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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

Is anyone listening?

We have a voice, but is anyone listening? I have heard 
that question several times over the last few weeks. 
Are we listening to the needs of our patients, fami-

lies and our colleagues?

If you had told me five years ago, that I would be standing 
in front of 300 registered nurses, my colleagues in nursing, 
acquaintances from across the country and the leadership of 
our CACCN chapters, I would have said that will never hap-
pen. But there I was on September 24, 2018, opening the 34th 
Dynamics of Critical Care™ Conference in Calgary, Alberta. 

Life happens, and we find ourselves being challenged every sin-
gle day that we show up. We face those challenges collectively, 
whether it is high acuity, over capacity, prolonged waiting times 
for transfers out of the intensive Care Units, critical care skill 
maintenance and the list goes on. IS anyone listening to the 
concerns of the team?

I am sure at times you feel discouraged, is anyone listening? We 
lack the energy and the desire to continue in the field that I 
know we all cherish and love. Maybe, we have forgotten why we 
went into nursing in the first place. But you show up to work 
and you begin to realize your value to your patients during 
the worst experience of their lives, or you are a Clinical Nurse 
Specialist reviewing a difficult concept in critical care nursing 
and preparing for presentations, or the manager of multiple 
critical care units, with their unique cultures and demands. The 
constant you face is balancing safe staff levels and the budget, 
ensuring healthy work places for the multi-skilled staff, and 
your ongoing commitment to the patients and families that 
present to the units you manage.

You are a registered nurse and you should be proud of your 
education and the care that you provide your patients, their 
families, mentoring of new staff and teaching students the sub-
tleties of critical care. The art and science of nursing combined. 
Although, our roles are varied across the spectrum, researcher, 
Nurse Practitioners, Clinical Nurse Specialist or bedside clini-
cian, we began our nursing careers for one reason—to make a 
difference, to care for others, to be the one. 

We are all leaders, regardless of your official title. We show up 
to work to care for the patient, to support our colleagues in 
their learning. We review research to provide evidence-based 
practice and excellence in nursing despite the challenges to our 
practice, with little recognition.

The Board of Directors and chapter leadership over the week at 
the Dynamics of Critical Care™ Conference have been and con-
tinue to work on your behalf to provide ongoing opportunities 
for education and networking with other critical care nurses. 
We are listening to the needs of the membership. It is important 
for you to listen to your needs and take time to think and reflect. 
If you have ever thought of adding your voice to the ‘choir’ we 
call the Canadian Association of Critical Care Nurses, I would 
encourage you to engage with your local chapters, serve as an 
executive member of your chapter or, like me, put your name 
forward to sit on the National Board of Directors, and who 
knows where you will land. As one of our chapter executive 
shared with us, “Your vibe attracts your tribe”. Become part of 
our tribe!  

Correction to 
citation 
Please note the following correction to one of the 
authors’ names in the following citation:

Lachance, J., Douville, F., Oliviera, E.M., Dallaire, 
C., Oliviera, H.C., Houle, J., & Gallani, M.C. (2018). 
Cultural adaptation of the Nursing Activities Score 
to the French-Canadian context and reliability eval-
uation. Canadian Journal of Critical Care Nursing, 
29(3), 32–38.

CACCN calendar of events

DAteS tO ReMeMBeR!
Jan 5: Dynamics 2019 Call for Abstracts Submission closes
Jan 10-March 1: Spring CNA Certification Applications opens
Jan. 31: CACCN Educational Award deadline
Feb. 15: CACCN Research Grant Application Deadline
March 23–24: BOD F2F Meeting
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Awards presented at Dynamics 2018—Calgary, AB
The CACCN Awards Ceremony was held on September 25, 
2018, at the Dynamics of Critical Care Conference™ to rec-
ognize and applaud the outstanding accomplishments and 
achievements of our critical care nursing colleagues.

The awards ceremony was hosted by Mélanie Gauthier, Vice-
President/Chair of the Partner Relations Committee. Mélanie 
was assisted during the ceremony by Katherine Bouwmeester, 
President and Sarah Crowe, Treasurer/Director/Co-Chair of 
the Professional Development Committee.

The ceremony offers CACCN the opportunity to recognize 
the accomplishments of our CACCN members and to thank 
our corporate partners for their support and contribution to 
critical care nursing and our fourteen chapters. Without the 
support of our partners, it would be difficult to support the 
awards presented. Thank you to BBraun Medical of Canada, 
Draeger Medical Canada, Philips Healthcare, Sage Products 
and Spacelabs Healthcare for their continued support of the 
CACCN Awards and Recognition program.

As well, the ceremony offers CACCN the opportunity to rec-
ognize and thank the CACCN members who reviewed the 
award applications/nominations. These members reviewed 
the awards requiring adjudication by award rubric: Brenda 
Morgan Leadership Excellence, Canadian ICU Week Spotlight 
Challenge*, Spacelabs Healthcare Innovative Project*, Research 
Grant*, and the Sage Poster Bursary*. Their expertise is invalu-
able to the review process:

Peter Anderst (AB)
Sarah Crowe (BC)
Lissa Currie (MB)
Erinn Guy (NS)
Pam Hruska (AB)
Shirley Marr (ON)
Brenda Morgan (ON)
Paula Price (AB)
Brandi Vanderspank-Wright (ON)
Mat Wenger (AB)
* blind review by award review committees

Sponsored Awards
Chapter of the Year Award

Philips Canada – First Place
• Montréal Chapter

Evelyne Dufresne, Montréal Chapter President, Karine Allard, 
Montréal Chapter Past President, Gerry West, Sales Specialist, 
Philips Canada and Amanda DiFlorio, Montréal Chapter 
Education Coordinator

Draeger Medical Canada – Second Place
• Toronto Chapter

Teresa Robitaille, Toronto Chapter Secretary, Tricia Adams, 
Marketing Manager, Hospital Wide Solutions, Draeger 
Medical Canada, and Ingrid Daley, Toronto Chapter Education 
Coordinator/Past-President

Honourable Mention
• British Columbia Chapter

Thank you to Philips Canada and Draeger Medical Canada for 
their ongoing support of the Chapter of the Year Awards
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Sage Products Poster Bursary
•	 Emily Boorman (recipient) and Caroline Penner, Fort 

Langley, BC
Poster title: Did your patient get their sleep? Improving sleep 
for patients in the adult intensive care unit (ICU).

Brandi Vanderspank-Wright, CACCN Director/Chair, 
Professional Development, Emily Boorman and Katherine 
Bouwmeester, CACCN President

Emily’s poster presented information about a quality improve-
ment project aimed at improving sleep in the adult intensive 
care unit (ICU). Assessment tools to identify sleep disturbance 
were presented. Nursing interventions and environmental 
modifications were also presented as strategies to promote nor-
mal circadian rhythm and reduce sleep disturbances. 

Thank you to Sage Products for their ongoing support of the 
Poster Bursary.

Spacelabs Innovative Project Award
First Place
•	 Susan Bello, Burnaby, BC
Project title: Augmentative and Alternative Communication

Vininder Kour Bains, British Columbia Chapter President, 
accepting on behalf of Susan Bello, Bob Brooks, General 
Manager, Spacelabs Healthcare and Maria Mia Marles, Chapter 
Member 

Second Place
•	 Daniel Milhomme and Frédéric Banville, Lévis, QC
Project title: Clinical Surveillance Processes in Critical Care 
Assisted by Technology: Immersion in the Virtual Intensive 
Care Unit (VICU)

Evelyne Dufresne, Montréal Chapter President, accepting on 
behalf of Daniel Milhomme and Frédéric Banville, and Bob 
Brooks, General Manager, Spacelabs Healthcare

Thank you to Spacelabs Healthcare for their ongoing support of 
the Spacelabs Innovative Project Awards.

CACCN Awards
Brenda Morgan Leadership Excellence Award
•	 Lara Parker, Port Moody, BC
Nominated by: Michelle House-Kokan, Debbi Beukes, Petra 
Davis and Jasmine Yong

Sarah Crowe, CACCN Treasurer/Director/Chair, Professional 
Development Committee, Brenda Morgan, Lara Parker and 
Katherine Bouwmeester, CACCN President

“…Lara is an innovative and visionary leader. The essence 
of “great” leadership is effective management of oneself and 
others in response to a variety of situations, therefore it is 
essential that leaders manage their emotional response to a 
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variety of situations and others’ actions. How staff members 
perceive managers is critical to any organization’s recruitment 
and retention efforts. No matter what a day brings, Lara con-
sistently demonstrates honesty, integrity, and optimism. She is 
an excellent communicator who is receptive to others and who 
is motivational, fair, approachable, and empowering…”  

Canadian Intensive Care Week Spotlight Challenge Award
•	 Karen Dryden-Palmer and the 2018 ICU Week Steering 

Committee, Hospital for Sick Children, Toronto, ON
This year is the 50th anniversary of the Hospital for Sick 
Children critical care program.  Karen and her steering com-
mittee have expanded the scope of their ICU week celebration 
to highlight the history of critical care at Sick Kids, by engaging 
their clinical, research, and education teams to reflect and cel-
ebrate their 50-year legacy of practice, education, and research 
innovation. The committee approached this as an opportu-
nity to reflect on pediatric critical care’s unique contributions 
to child health and family well-being and are pleased to part-
ner with the Canadian Association of Critical Care Nurses 
and others to create and provide a stimulating and informative 
Intensive Care Week agenda.   

education Awards
Fall 2017
•	 Margie Burns, Vernon Bridge, PE 

Educational Program: Doctor of Philosophy – Nursing, 
University of Saskatchewan

•	 Lynne James, Penticton, BC 
Educational Program: Master of Nursing and Master of 
Science in Health Information, University of Victoria

Brandi Vanderspank-Wright, CACCN Director/Chair, 
Professional Development, Vininder Kour Bains, British 
Columbia Chapter President, accepting on behalf of Lynne 
James, Katherine Bouwmeester, CACCN President and Sarah 
Crowe, CACCN Treasurer/Director/Chair, Professional 
Development Committee

Winter 2018
•	 Matthew Douma, Edmonton, AB 

Educational Program:  PhD in Nursing and Health Services, 
University College Dublin 

Brandi Vanderspank-Wright, CACCN Director/Chair, 
Professional Development, Sarah Crowe, CACCN Treasurer/
Director/Chair, Professional Development Committee, Castro 
Arias, Greater Edmonton Chapter President, accepting on 
behalf of Matthew Douma, and Katherine Bouwmeester, 
CACCN President 

Research Grant
•	 Brandi Vanderspank-Wright, Nikolaos Efstathiou, 

Amanda Vandyk   Jesse Delaney, Aimee Sarti and James 
Downar, Ottawa, ON

Research project: Withdrawal of mechanical ventilation at the 
end-of-life in ICU: A systematic review exploring process, pro-
cedures and perceptions of practices

Sarah Crowe, CACCN Treasurer/Director/Chair, Professional 
Development Committee, Brandi Vanderspank-Wright and 
Katherine Bouwmeester, CACCN President
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Dynamics 2018 Poster Awards
Delegate Choice 
•	 Rosetta Antonacci, Elaine Doucette, Lia Sanzone, Annie 

Chevrier, Jamie-Lee Potter, Arzu Bugra, Madeline Spencer 
and Ryan Hendrick, Montréal, QC

Poster title: Stepping Up: Supporting critical care nurses in 
advocating for their patients with a mental health illness in a 
critical care setting

Delegate Choice 
•	 Sherry Campbell and Laurie Mason, Newcastle, ON
Poster title: Blue Butterfly: An Interprofessional approach for 
supporting palliative and withdrawal of life support in critical 
care 

We extend our congratulations to all award recipients and a  
thank you for the continued support of our sponsors.

Dynamics of Critical Care™ Conference 2018 
Sponsors and exhibitors

The CACCN Board of Directors wishes to sincerely thank 
our sponsors and exhibitors for their contributions to 
the Dynamics of Critical Care™ 2018 Conference in 

Calgary, Alberta. The ability to provide quality programming 
during the conference depends upon the support of our spon-
sors and exhibiting companies.

