will discuss a mixed-methods research project conducted at a 
hospital. There will be a focus on tool development, evaluation, 
and results that include barriers to integration of the palliative 
approach, implications for practice and future research. 

Pre-requisites: There is no pre-requisite knowledge for this 
presentation. Basic knowledge of research and quality improve-
ment may assist with an understanding of chosen methods for 
this project. 

ReFeReNCeS
Anderson, W.G., Puntillo, K., Boyle, D., Barbour, S., Turner, 

K., Cimino, J., … Pantilat, S. (2016). ICU bedside nurses’ 
involvement in palliative care communication: A multicenter 
survey. Journal of Pain Symptom Management, 51, 589–596 e582. 
https://doi.org/10.1016/j.jpainsymman.2015.11.003

Aslakson, R., Cheng, J., Vollenweider, D., Galusca, D., Smith, T.J., 
& Pronovost, P.J. (2014). Evidence-based palliative care in the 
intensive care unit: A systematic review of interventions. Journal 
of Palliative Medicine, 17, 219–235. https://doi:.org/10.1089/
jpm.2013.0409

Weissman, D., & Meier, D.E. (2011). Identifying patients in need of 
a palliative care assessment in the hospital setting: A consensus 
report from the Center to Advance Palliative Care. Journal of 
Palliative Medicine, 14(1), 17–23.

Goals of care, advance care planning 
and person-centred decision making: 
Improving communication in the 
intensive care unit (ICu)
Janie Venis, MSN, RN, Maria Mia Marles, BSN, RN, and Kim 
Cockburn, BSN, RN, Burnaby/Vancouver, BC 

Educational stream: Clinical Practice 
Learning level: Novice 

Key words: person-centred decision making, palliative 

Purpose/goals: The purpose of this session is to pro-
mote nurses’ understanding of the meaning of goals of care, 
advance care planning discussions and how these relate to 
person-centred decision making. This understanding will 
have implications for how nurses can integrate the palliative 
approach into daily Intensive Care Unit (ICU) care.

Outcome 1: Define palliative approach, goals of care, and 
advance care planning in relation to person-centred decision 
making in the context of critical care. 

Outcome 2: Describe ways nurses can assume a more active 
role in goals of care discussion. 

Outcome 3: Discuss barriers to nurse engagement with engage-
ment of goals of care and advance care planning discussions.

Session description: Effective communication is important 
for patients and their family with chronic life-limiting dis-
ease. Opportunities to discuss treatment options that are in 
line with what is important to them should be a priority for 
all healthcare clinicians. The palliative approach philosophy 
focuses on communication and collaboration. Integrating the 
palliative approach into daily ICU care prioritizes early dis-
cussions about goals of care (GOC) and includes advance care 
planning. Currently, there is a lack of consensus in the litera-
ture about the meaning of GOC. For this presentation, GOC 
is understood as a communication process about current val-
ues and preferences, as stated by the patient or family, about 
specific treatments including CPR, mechanical ventilation 
and other life supports. GOC are iterative discussions involv-
ing ‘in the moment’ decision making about specific treatments 
(Sinuff et al., 2015). Strategies are needed to improve end-of-
life communication that ensures patients have opportunities to 
discuss their values, fears and wishes, and to be more informed 
about outcomes and risks of treatments (You, 2014). Nurses 
can advocate and support patients and family by partici-
pating in GOC and advance care planning discussions that 
facilitate person-centred decision-making (Martin & Koesel, 
2010). By attending this presentation, participants will 
become informed about the palliative approach. Participants 
will learn about the relationship between GOC, advance care 
planning and person-centred decision making in the context 
of critical care. Participants will also have opportunities to dis-
cuss the nurses’ role in GOC discussions, existing barriers, and 
strategies to improve communication and collaboration.

Pre-requisites: There is no pre-requisite knowledge for this 
presentation. 

ReFeReNCeS
Martin, B., & Koesel, N. (2010). Nurses’ role in clarifying goals in 

the intensive care unit. Critical Care Nurse, 30, 64–73. https://
doi.org/10.4037/ccn2010511

Sinuff, T., Dodek, P., You, J.J., Barwich, D., Tayler, C., Downar, J., … 
Heyland, D.K. (2015). Improving end-of-life communication 
and decision making: The development of a conceptual 
framework and quality indicators. Journal of Pain and Symptom 
Management, 49, 1070–1080. https://doi.org/10.1016/j.
jpainsymman.2014.12.007

You, J., Fowler, R., & Heyland, D., on behalf of the Canadian 
Researchers at the End of Life Network (CARENET). (2014). 
Just ask: Discussing goals of care with patients in hospital. 
Canadian Medical Association Journal, 196, 425–432.
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Supporting critical care best practice 
with an integrated approach to quality 
improvement 
Karen Webb-Anderson, MN, RN, CCN(C), Patricia Daley, RN, 
Cynthia Isenor, MScN, RN, Elinor Kelly, BScN, BA, RN, Marlene 
Ash, RN, and Sarah McMullen, MD, FRCPC, Halifax, NS

Educational stream: Leadership 
Learning level: Applicable to all 

Key words: quality improvement, accreditation standards, ICU 
early mobility

Purpose/goals: The purpose of this session is to discuss ways 
in our quickly changing and demanding environments, that 
we can use the principles of quality improvement and the core 
components of our accreditation standards, to support every-
day best practice. We will share our experience implementing 
a practice change, ICU early mobility. We will explain how this 
single intervention has been used as an integrating strategy for 
critical care best practice. 

Outcome 1: Describe how Accreditation Canada Standards 
can be used in quality improvement to support best practice. 

Outcome 2: Describe how change can be supported by meld-
ing the key components of best practice into a manageable 
overarching intervention, ICU Early Mobility. 

Outcome 3: Describe how both formal leadership and front-
line inter-professional leadership are essential to shift the 
culture of care. 

Session description: Sometimes it feels like our work life can 
be one big test of our juggling skills: keeping abreast of practice 
changes, ensuring our daily work aligns with organizational 
and Accreditation Canada Standards, and meeting the every-
day operational demands of hectic Intensive Care Units (ICUs).

Over the past five years, our ICUs have strategically devel-
oped solutions to mitigate some of this chaos, by adopting an 

integrated approach to quality improvement. We would like 
to share some of what we have learned by embedding core 
Accreditation Canada components into manageable change 
(Accreditation Canada, 2017), weaving it into daily practice; 
in this manner, it becomes second nature. During the recent 
Accreditation Canada Survey visit, we were strongly encour-
aged to ‘rapidly and aggressively’ share our approach with 
others; how we implemented our early mobility program into 
daily practice, and how this intervention evolved into an ‘inte-
grating strategy’ for critical care best practices.

In this presentation, we will outline our key strategies for a 
goal-directed approach to quality improvement; incorporation 
of the Accreditation Canada Standards into everyday quality 
improvement and everyday practice; leveraging the knowledge 
and leadership capacity of our inter-professional ICU team 
to support positive change; maintaining a firm commitment 
to evidence-based practice; and designing and implementing 
a quality improvement role (Quality Leader) with citical care 
content knowledge.

One of our chief interventions has been to shift our ICU culture 
to one where early mobility in the ICU is a standard of care, i.e., 
a paradigm shift from ‘too sick to move’ to ‘too sick to NOT 
move’. Early mobility is the single most effective intervention to 
mitigate ICU delirium and its inherent morbidity and mortal-
ity (Barr et al., 2013; http://icudelirium.org). As an integrating 
strategy, early mobility pulls together key care components: 
sedation best practices (analgesia first approach, sedating to 
target, spontaneous awakening and spontaneous breathing tri-
als), delirium awareness and mitigation, family engagement 
and empowerment, pressure injury prevention, venous throm-
boembolism prevention, and ventilator-associated pneumonia 
prevention. Please join us, as we share our story of change; a 
story of perseverance, teamwork, and learning. 

Pre-requisites: Prerequisites for this presentation include a 
passion for critical care best practice and a profound respect for 
the knowledge and skills of front-line care providers! 

ReFeReNCeS
Accreditation Canada. (2017). Accreditation agreement Canada 

Qmentum. Standards critical care (version 11). Retrieved from 
https://accreditation.ca/?s=Accreditation+agreement+Canada+ 
Qmentum.+Standards+Critical+Care+

Barr, J., Fraser, G.L. Puntillo, K., Ely, E.W., Gelinas, C., Dasta, J.F., 
... Jaeschke, R. (2013). Clinical practice guidelines for the man-
agement of pain, agitation, and delirium in adult patients in the 
intensive care unit. Critical Care Medicine, 41, 263–306. 
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Oral Abstract Presentations: 75-minute sessions
understanding proning is not so hARDS: 
Beyond “improving V/Q mismatch” and 
the physiology of proning
Castro Arias, BScN, RN, Edmonton, AB 

Educational stream: Clinical Practice 
Learning level: Intermediate 

Key words: ARDS, proning

Purpose/goals: How does proning help the patient with Acute 
Respiratory Distress Syndrome (ARDS)? It improves V/Q mis-
match! Exactly, but what does that mean? Well, take a deep 
breath, and dive deep into the realm of pulmonary physiol-
ogy, ventilator mechanics, and much more, as we look at the 
beneficial mechanisms behind the prone position. During this 
presentation, we will take an in-depth look at the anatomy 
and physiology of the thoracic chest: heart and lungs, and the 
functional unit of the respiratory system: the alveolar-capillary 
complex. An understanding of ARDS is instrumental to under-
standing how to nurse it, therefore, this presentation will also 
look at the pathophysiology of ARDS, mechanical ventilation, 
and how all these variables interact in the critical care patient 
with ARDS. So, if you want to ‘breathe easier’ when nursing the 
patient with ARDS, if you want to keep your cool rather than 
‘flipping out’ about the proned patient, if you want to impress 
the ‘PEEP-ple’ at work with knowledge about mechanical venti-
lation, then this is the presentation for you! 

Outcome 1: Review the anatomy/physiology of the lung, and 
the pulmonary functional unit. 

Outcome 2: Delve into the physiological mechanic/benefits of 
the prone position. 

Session description: The purpose of this presentation is to 
take an in-depth look at the prone position and the physio-
logic mechanism behind the benefits. Traditionally, nurses are 
educated that proning improves V/Q mismatch, which, while 
correct, is a somewhat oversimplified explanation of the mech-
anisms by which proning helps patients in ARDS. For this 
reason, this talk aims to look at some of the specific ways by 
which proning improves ventilation and improves perfusion, 
resulting in improved mortality and better outcomes for the 
patient with ARDS. Some of the specifics regarding the ven-
tilation component of ‘improving V/Q mismatch’ include 
the ability of the prone position to homogenize airway pres-
sures, prevention of ventilator-induced lung injury, and 
alveolar recruitment. From a perfusion point of view, the prone 
position has been shown to improve postural drainage, facil-
itating improved lymphatic clearance of interstitial fluid, and 
enhanced endogenous nitric oxide distribution to function-
ally active lung zones. Additionally, many patients with ARDS 
suffer from some degree of pulmonary hypertension, and the 
prone position also may have a theoretical role in ameliorating 
this disease process. While some of these concepts are complex, 

it behooves the critical care nurse to go beyond what is tradi-
tionally known about proning and develop a deeper knowledge 
with regards to mechanical ventilation, ARDS, and the prone 
position. Though these concepts are seemingly complex, they 
can be simplified and made relatable to the critical care nurse. 
This knowledge can, in turn, be utilized to inform clinical deci-
sion-making at the bedside to improve patient outcomes, by 
improving the nursing collective body of knowledge.

Pre-requisites: Coming to the session with some basic infor-
mation of how mechanical ventilation works will aid in 
understanding the more advanced concepts. Understanding 
what the prone position is, and its indications and an under-
standing of some of the basic pathophysiology of ARDS would 
also be beneficial. 