Sponsors
BBraun Medical of Canada
BD Medical/BD Interventional
Canadian Blood Services
Canadian Intensive Care Foundation
Cook Medical
Nihon Kohden
Spacelabs Healthcare

exhibitors
3M Canada
Amico Corporation
Arjo Canada
Baxter Corporation
BBraun Medical of Canada
BD Interventional 
BD Medical

BioSyent Inc.
BOMImed
Canadian Hospital Specialties
Canadian Nurses Association
Canadian Intensive Care Foundation
Dale Medical Products Inc
Draeger Medical Canada Inc
Edwards Life Sciences
Fraser Health
GE Healthcare Canada
HealthMatch BC
Hill-Rom Canada
Indigenous Services Canada
Interior Health
Nestle Health Science
Northern Health
NTHSSA - Stanton Territorial Hospital 
Original Energy
Philips Canada
Sage Prodcuts
Spacelabs Healthcare
Stryker
Zoll Canada

Incoming CACCN Board Members for April 2019 to March 2021
eastern Region 
Angela Foote
Nova Scotia

Western Region
Sarah Crowe
British Columbia
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CACCN Chapter Connections Day 2018

On the day prior to Dynamics, 
the CACCN Board of Directors 
meets with the CACCN Chapter 

Presidents and one additional chapter 
executive member to share information, 
enjoy an educational offering and to 
discuss how the association will move 
forward over the next year. This is a brief 
report of some of the discussions from 
this year’s Chapter Connections Day.

The morning began with an introductory 
exercise to get to know each other. This 
was followed by information for chapters 
relating to the membership fee increase 
of $5.00 effective April 2019, the CACCN 
Code of Conduct Policy (March 2018) 
and a discussion around the CACCN 
Accommodation Policy for Chapter 
Connections Day and the purpose of the 
CACCN/Dynamics room block.

Chapter members participated in a pro-
fessional development session titled 
“Leadership and Emotional Intelligence”, 
which was facilitated by Stephanie Calver 
from Leaping Fox Consulting, Calgary, 
AB. Stephanie’s presentation encom-
passed information on self-awareness, 
listening and values-based leadership 
using the EQ-i 2.0 model.  

Following the educational offering, the 
Board of Directors shared informa-
tion on chapter reporting and advised 
chapters would be required to file an 
annual financial and written report 
only. Additional information was shared 
regarding chapter executive roles/
responsibilities and the importance of 
responding to emails issued by National 
Office and the Board Chapter Liaisons.

Kathy Bouwmeester, President, CACCN, 
provided an interactive presentation on 
how to hold an Annual General Meeting, 
which stimulated a lot of discussion with 
the attendees. Additional information will 
be shared with the chapters.

National Reports
Professional Development Committee
The professional development commit-
tee reminded chapters of the two position 
statements prepared and approved in 
2018: Health Work Environments and 
Patient and Family Centered Care. 

Additional statements are being consid-
ered including a review of staffing.

Member Relations Committee
The chair of the committee provided a 
video welcome to the attendees. National 
Office also advised of the Social Media 
Policy prepared and approved to ensure 
our online presence is above reproach. 
As well, CACCN has implemented the 
new database for members in keeping 
with our goal of a fully integrated mem-
bership/conference module. Reports 
will be a bit slow until we determine the 
best format to share the information 
with chapters.  CACCN is also work-
ing towards a new, fresh website. After 
reviewing several proposals, a provider 
has been selected and the new site should 
be in place by early spring.

Conference Education and Evaluation 
Committee/Local Operations 
Committee
The Conference Advisory Committee 
has undergone a structural change to 
streamline the committee’s activities and 
has a new name. The committee will be 
known as the Conference Education and 
Evaluation Committee. The local plan-
ning committee has been renamed the 
Local Operations Committee, as they are 
primarily responsible for the operations 
at the conference.

Dynamics 2019 will be held in Halifax 
at the new convention Centre. Hotel 
accommodation will be at the Delta 
Barrington/Halifax.

As in the past, chapter executive was 
requested to assist with room monitor-
ing at the Dynamics 2018 conference. 
Information was shared with the chap-
ters on their roles/responsibilities. 

Partner Relations Committee
An update  on Choosing Wisely 
Canada—Critical Care List was provided 
for the attendees. The list should be avail-
able in spring 2019.

Information was also provided on the 
Canadian Nurses Association bien-
nial held in May 2018. At that meeting, 
CNA voted to grant membership to 
LPS/RNAs. This information has been 
reviewed by the Board of Directors and 
should not affect the association.

An ad hoc committee has been working 
on the review and revision of some of the 
CACCN Awards. This information will be 
reviewed and approved by the Board of 
Directors prior to the end of the year and 
should be available early in the new year.

Environmental Scan 
Each year, the BOD requests chap-
ters come to Chapter Connections Day 
prepared with information on what is 
happening nationally. These trends will 
inform CACCN. Some information from 
the environmental scan included:
• Role of APNs in Critical Care
• Role of CACCN – promotion of APN 

role + building capacity/working with 
partners to promote the APN role

• Management & leadership not nurses 
(Generic management, leadership)
■■ Having to justify roles (i.e., APN, 

NP, CNS)
■■ Building capacity with the medi-

cal group as partners (not as “allied 
health”) = equal partners at the table

■■ Cuts across nursing roles – roles not 
being filled/replaced

• Loss of nursing voice (also due to 
generic management/lack of nursing 
leadership)

Chapter Leadership
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• Restructuring/changing models of care
• Increased time spent in orientation
• Need for nursing support
• Outreach
• Tele-ICU, remote ICU
• Virtual rounding
• AI and physiological monitoring
• ICU Survivorship
• Complexity in CC – chronically 

ventilated
• Nursing engagement with broader 

issues
• Interprofessional collaboration (not 

truly actualized)
• Particularly around GoC/advanced 

care planning
• Research – critical care nursing 

research is lacking
• Links between high acuity nurses and 

critical care (defining competencies, 

roles) (should high acuity be under the 
umbrella of critical care?)

• Technology & critical care (AI in the 
ICU)

• Floating (solutions, training)
• ICU being used as primary care 

environment 
• Models of Care
• Critical Care Nursing Workforce
• Advanced Care Planning

Chapter Liaisons 
The Board reinstated chapter liaisons 
over the past year. This is an important 
role as the Board needs to know what is 
going on and needs to offer support to 
the Chapters. The Board provided pro-
tected time for the chapter liaisons to 
meet with their chapter leadership.

Chapter of the Year 2017–2018
Congratulations to Montréal Chapter, 
Chapter of the Year! They are the recip-
ients of a $1,000 award and plaque from 
Philips Canada. Congratulations to 
Toronto Chapter, second place recipi-
ent. They are recipients of a $500 award 
and plaque from Draeger Medical 
Canada. Honourable mention to British 
Columbia Chapter for their excellent 
year! Congratulations were offered to all 
chapters for their leadership and educa-
tional offering for our members.

On behalf of the CACCN Board of 
Directors, thank you to our chapter leaders 
for attending Chapter Connections Day!  

Respectfully submitted,
Christine Halfkenny-Zellas, P.Mgr., CIM
COO, CACCN

Membership Recruitment Referral 
Draw Recipients
Congratulations to the following CACCN members 
who received a complimentary one-year membership 
($75 value) for their member referral(s)*—Q2–July 1 to 
September 30, 2018:

• Jessica Pillman, Red Deer, AB
• Carla Unrau, St. Andrew’s, MB

* 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 online

Visit us on Facebook for 
updated information!

Follow us on 
twitter: @CACCN1

Visit us at  
www.caccn.ca

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

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

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

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







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

 

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: Southern Alberta CACCN Members
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Is that for blood pressure or sedation? Increasing 
awareness of alpha-2 agonists in ICu
By Cecilia Baylon, MN, RN, CNCC(C) and Sarah Desrosiers, MSN, RN

Clinical highlights:
1. Alpha-2 agonists use is increasing in the ICU setting and it 

is important to understand the pharmacology, therapeutic 
and non-therapeutic effects of these medications.

2. IV Dexmedetomidine and oral clonidine are the two most 
common alpha-2 agonists used.

3. Dexmedetomidine and clonidine are used in the ICU for 
sedation of mechanically ventilated patients and delirium 
management in non-ventilated patients.

4. Oral clonidine can be used as a method to wean from IV 
Dexmedetomidine that would maintain the benefits of 
alpha-2 agonists.

With the increasing awareness and diagnosis of delir-
ium in the intensive critical units (ICU), nurses 
need to have an appreciation of the current treat-

ment options that are available. One of these options is the use 
of alpha-2 agonists, a unique classification of medication that 
have a diverse array of effects. We will discuss the pharmaco-
dynamics of alpha-2 agonists, current medications and their 
clinical indications, with an additional focus on how alpha-2 
agonists are used in the management of delirium among ICU 
patients. 

To create a firm understanding of how alpha-2 agonists work, 
we will review common pharmacological terminology, along 
with its effects on the autonomic nervous system. Following 
this review, discussion will focus on two specific alpha-2 agonist 
medications, clonidine and dexmedetomidine, their clinical 
indications, and current use in the ICU setting. The overall goal 
is to increase critical care nurses’ awareness of alpha-2 agonist 
medication use in the critical care setting.

Physiology and pharmacodynamics of 
adrenoreceptor agonists
To understand alpha-2 agonists better, it is important to look 
at their effect within the autonomic nervous system (ANS). 
The ANS consists of two parts: the sympathetic nervous sys-
tem (SNS) and the parasympathetic nervous system (PNS). 
The SNS mediates the reaction to either “fight or flight”. When 
stimulated, the SNS sends out endogenous catecholamines, nor-
epinephrine (NE) and epinephrine (E), which attach to alpha 
and beta adrenoreceptors. When these receptors are stimu-
lated, some of the effects include increased heart rate, increased 
contractility, increased blood pressure, and decreased blood 
flow to non-essential organs (Clayton & Willihnganz, 2013). 
When the SNS is no longer required, the body goes to a time 
of “rest and digest” when the PNS kicks in. When the PNS is 
stimulated, acetylcholine is released and attaches to cholinergic 
receptors, which results in vasodilation, decreased heart rate, 
and increased blood flow to areas such as the gastrointestinal 
tract, kidneys and skin (Clayton & Willihnganz, 2013). 

Pattern of neurotransmission
As part of a basic overview of the ANS, we will discuss some 
of the pharmacological and physiological terms that relate to 
the clinical use of medications and more specifically alpha-2 
agonists. To try to simplify our review of the ANS, we have 
defined noteworthy patterns within the ANS. The basic unit 
of receptor stimulation involves a nerve ending (pre-synapse), 
a synaptic space, and the post-synaptic terminal connected to 
an organ (Figure 1). Neurotransmitters are released from the 
nerve ending into the synaptic space and then attach to the 
post-synaptic receptors on the organ surface (Figure 2). The 

The use of two alpha-2 agonist drugs, clonidine and dexmedeto-
midine, is increasing in the management of critically ill patients. 
Clonidine is typically indicated for the management of hyper-
tension while dexmedetomidine is administered to patients for 
short-term sedation. When clonidine is given in conjunction with 
dexmedetomidine, it takes on the role of delirium management 
in the intensive care unit, which is different from its original indi-
cation. This role diversity confounds our understanding of their 
functions and benefits, compared to drugs that act on alpha-1 
and beta receptors, which have well-defined hemodynamic effects 
(Philipp, Brede, & Hein, 2002). The use of clonidine for sedative 
purposes in mechanically ventilated patients (Gillison, Fairbairn, 
McDonald, Zvonar, & Cardinal, 2004) asks us to rethink the 

function and use of this drug. It also shifts our overall under-
standing of alpha-2 agonists, as we see that their function cannot 
be fully understood in terms of their action on the receptors, par-
ticularly when compared to drugs that act on alpha-1 and beta 
receptors. An exploration of the pharmacokinetics of alpha-2 ago-
nists (Golan, Tashjian, Armstrong & Armstrong, 2012; Nguyen, 
Tiemann, Park, & Salehi, 2017) will be done in this discussion in 
comparison with other adrenoreceptor drugs. Current literature 
is reviewed to identify how alpha-2 agonist medications are used 
in critical care nursing practice.