Airway management in critical care—
Pausing for safety
Pam Hruska, MSc, RN, Melissa Redlich, BN, RN, and Michelle 
Cyca, RRT, Calgary, AB

Educational stream: Clinical Practice 
Learning level: Applicable to all 

Key words: difficult airway management, airway management 
pause, airway adjuncts, intubation

Purpose/goals: The purpose of this session is to highlight how 
team performance during intubation can be improved using an 
Airway Management Pause (AMP) and to provide an overview 
of adjunctive airway supports available for management of the 
difficult airway.

Outcome 1: To outline the creation and implementation of a 
multidisciplinary tool used for intubations called the Airway 
Management Pause (AMP). 

Outcome 2: To provide an overview of how airway manage-
ment supplies were reorganized within a ‘Difficult Airway 
Management Cart’ to complement the AMP tool.

Outcome 3: To describe various adjunctive airway supports 
available for intubation.

Session description: Patients admitted into the intensive care 
unit (ICU) often come with complex clinical conditions that 
require advanced airway management. The underlying phys-
iologic derangements contributing to the oxygenation and 
ventilation issues often require interventions that can further 
complicate airway management. As a result, it can be implied 
all critically ill patients have difficult airways. This talk aims 
to discuss how a multidisciplinary tool called the Airway 
Management Pause can improve team function, as it supports 
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all team members to be empowered to speak up and contribute 
to the intubation plan. We will also highlight how adjunctive 
airway supports can be organized and optimized for usability 
during critical situations. An in-depth overview of each adjunc-
tive airway support will be provided so participants come away 
with increased confidence to participate in decision-making 
around advanced airway management strategies used if the first 
attempt at intubation fails.

Pre-requisites: It is beneficial that participants have a basic 
understanding of, or have personally participated in the 
intubation of a critically ill patient as an advanced airway man-
agement strategy. 

Not your typical ACS: the enigma of 
abdominal compartment syndrome 
Lesley LaPierre, NP, MN, CNCC(C), Edmonton, AB

Educational stream: Clinical Practice 
Learning level: Applicable to all 

Key words: intra-abdominal hypertension, abdominal com-
partment syndrome, open abdomen

Purpose/goals: The purpose of this session is to review the 
clinical entity of intraabdominal hypertension and abdom-
inal compartment syndrome among the critically ill. Clinical 
assessment, best practice and preventative, non-surgical and 
surgical decompression will be included. Care of open abdo-
mens and novel strategies such as peritoneal resuscitation will 
be explored.

Outcome 1: Understand pathologic presentations resulting in 
intra-abdominal hypertension. 

Outcome 2: Describe the clinical assessment of abdominal 
compartment syndrome and associated complications.

Outcome 3: Identify current preventative and treatment 
strategies for managing abdominal compartment syndrome, 
including current clinical practice guidelines.

Session description: Intra-abdominal hypertension and 
resultant abdominal compartment syndrome (ACS) is rec-
ognized as a distinct clinical entity in the critically ill, with 
potential multi-system sequelae leading to increased morbid-
ity and mortality. High-risk populations include trauma or 
emergency laparotomies, severe pancreatitis, burns and large 
volume resuscitations.  Critical care clinicians are required 
to assess, identify, and treat ACS and accompanying systemic 

complications. Strategies may include preventative measures, 
non-surgical interventions, or surgical decompression. Open 
abdomens require specific care and may lead to further compli-
cations. Current clinical practice guidelines and novel strategies 
such as peritoneal resuscitation will be discussed. A thorough 
understanding of abdominal compartment syndrome will sup-
port the critical care nurse to anticipate care needs and perform 
well under pressure!

Delirium in critical care, little people get 
it, too: Lessons learned from a pediatric 
intensive care unit (PICu) 
Laurie Lee, NP, MN, RN, Wendy Bissett, BN, RN, CNCCP(C) 
and Paul Doughty, MD, PRCPC, Calgary, AB

Educational stream: Clinical Practice 
Learning level: Applicable to all 

Key words: delirium, post ICU syndrome, pediatric intensive 
care

Purpose/goals: The purpose of this session is to discuss delir-
ium in the intensive care unit (ICU) throughout the lifespan. 
We will utilize patient testimonials from all ages to reinforce 
why this topic is of the utmost importance in critical care. We 
will then summarize the most recent literature on the causes, 
prevention, and management of delirium. Finally, we will out-
line the program implemented in the pediatric intensive care 
unit (PICU) at Alberta Children’s Hospital (ACH) with a focus 
on our successes and challenges that can be applied to any crit-
ical care area. The purpose of this session is to discuss ICU 
delirium throughout the lifespan. We utilize patient testimo-
nials from all ages to reinforce why this topic is of the utmost 
importance in critical care. We will then summarize the most 
recent literature on the causes, prevention, and management of 
delirium. Finally, we will outline the program implemented in 
the PICU at Alberta Children’s Hospital with a focus on our 
successes and challenges that can be applied to any critical care 
area.

Outcome 1: To understand the impact that ICU delirium has 
on survivors of both adult and pediatric intensive care units.

Outcome 2: To be able to discuss the associations and causes 
of ICU delirium in all age groups and identify practice changes 
that may reduce the incidence of ICU delirium. 

Outcome 3: To leave the session with specific actions that can 
be taken to reduce or prevent delirium in each attendees’ crit-
ical care area. 

Session description: ICU delirium is most certainly one of the 
hottest topics in critical care. Initially thought of as an “adult 
only” epidemic, the literature has shown that this is an issue 
that spans all ages and all subspecialties of critical care patients. 
As more patients are surviving intensive care units we are mor-
ally bound to ensure that their survival is one of quality not 
simply quantity. With the recognition of “post ICU syndrome” 
has come the recognition of ICU delirium as an important 
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predictor of both the long-term quality of life of our patients, 
as well as their survival.

Due to its associations to pain, agitation, analgesics, sedatives, 
sleep, restraints, orientation, mobilization, etc., a unit-wide, 
multidisciplinary, multifaceted approach is required to truly 
address delirium. This approach requires significant commit-
ment and engagement from all disciplines participating in care 
in the intensive care unit.

With the recognition of this need, many interventions have 
been created to address delirium. The Society of Critical Care 
Medicine created the ABCDEF bundle and showed that it 
reduced the incidence of delirium in adult ICUs that have 
implemented the bundle. Health regions and specialty groups 
created special working groups to address this problem and 
provide teams with information and resources to address this 
problem.

Ultimately though, each intensive care unit must create its own 
delirium prevention program that fits with its unit culture, 
staffing model, patient population and multidisciplinary team.

Our Pediatric Intensive Care Unit began our journey down the 
delirium pathway in early 2016. A national Pediatric Intensive 
Care Unit, Pain, Agitation and Delirium Collaborative has sup-
ported us, as well as a provincial all ages Critical Care Strategic 
Clinical Network focusing on delirium. We have made signifi-
cant changes to the culture of our unit, the care of our patients 
and, ultimately, their risk of delirium.

Our session will take attendees on a journey through delirium 
of all ages. We will begin with what has motivated our team 
to work tirelessly to change the culture of all caregivers in our 
PICU—the story of our patients. We will share testimonials 
from three different perspectives: the child, the parent, and the 
adult who have survived ICU delirium.

There will be a review of the literature for both adult and pedi-
atric ICU delirium comparing what we know about the causes, 
associations, prevention, and treatment of this evolving ICU 
epidemic. We will use simulation to highlight the impact small 
changes can have on even our own comfort and discuss how 
impactful these things can be to our patients. (Discomfort, 
restraint, noise, vision, for individual attendees.)

In summary, we will discuss our now almost two-year-old 
program in the PICU at ACH and share how we adapted the 
SCCMs ABCDEF bundle to the pediatric population and our 
unit’s specific needs. We will outline our rollout of this bundle 
through a multi-phase approach. We will then openly discuss 
the successes and failures in hopes of paving the path for other 
critical care areas.

Finally, we will share our plans as this work is never truly 
complete.

Pre-requisites: Experience in caring for patients in an adult/
pediatric intensive care unit will be helpful in understanding 
the concepts presented and discussed.

And baby makes two: Management of 
the high-risk obstetrical patient in critical 
care 
Eugene Mondor, MN, RN, CNCC(C), Edmonton, AB 

Educational stream: Clinical Practice 
Learning level: Intermediate 

Key words: pre-eclampsia, cardiomyopathy, postpartum 
hemorrhage

Purpose/goals: This session identifies the physiological 
changes of pregnancy, physical assessment and diagnostic tests 
for the pregnant patient, and strategies for effectively and safely 
managing pre-eclampsia, cardiomyopathy, and post-partum 
hemorrhage.

Outcome 1: Explain the physiological changes that occur 
during pregnancy and the post-partum period. 

Outcome 2: Describe appropriate physical assessment tech-
niques and investigative tests that can be undertaken to assess 
the health of both patients. 

Outcome 3: Identify and describe evidence-based strategies for 
successful management of pre-eclampsia, cardiomyopathy, and 
post-partum hemorrhage. 

Session description: The unplanned admittance of an obstet-
rical patient to emergency or critical care can cause significant 
distress and concern amongst both physicians and nurses. Staff 
may not be all that familiar with assessment of the pregnant 
patient and/or pregnancy-related conditions, yet the health 
and well-being of both mother and fetus are dependent upon 
knowledge and skill of the entire team. This session identifies 
the physical and bodily changes that occur with pregnancy, and 
essential physical assessment techniques and diagnostic tests 
that assist nurses in acquiring important information about 
the health of both mother and baby. The high-risk obstetrical 
patient with pre-eclampsia, peripartum cardiomyopathy, and 
post-partum hemorrhage pose additional challenges to the 
critical care team. Case studies that illustrate evidence-based 
approaches for efficaciously managing these three important 
conditions will help enhance care of pregnant and post-partum 
patients in the adult critical care unit.

Pre-requisites: There are no pre-requisites for this session. 
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Complications of massive blood 
transfusion
Tom Scullard, RN, Farmington, MN 

Educational stream: Clinical Practice 
Learning level: Applicable to all 

Key words: transfusion, blood, interventions

Purpose/goals: The purpose of this presentation is to provide 
nurses caring for patients requiring a massive transfusion the 
knowledge to identify potential complications associated with 
receiving large amounts of blood products.

Outcome 1: Identify patients who require a massive transfusion. 

Outcome 2: List three potential complications of a massive 
transfusion. 

Outcome 3: Discuss nursing interventions to prevent compli-
cations of massive transfusions. 

Session description: Life-threatening hemorrhagic shock 
can be encountered in multiple different patients in the inten-
sive care unit. The need for massive transfusion of blood 
products may be required to maintain adequate circulation 
and hemostasis. Critical care nurses must be aware of signif-
icant complications associated with massive transfusions. 
Complications related to massive transfusions including hypo-
thermia, electrolyte abnormalities, acid base derangements, 
citrate toxicity, coagulopathy transfusion-related acute lung 
injury, and transfusion associated cardiac overload will be 
reviewed. Strategies used to prevent and treat theses complica-
tions will be discussed. The optimal ratio of blood products to 
be delivered will be examined. Case studies will be used to help 
the bedside nurse apply the information from this session into 
practice.

Pre-requisites: This session is intended for all nurses working 
in critical care. 

Continuous renal replacement therapy 
(CRRt): taking your practice to the next 
level 
Grace Walter, BScN, RN, CNCC(C), Thornhill, ON 

Educational stream: Clinical Practice 
Learning level: Intermediate 

Key words: continuous renal replacement therapy, acute kid-
ney injury, therapy

Purpose/goals: The purpose of this session is to provide an 
overview of continuous renal replacement (CRRT) as a therapy 
to manage acute kidney injury (AKI) in the adult critically ill. 
This session will review therapy initiation, modalities, antico-
agulation, and hazards in a case-based format.