Key words: Alpha-2 agonists, clonidine, dexmedetomidine, 
sedation, delirium
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result is the propagation of a stimulus. This is the first pattern of 
neurotransmission (Pattern #1): a transmission is propagated 
from the presynaptic terminal through to the post-synaptic ter-
minal. These post-synaptic receptors are usually specific to a 
particular neurotransmitter. Adrenoreceptors are stimulated by 
NE and E, while cholinergic receptors are stimulated by ace-
tylcholine (Clayton & Willihnganz, 2013). As an example, the 
heart has receptors in the myocardium that are mediated by 
NE and E that increase heart rate and strength of myocardial 
contraction, while the vagus nerve has parasympathetic fibres 
that innervate areas in the heart resulting in slowing the heart 
rate and decreasing the strength of myocardial contractions. In 
the ANS, this usual pattern generally describes neurotransmis-
sion of alpha-1, beta 1 and 2 adrenoreceptors and cholinergic 
receptors. 

Pattern of nomenclature
Agonist versus antagonist. These two terms, which are fre-
quently used in pharmacological nomenclature, describe how 
a medication works in comparison to its endogenous neu-
rotransmitter. A medication is described as an agonist when 
it acts similar to an endogenous neurotransmitter (Clayton & 
Willihnganz, 2013). For example, the medication Levophed 
acts like the catecholamine norepinephrine by causing vaso-
constriction. An antagonist does the opposite; it blocks the 
endogenous substance from attaching to the receptors (Clayton 
& Willihnganz, 2013). As an example, beta-blockers, such as 

metoprolol and bisoprolol, block the stimulation of beta-recep-
tors, therefore decreasing heart rate and contractility. 

Sympathomimetic versus sympatholytic. Sympathomimetics 
are a group of medications that include direct-acting or indi-
rect-acting agents that mimic the effects of endogenous 
catecholamines. Agonists are direct-acting agents that fall in 
this group. Indirect-acting drugs, such as ephedrine, which 
increases the activity of endogenous norepinephrine, are also 
included in this group. Sympatholytics are medications that 
block the synthesis or action of endogenous catecholamines 
(Clayton & Willihnganz, 2013). Thus, beta-blockers, as antag-
onists, fall under this group. A second pattern (#2) is created 
from the comparison of these terms. Drugs acting on adreno-
receptors generally are either an agonist/sympathomimetic or 
an antagonist/sympatholytic, each of which provide a singular 
type of function.

Pattern of Adrenoreceptors types
Focusing on the SNS, there are two main types of adrenore-
ceptors: alpha and beta. Alpha-receptors further divide into 
alpha-1 and alpha-2 types (Calzada & De Artiñano, 2001). 
Beta receptors are also divided into beta-1, beta-2, and beta 3 
types (Philipp, Brede, & Hein, 2002). Beta-3 receptors specifi-
cally mediate lipolysis in the adipose tissue and, thus, are not 
relevant to this discussion. As well, we will not be exploring 
cholinergic receptors, as they do not have a significant impact 
in the discussion of alpha-2 agonists. 

The actions of alpha-1, beta-1 and beta-2 adrenoreceptors are 
commonly understood in the critical care setting in compar-
ison to those of alpha-2 adrenoreceptors. For this reason, we 
will review the first three types of receptors, prior to explor-
ing alpha-2 agonists. Beta-1 receptors are mainly found in the 
heart. Think of beta-1 = one heart for easy recall. Beta-1 stim-
ulation leads to increased heart rate, speed of conduction and 
contractility. Beta-2 receptors, on the other hand, are mainly 
found in the lungs and legs. Think of beta-2 = two lungs and 
two legs for easy recall. Beta-2 stimulation in the lungs results 
in bronchodilation, increased tidal volumes and respiratory 
rate, while it causes vasodilation in the large muscle of the legs. 
Alpha-1 stimulation leads to vasoconstriction of blood vessels 
to non-essential organ (i.e., kidneys, gastrointestinal system, 
and skin) (Clayton & Willihnganz, 2013). These receptor-stim-
ulus relationships, whose functions are fixed and invariable is 
our third pattern. Pattern #3 reveals the homogeneity in the 
functions of alpha-1 and beta adrenoreceptors (see Table 1).

Alpha-2 adrenoreceptor
From the review of alpha-1 and beta adrenoreceptors, our dis-
cussion of alpha-2 receptors will contrast the three patterns 
described above. Let us first look at pattern #1 and the propaga-
tion of stimulus in neurotransmission.

On release of neurotransmitters from the pre-synaptic ending, 
the usual pattern of neurotransmission occurs with alpha-2 
receptors. However, in addition to post-synaptic receptors, 
alpha-2 receptors are also found in the pre-synaptic terminal 
(Figure 3). With the release of neurotransmitters (i.e., NE), NE 

Figure 1: Release of Norepinephrine from the Pre-Synapse

Figure 2: Attachment of Norepinephrine to Post-Synapse 
and Stimulus Propagation
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moves from the pre-synapse to the post-synaptic receptors, 
but some of the NE attaches to the presynaptic receptors. This 
form of neurotransmission results in the inhibition of further 
catecholamine release, thus creating a negative feedback loop 
(Figure 4) (Giovannitti, Thoms, & Crawford, 2015; Philipp, 
Brede, & Hein, 2002). This loop results in the reduction of sym-
pathetic activity. This pattern is unique to alpha-2 receptors.

Because of this negative feedback loop, alpha-2 receptors are 
called autoreceptors as they inhibit the release of their own 
neurotransmitter (Philipp et al., 2002). This negative feedback 
loop would explain the vasoconstriction that initially happens 
with the administration of alpha-2 agonists and then the vaso-
dilation that follows.

The next pattern that alpha-2 receptors do not conform to is 
that, because of their negative feedback loop, these medications 

function as sympatholytics (Golan et al., 2012) even though 
they are classified as agonists (similar to endogenous 
neurotransmitter).

Alpha-2 receptors are mainly found in the central nervous sys-
tem (CNS) with some receptor sites found in the periphery 
(Gertler, Brown, Mitchell, & Silvius, 2001; Nguyen et al., 2017; 
Pichot, Ghignone, & Quintin, 2012). Alpha 2 receptor sites in 
the CNS are found in the pons, medulla and the spinal cord.

The locus coeruleus in the pons is responsible for maintain-
ing vigilance. Alpha-2 stimulation of this area leads to sedative 
effects and decreased vigilance due to the inhibition of sym-
pathetic activity. This causes a sleep-like state in the patient, 
but still easily rouseable (Nguyen et al., 2017; Pichot et al., 
2012). The locus coeruleus also sends signals to reticulospinal 
tracts in the spinal cord, which can induce an analgesic effect 
(Jamadarkhana & Gopal, 2010).

Another area for alpha-2 receptors is the medullary motor cen-
tre, which contains the intermediolateral cell column (IML) 
and the nucleus ambiguus (NA). The IML, under sympathetic 
transmission, controls blood pressure, heart rate and cardiac 
output, while the NA controls the parasympathetic fibres to 
the heart and blood vessels. When the IML is stimulated, it 
inhibits the sympathetic activity resulting in peripheral vasodi-
lation and a decrease in heart rate, blood pressure and cardiac 
output. When receptors in the nucleus ambiguus are stimu-
lated, the parasympathetic fibers propagates stimuli resulting 
in a decreased heart rate and blood pressure, which has the 
same final effect as the IML (Nguyen et al, 2017; Pichot et al., 
2012). When putting both together, there is a doubled effect of 
decreased heart rate and blood pressure. 

Alpha-2 receptors are also situated in the pre- and post-synap-
tic receptors in the spinal cord. When these are stimulated, they 
cause an analgesic effect. Alpha-2 agonists can also inhibit the 
release of P substance, which is formed in the horn of the spi-
nal cord (Jamadarkhana & Gopal, 2010; Nguyen et al., 2017). 
P substance induces inflammation and the inhibition of P sub-
stance assists in the analgesic properties of alpha-2 agonists. 
Just by looking at the CNS, alpha-2 agonist functions are mixed 
and multiple: sedation, analgesia, initial vasoconstriction and 
then vasodilation.  This heterogeneity of functions of alpha-2 
agonists differ from the main adrenoreceptors of alpha 1, beta 1 
and Beta 2 (see Table 2).

Figure 4: Negative Feedback Loop of Alpha-2 
Adrenoreceptors

Figure 3: Alpha-2 Receptor Locations in Pre-Synapse and 
Post-Synapse

Table 1: Usual Patterns of Alpha-1 and Beta 
Adrenoreceptors

1. Propagation of a stimulus (neurotransmission) is mediated 
by a neurotransmitter released from the pre-synapse to the 
post-synaptic effector organ.

2. Drugs affecting these adrenoreceptors can act as either an 
agonist/sympathomimetic or antagonist/sympatholytic.

3. Alpha-1 and beta adrenoreceptors are homogeneous in 
their functions.

Table 2: Unique Patterns of Alpha-2 Adrenoreceptors

1. Usual neurotransmission pathway is followed by a negative 
feedback loop through pre-synaptic receptors resulting in 
decreased sympathetic activity.

2. Alpha 2 agonist medications act as agonists and 
sympathomimetics but are also sympatholytics.

3. Alpha-2 adrenoreceptors have heterogeneous 
functionality.



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

Alpha-2 agonists: dexmedetomidine and 
clonidine 
Clinical application 
Alpha-2 receptors are agonists that follow unique patterns. 
They are autoreceptors, sympathomimetics and sympatholy-
tics, have heterogeneous functionality, and can stimulate the 
parasympathetic nervous system. Now that we have an under-
standing of how alpha-2 receptors work, let us now explore 
alpha-2 agonist medications’ clinical applications and current 
uses focusing on the two most common alpha-2 agonist medi-
cations: clonidine and dexmedetomidine.

Clonidine. Initially prescribed as a nasal decongestant, clon-
idine was found to be a centrally acting antihypertensive 
medication. Currently, it is a second-line antihypertensive. 
Clonidine also decreases heart rate, and afterload, while main-
taining cardiac output (Jamadarkhana & Gopal, 2010; Nguyen 
et al., 2017; Philipp et al., 2002). 

In 1978, clonidine was found to create a neurolptanalgesic state 
(i.e., a quiet, altered awareness with analgesia) and in 1989, it 
was used to treat sympathetic over-activity caused by tetanus in 
German ICUs (Jamadarkhana & Gopal, 2010). The CNS effects 
of prolonged clonidine use showed that the sedative effects 
only lasted four to six weeks (Jamadarkhana & Gopal, 2010). 
Current clinical applications of clonidine include anesthetic 
induction, especially in pediatric patients (Swami, Keniya, 
Ladi, & Rao, 2012), as an anxiolytic to support minimally 
invasive and day surgeries (Kapse & Bhalerao, 2016) and as a 
second-line support for repeated alcohol and opiate withdrawal 
symptoms (Jamadarkhana & Gopal, 2010). Additionally, clon-
idine acts as an analgesia adjuvant and improves the effects of 
opioid and non-opioid analgesics, even reducing opioid doses 
(opioid-sparing effect) (Gillison et al., 2004). Lastly, clonidine 
has an off-label use to decrease peri-menopausal hot flashes 
(Jamadarkhana & Gopal, 2010). 

The effect of clonidine on the respiratory system is related to its 
effect on the CNS. When used as a sedative agent, it causes min-
imal respiratory depression, and has minimal effects on PaCO2 
and SpO2. This combination of effects makes clonidine useful 
in increasing patients’ tolerance to mechanical ventilation and 
in weaning patients from mechanical ventilation as it supports 
spontaneous breathing (Jamadarkhana & Gopal, 2010; Nguyen 
et al., 2017; Pichot et al., 2012).

Clonidine also has effects on the renal, metabolic and the endo-
crine systems, but there are no significant clinical indicators 
for its use in these systems. An awareness of these effects can 
explain some of the side effects of use. Clonidine decreases 
renovascular resistance, which causes an increase in diure-
sis and a decrease in plasma catecholamine and renin activity. 
Clonidine also can cause an increase in blood sugar due to 
alpha-adrenergic stimulation (Jamadarkhana & Gopal, 2010; 
Nguyen et al., 2017). 

Other common side effects that are associated with clonidine 
include dry mouth and eyes, dose-related sedation, depression, 
and withdrawal phenomenon. This withdrawal phenomenon 
can cause significant rebound hypertension and tachycardia 

when clonidine is suddenly withdrawn. It is important to 
ensure that clonidine is tapered instead of stopped sud-
denly to avoid withdrawal phenomenon. Clonidine in high 
doses can also cause constipation, and pseudo-obstruction 
(Ogilvie’s syndrome) (Jamadarkhana & Gopal, 2010; Nguyen 
et al., 2017).

Currently, clonidine in Canada is only available as oral tablets 
(PO), which are readily available and cheap (CAD$ 0.18/tab-
let). It comes in 0.025 mg, 0.1 mg and 0.2 mg tablets. The PO 
route, is rapidly and well-absorbed from the gastrointestinal 
tract. Clonidine is lipid-soluble and excreted by the kidneys and 
liver. Peak action is 60-90 minutes and its elimination half-life 
is 8.5 hours (Jamadarkhana & Gopal, 2010; Rowe & Fletcher, 
2008). In Europe and Southeast Asia, however, clonidine is also 
available in intravenous, epidural, intrathecal, intramuscular, 
transdermal and nebulized routes. 

Dexmedetomidine. The other commonly available alpha-2 
agonist in Canada, this drug was first used in 2009 as a 
short-term sedative agent, primarily in post-operative areas 
and its use was limited to less than 24 hours (Kanji, 2013). 
It creates a level of sedation where the patient is asleep, but 
is easily rouseable. Dexmedetomidine affects alpha-2 recep-
tors with eight times more specificity than clonidine (Jakob 
et al., 2012; Srivastasva et al., 2014) resulting in dexmedeto-
midine being the primary choice over clonidine for sedation. 
Research (Nguyen et al., 2017) shows that dexmedetomidine 
causes less delirium and cognitive disturbances than benzodi-
azepines. When used as a sedative, its effect on the respiratory 
system includes a mild increase in arterial PaCO2 and a mild 
decrease in minute ventilation that allows for faster weaning 
from the ventilator and decreased time to extubation (Nguyen 
et al., 2017). 

Potential side effects of dexmedetomidine include signifi-
cant bradycardia and vasodilatory hypotension related to 
the inhibition of sympathetic activity caused by the negative 
feedback loop of alpha-2 agonists (Nguyen et al., 2017). The 
vasodilatory hypotension is especially noticeable in low-pre-
load states or patients with pre-existing bradyarrhythmias 
and significant heart blocks (Nguyen et al., 2017; Pichot et al., 
2012). When giving a loading dose or a rapid bolus, there is 
also potential for an initial hypertensive state, caused by the 
initial sympathetic activity of alpha-2 post-synaptic receptors 
(Nguyen et al., 2017). Other side effects of dexmedetomidine 
include nausea, atrial fibrillation and hypoxia (Gertler et al., 
2001). 

Dexmedetomidine is only available in intravenous form. 
It can be given as a loading dose of 1 mcg/kg over 10 min-
utes and then maintenance infusion is 0.2 to 0.7 mcg/kg/hr. 
Literature review and anecdotal reports suggest that the load-
ing dose should not be given, as it can cause significant side 
effects including both hypertension, hypotension, and bra-
dycardia. Based on current clinical practice, a maintenance 
infusion is usually initiated instead of a loading dose in the 
majority of patients, which causes less side effects. The onset 
of action of dexmedetomidine is approximately 15 minutes 
with a two- to three-hour half-life in patients with normal 
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liver function; it is metabolized in the liver and excreted 
via the kidneys (Kanji, 2013; Rowe & Fletcher, 2008). The 
negative factor in the use of dexmedetomidine is its cost: 
approximately CAD $551 per day versus midazolam CAD 
$44 per day (Lachaine & Beauchemin, 2012). 

Current use in the critical care setting
The current use of alpha-2 agonists is in the provi-
sion of sedation for mechanically ventilated patients 
who need greater than 24 hours of sedation (Riker et al., 
2009). Dexmedetomidine is beneficial during weaning 
from mechanical ventilation, as it preserves respiratory 
drive, and for procedural sedation, as it wears off quickly 
(Jamadarkhana & Gopal, 2010; Nguyen et al., 2017). Chen 
et al. (2015) in their meta-analysis noted that dexmedeto-
midine decreased the duration of mechanical ventilation by 
22% and length of stay by 14%, but had minimal impact on 
overall mortality. However, all of the studies included in this 
meta-analysis had low quality evidence. Jakob et al. (2012) 
concluded that dexmedetomidine was at par with midaz-
olam and propofol for sedation, as it reduced the duration 
of mechanical ventilation. Other researchers did a cost com-
parison of dexmedetomidine with other drugs. Lachaine and 
Beauchemin (2012) compared the overall costs of dexme-
detomidine to midazolam. The general financial costs were 
similar (dexmedetomidine CAD $7,022 versus midazolam 
CAD $7,680); the main differences between the two were 
the cost of the medication itself (dexmedetomidine CAD 
$1,929.57 versus midazolam CAD $180.00), and the lower 
cost of dexmedetomidine in relation to both mechanical 
ventilation and delirium (midazolam CAD $ 7,459 versus 
dexmedetomidine CAD $5,065). The decreased cost for ven-
tilator days and delirium assisted in equalizing the overall 
costs between dexmedetomidine and midazolam.

Since its introduction, the clinical indications of dexme-
detomidine have increased. It is currently used to manage 
delirious patients in the ICU who are not mechanically ven-
tilated. Dexmedetomidine reduces the restlessness of the 
delirious patient while maintaining their respiratory function, 
and the need for benzodiazepines and opioids are reduced, as 
well (Kanji, 2013; Nguyen et al., 2017). However, there is mini-
mal research on using dexmedetomidine as a primary medical 
management of delirium in the critical care setting. Mainly 
because of its cost, dexmedetomidine is still a second choice 
after benzodiazepines (e.g., lorazepam) and neuroleptic drugs 
(e.g., haloperidol and methotrimeprazine) in managing deliri-
ous patients (Rowe & Fletcher, 2008).

A retrospective analysis of clonidine use in a Canadian ICU 
(Gillison et al., 2004) showed its indications were for pain or 
sedation or both. Its use was mostly as an adjuvant. Currently, 
where it is most often seen is in the transitioning of parenteral 
dexmedetomidine to oral clonidine. Gagnon et al. (2015) and 
Terry, Blum and Sumitra (2015) performed small observational 
studies which showed that transitioning from dexmedeto-
midine to oral clonidine was a safe and effective method to 
maintain alpha-2 agonist therapy in patients. RASS goals and 
hemodynamic stability were common endpoints in both stud-
ies, but there was no uniformity in dosing. The researchers 
concluded that when transitioning, clonidine was not as effec-
tive as an analgesic, so it was important to increase doses of 
opioid and non-opioid analgesics. The cost benefits were also 
significant as a vial of dexmedetomidine (2 ml concentrate) 
currently is approximately CAD $43.29 (Precedex Product 
Monograph) whereas one 0.1 mcg tablet of clonidine costs 
CAD $0.25. 

Conclusion
The pharmacodynamics of alpha-2 agonists are unique com-
pared to other adrenoreceptors. Their multiple actions on 
different CNS sites reflect a wide variety of clinical uses. In 
the critical care setting, the indications include the provision 
of sedation in mechanically ventilated patients and the man-
agement of delirium. While the original pharmaceutical use 
for clonidine was as a centrally acting hypertensive agent, you 
may now see it used to transition from dexmedetomidine to 
maintain sedation and decrease delirium. Knowing there has 
been increasing use of alpha-2 agonists, this article will help 
create a more comprehensive understanding of the effects 
of alpha-2 agonists and their current clinical indications. 
So, next time you are about to administer clonidine to your 
patient with delirium, ask yourself: Is this for blood pressure 
or sedation? 
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Abstract

Background

About 33% of patients hospitalized in intensive care 
units (ICUs) receive mechanical ventilation (MV) as 
part of their treatment (Canadian Institute for Health 

Information, 2016). Drugs used during MV result in prolonged 
immobility (Schweickert & Kress, 2011), which is associ-
ated with a higher risk of delirium (Zaal & Slooter, 2012) and 
intensive care unit-acquired weakness (ICUAW) (Walsh, Batt, 
Herridge, & Dos Santos, 2014), leading to long-term physical, 
psychological, cognitive and functional disabilities (Brummel 
et al., 2015; Desai, Law, & Needham, 2011; Fan et al., 2014). 
Early mobilization (EM) is recommended to minimize these 
complications (Barr et al., 2013; Bein et al., 2015; Berry et al., 
2014). Many studies highlight the feasibility and safety of EM 
for mechanically ventilated patients (Nydahl, Ewers, & Brodda, 
2014a), and its potential for shortening the duration of delir-
ium, MV and the length of hospital stays (Adler & Malone, 
2012; Kayambu, Boots, & Paratz, 2013; Needham et al., 2010; 
Schweickert et al., 2009). 

The constant presence of nurses at the patient’s bedside, along 
with their knowledge, skills and scope of practice, enables them 
to play a key role in the initiation and performance of EM inter-
ventions, thereby enhancing patient safety and the quality of 
care. However, the provision of EM in the ICU is still not wide-
spread (Bakhru, McWilliams, Wiebe, Spuhler, & Schweickert, 

2016; Berney et al., 2014; Hodgson et al., 2015; Nydahl et al., 
2014b), and nursing practices, though not well documented, 
appear to vary widely (Amidei, 2012). To our knowledge, until 
our study, no empirical research had been done on nursing 
practices with regard to EM of mechanically ventilated patients 
in Quebec ICUs, and factors associated with EM practices have 
yet to be confirmed in this setting.

Purpose
We set out to describe the current practices of Quebec ICU 
nurses regarding EM of mechanically ventilated patients and of 
potential influencing factors.

Method
Design. A prospective cross-sectional study design was 
chosen to gather data using an online survey created with 
the LimeSurvey platform (LimeSurvey GmbH, Hamburg, 
Germany).

Sampling and eligibility criteria. The target population 
(n=2,937) consisted of nurses working in adult ICUs in Quebec 
public hospitals. Convenience sampling was done using a list 
of active members of the Ordre des infirmières et infirmiers du 
Québec (OIIQ) (Quebec order of nurses) who had consented 
to be contacted for research purposes. To be eligible for the 
survey, nurses had to be practising in an adult ICU, caring for 

Background: Early mobilization (EM) of mechanically venti-
lated patients in intensive care units (ICUs) is recommended to 
prevent complications associated with long-term physical, psy-
chological, cognitive and functional disabilities, such as delirium 
and intensive care unit-acquired weakness (ICUAW). However, 
nursing practices vary significantly with regard to EM, and are 
poorly documented in Quebec. 

Goal: Describe current nursing practice around EM of mechani-
cally ventilated patients in Quebec ICUs and potential influencing 
factors. 

Method: A cross-sectional electronic survey of nurses working 
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excellent content validity. Survey administration followed the 
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tilated patients and had performed EM interventions with such 
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mechanically ventilated patients, be registered members of the 
OIIQ for 2015-2016, and have a mastery of written French.

Survey. A questionnaire was designed based on the current 
body of evidence regarding EM in the ICU. The preparation 
and administration stages were guided by the process set out by 
Dillman, Smyth and Christian (2014). The questions cover the 
EM practice setting, relevant nursing activities (mobilization 
assessments and EM interventions), the knowledge and beliefs 
of the respondents, and perceived barriers to EM. For purposes 
of comparison, some of the questions were inspired by another 
study, concerning EM by physiotherapists and physicians in 
Canada (Koo et al., 2016). The questionnaire was reviewed for 
clarity and relevance by experts in the field, comprising three 
clinical nurses in a university hospital, a physiotherapist with 
expertise in EM, and a university professor in nursing sciences. 
Content validity indices (CVIs) ranging from 0.92 to 0.94, val-
ues considered excellent by both Fleiss (1981) and Cicchetti 
and Sparrow (1981), were calculated using the method pro-
posed by Polit and Beck (2016). Finally, pretesting was done 
by a subgroup of the target population (n=8) to verify that the 
questionnaire was feasible and comprehendible.

Data collection. Each potential participant received a per-
sonalized email invitation with the URL of the online survey. 
Reminder emails were sent to non-respondents on day 6, 13, 21 
and 27. Data collection took place over the month of April 2016. 
Respondents were informed that returning a completed ques-
tionnaire would signify their consent, and were assured that 
their participation would remain anonymous. Ethics approval 
was granted by the Research Ethics Committee of the CIUSSS 
de l’Estrie – Centre hospitalier universitaire de Sherbrooke.

Data analysis. Data coding was done using LimeSurvey and 
verified by the authors. Data analysis was done using SPSS 
(Version 23, IBM Corp, 2014). The results are reported using 
descriptive statistics (frequencies, percentages).