Outcome 1: Identify modalities, indications and evidence 
related to CRRT.

Outcome 2: Discuss strategies to simplify CRRT and apply to 
your practice.

Outcome 3: Review risks and hazards relating to CRRT.

Session description: Continuous renal replacement therapy 
(CRRT) is a widely used modality employed in critical care 
units with intense workload, high risk for error and complex 
practice implications for nursing. An expert practitioner in 
CRRT demonstrates more than the ability to operate a machine; 
but rather a deeper understanding of the indications, meth-
ods, and potential hazards. In this session, a review of the basic 
principles related to acute kidney injury (AKI), hemofiltration 
(HF), hemodiafiltration (HDF), and citrate regional anticoag-
ulation (CRA) will be provided. This session will then provide 
insight on modalities, simplify the complexities of therapy and 
foster knowledge utilizing case-based scenarios. With audience 
engagement, we will examine potential complications associ-
ated with CRRT and methods to mitigate risk. You are certain 
to leave this session with a rejuvenated interest in CRRT.

Pre-requisites: It is beneficial to have a basic understanding 
and experience with CRRT prior to attending. 
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Oral Abstract Presentations: 120-minute sessions
Debriefing - ‘PeARLS’ for critical 
conversations 
Wendy Bissett, BN, RN, CNCCP(C), Helen Catena, RN, Amy 
Cripps, RRT, and Vincent Grant, MD, FRCPC, Calgary, AB

Educational stream: Education 
Learning level: Applicable to all 

Key words: debriefing, simulation

Purpose/goals: The purpose of this mastery session is to pres-
ent a novel framework, Promoting Excellence and Reflective 
Learning in Simulation (PEARLS), for debriefing to attendees. 
This framework blends three existing methods of debriefing 
into one integrated approach and using this blended approach, 
facilitators will be able to appropriately select the ideal method 
of debriefing with decision support. 

Outcome 1: To describe three different strategies for debriefing 
and their associated indications for use. 

Outcome 2: To identify how the directive feedback, learner 
self-assessment, and focused facilitation fit within the blended 
framework of debriefing. 

Outcome 3: To apply the PEARLS debriefing tool to help 
implement the PEARLS blended method of debriefing. 

Session description: Debriefing is a process utilized daily in 
the simulation world to facilitate rich discussion around suc-
cesses and challenges following participation in a simulated 
scenario. Many of these skills and processes are transferrable to 
the clinical space and can assist practitioners with these same 
conversations following actual clinical events. Critical care is 
a dynamic and challenging environment and the practitioners 
benefit greatly from simulation, as a mode of education deliv-
ery. Debriefing is a critical component of that delivery that 
allows learners to reflect on their experiences and guide them 
through structured and non-judgmental conversation to create 
change and close learning gaps. 

This interactive workshop will provide participants with 
knowledge and skills to better facilitate those challenging con-
versations that follow either simulated or real events. There will 
be discussion around their own experience with debriefing, cur-
rent methods utilized and the opportunity to share challenges 
they’ve experienced. We will provide a review of some of the 
literature around debriefing in healthcare and then walk par-
ticipants through the PEARLS method of debriefing—starting 
with a detailed look at each method including the advantages, 
disadvantages of each and most appropriate use relative to the 
simulation or event. There will then be the opportunity to prac-
tise these skills in small groups with skilled facilitators. The 
session will conclude with the opportunity to share some of the 
lessons learned and ideas for moving forward.

teamwork in a crisis—Fine tuning your 
skills using simulation 
Christina Eichorst, BScN, RN, CCN(C), Jill Soderstrom, BScN, 
RN, Andrew Reid, MEd, RN, Ken Brisbin, PCP, and Kristin 
Simard, BScN, RN, Edmonton, AB 

Educational stream: Clinical Practice 
Learning level: Intermediate 

Key words: education, teamwork, simulation

Purpose/goals: The purpose of this session is for participants 
to actively engage in a simulation; learning through concrete 
experience, reflecting, conceptualizing, and discussing key 
components of an effective team during a crisis event. The 
session presenters will create a critical event scenario for the 
participants and facilitate a debriefing focusing on teamwork. 
Closed loop communication, assignment of roles, maintaining 
situational awareness, appropriate use of resources and strong 
leadership are key components of managing any emergency 
and will be discussed.

Outcome 1: Participants will apply key components of effective 
teamwork during a crisis event. 

Outcome 2: At the end of this session the participants will be 
able to describe and demonstrate application of effective team-
work during an emergency. 

Session description: In a complex, fast-paced healthcare 
environment, providing staff with ongoing, comprehensive 
education and opportunities for enhanced teamwork is integral 
to healthcare provider satisfaction and patient outcomes. This 
is especially true when entering the critical care environment. 
Interdisciplinary team members have highly specialized skills, 
roles, and responsibilities. To be an effective team, actions must 
be coordinated efficiently, especially when dealing with life 
threatening events. The use of high-fidelity simulation allows 
the critical care team an opportunity to partake in realistic 
emergency scenarios, improve team performance and, ulti-
mately, enhance patient safety. Simulation is unique in that 
participants are given the opportunity to practise skills, share 
knowledge and engage directly in teamwork activities while 
obtaining immediate feedback.

The eSIM program within Alberta Health Services utilizes 
Kolb’s four-stage learning cycle, as a conceptual framework 
to guide the simulation experience. Participants will actively 
engage in a critical care crisis event simulation; learning 
through concrete experience, reflecting, conceptualizing, and 
discussing key components of an effective team during a crisis 
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event. The session presenters will facilitate a debriefing focus-
ing on teamwork. Closed loop communication, assignment of 
roles, maintaining situational awareness, appropriate use of 
resources and strong leadership are key components of manag-
ing any emergency and will be discussed.

Pre-requisites: It would be beneficial for participants to under-
stand basic cardiac arrest procedures. 

12-Lead eCGs: As easy as l, ll, lll 
El Ladha, RN, BPE, Michelle House-Kokan, MSN, RN, 
CNCC(C), and Lara Parker, MSN, RN, Burnaby, BC

Educational stream: Clinical Practice, Education 
Learning level: Applicable to all 

Key words: ECG, 12-lead, interpreting, cardiac anatomy, 
pathophysiology, electrophysiology

Purpose/goals: The purpose of this session is to introduce and 
apply a systematic method for understanding and interpreting 
12-lead ECGs as part of clinical decision making in critical care 
nursing.

Outcome 1: Participants will be able to apply an understanding 
of cardiac anatomy, pathophysiology, and electrophysiology to 
support critical evaluation of 12-lead ECGs. 

Outcome 2: Participants will be able to systematically evaluate 
and interpret 12-lead ECGs at an intermediate level. 

Outcome 3: Participants will be able to appraise 12-lead ECG 
findings along with accompanying clinical assessment data to 
direct patient care and/or seek medical intervention at an inter-
mediate level. 

Session description: Does looking at a 12-lead ECG put 
your own heart into a lethal rhythm? Critical care nurses are 
frequently the first ones to read that “hot off the press” ECG 
tracing. How do you know when you need to act immediately 
or can wait for expert consultation?

A 12-lead ECG is an important tool in clinical decision 
making and can provide a wealth of information such as diag-
nosis of an evolving myocardial infarction, or identification of 
life-threatening dysrhythmias, heart failure, electrolyte imbal-
ances and drug toxicity (Aehlert, 2017; Garcia & Holtz, 2013). 
To provide timely quality care to patients, it is imperative that 
critical care nurses have a solid understanding of 12-lead ECG 
interpretation.

In this interactive and engaging session, a systematic method 
for interpreting 12 lead ECGs is presented. Using 3D technol-
ogy, animation, and virtual simulation, participants will learn 
the anatomy of the 12-lead ECG such as electrodes, leads, 
and vectors. The relationship between what the 12-lead ECG 
depicts, and the coronary vessels and structures of the heart 
will be explicated. Participants will learn to identify changes 
reflected on the ECG due to myocardial ischemia, injury, and 
infarction, as well as interventricular conduction delay (right 
and left bundle branch blocks). Finally, interactive case stud-
ies will be used to consolidate and apply learning for clinical 
decision making. Participants will leave this presentation with 
confidence in their ability to interpret, understand, and utilize 
12-lead ECGs in their clinical practice at an intermediate level.

Pre-requisites: It is beneficial to have an understanding of 
ECG monitoring prior to this session.  

ReFeReNCeS
Garcia, T., & Holtz, N. (2013). 12 lead ECG: The art of interpretation 

(2nd ed.). Burlington, MA: Jones & Bartlett Learning.
Aehlert, B. (2017). ECGs made easy (6th ed.). Atlanta, Georgia: 

Elsevier.

“Pay no attention to that educator 
behind the curtain!”: Integrating 
simulation into your curriculum 
Andrew Reid, MEd, RN, Ken Brisbin, PCP, Jill Soderstrom, 
BScN, RN, Christina Eichorst, BScN, RN, CCN(C) and Kristin 
Simard, BScN, RN, Edmonton, AB 

Educational stream: Education 
Learning level: Intermediate 

Key words: simulation, curriculum, education

Purpose/goals: This session will introduce participants to 
the basics of developing, delivering, and debriefing simula-
tion-based educational events. Participants will learn about the 
strengths and limitations of simulation, and how it can be inte-
grated into both orientation and continuing education events.

Outcome 1: Participants will describe content areas from 
their own workplaces that could be taught using simulation 
techniques. 

Outcome 2: Participants will be able to plan and organize 
a simulation session, selecting appropriate equipment, and 
assigning appropriate tasks to teaching staff. 

Session description: An initial whole-group presentation will 
introduce topics in planning simulations, including curriculum 
design, simulation staff responsibilities, and necessary physical 
resources. Participants will then work in small groups, sup-
ported by the session presenters, to identify a content area for 
teaching with simulation from their own workplace. The small 
groups, given a notional list of available personnel and equip-
ment, will develop a plan for delivering and debriefing this 
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simulation, and will then share this plan for feedback with the 
group. Facilitated by the session presenters, the whole group 
will discuss commonly identified concerns arising from the 
small-group exercise and will discuss strategies to overcome 
the problems these concerns represent.

Pre-requisites: This session is intended mainly for Nurse 
Educators and Clinical Instructors. However, anyone interested 
in using simulation in education will benefit from the content. 

Critical care bootcamp: hemodynamics 
101 
Eugene Mondor, MN, RN, CNCC(C), Edmonton, AB 

Educational stream: Clinical Practice  
Learning level: Applicable to all 

Key words: hemodynamic monitoring, vasopressor, inotrope

Purpose/goals: The purpose of this session is to describe the 
physiological mechanisms responsible for hemodynamic 
instability in critically ill and injured patients, review key prin-
ciples of hemodynamic monitoring, and describe best practice 
strategies for assessing, managing, and evaluating physiologi-
cal changes and hemodynamic status in the adult critical care 
patient.

Outcome 1: Explain how critical illness and/or injury can influ-
ence physiological status and alter hemodynamic function.

Outcome 2: Identify current, evidence-informed, best practice 
guidelines for monitoring hemodynamic status in the critically 
ill adult patient.

Outcome 3: Identify and describe the mechanism of action, 
important differences, and essential nursing assessments for 
critical care patients receiving vasopressors and inotropes.