Results
Participant characteristics. Predicting a low response rate, 
the invitation email was sent to all 820 nurses from the target 
population who had consented to be contacted for research 
purposes. A total of 237 questionnaires were completed, for a 
response rate of 29%. Table 1 presents sociodemographic data 
and the organizational features of the workplaces concerned. 
Most of the respondents were female, 34 or younger (52%), and 
worked in surgical and medical ICUs. Some also worked in cor-
onary (25%), trauma (19%), neurological (19%) and burn units 
(6%). Half worked in an ICU with more than 15 beds, and most 
reported an average nurse to patient ratio of 1:2 (77%). Only 22 
respondents (9%) said they had a critical care certification from 
the Canadian Nurses Association.

Practice setting. Table 2 presents aspects of the practice set-
ting that are most likely to have an impact on EM practices. 
According to the nurses in our survey, the following persons 
take part in providing EM for mechanically ventilated patients: 
nurses (97%), volunteer attendants (88%), physio and occu-
pational therapists (75%), and respiratory therapists (43%). 
Additionally, 48% considered that family members should also 

be involved in EM. Few (26%) reported having access to an EM 
protocol in their ICU, or said they had received training in EM 
(33%). Only 28% could identify an EM champion (i.e. some-
one who encourages the practice of EM and works to improve 
its quality). However, 76% said that EM was discussed in daily 
rounds and that physiotherapists were available to help assess 
mechanically ventilated patients in the ICU.

Table 1: Sociodemographic and Organizational 
Characteristics (n=237)

Variable Results n %

Gender Female 198 83.5

Age 34 years and under 122 51.5

Employment status Full time 161 67.9

Work shift Day 66 27.8

Evening 66 27.8

Night 58 24.5

Rotation 47 19.8

Nursing experience 
(years)

5 and under 67 28.3

6 to 10 57 24.1

11 to 15 37 15.6

16 and over 76 32.1

Intensive care 
experience (years)

5 and under 106 44.7

6 to 10 53 22.4

11 to 15 28 11.8

16 and over 50 21.1

Hospital size (n 
beds)

150 and under 28 11.8

151 to 300 45 19.0

301 to 450 43 18.1

451 and over 56 23.6

Doesn’t know 65 27.4

ICU size (n beds) 7 and under 26 11.0

8 to 15 93 39.2

16 and over 118 49.8

Average nurse to 
patient ratio

One nurse for one 
patient or less

23 9.7

One nurse for two 
patients

183 77.2

One nurse for three 
patients or more

31 13.1
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Nursing activities related to EM. Our study considered two 
types of nursing activities related to EM for mechanically ven-
tilated patients. The first consisted of assessing the patient’s 
mobilization capacity: 174 respondents (73%) reported 
doing so, but just 28% of that number (n=49) said they used 
an instrument to guide their assessment. The second type of 
activity consisted of performing an EM intervention. Besides 
repositioning patients in bed (84%), 71% said they had taken 
part in at least one other EM intervention. The main interven-
tion reported was having the patient sit up in bed or on the 
side of the bed (78%), followed by bed-to-chair transfer using a 
technical aid (47%), range-of-motion (ROM) exercises (43%), 
standing bed-to-chair transfer (29%), and walking (18%). 
Figure 1 presents the average frequency of these interventions. 
The most common frequency was once per shift or less (16% 
to 54% of respondents depending on the intervention). Fewer 
than 15% reported performing an EM intervention twice per 
shift, while the figure dropped to 3% for three or more times 
per shift.

Knowledge and beliefs about EM practices. Most of the 
nurses in our study (71%) indicated that they were not familiar 
with the scientific literature on EM for mechanically ventilated 
patients in ICUs. Nonetheless, 81% correctly identified the per-
centage of mechanically ventilated patients at risk of developing 
ICUAW. Four statements were used to assess their knowledge 
about: 1) the safety of EM interventions, 2) the effectiveness 
of ROM exercises in maintaining muscular strength, 3) the 
effect of EM on MV duration, and 4) the effect of EM on the 
incidence of delirium. Correct responses were given by the 
following numbers of participants: 216 (91%), 188 (79%), 221 
(93%) and 216 (91%) respectively. 

When asked about the optimal time to begin EM interventions, 
67% said that first the cardiorespiratory system must be stabi-
lized, while 56% said that EM should begin within 72 hours 
after admission to the ICU. Few respondents (11%) thought that 
the risks outweigh the benefits of EM. However, a significant 

Table 2: Aspects of Practice Setting (n=237)

Aspects n %

Who 
participates in 
EM practices 
in your ICU?

Nursing staff 229 96.6

Nurse’s aides (orderly) 209 88.2

Physiotherapists, 
occupational therapists

177 74.7

Respiratory therapists 102 43.0

Physicians 48 20.3

Family members 39 16.5

Who should 
participate in 
EM practices 
in your ICU?

Nursing staff 226 95.3

Nurse’s aides (orderly) 211 89.0

Physiotherapists, 
occupational therapists

220 92.8

Respiratory therapists 144 60.8

Physicians 96 40.5

Family members 113 47.7

EM protocol available (Yes) 62 26.2

Previous training about EM (Yes) 78 32.9

EM discussed during daily round (Yes) 181 76.3

Physiotherapist available 
 Consultation request required (by MD 
or nurse)

181
146

76.3
61.6

Presence of an EM champion 66 27.8

Champion 
occupation

Nurse 47 (/66) 71.2

Physiotherapist 27 (/66) 40.9

Physician 10 (/66) 15.2

Figure 1: Reported Frequency of EM Intervention
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proportion had concerns about hurting themselves (26%), the 
patient falling (29%), compromising the patient’s hemody-
namic stability (43%), and accidental extubation (51%). Some 
of the respondents (44%) believed that is unsafe to perform EM 
with mechanically ventilated patients who are on vasoactive 
drugs, while 66% considered repositioning in bed as the only 
permissible intervention. Also, a higher fraction of inspired 
oxygen (FiO2 ≥ 0.5 vs FiO2 < 0.5) led more nurses to believe EM 
interventions should be restricted to bed. Irrespective of the 
patient’s oxygen needs, 44% believed that bed-to-chair transfer 
should only be done if ventilation is provided via tracheostomy, 
while 34% considered that it is also safe when the patient has an 
endotracheal tube. Perceived permissible level of mobilization 
for different MV characteristics (FiO2 and airway access) are 
shown in Figure 2.

Perceived barriers to EM. From a list of 19 potential barriers 
to EM documented in the literature, our respondents identi-
fied an average of 16 barriers in their ICU that they consider 
to be of low, medium or high importance. Figure 3 shows 
the percentages for three categories of high-importance bar-
riers: institutional, practitioner-related, and patient-related. 
Hemodynamic instability (75%), shortage of staff (56%), lack 
of training (46%), medical order for bed rest (46%), and inade-
quate analgesia (46%) were the principal barriers identified by 
the nurses in our study. The presence of an endotracheal tube 
was least frequently identified as a high-importance barrier, 
although 60% saw it as an impediment to EM.

Discussion
Three main observations emerge from the results of our study. 
First, the practice settings surrounding EM in which our 
respondents work have many similarities with those described 

in other studies. Second, the EM activities provided for the 
relevant patients feature a high rate of mobilization assess-
ment and a predominance of low-intensity EM interventions. 
Third, although most participants seemed to have adequate 
knowledge about EM, they had many concerns about potential 
negative effects of providing EM for such patients, and per-
ceived many barriers to performing it.

Figure 3: Perceived High Importance Barriers to EM

Figure 2: Perceived Permissible Level of Mobilization for 
Different MV Characteristics
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Similar practice setting. The practice setting described by our 
respondents is similar to that reported in other studies on EM. 
First, the nurses in our study overwhelmingly identified nurs-
ing staff as the professionals who provide EM interventions in 
their ICU. A study by Koo el al. (2016) of 117 physiotherapists 
and 194 physicians working in ICUs across Canada showed 
that 99% of the respondents identified nurses as the main 
participants in EM practices. Since nurses spend a consider-
able amount of time at the bedside of mechanically ventilated 
patients, they are in an ideal position to perform EM inter-
ventions (Kneafsey & Haigh, 2009). Furthermore, Atkins and 
Kautz (2014) suggest that a nurse should always be present for 
EM interventions to ensure the patient’s hemodynamic stabil-
ity and the integrity of equipment, therefore, referring to the 
nurses’ knowledge and skills as a safeguard for patient’s safety.

Around three-quarters of the nurses in our study reported that 
a physiotherapist was available to assess mechanically ventilated 
patients in their ICU. Physiotherapists make an undeniable con-
tribution to the interdisciplinary team, since they have extensive 
expertise in assessing neuromuscular functions and recom-
mending appropriate interventions (Perme & Chandrashekar, 
2009). Physiotherapists achieve higher mobilization rates than 
nurses, and their interventions are of higher intensity such as 
standing and walking (Garzon-Serrano et al., 2011). 

Internationally, it is still uncommon for an EM protocol to be 
available in the ICU, and in our study just 26% of respondents 
reported having access to such a protocol. A survey of 951 ICUs 
in the United States, United Kingdom, France and Germany 
showed that only 21% had an EM protocol (Bakhru et al., 
2016). In Canada, a survey of 215 ICUs indicated that 38% had 
EM protocols available (Rose et al., 2015). The importance of 
this factor has been demonstrated by Jolley, Dale and Hough 
(2015) who found an association between the availability of an 
EM protocol and the use of higher-intensity EM interventions 
(OR 5.26; CI 95% 1.23-22.55; p=0.03). The design and imple-
mentation of such protocols have been explored in numerous 
studies supporting their valuable clinical impact (Hickmann et 
al., 2016; Sigler et al., 2016). 

In addition, the role of family members deserves special atten-
tion, since nearly half of our respondents said that family 
members should be involved in providing EM. Rukstele and 
Gagnon (2013) explain that when family members are involved 
they enrich the meaning of EM interventions beyond the scien-
tific rationale of professionals, encouraging the patient’s active 
participation.

High assessment rate, low-intensity mobilization interven-
tions. A high proportion of the nurses in our study (73%) 
reported that they do a mobilization assessment of mechani-
cally ventilated patients. This is unsurprising, since assessment 
is widely recognized as an important nursing activity. However, 
few respondents (28%) reported using a tool to guide this 
activity. Our literature search turned up just two partially vali-
dated tools for assessing mobilization in the ICU (Hodgson et 
al. 2014a; Perme, Nawa, Winkelman, & Masud, 2014). To our 
knowledge, neither has been translated into French. 

When asked if they had performed any EM intervention 
with MV patients in the last month, 37 participants (16%) 
responded in the negative. Here we must note that our defini-
tion of EM included repositioning in bed, long considered the 
minimal practice (Krishnagopalan, Johnson, Low, & Kaufman, 
2002). But many studies do not include it in their definition of 
EM (Jolley et al., 2015; Koo et al., 2016). A respondent who had 
not read the questionnaire carefully might have thought that 
EM only referred to out-of-bed activities. It is also possible that 
in the period concerned (the month before completing ques-
tionnaire), those who responded in the negative only worked 
with patients who were not mechanically ventilated, or who 
had already been under MV for several days (so that any mobi-
lization provided would not have been considered early).

For the most part, the EM practices reported were low-intensity 
interventions restricted to bed. The most common interventions 
were repositioning in bed, sitting up in bed, and sitting on the side 
of the bed. The least common was walking. The same situation 
has been observed in other countries, as described in point-prev-
alence studies (Berney et al., 2014; Nydahl et al., 2014b) and in 
prospective and retrospective cohort studies (Hodgson et al., 
2015; Pires-Neto, Lima, Cardim, Park, & Denehy, 2015). All of 
the foregoing highlight the low rate of out-of-bed EM interven-
tions. Organizational culture may be a determining factor in this. 
Historically, the organizational culture of the ICU has focused 
exclusively on short-term recovery (Kress, 2013). Fully exploit-
ing the possibilities of EM intervention would require a shift 
toward a long-term perspective of care and rehabilitation, with 
movement and physical activity treated as key components of the 
recovery process (Bailey, Miller, & Clemmer, 2009). Our findings 
indicate that in Quebec at least, this shift has yet to be achieved.