Session description: Critically ill and/or injured patients often 
present to the Intensive Care Unit with significant alterations in 
hemodynamic status. Challenged by patients experiencing var-
ious degrees of physiological deterioration, critical care nurses 
require a thorough knowledge and understanding of hemo-
dynamic monitoring principles and appropriate management 
strategies to ensure optimal patient outcomes. The purpose of 
this presentation is to review the physiological changes that 
happen when hemodynamic instability occurs, identify import-
ant principles of hemodynamic monitoring, and describe best 
practice strategies for assessing, managing, and evaluating phys-
iological changes in the adult critical care patient. A review of 
primary mechanisms responsible for patient instability, includ-
ing hypovolemic, hemorrhagic, cardiogenic, and septic shock 
states, will be examined. Long-standing techniques of moni-
toring hemodynamic status in critical care, including IV fluid 
administration, blood pressure (non-invasive and arterial line), 
central venous pressure, pulse pressure, echocardiography, 
and passive leg raises, will be reviewed. The pulmonary artery 
(Swan-Ganz) catheter, and, the oxyhemoglobin dissociation 
curve, will be briefly discussed, with emphasis on examining 

the relationship between oxygen supply and demand. A review 
of inotropes and vasopressors, including a review of pharma-
cological terminology, receptors (alpha, beta, dopaminergic 
and vasopressin), and key differences between norepinephrine, 
epinephrine, vasopressin, dopamine, dobutamine, milrinone, 
ephedrine and phenylephrine will be emphasized. Finally, a 
look towards the future, and a review of newer hemodynamic 
techniques will be discussed. Interactive audience participa-
tion through case studies will help critical care nurses apply 
information to specific clinical situations, thereby enhancing 
knowledge of hemodynamic monitoring in adult critical care 
and promoting best practice.

Pre-requisites: Basic knowledge regarding hemodynamic 
monitoring and vasopressor and inotrope therapy would be 
beneficial. 

Closing the gap: understanding 
metabolic acidosis in adult critical care 
Teddie Tanguay, MN, NP, RN, CCNC(C) and Lesley LaPierre, 
MN, NP, CNCC(C), Spruce Grove, AB

Educational stream: Clinical Practice 
Learning level: Proficient 

Key words: metabolic acidosis, anion gap, osmolar gap, coma

Purpose/goals: The purpose of this session is to review the pre-
sentation of metabolic acidosis in the critically ill adult. Case 
studies will be used to illustrate the diagnostic pathways and 
treatment of specific common etiologies such as toxic alcohols, 
ketoacidosis, and lactic acidosis.

Outcome 1: Understand the etiology and associated patho-
physiology of metabolic acidosis. 

Outcome 2: Apply anion and osmolar gap calculations to 
determine etiology. 

Outcome 3: Review specific treatment strategies for common 
metabolic acidotic presentations including: toxic alcohols, 
ketoacidosis, lactic acidosis, renal failure, and drug toxidromes. 

Session description: Presentation of metabolic acidosis is a 
common underlying pathology that can be fatal if not quickly 
recognized and treated. At times, it can be challenging to deter-
mine the specific etiology. Identification and understanding of 
the anion and osmolar gaps are essential to determining etiol-
ogies. The critical care nurse needs to recognize and act rapidly 
when faced with the severely acidotic patient to prevent morbid 
complications including cardiovascular collapse. Case studies 
will be reviewed to allow you to gain an understanding of the 
pathophysiology of metabolic acidosis, identification of the eti-
ologies, and management strategies to resolve the acidosis.
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Poster (printed) Abstracts
Stepping up: Supporting critical care 
nurses in advocating for their patients 
with a mental health illness in a critical 
care setting
Rosetta Antonacci, MSc. (Admin), BScN, RN, Elaine Doucette, 
MScN, RN, Lia Sanzone, MSc(A), MSc(Management), RN, 
Annie Chevrier, MSc(A), RN, CMSN(C), Jamie-Lee Potter, 
BScN Student, Arzu Bugar, BScN, Student, Madeleine Spence, 
BScN, and Ryan Hendrick, BScN Student, Montréal, QC

Educational stream: Clinical Practice 
Learning level: Applicable to all 

Key words: mental illness, critical care nursing, advocacy

Purpose/goals: The purpose of this session is to identify the 
challenges that nurses face while caring for their critically ill 
patients with a diagnosed mental health illness as an underly-
ing co-morbidity. Our goal will be to propose evidence-based 
approaches to address these concerns using a patient-centred 
approach to care.

Outcome 1: To identify the priority strengths that patients with 
pre-existing mental health illness can draw upon when hospi-
talized in a critical care setting. 

Outcome 2: To identify the potential hidden challenges that 
patients with mental health illness in a critical care setting may 
face. 

Outcome 3: To identify the necessary interventions that will 
support nurses as advocates for providing a tailored approach 
to care. 

Session description: One in three Canadians will experience 
mental health illness during their lifetime, representing a sig-
nificant portion of the patient population. According to Lindahl 
and Sandman (1998), critical care nurses are in a unique posi-
tion to advocate for their patients and families. They are, in 
many respects, the optimal healthcare professionals due to 
their combination of clinical expertise, technical and theoret-
ical abilities, and their privileged knowledge of their patients’ 
and familys’ identified needs (Albarran, 1992). Critically ill 
patients often arrive with multiple comorbidities that may place 
them in a vulnerable state. A mental health illness, as an under-
lying and often hidden comorbidity, may further complicate 
the treatment plan. Patient advocacy, an essential component 

of nursing leadership, means nurses should be prepared to 
advocate for change to address issues of injustice, inequity and 
other disparities affecting patients’ health (CASN, 2015), often 
seen with patients dealing with mental health issues. 

Our poster will propose a strengths-based approach to guide 
nurses in developing a tailored plan of care for these patients 
and their families. We will also identify the patient’s strengths, 
the potential hidden challenges of a mental health illness, as a 
comorbidity, as well as the interventions that will support nurses, 
as advocates. This information will be gathered through a liter-
ature review and informal discussions with critical care nurses.

ReFeReNCeS
Albarran, J.W. (1992). Advocacy in critical care-An evaluation 

of the implications for nurses and the future. Intensive and 
Critical Care Nursing, 8, 47-53. https://doi.org/10.1016/0964-
3397(92)90009-9
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Lindahl, B., & Sandman, P.O. (1998). The role of advocacy in crit-
ical care nursing: A caring response to another. Intensive and 
Critical Care Nursing, 14,179-186. https://doi.org/10.1016/
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Did your patient get their sleep? 
Improving sleep for patients in the adult 
intensive care unit (ICu) 
Emily Boorman, BsN, RN and Caroline Penner, RN, CNCC(C), 
Langley, BC 

Educational stream: Clinical Practice 
Learning level: Applicable to all 

Key words: sleep, insomnia, nursing care

Purpose/goals: The purpose of this poster is to present informa-
tion about a quality improvement project aimed at improving 
sleep in the adult intensive care unit (ICU). Assessment tools 
to identify sleep disturbance will be presented. Nursing inter-
ventions and environmental modifications will be presented 
as strategies to promote normal circadian rhythm and reduce 
sleep disturbances.

Outcome 1: Identify how sleep disturbance impacts patients in 
the intensive care unit. 

Outcome 2: Discuss how nurses can evaluate sleep in the inten-
sive care unit. 
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Outcome 3: Identify strategies nurses can use to promote nor-
mal circadian rhythm and reduce sleep disturbances. 

Session description: Sleep is essential to health and well-be-
ing. Quality of sleep impacts the physical and psychological 
health of individuals. Poor quality of sleep, also known as sleep 
disturbance, is a prevalent issue in the adult intensive care 
unit. Patients in the intensive care unit require frequent inter-
ventions, interrupting sleep throughout the night. Nursing 
practices, invasive monitoring systems, pain or discomfort, and 
the environment also cause sleep disturbance. Sleep disturbance 
in intensive care patients can cause impaired immune func-
tion, difficulty weaning from mechanical ventilation, delirium, 
and neurocognitive dysfunction. As well, sleep disturbance is a 
risk for mortality. This poster describes a quality improvement 
project aimed at identifying patients with sleep disturbance and 
improving sleep for intensive care unit patients using non-phar-
macological strategies. Viewers will learn about the impact of 
sleep disturbance on intensive care patients. Strategies to modify 
the intensive care unit environment, nursing practices to pro-
mote better sleep quality and the effects of the implementation of 
a day and night protocol to support normal circadian rhythm for 
patients in intensive care will be described. 

the digitization of the early mobility (eM) 
documentation and implementation 
of an early mobility protocol: Initial 
utilization evaluation 
Francis Cacao, MN, RN, CNCC(C), Gaganpreet Aubi, MN, RN, 
CNCC(C), Jane Cornelius, RN, and Cecile Marville-Williams, 
MA, CHE, RN, Toronto, ON

Educational stream: Clinical Practice  
Learning level: Applicable to all 

Key words: early mobility, digitization, electronic documentation

Purpose/goals: The purpose of this poster is to outline the 
implementation of an early mobility (EM) protocol in the inten-
sive care unit (ICU) using a quality improvement approach 
and multifaceted Plan-Do-Study-Act (PDSA) cycles. As well, 
information on gathering initial data to evaluate the EM pro-
tocol utilization in the ICU using the digitization of the EM 
documentation.

Outcome 1: Understand the quality improvement methodolo-
gies as applied in the EM implementation. 

Outcome 2: Elevate nursing documentation by digitization of 
EM protocol.

Outcome 3: Share successes, opportunities, and future directions.

Session description: The implementation of early exer-
cise and progressive mobility among critically ill patients has 
gained major ground as an important practice in the ICU. EM 
is associated with short- and long-term outcomes in terms of 
functional status, decrease ICU and hospital stay, quality of life 
and positive patient and family experience (Needham, 2008; 
Morris et al., 2011). Many quality improvement successes in 

the implementation of EM protocol are attributed to inter-
professional collaboration, addressing barriers to EM, staff 
engagement, availability of equipment, and adequate nursing 
documentation (Castro et al., 2015; Hunter et. al., 2017; Duffy, 
2017).

The Humber River Hospital ICU, through inter-professional 
collaboration, was engaged in a quality improvement initiative 
to implement EM protocol, and the digitization of the EM doc-
umentation. The staff utilization of EM protocol was evaluated 
to determine baseline data and be the basis for improvement.

Using quality improvement methodology and application of 
multi-faceted PDSA cycles, this poster presentation outlines the 
implementation of EM protocol in the ICU, and the digitiza-
tion of EM documentation. Initial data provide staff utilization 
of the EM documentation, and adherence to the EM proto-
col. This information will guide the inter-professional working 
group to develop continuous PDSA cycles to improve adher-
ence to EM protocol and elevate ICU practice.

ReFeReNCeS 
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Blue butterfly—An interprofessional 
approach for supporting palliative and 
withdrawal of life support in critical care 
Sherry Campbell, MScN, Bach. Ed. (Adult), RN and Laurie 
Mason, RN, Newcastle/Oshawa, Ontario

Educational stream: Clinical Practice 
Learning level: Applicable to all 

Key words: palliative, patient- and family-centred care, care plan

Purpose/goals: To assist critical care clinicians to provide evi-
dence-based end-of-life care; specifically, how to coordinate and 
deliver a patient- and family-centred plan of care that achieves 
dignity and comfort to the patient and family.
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Outcome 1: Increase awareness of communicating palliative or 
withdrawal of life support (WDLS) goals of care within the crit-
ical care environment. 

Outcome 2: Provide evidence-based assessment tools to assist 
with management of pain, agitation, delirium, and respiratory 
complications during palliative or withdrawal of life support 
within the critical care environment. 

Outcome 3: Facilitate knowledge of professional requirements 
amongst healthcare providers on supporting patients and family/
loved ones going through palliative or withdrawal of life support. 