Adequate knowledge, negative perceptions, significant bar-
riers. The nurses in our study generally displayed an adequate 
understanding of the benefits of EM, despite the fact that rela-
tively few (13%) said they had received training on the subject. 
Although most (71%) said they were not familiar with the sci-
entific literature on EM for MV patients, thus reflecting the 
limited generalizability of currently published EM clinical trials, 
they recognized that EM interventions are safe, as evidenced 
by many studies (Adler & Malone, 2012; Cameron et al., 2015; 
Nydahl et al. 2014a). Interestingly, 81% of our respondents 
correctly identified the proportion of mechanically ventilated 
patients who are at risk of developing ICUAW. This contrasts 
with the study by Koo et al. (2016), in which 69% of the respon-
dents (311 physicians and physiotherapists) underestimated 
that proportion. The difference could be due to the special 
attention paid by hospital accreditation programs to the risk of 
physical deconditioning during hospitalization. Our respon-
dents also displayed a better understanding of the impact of 
EM in reducing the incidence of delirium and the duration of 
MV than previous studies of physicians and physiotherapists 
(Koo et al., 2016) and even other ICU nurses (Jolley, Regan-
Baggs, Dickson, & Hough, 2014) have found.

Most of our respondents (89%) believed that the benefits of EM 
outweigh the risks for MV patients, except when the patient is 
receiving vasoactive agents intravenously; when that is the case, 
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only 56% consider it a safe practice. This concern is shared by 
many experts from academic and clinical settings, who have 
yet to reach a consensus on the dosing and combination of 
vasopressors that would allow safe EM with mechanically ven-
tilated patients (Hodgson et al., 2014b). Given the widespread 
use of vasopressors in ICUs, there is a need for further research 
to provide guidelines for clinicians, to avoid keeping patients 
immobilized unnecessarily. 

A common constraint on performing EM is the fear of acci-
dental extubation. This fear was shared by over half of our 
respondents (60%) although, apparently, it is unfounded. In 
2014, a systematic literature review of 3,613 EM interventions 
with 453 patients turned up only one accidental extuba-
tion, and in that case re-intubation was deemed unnecessary. 
Nevertheless, as noted in other studies (Barber et al., 2014; 
Harrold, Salisbury, Webb, & Allison, 2015; Hodgson et al., 
2015), the presence of an endotracheal tube continues to be 
seen as an impediment to EM.

The nurses in our study identified an average of 16 elements 
as impediments to EM in their ICU. This large number of per-
ceived barriers could explain the prevalence of low-intensity 
interventions. Many of what our respondents saw as high-im-
portance barriers are often mentioned in other studies (Atkins 
& Kautz, 2014; Barber et al., 2014; Dubb et al., 2016; Koo et 
al., 2016). Hemodynamic instability was the most frequently 
reported as high-importance barrier, chiefly because few ICUs 
(26%) have adopted an EM protocol to identify patients that 
could safely receive EM. Also, as stated earlier, there is no con-
sensus on the safety of EM for patients receiving vasoactive 
agents (Hodgson et al., 2014b).

Another frequently reported important barrier was the shortage 
of personnel, since EM interventions on mechanically ventilated 
patients require the involvement of multiple persons. Besides the 
nurse who oversees the process, such interventions require the 
expertise of a physician to confirm the absence of contraindica-
tions, a physiotherapist to assess neuromuscular functions, and 
a respiratory therapist to secure airways (Balas et al., 2012). It 
is also common for one or more nursing staff (e.g., orderlies or 
aides) to contribute by holding lines and tubes or by using man-
ual lift techniques. Unfortunately, relentless budget cuts have led 
to chronic understaffing, so the lack of personnel is a daily real-
ity for many clinicians. Lack of education on this topic is also 
a major barrier, since 67% of our respondents said they had 
received no training in EM. 

Strengths and limitations. This is the first study to exam-
ine nursing practices in Quebec ICUs with regard to EM for 
mechanically ventilated patients. We followed approved guide-
lines for the design and administration of our survey (Dillman 
et al., 2014), and our 29% response rate is considered accept-
able for this kind of study (Burns & Grove, 2012). Our sample 
was diverse in terms of sociodemographic characteristics and 
practice settings. However, representativeness was limited 
by the small proportion of ICU nurses (28%) who had con-
sented to be contacted for research purposes. Our study could 
be subject to volunteer bias, since respondents who wanted to 
promote EM could have overestimated their interventions or 

answered more positively. Also, the wording of certain ques-
tions could have caused a measurement bias, and interactions 
between questions could have caused a response bias.

Implications for nursing practice and research. For clinical 
practice, this study was a unique opportunity to raise the aware-
ness of nurses about EM practices. The participation of our 
respondents might have stimulated their interest in EM and bol-
stered their future involvement in quality improvement projects. 
We identified two strategies that could enhance the use of EM 
in Quebec ICUs: increasing the offer of appropriate training and 
providing EM protocols in more ICUs. As for research, this study 
contributes to knowledge about EM in the ICU by providing 
specific indicators of practices in Quebec. Based on preliminary 
tests, the questionnaire created for the study has acceptable con-
tent validity. Psychometric research is needed into its reliability, 
to better define its psychometric properties and enable its use in 
other French-language settings. Future research should focus on 
documenting EM interventions in the ICU, using field observa-
tions or retrospective chart reviews, for a more detailed portrait 
of when, how and by whom EM interventions are carried out. 
We hope that our study will encourage research on the design 
and implementation of EM interventions, collaborative and 
interdisciplinary approaches to providing them, and the evalua-
tion of patient outcomes. Finally, with regard to nursing training 
programs, we believe that EM should be included in the critical 
care curriculum, with an emphasis on collaboration with reha-
bilitation and medical programs.

Conclusion
This study provides specific indicators of the EM practices of 
nurses caring for mechanically ventilated patients in Quebec 
ICUs, and on potential influencing factors. The most common 
EM interventions are of low intensity. Many Quebec ICUs lack 
tools for the assessment of mobilization capacities, and proto-
cols to guide EM practices. Although Quebec nurses seem to be 
knowledgeable about EM interventions, they have many lim-
iting beliefs and report numerous barriers to performing such 
interventions. Clinicians and stakeholders should give careful 
consideration to these barriers when designing and implement-
ing EM practices for their ICUs. It is crucial that mechanisms 
be developed for monitoring the practice change process, and 
that strategies be described for surmounting EM barriers.

Implications for nurses
This study was a unique opportunity to raise the awareness of 
nurses about their EM practices and the performance of their 
ICU in this regard. 
• Two strategies could enhance the use of EM in Quebec ICUs: 

increasing the offer of appropriate training and providing 
EM protocols in more ICUs. 

• Future research should focus on documenting EM interven-
tions in the ICU, using field observations or retrospective 
chart reviews, for a more detailed portrait of when, how and 
by whom EM interventions are carried out. 

• With regard to nursing training programs, EM should be 
included in the critical care curriculum, with an emphasis on 
collaboration with rehabilitation and medical programs. 
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Intensive care unit nurses’ knowledge, skills 
and attitudes regarding three resuscitation 
procedures: A cross-sectional survey
By Christian Vincelette, MSc, RN, Stephan Lavoie, RN, PhD, Olivier Fortin, MD, and Hector Quiroz-Martinez, MD

Abstract

Background

According to recent epidemiological data, the incidence 
of intra-hospital cardiac arrest (IHCA) in the adult 
population is approximately 2.85 cases per 1,000 hos-

pital admissions in the United States (Kolte et al., 2015). IHCA 
is associated with morbidity, mortality, and costs (Kolte et al., 
2015). Every case of IHCA is estimated to add an extra USD 
$15,673 to the costs of a hospitalization and total healthcare 
costs are further increased since 15% of IHCA patients are 
subsequently discharged to skilled nursing facilities (Kolte 
et al., 2015). Survival rates of IHCA patients are only 23.8–
25.2% in the USA (Benjamin et al., 2017; Ofoma, Basnet, 
Berger, Kirchner, & Girotra, 2018). While the survival rate of 
IHCA patients has improved in recent years, it remains low 
(Mallikethi-Reddy et al., 2017). When cardiac arrest occurs, 
good quality cardiopulmonary resuscitation (CPR)—as 
defined by the American Heart Association (AHA), 2015 Basic 
Life Support (BLS) and Advanced Cardiac Life Support (ACLS) 
guidelines—is the mainstay of initial management. High-
quality CPR has been shown to increase survival from cardiac 
arrest (Kleinman et al., 2015; Link et al., 2015).

Nurses, who are usually the main caregivers of hospitalized 
patients in the intensive care unit (ICU), are often the first 

responders to IHCA situations, and are expected to initi-
ate BLS, as well as some ACLS-related interventions (e.g., 
venous access, defibrillation, medications). Nurses repre-
sent the first link in the chain of events that will likely ensure 
an appropriate response to the cardiac arrest; thus, max-
imizing the chances of return of spontaneous circulation 
(ROSC) and, ultimately, of survival to discharge (Kleinman 
et al., 2015; Kronick et al., 2015; Link et al., 2015). While 
prior research has provided preliminary evidence that train-
ing nurses to improve BLS and ACLS skills can significantly 
improve ROSC, survival to discharge (Borak et al, 2014; 
Dane, Russell-Lindgren, Parish, Durham, & Brown, 2000; 
Sodhi, Singla, & Shrivastava., 2011) and knowledge relevant 
to CPR (Hamilton., 2005; Tai, Cattermole, Mak, Graham,, 
& Rainer, 2012), a recent review of the literature showed 
that nurses’ CPR knowledge and skills are often found to be 
poor and decreased rapidly after training (Hamilton, 2005), 
which could have an impact on the quality of interventions. 
Previous researchers have also reported that frequent expo-
sure to IHCA increases nurses’ knowledge about appropriate 
patient management (Kalhori et al., 2016; Passali et al., 2011) 
which, ultimately, might contribute to better patient out-
comes (e.g., lower IHCA mortality). Other investigators also 
found that holding an active CPR certification was associated 

Background: Cardiac arrest is a frequent and potentially lethal 
complication during a hospitalisation. Intensive care unit (ICU) 
nurses’ knowledge, skills, and attitudes about ACLS procedures 
have been hypothesized to be a key determinant in patient sur-
vival. However, these three characteristics of ICU nurses, as well 
as their determinants, have not been studied extensively.

Aim: To evaluate ICU nurses’ knowledge, skills, and attitudes 
regarding three resuscitation procedures (i.e., identification of 
ventricular tachydysrhythmias, cardiopulmonary resuscitation 
and defibrillation), and 2) to examine the associations between 
ICU nurses’ demographic and professional characteristics and 
their knowledge, skills, and attitudes about these resuscitation 
procedures.

Method: A descriptive-correlational study, based on a cross-sec-
tional survey, was conducted in a university hospital in Quebec 
(Canada) in 2017. The survey was based on the French version 
of the Nurses Cardiopulmonary Resuscitation Survey (NCRS), 

previously developed and validated by the same researchers. 
Survey data were analyzed descriptively, and correlations were 
used to identify potential determinants of ICU nurses’ knowledge, 
skills, and attitudes regarding resuscitation procedures. 

Results: In total, 82 nurses completed the survey, a 40.4% 
response rate.  Most of respondents properly identified ventric-
ular tachydysrhythmias (89%, n=73) and 66% (n=54) had good 
knowledge of CPR and defibrillation (score > 8/10). Nurses with 
higher NCRS scores reported being more confident in initiating 
manual defibrillation. ACLS-trained nurses had better chest 
compression knowledge. 

Conclusion: ICU nurses have good knowledge of CPR and 
defibrillation. Proper identification of shockable and non-shock-
able rhythms, as well as associated interventions should be 
fundamental aspects of training programs.
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with better knowledge of life-support measures (Kalhori et 
al., 2016). However, we are not aware of any previous study 
that thoroughly evaluated ICU nurses’ knowledge and skills 
regarding CPR and defibrillation. 

Objective 
The objectives of the study were to a) evaluate ICU nurses’ 
knowledge, skills, and attitudes regarding three essential steps 
to successful resuscitation (i.e., identification of ventricu-
lar tachydysrhythmias, cardiopulmonary resuscitation and 
defibrillation), and 2) to examine the associations between ICU 
nurses’ demographics (e.g., age, sex) and professional charac-
teristics (e.g., levels of nursing education, CPR certification, 
critical care experience) and their knowledge, skills, and atti-
tudes about these initial CPR interventions.

Method
Study design and setting
A descriptive-correlational study, based on a cross-sectional 
survey, was conducted. The study took place in a large univer-
sity health centre (UHC) located in the Province of Quebec 
(Canada) in October 2017. This UHC has 615 beds and 65 ICU 
beds. 

Study population
The study population consisted of ICU nurses working at the 
participating UHC. ICU nurses were purposively sampled 
from four distinct ICUs (one surgical, one coronary, one med-
ical, and one mixed ICU). At the time of the study, a total of 
203 nurses were working in these ICUs and all were invited 
to participate in the study. There were no exclusion crite-
ria. ICU nurses at the participating UHC—no matter if they 
had received ACLS training or not—do not have the authori-
zation to initiate manual or automated defibrillation prior to 
the arrival of the attending physicians. However, since nurs-
ing management is currently discussing the implementation of 
nurse-initiated defibrillation protocols, associated skills were 
investigated; although other ACLS procedures such as medica-
tion and advanced airway management were excluded from the 
objectives of the present study. 

Data collection
Cross-sectional survey. To measure ICU nurses’ knowledge, 
skills, and attitudes related to ventricular tachydysrhyth-
mias, CPR, and defibrillation the Nurses Cardiopulmonary 
Resuscitation Survey (NCRS) was used. 

The development process and preliminary validation of the 
NCRS is described elsewhere (Vincelette, Quiroz-Martinez, 
Gosselin & Lavoie., 2018). Briefly, the NCRS consists of 23 items 
subdivided into five sections: 1) arrhythmia recognition (three 
items), 2) CPR knowledge (four items), 3) defibrillation knowl-
edge (three items), 4) attitudes about defibrillation and CPR 
(seven items), and, 5) nurses’ sociodemographic characteris-
tics (six items). Nurses’ scores on the first three NCRS sections 
measure their perceived ‘skills’ regarding ventricular tachydys-
rhythmias identification, CPR, and defibrillation. NCRS items 
on the first three sections (skills) are multiple choice items 
where each correct answer is worth a point. Nurses’ scores on 
arrhythmia recognition, CPR and defibrillation knowledge 

could thus range from 0 to 10. Similarly to ACLS certifica-
tion exams, scores ≥ 8/10 were coded as pass whereas scores < 
8/10 were coded as fail. Last, to evaluate nurses’ attitudes, four-
point Likert-type scales ranging from 0= total disagreement to 
4= total agreement was used, with scores above one indicating 
agreement with a given item. Face validity and content valid-
ity of the NCRS had been previously established by two panels 
of two experts. Reliability estimates were calculated using data 
from a pretest involving nine ICU nurses from another UHC 
(k=.814; ρ=.807) and from the actual testing phase (n=90, 
a=.645). 

Procedure. From October 1, 2017 until the end of the month, 
self-administered surveys were made available in the partici-
pating units. Participants were either recruited by the principal 
investigator or independently completed the survey and con-
sent forms that were available outside of the break room. Nurses 
were asked to take one of the available surveys whenever they 
wanted and to complete it alone while relying solely on their 
personal knowledge. During that period, one of the research-
ers (CV) visited every ICU twice a week and during the three 
shifts (day, evening, night) to promote study participation and 
answer any questions potential study participants might have. 
After completion, nurses were asked to drop their completed 
survey and consent forms in a locked box that was located on 
their unit. The completed forms were collected by one of the 
researchers (CV). 

Ethical considerations
Data collection began after we obtained approval from the par-
ticipating hospital’s research ethics committee. Participation 
was voluntary and nurses completed consent forms prior to 
their participation. Surveys were anonymous.

Statistical analysis
Descriptive statistics (e.g., means, standard deviations [SD] and 
proportions) were calculated to describe the participants’ char-
acteristics. To assess the representativeness of our sample, these 
were compared to those of the nurses from the same geographic 
location using data from the Quebec Board of Nurses. Regarding 
nurses’ scores on the NCRS, data are presented as proportions 
of respondents for every item. To determine whether nurses’ 
knowledge, skills, and attitudes related to defibrillation and 
CPR varied according to nurses’ demographic and professional 
characteristics, parametric and nonparametric correlations, as 
well as Fisher exact tests were conducted. The level of signif-
icance was set at p<0.05, whereas p values between 0.05 and 
0.1 were considered as suggestive of tendency towards signif-
icant differences. For categorical variables such as knowledge 
scores (i.e., pass versus fail), any missing data were assumed to 
represent a failure and were thus assigned a score of zero. Data 
were analysed using the Statistical Package for Social Sciences 
Software version 23.0 (SPSS Inc., Chicago, IL).

Results
Characteristics of the participants
Overall, 82 ICU nurses completed the NCRS for a 40.4 % 
response rate. The average study participant was 35 years old 
(SD 8.4 years), female (81%, n=66), had 8.2 years (SD 7.2 years) 
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of critical-care nursing experience, had received her basic nurs-
ing education in a community college (44%, n=36) and had a 
BLS certification (83%, n=68). In Quebec, nurses can access 
the nursing profession by completing a baccalaureate degree in 
nursing sciences or by completing a three-year diploma pro-
gram in a nursing college (CEGEP). The overall characteristics 
of the participating nurses are illustrated in Table 1. Our sample 
was different from the regional registered nurse (RN) popu-
lation; they were younger (p<0.05) and had a higher level of 
education (p<0.05), although the distribution of sex was sim-
ilar (p=0.068).

Knowledge and skills
As indicated previously, knowledge and skills refer to nurses’ 
scores on arrhythmia recognition, CPR knowledge and 
defibrillation knowledge. We refer to arrhythmia recognition as 
a skill, while CPR and defibrillation items are specific to knowl-
edge. Previous research established that increased knowledge 
in CPR guidelines was associated with increased psychomotor 
skills (Burkhardt, Glick, & Terndrup., 2014), therefore NCRS 
scores might be a potential indicator of such skills. However, 
they were not evaluated in this study. 

Ventricular tachydysrhythmias recognition. Regarding the 
identification of potentially lethal arrhythmias, 96% (n=79) 
were able to identify monomorphic ventricular tachycardia 
(VT), 95% (n=78) correctly identified ventricular fibrillation 
(VF), and 93% (n=76) recognized polymorphic VT. When 
assessing the ability of ICU nurses to identify arrhythmias, 89% 
(n=73) of the sample correctly identified all three ventricular 
tachydysrhythmias. 

Defibrillation. Most nurses correctly identified VF as shock-
able (95%, n=78). However, only 70% (n=49) of the sample 
would shock pulseless VT and, surprisingly, 40% (n=33) 
would defibrillate stable VT. As for non-shockable rhythms, 
most of the sample would not defibrillate asystole (89%, 
n=73) nor pulseless electrical activity (PEA) (72%, n=59). 
Most nurses agreed that defibrillation had to be initiated as 
early as possible (84%, n=69) and that 200 joules would be 
the appropriate dose to shock the patient using a biphasic 
manual defibrillator (79%, n=65). 

Chest compressions. Most ICU nurses correctly answered 
the four items of this section. Accordingly, 81% (n=66) knew 
the optimal compression rate per minute (i.e., 100-120 com-
pression/minute), 73% (n=60) would do a rotation of the 
person doing chest compressions every two minutes, the 
same proportion would do pulse checks every two minutes, 
and 83% (n=68) would not do compressions deeper than 
two inches. 

Attitudes 
Nurses’ scores on the attitude items can be summarized as fol-
lows: 1) More than half (51%, n=42) thought that defibrillation 
was a medical intervention, 2) all agreed this intervention was 
essential to increase the likelihood of ROSC, and 3) all but 
one agreed that nurse-initiated defibrillation could reduce the 
delay before first shock. Conversely, 68% (n=56), thought they 
would be confident enough to carry out defibrillation, and 70% 
(n=57) considered they had sufficient knowledge to perform 
it. The last two items were associated with chest compressions. 
Most of the participants acknowledged the importance of full 
recoil between chest compressions (87%, n=71) and the neces-
sity of reducing interruptions of CPR to increase probability of 
ROSC (89%, n=73). 

Association between NCRS scores and nurses’ characteristics. 
When NCRS skills’ scores were correlated with nurses’ demo-
graphic (age, sex) and professional characteristics (education, 
CPR certification, experience), no significant associations were 
found. However, when exploring the associations of these char-
acteristics with a pass/fail categorical outcome, tendencies 
towards statistical significance were found between nurses with 
and without ACLS training (Fisher, p=0.09), and between sexes 
(Khi², p=0.07). Finally, nurses who had an ACLS certification 
had different knowledge regarding chest compressions (Fisher, 
p=0.011). Their scores were higher in items specific to chest 
compressions. 

Association between NCRS scores and attitudes. When explor-
ing for associations between NCRS knowledge scores and ICU 

Table 1: Nurses’ characteristics 

Sociodemographic

Average age 35 years old (SD 8.4)

Gender Female (81%, n=66)

Male (19%, n=16)

Professional 

Education

NC (44%, n=36) 

NC+ BSN (37%, n=30)

BSN (18%, n=15)

Masters (1%, n=1)

CPR certification

BLS (83%, n=68)

ACLS (8.5%, n=7)

None (8.5%, n=7)

Average experience 8.2 years (SD 7.2)

NC: nursing college; BSN: Bachelor of Science in Nursing
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nurses’ attitudes about CPR and defibrillation, a number were 
found and are illustrated in Figure 1. First, we observed that 
higher NCRS scores were associated with higher ICU nurses’ 
perceived confidence towards shocking patients (ρ=0.23, 
p<0.05). In addition, we observed that higher NCRS knowledge 
scores were associated with higher nurses’ perceptions that 
reducing interruptions during chest compressions is important 
(ρ=0.25, p<0.05).

Association between nurses’ characteristics and attitudes. The 
correlations between ICU nurses’ attitudes toward CPR and 
defibrillation and their demographic characteristics are illus-
trated in Figure 2. We found that both higher age and greater 
critical care nursing experience were significantly related to 
ICU nurses’ perception that defibrillation is a medical activ-
ity (ρ=-0.37, p<0.01; ρ=-0.26, p<0.05). Thus, older and more 
experienced nurses were less likely to perceive defibrillation as 
a medical activity. In addition, nurses who felt more confident 
initiating defibrillation were also more likely to perceive that 
nurses had sufficient knowledge in defibrillation to carry out 
this intervention (ρ= 0.35, p<0.01) and that defibrillation was 
not a medical activity (ρ= -0.49, p<0.001).

Discussion
The aim of this study was to evaluate ICU nurses’ knowledge, 
skills, and attitudes regarding three life support procedures 
(i.e., identification of ventricular tachydysrhythmias, CPR, and 
defibrillation). It also aimed to explore the factors that could 

influence their overall performance (education, CPR certifica-
tion, experience, sex, age). 

We found that a large majority of ICU nurses (89%) in our 
sample could accurately identify VF, as well as monomorphic 
and polymorphic VT. This finding is in sharp contrast with the 
results of earlier studies from the 1990s that reported that crit-
ical care nurses had poor skills in dysrhythmia identification. 
For instance, only 22% of 2,500 critical care nurses (Cooper 
& Marriott, 1989), and 35% of 142 critical care nurses (Henry, 
1991) could properly identify ventricular tachycardia. More 
recently, Passali et al. (2011) reported identification rates of 
shockable rhythms of 55% in a sample mostly consisting of crit-
ical care nurses. These results are nonetheless far from the 89% 
observed in the present study. 

In 1997, the AHA issued a statement supporting the use of 
defibrillation by non-medical professionals (Cummins, 
Sanders, Mancini, & Hazinski, 1997), which could explain 
the poorer performances observed in earlier studies. As for 
Passali et al.’s (2011) study, it should be emphasized that 
their sample included both critical care and non-critical care 
nurses, which could explain their somewhat lower score. 
Indeed, non-ICU nurses are less frequently exposed to cardiac 
arrests, which could explain that their knowledge of BLS and 
ACLS procedures are not as extensive as that of critical care 
nurses (Kalhori et al., 2016; Passali et al., 2011). Additionally, 
it has been reported that nurses authorized by their hospital 

Figure 1: Correlation between nurses’ NCRS scores and attitudes
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Figure 2: Correlation between nurses’ characteristics and attitudes

to perform defibrillation put more effort into learning how 
to interpret heart rhythms (Dwyer, Williams, & Mummery, 
2007), as might have been the case for the ICU nurses who 
participated in our study. Indeed, the nursing managers at the 
participating hospital are currently considering the imple-
mentation of nurse-initiated defibrillation protocols, which 
could explain the better overall performance of the nurses in 
our sample. 