Session description: The focus for patients admitted into a critical 
care unit (CCU) is to reduce morbidity, mortality, maintain organ 
function, and restore health. When the focus of care shifts to pal-
liative care or withdrawal of life support (WDLS), a standardized 
approach is needed to support the patient and family/loved ones, 
and to increase the interdisciplinary team’s comfort with switching 
from a “preservation of life” to a “death with dignity” outcome. Our 
CCU has developed a communication symbol—the Blue Butterfly 
and implemented validated symptom assessment tools (Confusion 
Assessment Method for the ICU, Respiratory Distress Observation 
Scale, Critical Care Observation Tool, and Richmond Agitation 
and Sedation Score) that align with evidence-based practice. 
Standardization was also supported through the development 
and implementation of a guideline, protocol, and order set. This 
has resulted in many positive outcomes including improved man-
agement of the patient’s symptoms going through the palliative 
or WDLS process, increased healthcare sensitivity to the family/
loved ones’ experience, and fostered comfort of the interdisciplin-
ary team when there has been a change from curative to comfort 
care. This poster will outline the details of our team’s approach to 
supporting a caring and comforting environment while ensuring 
symptom assessment and management promote a peaceful death.

enhancing patient & family involvement 
in advocacy: using technology to track 
and share wound progress
Kalynn Cameron, RN, and Carly Lachance Hickey, BScN, RN, 
CNCC(C), St. John’s, NL/Ottawa, ON

Educational stream: Clinical Practice 
Learning level: Applicable to all 

Purpose/goals: The purpose of this poster is to introduce nurses 
to photo wound documentation as a mechanism for enhanc-
ing information sharing relationships with patients and their 
families to promote their ability to effectively advocate for their 
treatment goals upon discharge from the intensive care unit.

Outcome 1: Understand the use of photography as a mecha-
nism to limit variability of treatment in wound care. 

Outcome 2: Discuss the components of a successful photo doc-
umentation program. 

Outcome 3: Understand how to incorporate the visual chart 
into the patient/family-provider relationship to provide educa-
tion for future advocacy. 

Session description: This poster will introduce nurses to photo 
wound documentation, as a mechanism for enhancing information 
sharing relationships with patients and their families. The focus of 
the documentation initiative was surgical wound complications 
and decubitus ulcers, which naturally isolated chronic intensive 
care unit (ICU) patients from the general population. Trusting rela-
tionships between healthcare providers, patients and their families 
is the core of therapeutic relationships that are necessary for caring. 
Using technology, patients can observe their treatment progression 
in a meaningful way, share it with their families, and exercise their 
ability to advocate for themselves. By educating patients through-
out the duration of their ICU stay, the nurse promotes the patient’s 
ability to act as an autonomous, informed agent able to advocate 
for and participate in their care. Upon discharge from the ICU they 
will have a visual record of their wound’s progression, as well as 
knowledge about their treatment regime that will enhance their 
ability to contribute to their treatment goals, as they continue their 
journey through the continuum of care.

Advocating for patients at high risk for 
post intensive care syndrome (PICS) 
Elaine Doucette, MScN, RN, Rosetta Antonacci, MSc. (Admin), 
RN, Lia Sanzone, MSc(A), MSc(Management), RN, Levi Cole, 
BScN (Student), Seungwoo Hong, BScN (Student), Aaron 
Lowenkamp, BScN (Student), and Cai Qi Xu, BScN (Student), 
Montréal, QC 

Educational stream: Clinical Practice 
Learning level: Applicable to all 

Key words: post intensive care syndrome (PICS), discharge 
planning, quality of life, strengths based approach to care

Purpose/goals: The purpose of this poster presentation is to raise 
awareness about PICS for critical care nurses and the members 
of the interprofessional team in the ICU. Our goal is to propose a 
strengths approach to prevent and reduce the long-term risks of 
PICS to patients and their families following discharge.

Outcome 1: Reflect upon their roles as advocates for PICS pre-
vention and symptom management. 

Outcome 2: Identify possible interventions that could be imple-
mented to decrease the impact of PICS on the patient’s quality 
of life post discharge. 

Outcome 3: Provide an effective discharge plan for the patient 
and the family regarding PICS prevention and management. 

Session description: Advances in the critical care setting have 
reduced the rate of mortality among patients in the intensive 
care unit (ICU). Although more patients are recovering from 
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their critical illness, success needs to be reflected in both ICU 
survival rates and optimal patient return to prehospital func-
tional abilities (Makic, 2016). 

Post intensive care syndrome (PICS) is defined as a “new or 
worsening impairment in physical, cognitive, or mental health 
status arising after critical illness and persisting beyond dis-
charge from the acute care setting” (Needham, 2012).

PICS is identified as being both common and persistent after 
ICU discharge, with symptoms lasting from months to years. 
According to Rawal (2017), ”the limited awareness about PICS 
among caregivers, may lead to a reduced quality of life, and 
cause significant suffering for patients and their families.”

The purpose of this poster presentation is to raise awareness about 
PICS for critical care nurses and the members of the inter-profes-
sional team in the ICU. Our goal is to propose a strengths-based 
care approach to prevent and reduce the long-term risks of PICS 
to patients and their families following discharge.

ReFeReNCeS 
Makic, M.B. (2016). Recovery after ICU discharge: Post–intensive 
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Implementation of critical incidence 
stress management program at a tertiary 
care hospital
Emma Folz, MA, BScN, RN, Calgary, AB

Educational stream: Leadership 
Learning level: Applicable to all 

Purpose/goals: The purpose of this poster is to share the experi-
ence of building a more psychologically healthy workplace, using 
a Critical Incidence Stress Management (CISM) team for emo-
tional debriefing following critical, or morally distressing events.

Outcome 1: Identify that critical care teams can suffer from 
Post-Traumatic Stress Disorder (PTSD)-like symptoms. 

Outcome 2: To learn about the Critical Incidence Stress 
Management system to improve staff psychological health and 
resiliency, whilst improving staff absenteeism and retention rates. 

Outcome 3: To share the experience of developing and sus-
taining a Critical Incident Stress Management program in an 
intensive care unit setting. 

Session description: It is recognized that first responders such 
as Fire and Emergency Medical Services Personnel can suffer 
from Post-Traumatic Stress Disorder (PTSD) symptoms. More 
recently, it is becoming increasingly known that staff and phy-
sicians who work in acute care settings can also be prone to 
similar PTSD symptoms, moral distress, compassion fatigue 
and burnout.

With the intention of building a more psychologically healthy 
workplace, a Critical Incidence Stress Management (CISM) 
team was developed at the Alberta Children’s Hospital (ACH), 
Calgary, AB, to support staff with managing the heavy load of 
complex, ethically challenging and potentially traumatic cases, 
such as non-accidental trauma, organ donation, unanticipated 
deaths, resuscitations, and end-of-life care.

CISM is a process that enables peers to help each other under-
stand problems that might occur after an event. It is a formal, 
highly structured, and professionally recognized process for 
helping those involved in a critical incident to share their expe-
riences and emotions in a peer support environment, learn 
about stress reactions and symptoms and be referred for more 
help, if required. It is a confidential, voluntary, and educative 
process, sometimes called ‘psychological first aid’ (American 
Psychological Association, 2000; Mitchell & Everly, 1993).

Following the introduction of a CISM team in 2013 in the 
Pediatric Intensive Care Unit (PICU), vacant positions in the 
ACH PICU dropped by 75% between May 2014 and November 
2016. Staff sick hours decreased by 46% between October 2015 
and November 2016. While it is impossible to directly attri-
bute these improvements to the CISM program alone, evidence 
suggests that some of this progress is attributed to the well-es-
tablished CISM program in the unit.

A site-wide program was developed in 2016, and the same year, 
the ACH was recognized by the Canadian Critical Incident 
Stress Foundation as the first Canadian acute care hospital to 
provide CISM support hospital wide.

ReFeReNCeS
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the role of the advanced practice 
nurse in supporting critical care nurses 
experiencing moral distress 
Kassidy Gibb, BN, RN, Karen Then, PhD, CCN(C), ACNP, Pam 
Hruska, MSc, RN, and James Rankin, PhD, NP, RN, Calgary, AB

Educational stream: Leadership 
Learning level: Applicable to all 

Key words: moral distress, advanced practice nursing

Purpose/goals: The objective of this poster is twofold: first, 
to explore the concept of moral distress and the implications 
it has on intensive care unit (ICU) nurses on individual and 
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organizational levels; and secondly, to examine the role of the 
advanced practice nurse (APN) in engaging, empowering, and 
supporting critical care nurses who experience moral distress.

Outcome 1: Understand the lasting effects of moral distress in 
ICU nurses. 

Outcome 2: Identify various techniques APNs can use to sup-
port ICU nurses experiencing moral distress. 

Session description: Nurses working in intensive care units 
(ICU) experience higher levels of individual moral distress, 
as compared to other nursing areas (Mealer, Jones, Newman, 
McFann, Rothbaum, & Moss, 2012). As front-line health care 
providers, ICU nurses are regularly exposed to difficult cir-
cumstances and are intimately involved in situations requiring 
complex decision making. Involvement in this type of complex 
and invasive patient care can leave nurses with residual feel-
ings of moral distress. Repetitive exposure to these situations 
within ICU may create feelings of helplessness, anger and, ulti-
mately, compassion fatigue. In 1984, Jameton identified these 
complex feelings as moral distress and defined it as, “when one 
knows the right thing to do, but institutional constraints make 
it nearly impossible to pursue the right course of action” (p. 34). 
Since Jameton, many healthcare professionals have researched 
moral distress and the implications of it. 

A thorough literature review demonstrates moral distress may 
progress to emotional exhaustion and burnout in ICU nurses. This 
not only affects ICU nurses personally, but can also lead to conse-
quences in the quality of patient care provided. In the past century, 
the role and use of the term Advanced Practice Nurse (APN) has 
expanded remarkably (Hamric, Hanson, Tracy & O’Grady, 2014). 
In the critical care environment, APNs may practise as Managers, 
Clinical Nurse Educators (CNE), Clinical Nurse Specialists (CNS), 
or Nurse Practitioners (NP). Although their scope of practice dif-
fers, they share similarities in clinical expertise, advanced critical 
thinking skills, and progressive leadership styles. 

With advanced practice knowledge, skills, and scope of prac-
tice, APNs can support critical care nurses who may be 
experiencing moral distress. Their leadership can be benefi-
cial for creating work environments where individuals can 
endure complexities and thrive. They can also help mitigate 
organizational impacts such as decreasing costs attributed to 
burnout and turnover. This support may be offered by engag-
ing and empowering nurses, leading debriefings, and arranging 
resources for nurses including social work or ethicists. This 
poster will define moral distress, as well as outline resources 
and interventions APNs may utilize to support ICU nurses in 
the Calgary Zone.

ReFeReNCeS
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Regional standardization of processes to 
enhance critical care delivery
Edith Hart, RN, Thunder Bay, ON

Educational stream: Clinical Practice 
Learning level: Applicable to all 

Purpose/goals: The purpose of this poster is to provide an 
overview and results of the Northwestern Ontario regional 
collaboration of more than 14 different organizations to imple-
ment standardized critical care processes and policies. This 
research project and implementation, led by the Regional 
Critical Care Response (RCCR) program of the Thunder Bay 
Regional Health Sciences Centre (TBRHSC), provides support 
to the rural hospitals and Indigenous community nursing sta-
tions within Northwestern Ontario through the provision of 
real time critical care consultations.

Outcome 1: Recall the key processes that were standardized 
within Northwestern Ontario. 

Outcome 2: Discuss the standardization processes that have 
enhanced patient safety. 

Outcome 3: Describe how transport times have been opti-
mized post standardization.

Session description: The RCCR standardization of Processes 
Enhancing Care for Critically Ill Patients in Northwestern 
Ontario project was implemented as a patient safety initia-
tive that resulted in decreased provincial transport times and 
increased positive patient outcomes. The learning and practice 
changes required were accomplished by leveraging the work 
and existing partnerships between 14 different Northwestern 
Ontario healthcare organizations. Overall, success required cli-
nician education, organizational growth, stakeholder support 
and the addition of resources to ensure safe and appropriate 
application of the proposed processes and equipment changes. 
Critical care medication formularies, mixing concentrations 
and administration standards were aligned within the region. 
Rural hospitals and Indigenous community nursing stations 
also implemented a standardized critical care drug library, 
which was uploaded to the smart pump. In addition, all facili-
ties with ventilation capabilities collaborated further to develop 
standardized regional process and policies.

The poster defines the work completed and the lessons learned 
during the two-year process. The primary objective of the study 
is to prove statistically that the standardization of critical care 

8



Volume 29, Number 2, Summer 2018   •   www.caccn.ca   57

processes and equipment improve transfer time of critical care 
patients to the TBRHSC. The standardization of medication 
and ventilation processes was completed March 1, 2017. Post-
implementation data are being collected to include patients 
transferred via ORNGE from one of the 11 regional hospitals 
located in the Northwest LHIN to TBRHSC. Data from at least 
130 study participants (65 pre- and 65 post-standardization) 
will be required to achieve significant results. Preliminary data 
will be ready by March 2018.

It is hypothesized that the standardization of medication pro-
tocols, IV pumps, and ventilators will significantly decrease 
transfer time of critically ill patients in the Northwestern 
Ontario region to the TBRHSC. Secondarily, we anticipate 
this initiative will also decrease the length of stay in critical 
care for these patients, as well as decrease the Multiple Organ 
Dysfunction Score (MODS) upon arrival to the TBRHSC.

engaging with families in the medical/
surgical intensive care unit (ICu) to 
complete the family satisfaction survey
Lianne Hogan, RN, Barb Duncan, BScN, RN, and Nicky 
Holmes, MN, RN, Toronto, ON 

Educational stream: Clinical Practice  
Learning level: Applicable to all 

Key words: engagement, partnering, person-centred care

Purpose/goals: The purpose is to explore different strategies 
that can be used to effectively address the common barriers that 
prevent families visiting the medical/surgical intensive care 
unit from completing the satisfaction survey. The goal of this 
project is to increase the response rate of the family satisfaction 
survey by implementing strategies that will improve the family 
connection with the healthcare team.

Outcome 1: Identify the common barriers that keep family 
members from completing the ICU family satisfaction survey. 

Outcome 2: Discuss the different strategies used to promote 
the family satisfaction survey to family members in the med-
ical/surgical intensive care unit (ICU). 

Session description: The ‘Family Satisfaction with Care in the 
Intensive Care Unit’ survey has been researched, validated and 
tested to be reliable (Hansen, Rosenkranz, Mularski, & Leo, 
2016). This survey has been used internationally to assess fam-
ily satisfaction of the overall care being delivered to patients in 
the intensive care units (Hansen et al., 2016).

Between April 2016 and May 2017 (n=25), 44% of the surveys 
were submitted from families in the critical care unit and 4% of 
the surveys were submitted from the medical/surgical intensive 
care unit (ICU). This medical/surgical ICU provides healthcare 
to more than 1,000 patients annually. The small number of sur-
veys submitted demonstrates a need to engage with families to 
complete the family satisfaction survey. Results from the initial 
questionnaire conducted (n=20) indicated 80% of the families 
visiting the medical/surgical ICU are not aware of the survey. 

The common barriers identified from this questionnaire are 
lack of awareness and accessibility. The literature review con-
ducted revealed the following: hospitals are using technology 
and applications to engage with families and patients; obtaining 
family perspectives on the care given in the ICU is an essential 
measurement for assessing quality of care; and engaging with 
patients and families is a strategy used to improve patient out-
comes. To address these barriers, the following strategies were 
implemented to engage with families: materials used to pro-
mote the survey, and a video in the waiting room. Staff were 
provided with educational sessions focused on engaging with 
families.
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teratoma case presentations 
Catherine Judd-Morin, BScN, RN, Carolynn Roche, RN, CCRN, 
and Sabrina Drepaul Jeethan, RN, Brampton, ON

Educational stream: Clinical Practice 
Learning level: Applicable to all 

Purpose/goals: The purpose of this poster is to use two case 
presentations to educate viewers on presentation, diagnosis, 
and treatment of teratomas in critically ill patients.

Outcome 1: Identify presenting signs and symptoms of 
teratoma. 

Outcome 2: How to diagnose teratoma. 

Outcome 3: Care and treatment for teratoma.

Session description: Teratomas are very rare and often present 
as acute onset psychiatric and neurologic emergencies requir-
ing intensive care unit admission. Early identification and 
treatment may allow for a full recovery. By examining two tera-
toma cases from presentation through diagnosis and treatment 
we hope to provide intensive care nurses with a better under-
standing of this rare condition.
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A randomized controlled trial of a serious 
iIlness communication workshop for 
nurses in critical care 
Maria Mia Marles, BSN, RN, Jennifer Kryworuchko, PhD, RN, 
CNCC(C), Vininder Kour Bains, MSN, RN, CNCC(C), Janie 
Venis, MSN, RN, Wallace Robinson, MSW, Kate McNamee, 
MSN, RN, CHPCN(C), Katherine Willett, BA, Post. Bacc. – 
Gerontology, and Danielle Bakke, BSN, RN, Vancouver, BC

Educational stream: Clinical Practice 
Learning level: Novice 

Purpose/goals: Our research team will present the findings 
of a randomized control trial examining the impact of a com-
munication workshop on intensive care unit (ICU) nurses’ 
confidence, attitudes, and engagement in serious illness con-
versations, as well the feasibility and acceptability of the 
workshop. The workshop features the use of the Serious Illness 
Conversation Guide (SICG), a structured patient-tested com-
munication tool designed, to help healthcare professionals 
explore patient and family goals, values, and healthcare choices 
in light of serious and life-threatening illnesses.

Outcome 1: To summarize the SICG and the serious illness 
communication program implementation in BC, and to con-
sider its relevance to the critical care nursing context. 

Outcome 2: To discuss the impact of the SICG communication 
workshop on ICU RNs’ confidence, attitudes, and engagement 
in fostering serious illness discussion using the SICG with 
patients/families/substitute decision makers. 

Outcome 3: To identify potential facilitators and barriers to 
the implementation of the SICG communication workshop for 
RNs in an ICU setting. 

Session description: Critical care nurses can have an import-
ant role in helping patients and their families share their 
values and preferences during serious and life-limiting illness 
(Anderson et al., 2016). Improving communication during 
serious illness has the potential to avoid unwanted treatments, 
reduce suffering, and improve the quality of care, especially at 
the end of life (Nelson et al., 2010). Various strategies have been 
developed to help healthcare professionals have more, earlier, 
and better quality serious illness conversations.  The Serious 
Illness Conversation Guide (SICG), designed by Ariadne Labs, 
is a patient-tested tool that is informed by best practices in pal-
liative care communication (Bernacki & Block, 2014). In B.C., 
the SICG is being implemented in many clinical settings within 

organizations across the province. It is also applicable for use 
by RNs in critical care, although it has not been developed for 
nursing practice or evaluated in this context.

We will report on a randomized control trial that examined the 
impact of the SICG communication workshop on ICU nurses’ 
confidence, attitudes, and engagement in serious illness conver-
sations in the adult ICU, as well the feasibility and acceptability 
of the workshop. By supporting and educating ICU RNs in 
serious illness communication, critical care nurses can bet-
ter support patients and their families to share their values 
and preferences, so these are reflected in healthcare decisions. 
Further, improving communication during serious illness has 
the potential to ensure that the care provided during serious 
and life-limiting illness is the care that patients need and want.
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Fit to be tied: Restraint usage in adult 
intensive care unit (ICu)
Renee Nason, BN, RN and Peter Anderst, BN, RN, Edmonton, AB 

Educational stream: Clinical Practice 
Learning level: Novice 

Key words: physical restraint, least restraint policy

Purpose/goals: The purpose of this presentation is to explore 
the impact of “Restraint as a Last Resort” policy implementation 
in adult critical care. Recommendations for nursing-centred 
approaches to reducing physical restraint use will be reviewed.

Outcome 1: The critical care nurse will be able to identify nurs-
ing interventions to reduce need for restraints. 

Outcome 2: The critical care nurse will be able to identify 
appropriate interventions to maintain safety of patients by the 
least restrictive means possible. 

Outcome 3: The critical care nurse will be able to identify pos-
sible negative health outcomes related to restraint use. 

Session description: Physical restraints are often used in criti-
cal care to provide patient safety despite being associated with 
a variety of negative physical and psychological health out-
comes. This presentation will explore the potential impact of 
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“Restraint as a Last Resort” policy initiation in a large-volume, 
adult intensive care unit in Alberta. Information collected from 
computer medical records will be used to highlight current 
rates of adverse health outcomes, restraint use and how policy 
implementation is positioned to impact the same. Suggestions 
for nursing interventions to reduce need for restraints will also 
be reviewed. 

A supplementary educational video 
to support retention of preoperative 
teaching for family members: An 
introduction to the cardiovascular 
intensive care unit 
(Justina) So Jung Park, BScN, RN, CNCC(C), Toronto, ON

Educational stream: Clinical Practice 
Learning level: Novice 

Key words: adult, intensive care, education

Purpose/goals: Toronto General Hospital uses an educational 
video as a teaching tool to enhance cardiovascular intensive 
care unit (CVICU) preparation for family members and care-
givers of patients undergoing elective cardiac surgery. Video 
content was determined through analysis of a qualitative sur-
vey distributed to patient partners, family members, and staff.

Outcome 1: To know the impact of a family member or care-
giver’s visit to an intensive care unit (ICU). 

Outcome 2: To know the impact of an educational video in 
preparing family members’ first CVICU visit.

Session description: Background: Intensive care units are 
known to evoke anxiety and stress for families and caregivers. 
Contributing factors include those related to the illness, such as 
pain and uncertainty of prognosis, and those related to the hos-
pitalization, such as the unfamiliar environment and unknown 
faces. Furthermore, family members are often overwhelmed 
with preoperative information.

Aim: A quality improvement project was undertaken, which 
involved creating an introductory video for first CVICU visits 
at Toronto General Hospital, with the aim of limiting anxi-
ety and improving preparation in family members of patients 
undergoing elective cardiac surgery. 

Methods: A telephone and online survey of patients, fam-
ily members, and patient partners of the University Health 
Network (UHN) was conducted using the salient belief ques-
tion: “When you think of visiting the CVICU, what do you 
think of?” Individuals were asked to list ten items that came 
to mind.

Results: The top five themes were: common equipment in the 
rooms, roles of the CVICU staff, defining the CVICU, address-
ing fear and stress, and understanding the visiting policy.

Discussion: This quality improvement initiative was success-
ful in engaging patients, family members, and staff to identify 

knowledge gaps to be addressed in a CVICU orientation video. 
Evidence supports positive effects for educational videos on 
measures of knowledge retention and preparedness. In addi-
tion, online accessibility of this video enables individuals to 
review information, as needed, in the place of their choosing. 
Future directions include objective assessments of the effect of 
the video on pre-operative preparation and anxiety in family 
members.

Pre-requisites: No pre-requisites. This is open to anyone who 
is interested in family member/caregiver support. 

Going for gold: Charting the course 
towards BeACON excellence
Karen Wannamaker, BSc, RN, CNCC(C) and Orla Smith, PhD, 
RN, CNCC(C), Toronto, ON 

Educational stream: Leadership 
Learning level: Applicable to all 

Key words: staff engagement, showcasing excellence in care

Purpose/goals: Excelling in the care of the critically ill is a 
strategic priority for our urban tertiary quaternary healthcare 
centre. Pursuit of the prestigious American Association of 
Critical Care Nurses (AACN) BEACON Award for Excellence™ 
in our medical surgical intensive care unit (MSICU) was iden-
tified as a key tactic in our strategy execution. Our aims were to 
assemble key interprofessional stakeholders from across the 
critical care department (CCD) to prepare the application and 
develop capacity for future submissions. Our second aim was 
to complete and submit the document within six months. Our 
third aim was to utilize feedback to make unit-based improve-
ments while sharing lessons learned through critical care and 
the hospital. 

Outcome 1: Identify the process of applying to the AACN for 
BEACON Award for Excellence™ consideration. 

Outcome 2: To discuss strategies employed by our group in the 
comprehensive application submission process. 

Outcome 3: To empower nurses to submit their own BEACON 
Award for Excellence™ applications for their respective units. 

Session description: Background: In healthcare organiza-
tions, excellence is the sum of many complex parts. In 2017, 
the Medical Surgical Intensive Care Unit (MSICU) at an urban 
tertiary quaternary healthcare centre applied for the presti-
gious American Association of Critical Care Nurses (AACN) 
Beacon Award for Excellence™. Through a peer review pro-
cess, BEACON applicants are assessed against standardized 
criteria indicative of excellence in patient outcomes and the 
work environment. Successful applicants are awarded one 
of three designations: gold, silver, or bronze. Gold status rec-
ognizes units with effective and systematic approaches to 
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policies, procedures, and processes inclusive of staff engage-
ment, fact-based evaluation strategies for continuous quality 
improvement, and performance measures that meet/exceed 
established benchmarks.

Methods: The Beacon application process engaged colleagues 
from across the CCD, as well as frontline MSICU staff in mul-
tiple formal and informal fora including: fortnightly Beacon 
application meetings, unit-based huddles, staff meetings, and 
bedside updates. Through these discussions, we created the 
responses to the questions in each of the following categories: 
leadership structures and systems; appropriate staffing and staff 
engagement; effective communication, knowledge manage-
ment, learning and development; evidence-based practices and 
processes; and outcome measurement. Leads were assigned to 
each section to distribute accountability for evidence gathering. 
A draft document was circulated at four months, with the final 
submission entered in five months.

Findings: In October 2017, we were designated as Gold for a 
three-year term. The rigorous adjudication by the AACN panel 
of expert reviewers yielded a detailed feedback report, which 
included strengths, opportunities for improvement, and a scor-
ing range for each of the six categories.

Conclusion: The Beacon Award for Excellence™ application 
process provides a mechanism to engage interprofessional col-
leagues and frontline staff in showcasing excellence in patient 
care while recognizing unit caregivers who successfully work 
towards improving patient outcomes. In addition, this exter-
nal designation is evidence of our strategic efforts to excel in 
the care of the critically ill. Our successful journey presents an 
opportunity for spread of the BEACON experience to units 
within CCD and across the hospital. 

ICu delirium: A multifaceted and 
multidisciplinary approach to prevention 
and treatment 
Karen Webb-Anderson, MN, BSc, RN, CCN(C), Patricia Daley, 
RN, Cynthia Isenor, MScN, RN, and Sarah McMullen, MD, 
FRCPC, Halifax, NS

Educational stream: Clinical Practice 
Learning level: Applicable to all 

Key words: ICU delirium, evidence-based practice, quality 
improvement

Purpose/goals: The purpose of this poster is to outline our 
multifaceted approach to mitigating intensive care unit (ICU) 
delirium. Built on the principles of awareness, assessment, 
prevention, and management, and adopting a team-based 
approach, we have used several evidence-based strategies, 
many of which integrate into our early mobility program to 
shift our paradigm of care.

Outcome 1: Review the morbidity associated with ICU 
delirium. 

Outcome 2: Describe a team approach to integrating delirium 
into ICU quality improvement. 

Outcome 3: Describe evidence-based strategies to mitigate 
ICU delirium.

Session description: Numerous advancements in critical care 
have resulted in improved survival despite sicker, more com-
plex patients. However, this has also exposed ICU-associated 
morbidity in survivors, including long-term complications 
such as neurocognitive decline and profound physical decon-
ditioning. In our intensive care units, we have implemented 
several evidence-based strategies, many of which integrate into 
our early mobility program to shift our paradigm of care. Early 
mobility mitigates several deleterious effects of surviving criti-
cal illness and supports patients and families in getting back to 
the life they want.  

This poster will outline our multifaceted approach to mitigating 
ICU delirium. Built on the principles of awareness, assessment, 
prevention, and management, and adopting a team-based 
approach, we have seen an overall reduction in ICU delirium 
by 25%. 

Intensive Care unit (ICu) pressure injury 
prevention: When ‘under pressure’, use 
evidence to inform action! 
Karen Webb-Anderson, MN, BSc, RN, CCN(C), Patricia Daley, 
RN, Cynthia Isenor, MScN, RN, and Sarah McMullen, MD, 
FRCPC, Elinor Kelly, BScN, RN, and Lesley Bishop,  BSc, RN, 
Halifax, NS

Educational stream: Clinical Practice 
Learning level: Applicable to all 

Key words: pressure injuries, evidence-based practice, quality 
improvement

Purpose/goals: The purpose of this poster is to review data 
sources used to develop a context-appropriate action plan 
to mitigate ICU pressure injuries, and outline actions for 
improvement.

Outcome 1: Describe the information used to develop a con-
textually-relevant plan to reduce ICU pressure injuries. 

Outcome 2: Describe examples of ICU specific interventions to 
mitigate ICU pressure injuries. 

Session description: Pressure injuries result in pain, delayed 
recovery, infections, and diminished quality of life. They are 
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associated with increased length of stay, mortality, and health-
care costs. Pressure injuries are certainly not a new problem, 
but they are being increasingly recognized as a preventable 
event. As such, prevention is a priority for health organizations 
such as Accreditation Canada, and serious pressure injuries 
are reportable to our provincial Department of Health and 
Wellness. 

Critically ill patients are at increased risk for pressure inju-
ries. This is associated with a multitude of factors, including: 
severity of illness, length of stay, poor tissue perfusion related 
to hemodynamic instability and the use of vasoactive med-
ications, anemia. sensory impairment, increased moisture 
including incontinence and wound drainage, immobility, 
compromised nutritional status. and the use of equipment. 
Prevalence and incidence rates range widely in the literature. 
Published prevalence rates in ICUs range from 4% in Denmark 
to 49% in Germany, while incidence rates range from 38% to 
124% (Shahin, Dassen & Halfens, 2008). 

In our intensive care units, we recognize that our patients are 
not immune to pressure injuries. To impact pressure injuries, 
we had to understand the problem and contributing factors in 
our units. In the current healthcare environment, there is lim-
ited capacity for ‘more’, making it even more imperative that 
our actions be targeted to our patients and our context. So, we 
set out to build a plan.

This poster will outline the data we used to build a context-ap-
propriate plan to reduce pressure injuries. As well as relying on 
the literature and best practice guidelines, data sources include: 
monthly surveillance, chart audits, nurses’ self-assessment of 
knowledge, identification of enablers and barriers, and learn-
ings from quality reviews. Armed with this information, we 
use our contextual knowledge along with research evidence, to 
inform practice. Actions to date have been many, and interface 
with other best practices. Examples include: sedating to target, 
mobilizing early, implementing a turning and positioning sys-
tem, making the prevention of device-related injuries a priority, 
trialing a simplified ‘basket system’ for pressure injury wound 
care, and developing a new pressure injury care plan for our 
patients. Our journey continues, as we continue to strive for 
improvement.
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Rethinking the use of medical tapes: 
Standardizing care to prevent infection 
and improve patient care
Amy Yang, RN, Toronto, ON 

Educational stream: Clinical Practice 
Learning level: Novice 

Key words: adhesive tape, tape rolls, critical care, infection 
control 

Purpose/goals: Did you know infectious microorganisms har-
bour on medical tapes that cannot be cleaned like other medical 
equipment (Berkowitz, Lee, Pazin, Yee, & Ho, 1974; Harris, 
Ashhurst-Smith, Berenger, Shoobert, & Ferguson, 2012)? 
These tapes are being reused for multiple patients. This poster 
will educate and introduce healthcare professionals about the 
benefits of switching from traditional rolls of tapes to single-pa-
tient use tapes to decrease infection transmission (Love, 2013). 
In addition, we will present highlights from trialing a new mix 
of tapes tailored to the needs of the patient with staff education 
on the proper selection, application, and removal of tapes.

Outcome 1: To introduce the benefit of switching from tradi-
tional long rolls of medical tape to single-patient use tapes to 
decrease cross contamination risk. 

Outcome 2: To understand the impact of standardizing the use 
of medical tapes through staff education and trialing a new mix 
of tapes to improve patient care. 

Session description: This poster will highlight literature-sup-
ported evidence to introduce healthcare professionals to the 
benefits and importance of switching from traditional long 
rolls of tapes to single-patient use tapes to decrease infection 
transmission and cross-contamination to susceptible patients 
and staff. In addition, results from trialing a new mix of tape 
and staff education in a cardiovascular intensive care unit will 
be presented. Baseline and post data will be shared for tape 
contact, microbial counts, staff satisfaction with new mix of 
tapes, and staff education on tape selection, application, and 
removal. Lastly, we will present how we standardized tape 
usage in a cost-effective manner, as the projected additional 
cost for switching to new tapes is only $1,400 annually.  
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A standardized structured approach to improving 
sleep quality in the intensive care unit: SLeeP-MAD
By Vincent H. Mabasa, PharmD, Katherine Suchorowski, BScN, RN, Christine Thomas, BScN, RN, and Gloria Su, 
PharmD

Abstract

Background
Intensive care units (ICUs) are busy places characterized by 
near-constant patient monitoring. Patients often find this envi-
ronment disruptive and report inadequate sleep, as one of the 
most stressful factors of their ICU admission (Beltrami et al., 
2015; Kaplow, 2016). Up to one-half of patients complained 
of sleep disturbances during their ICU stay with such distur-
bances persisting after discharge in approximately 30% of 
patients (Beltrami et al., 2015). Although total sleep time per 
24-hour period reported for ICU patients may average around 
eight hours, sleep patterns are altered; patients spend most 
sleep time in superficial stages (Weinhouse & Schwab, 2006). 
Furthermore, sleep is often fragmented in ICU patients with 
50% of sleep occurring during the daytime (Weinhouse & 
Schwab, 2006). This corroborates the poor sleep quality indi-
cated by many ICU patients.

Improving sleep quality in ICU patients is important, as 
researchers have linked sleep disturbance to various negative 
sequelae. Although no studies apply directly to the ICU context, 
various studies conducted outside the ICU setting have demon-
strated that sleep deprivation can be associated with increased 
cardiovascular morbidity and mortality, decline in respiratory 
status, metabolic disturbances, weakened immune system, 
delirium, and negative mental health outcomes (Beltrami et al., 
2015; Salas & Gamaldo, 2008). These sequelae may complicate 
and prolong ICU patient stay.

Multiple factors may contribute to poor patient sleep quality in 
the ICU: excessive noise and light, frequent monitoring, stim-
ulating/sedating medications, patient assessments, mechanical 
ventilation overnight, and patient disease factors (e.g., obstruc-
tions from respiratory disease or neurological disturbances) 
(Kaplow, 2016). To date, multiple studies have demonstrated 
the efficacy of non-pharmacological measures implemented 

to help improve sleep quality in the ICU setting. These stud-
ies have shown to improve sleep quality and sleep efficiency 
and reduce delirium outcomes (less time spent in delirium 
and reduced incidence of delirium) (Jones & Dawson, 2012; 
Kamdar et al., 2013; Li, Want, Wu, Liang, & Tung, 2011; Patel, 
Baldwin, Bunting, & Laha, 2014).

Nursing practice in the ICU is quite complex due to the high 
acuity of patients and the large number of medications pre-
scribed. While bundled care approaches to sleep quality 
improvement in ICU patients have been previously employed, 
there is no known standardized approach for nurses to follow 
when implementing these sleep interventions (Pisani et al., 
2015). We developed the SLEEP-MAD mnemonic as a stan-
dardized, structured approach for nurses to help improve sleep 
quality in critically ill patients (Table 1).

Improving sleep quality in the intensive care unit (ICU) is 
important, as researchers have linked sleep disturbance to var-
ious negative sequelae. Multiple factors may contribute to poor 
patient sleep quality in the ICU. While bundled care approaches 
to sleep quality improvement in ICU patients have been 
employed, there is no known standardized approach for nurses 
to follow when implementing these sleep interventions. We devel-
oped the SLEEP-MAD mnemonic, as a standardized, structured 
approach for nurses to help improve sleep quality in critically ill 

patients. The SLEEP-MAD mnemonic incorporates a number 
of evidence-informed interventions that nurses can use to help 
improve sleep quality in their patients. The mnemonic is: S for 
sedatives and stimulants, L for lights, E for earplugs, E for envi-
ronment disturbances, P for pain assessment, M for medications, 
A for activity, and D for delirium. 

Key words: critical care, intensive care, sleep, quality 
improvement

Mabasa, V.H., Suchorowski, K., Thomas, C., & Su, G. (2018). A standardized structured approach to improving sleep quality in the intensive care unit: 
SLEEP-MAD. Canadian Journal of Critical Care Nursing, 29(2), 62–64.

Table 1: The SLEEP-MAD mnemonic

S Sedatives and Stimulants

L Lights

E Earplugs

E Environmental disturbances

P Pain assessment

M Medications

A Activity

D Delirium
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Description of SLeeP-MAD
S is for Sedatives and Stimulants
Critically ill patients are routinely prescribed numerous 
medications. Some medications, such as corticosteroids, meth-
ylxanthines, antidepressants, and methylphenidates can act 
as stimulants and cause insomnia, while medications such as 
barbituates, benzodiazepines, antidepressants, antipsychot-
ics can act as sedatives. The timing of administration of these 
medications can alter patients’ sleep cycle and lead to poor 
sleep (Beltrami et al., 2015). Furthermore, abrupt cessation 
of sedatives and withdrawal from various substances such as 
alcohol, nicotine, and sedatives will cause worsening of sleep 
fragmentation (Weinhouse & Schwab, 2006). Familiarity with 
medications that affect sleep is recommended for nurses. 
Ensuring medications are given during the proper time of the 
day and monitoring the effects of targeted therapies for alcohol 
and drug withdrawals may improve patients’ sleep quality.

L is for Lights
Proper lighting level in the ICU can help maintain the patient’s 
circadian rhythm (Pisani et al., 2015). At daytime, it would be 
ideal for the lights to be turned on in the patient’s room and, if 
applicable, curtains remain open to facilitate exposure to natu-
ral light. This practice should be followed regardless of whether 
or not a patient has not slept the previous night to help main-
tain or re-establish his/her sleep wake cycle. At night, light in 
the room and the rest of the ICU should be kept at minimum. 
Eye masks should be considered, as they have been shown to 
increase REM sleep for patients (Pisani et al., 2015).

E is for Earplugs
Noise levels in the ICU have been documented to be as high 
as 80 dB, which can lead to arousal from sleep for the patient 
(Pisani et al., 2015). Noise can be generated from multiple 
sources in the ICU such as bedside alarms, staff conversations, 
mechanical ventilators, telephones and televisions (Pisani et 
al., 2015). Noise is a modifiable risk factor for poor sleep and 
nurses can help patients achieve better quality sleep by reduc-
ing noise by offering their patients earplugs. Earplugs have 
been shown to reduce the risk of delirium (Litton, Carnegie, 
Elliott, & Webb, 2016). Furthermore, nurses can individualize 
bedside monitor alarms to be sensitive towards patient-specific 
clinical markers, rather than generic limits, thereby minimiz-
ing unnecessary noise. Doors to the patient’s room can also be 
partially or fully closed at night to decrease noise levels. Quiet 
times in the unit can also be implemented, and these have been 
demonstrated to reduce noise and increase sleep in patients 
(Pisani et al., 2015).

E is for Environment Disturbances
Routine patient care activities performed during the night pre-
vent the patient from having uninterrupted sleep (Weinhouse 
& Schwab, 2006). These activities include vital sign measure-
ments, repositioning, lab draws, imaging and other bedside 
procedures that contribute to sleep deprivation (Pisani et al., 
2015; Weinhouse & Schwab, 2006). Patients can experience 
up to 60 interruptions nightly related to patient care activities 
(Pisani et al., 2015). Although these activities are necessary 
for the patient’s well-being, nurses can play an active role in 

reducing the times that the patient’s sleep is interrupted. For 
instance, nurses can consolidate the number of staff and family 
visits to the patient’s room overnight and minimize unneces-
sary interruptions during the patient’s normal sleep hours. 
Blood and diagnostic tests, patient assessments and medication 
administration may be consolidated. Further, nurses can try to 
maintain an ideal sleeping environment by minimizing noise 
from alarms and television, and controlling room temperature.

P is for Pain assessment
Pain is commonly encountered in the critically ill patient and 
uncontrolled pain can lead to sleep disturbances (Pisani et al., 
2015). Ideally, a plan for pain is created during patient care 
rounds to identify treatment options for pain. Analgesics, such 
as opioids, are used to help alleviate the pain and play a sig-
nificant role in patient comfort. Nurses can assess whether or 
not the patient is experiencing pain prior to and during sleep 
and may offer pre-emptive analgesia, as needed. It is impera-
tive that the nurse balances the patient’s need for pain relief and 
over-sedation from the analgesics given. Nurses can institute 
preventative measures to reduce agitation and/or pain asso-
ciated with procedures such as endotracheal suctioning and 
repositioning.

M is for Medications
Although sedatives can be given in the ICU setting, as part of 
standard care, some medications causing sedation can worsen 
sleep quality. Benzodiazepines have been shown to increase 
total sleep time. However, this increase is at the cost of pro-
longing abnormal sleep patterns (Pisani et at., 2015). Similarly, 
diprivan (propofol), another common medication used in the 
ICU for sedation, has been shown to suppress REM sleep and 
worsens sleep quality (Pisani et al., 2015). Frequently, these 
agents are discontinued abruptly in the ICU when they are no 
longer needed to maintain sedation targets, which can lead to 
discontinuation syndromes resulting in increased sleep latency, 
rebound REM sleep, and sleep fragmentation. Moreover, use of 
these sedatives, to help improve sleep, can increase the risk of 
delirium, which may also cause disruption to the patient’s nor-
mal sleep-wake cycle. Use of agents such as benzodiazepines, 
opioids, and/or zopiclone to aid sleep should be discouraged 
due to this risk. Rather, non-pharmacological measures should 
be encouraged to promote sleep in the ICU. Abrupt discontinu-
ation of the patient’s usual daily substance or medications when 
admitted into the ICU, such as alcohol, barbituates, and nico-
tine, can also precipitate withdrawal insomnia (Weinhouse & 
Schwab, 2006). Nurses can help identify whether or not patients 
have a history of poor sleep based on their medical history and 
medications used. Risk of withdrawal from the patients’ sleep 
medications from home or substances should be evaluated 
daily during patient care rounds to minimize risk of precipitat-
ing withdrawal symptoms and insomnia.

A is for Activity
Providing routine activities during the day may help criti-
cally ill patients maintain or re-establish sleep/wake cycle. 
Nurses can provide stimulation during the day by turning on 
the television, having volunteers or family members visit, and 
having physiotherapy exercises scheduled. Patients should be 
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encouraged/assisted to mobilize as much as possible and this 
can be achieved by sitting patients in a chair. Also, nurses can 
encourage the patient to stand or walk, if possible. It is import-
ant to collaborate with the physiotherapist in establishing an 
early mobility plan. The need for urinary catheters and com-
pression devices should be reassessed daily, as they can be a 
barrier to mobility. If possible, decrease or prevent the patient 
from napping during the day.

D is for Delirium
Delirium can occur in more than 80% of patients in the ICU 
(Barr et al., 2013). The relationship between sleep depriva-
tion and delirium in the ICU is currently unproven. However, 
because sleep deprivation affects cognitive function, a con-
nection between delirium and sleep deprivation may exist 
(Flannery, Oyler, & Weinhouse, 2016; Pisani et al., 2015). 
Conversely, sleep/wake disturbance can be a sign of delirium 
and should be diagnosed and treated appropriately. Nurses can 
play an active role by performing routine assessments to aid 
with diagnosing delirium using delirium scales and collabo-
rating with physicians and pharmacists in creating a treatment 
plan. Sleep promotion, as part of a delirium prevention strat-
egy, may reduce duration of delirium and decrease length of 
stay (Flannery et al., 2016).

Discussion
The SLEEP-MAD mnemonic is the first published standardized 
structured approach to improving sleep quality in the ICU by 
nursing staff. The mnemonic can be used to help nurses in a 
number of ways. Firstly, the use of a standardized structured 
approach for practice ensures that the essential aspects of care 
are met on a consistent basis. Secondly, the mnemonic provides 
nurses with a stepwise approach in identifying barriers to sleep 
and improving patient’s sleep quality. Finally, the mnemonic 
provides a good teaching tool to nursing students and new staff 

who have little or no ICU experience. This mnemonic allows 
the student to see beyond the complexities of care for a typical 
ICU patient and to focus on improving the quality of sleep of 
their patients. 

Although the SLEEP-MAD mnemonic focuses on sleep-related 
problems in the ICU setting, we believe that it has applicabil-
ity outside the ICU, as well. Research should be conducted to 
assess the influence of the SLEEP-MAD approach on patient 
outcomes. 
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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 that 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 1,000 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 1,000 =  
     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 promotional event hours provided in the year 
is divided by the total number of Chapter members, this num-
ber is then multiplied by 1,000 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 sustained members                      
Total number of chapter members    

X 100 = percentage of 
                   sustained 
                   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 
■■ The Canadian Journal of Critical Care Nursing (excluding 

the Summer Abstract Journal)
■■ Any other peer reviewed journal where the author is affil-

iated with CACCN
• Chapters are responsible for providing:

■■ list of member contributions, together with a copy of the 
chapter newsletter

■■ list of member contributions to the journal or publication 
(full reference) 

Each article = 25 points 

Presentations
• Points will be calculated for chapter members who have 

contributed presentations at local, provincial and national 
CACCN activities.  

• Points will be awarded only once for the presentation, regard-
less of the number of times/venues, at which it is presented.

• Chapters are responsible for providing: 
■■ list of member contributions, together with a copy of the 

brochure or flyer listing the chapter member as a presenter. 

Each Presentation = 25 points 

Committee work
• Points will be calculated for chapter members who have con-

tributed to committee work on behalf of CACCN at the local, 
provincial and national CACCN activities.  

• 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 renewed 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, 
master’s 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 





the CANADIAN JOuRNAL  
OF CRItICAL CARe NuRSING

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

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

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

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

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

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

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

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

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

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

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

• Indicate the primary person to contact 
and address for correspondence

• Provide five key words for indexing.

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

3. Acknowledgements
• Other contributing individuals and 

sources of research funding should 
appear in an 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.

ReFeReNCeS
American Psychological Association. (2010). 

Publication manual of the American 
Psychological  Association  (6 th ed.) . 
Wahington, DC: Author.

Heidan, S., Babor, T.F., De Castro, P., Tort, S., 
& Curno, M. (2016). Sex and gender equity 
in research: Rationale for SAGER guide-
lines and recommended use. Research 
Integrity and Peer Review, 1(2). http://dx.
doi.org/10.1186/s41073-016-0007-6

Revised September 2017
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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 
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