Another important finding of this study was that 72% and 
89% of our sample could correctly identify PEA and asys-
tole as non-shockable rhythms, respectively. These results are 
comparable to those of a previous study (Passali et al., 2011). 
Nonetheless, there is still an important proportion of ICU 
nurses who incorrectly identified non-shockable rhythms as 
shockable. Therefore, to ensure high-quality resuscitation, 
nurses who are trained for nurse-initiated defibrillation should 
receive teaching oriented towards the interventions specific to 
non-shockable rhythms. Moreover, some participants reported 
being confused with the term “pulseless electrical activity”; 
researchers should clarify the term to prevent measurement 
bias. 

Hamilton (2005) reported that nurses had poor knowledge fol-
lowing CPR training. Conversely, most nurses in our sample 
reached a score ≥8/10 (66%, n=54) on the NCRS knowledge 
items, suggesting that most had good knowledge regarding 
CPR and defibrillation. A recent study investigating student 
nurses’ resuscitation competency reported similar results for 
CPR only (Vural et al., 2017). 

We could not identify any significant associations between 
nurses’ skill scores and nurses’ age, sex, critical care experi-
ence, level of education and CPR certification. These results 
are comparable to those of another study which found that 
the only factor influencing nurses’ skills scores was having 
received resuscitation training (Kalhori et al., 2016). While we 
did not observe such an association in the present study, we 
nonetheless noted that nurses with an ACLS certification had 
better knowledge in chest compressions (p=0.011). Such results 
might be attributable to the large proportion of nurses in our 
sample who reported having an active BLS certification (83%, 
n=68). However, since ICU nurses perceive that others have 
high expectations as to their resuscitation skills (Hui, Low, & 
Lee., 2011), social desirability bias might have introduced an 
overestimation of the actual proportion having a valid resusci-
tation certification. Last, we noted that when nurses had a more 
favourable attitude toward their knowledge, they also reported 
an increased confidence in nurse-initiated defibrillation. This 
finding is consistent with previous literature that showed that 
a real or perceived lack of knowledge was a significant barrier 
to nurses feeling confident enough to practise nurse-initiated 
defibrillation (Hui et al., 2011). 

Strengths
First, we relied on an instrument (NCRS) with acceptable psy-
chometric properties that was created and validated for the 
purpose of this study (Vincelette et al., 2018), which may reduce 
the risk of measurement bias. Second, while we recruited ICU 
nurses from a single UHC, they were recruited from four dif-
ferent ICUs, which may provide a good representation of the 
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knowledge and skills of ICU nurses in the participating UHC. 
Last, with as few as 0.8% of missing data, we are confident that 
missing information did not alter the results of the present 
study.

Limitations
Some limitations of this study must be acknowledged. First, the 
response rate to our survey was somewhat lower (10%) than 
what is usually expected in surveys involving health alliance 
professionals’ (Cook, Dickinson, & Eccles, 2009). However, 
our survey was conducted in situ, which was not the case of 
the surveys included in Cook et al.’s (2009) review. While this 
might have influenced our description of ICU nurses’ knowl-
edge, skills and attitudes towards defibrillation and CPR, our 
sample was fairly representative of the regional population of 
ICU nurses. 

Second, the NCRS is a newly developed research instrument 
with emerging evidence supporting its validity and reliability 
(Vincelette et al., 2018). Further research is required to better 
ascertain the psychometric properties of this new instrument. 
Third, since nurses were allowed to complete the survey at the 
time of their preference, we cannot exclude the possibility that 
they might have consulted external sources of information 
while completing their survey. As a result, some of our results 
might be overestimated. 

Fourth, because our study was based on a relatively small sam-
ple of ICU nurses from a single university health centre, our 
results should be interpreted with caution. Last, we cannot 
exclude that some items of the NCRS (e.g., number of nurses 
holding CPR certification) might be overestimated as a result 
of social desirability. 

Conclusion
IHCA is a rare event, however, it is associated with high mor-
tality rates. Because nurses are usually the first responders, 
their skills and knowledge are hypothesized to be key determi-
nants of survival. Overall, ICU nurses in our sample have good 
knowledge in three crucial resuscitation procedures—ventric-
ular tachydysrhythmia identification, defibrillation and chest 
compressions. Nurses with greater knowledge in CPR are more 
confident in initiating manual defibrillation prior to the arrival 

of the attending physician. This study supports the imple-
mentation of ACLS training of nurses and of nurse-initiated 
defibrillation protocols in ICUs. However, proper identifica-
tion and management of non-shockable rhythms needs to be 
included in training programs. Further research could help 
evaluate the impact of nurses’ knowledge on CPR psychomotor 
skills and on patient outcomes.
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Implications for practice and research
1. This study offers the first description of the knowledge, 

skills and attitudes of Quebec ICU nurses towards CPR and 
defibrillation.

2. This research will help researchers and administrators ori-
ent training programs in CPR.

3. This research might promote the implementation of 
nurse-initiated defibrillation protocols in Quebec ICUs. 

4. The present study might incite investigators to study the 
correlation between CPR knowledge, skills, attitudes and 
patient outcomes (e.g., survival to discharge and ROSC).  
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Abstract

Background

Communication between the nurse and the patient is rec-
ognized as an important component of care that fosters 
the creation of therapeutic relationships. Through a lit-

erature review, research has shown that communication between 
the nurse and the patient is a major challenge in the intensive 
care unit (ICU) (Guttormson, Bremer, & Jones, 2015; Karlsson, 
Bergbom, & Forsberg, 2012; Llenore & Ogle, 1999; Price, 2004; 
Russell, 1999). The most notable research was done by Russell 
(1999), where patients rated communication during their ICU 
stay to be unsatisfactory. Furthermore, Russell (1999) found a 
need to increase awareness of this challenge among ICU staff 
members and concluded that psychological deficits of patients 
may be alleviated by good communication. 

In a recent study conducted by Guttormson et al. (2015), patients 
often felt that there was a lack of communication from the nurses, 
that resulted in detrimental psychological effects including feel-
ings of powerlessness, uncertainty and extreme stress. In a 1999 
literature review focused on the perspective of nurses, it was found 
that nurses communicated less to their patients if those patients 
were less communicative in return (Llenore & Ogle, 1999). 

An earlier but pivotal study conducted on this topic by Ashworth 
(1980) found that communication was inadequate in the ICU 
from both the nurses’ and the patients’ perspectives. Nurses were 
aware of the communication needs of their patients, but often felt 
that they did not adequately meet those needs (Llenore & Ogle, 

1999). A more recent study on nurses’ perspectives conducted by 
Price (2004), demonstrated communication and meeting patients’ 
psychological needs were given less priority in comparison to 
their physical needs. In addition, some participants believed that 
“sedatives were used as a method of avoiding the real psychologi-
cal needs of the patient” (Price, 2004, p. 137).

By enhancing nurse-to-patient communication, patients were 
provided with increased reassurance and stated that commu-
nication alleviated their suffering (Guttormson et al., 2015; 
Karlsson et al., 2012). It is observed, however, that much of the 
literature is older and that the research on nurses’ perspectives 
of nurse-to-patient communication is scarce, thus creating a gap 
in the literature. This paper highlights the diverse practices and 
perspectives of ICU nurses regarding communication, and its 
challenges; possible implications for practice are also suggested. 

Methods
This clinical project was conducted by four undergraduate 
nursing students on a voluntary basis. A qualitative design 
was chosen. Semi-structured informal interviews consisting 
of seven questions (see Table 1) were conducted to obtain data 
on nurse-to-patient communication in ICU settings with crit-
ical care nurses. Convenience sampling was used to recruit 
nurse participants from five adult ICU settings in Montreal. 
Interviews were conducted between May and July 2017. 

With the permission of the ICU nurse manager of the Royal 
Victoria Hospital, interviews were conducted on the unit on 

Background: Communication between the nurse and the patient 
is recognized as an important component of care that fosters the 
creation of therapeutic relationships, yet it is seen as a major short-
coming in intensive care units (ICUs). In this paper the authors 
explore the diverse factors that affect nursing practices with regard 
to nurse-patient communication. 

Purpose: 1) To encourage nurses to reflect on how they communi-
cate with patients in their current practice. 2) To contribute to an 
ongoing, open discussion regarding nurse-to-patient communica-
tion within the critical care setting. 3) To increase awareness and 
understanding of Gottlieb’s (2013) Strengths-Based strategies for 
nurse-to-patient communication.

Methods: Subjective information about nursing perspectives on 
communication practices were obtained through informal discus-
sions with critical care nurses in Montreal, Canada and were then 
compared to the existing literature.

Results: Data was gathered from nineteen ICU nurses; 63% of the 
participants stated that they believed nurse-to-patient communication 
was inadequate on their units. Through analysis of the data, challenges 
to communication were identified as well as suggestions to overcome 
these barriers. Factors affecting communication were found to exist in 
four domains: the system, the team, the nurse and the patient.

Conclusion: Communication plays an integral role in nursing 
care but is often neglected in lieu of more technical and medi-
cal care. In response to the findings, strengths-based approaches 
to communicate vital information to patients are proposed. In 
response to this paper, further evaluation and implementation of 
communication strategies to improve nurse-to-patient communi-
cation within the ICU setting may be practised.

Key words: nurse-patient communication, strengths-based 
nursing, critical care, nurse perspectives, patient-centred care 
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two separate days. Interviews were held during the nurses’ break 
times; participants who were unable to do face-to-face inter-
views completed the paper version of the questionnaire instead. 
The other interviews were conducted at a conference held at 
the Montreal General Hospital in July of 2017 by the Montreal 
Chapter of the Canadian Association of Critical Care Nurses; 
these interviews were conducted with nurses who work at four 
different ICUs: Montreal General Hospital, St-Mary’s Hospital, 
Jewish General Hospital, and the Lakeshore General Hospital. 

Each semi-structured interview lasted approximately 15 to 20 
minutes. All participation was voluntary and informed consent 
was obtained prior to the interviews. Apart from the number 
of years the participants worked as a nurse and as a critical care 
nurse, no personal identifiers were recorded. As this was a clin-
ical project, the ethics board was not consulted. 

Results
The total number of participants was 19 nurses across five dif-
ferent adult ICUs in Montreal. Participants’ experience in the 
field of nursing ranged from 2 to 30 years (with an average of 
10.7 years) and 1 to 27 years (with an average of nine years) 
specifically in the critical care setting. Of the 19 participants, 17 
participated through informal interviews and two participated 
by completing the paper questionnaire.

During the interviews, nurses identified what they believe to be 
the most vital information to share with patients, as well as chal-
lenges to communication and suggestions on how to improve 
communication. Vital information was described as what ICU 
nurses believed should always be shared with their patients. 

Challenges were described as external or internal factors that 
can affect the quantity, quality and/or frequency of information 
provided. Sixty-three percent of the participants stated that they 
thought nurse-to-patient communication was inadequate on their 
units. All participants expressed one or more of the following as 
key information that they share with their patients: explaining all 
procedures, the patient’s current situation, the presence of inva-
sive devices, the plan of the day, orienting the patient and any 
improvements or sudden changes in the patient’s health status. 

After further analysis of the factors that impact nurse-to-pa-
tient communication within the ICU setting, four major 
themes emerged. These themes were the nurse, the patient, the 
team and the system. 

The Nurse
There are many aspects of the nurse that affect nurse-to-patient 
communication. These factors are fear and anxiety, the profes-
sional identity of nurses, and reflective practice and sensitization.

Fear and anxiety. A common emotion described by partic-
ipants was fear; fear of causing patient anxiety by providing 
unwanted or an excess of information and fear of stepping in 
between patients’ and their families’ wishes. One participant 
implied that moral distress led her to want to distance herself 
from patients, which resulted in decreased communication.

Professional identity. Some participants (n=6/19; 31.6%), 
believed that nurses communicate what they want to commu-
nicate, suggesting that individual factors such as personality 
and habits affect nurse-to-patient communication. Participant 
11 stated that she would rather focus on the task than risk caus-
ing an error by speaking to her patient. The diverse perspectives 
of nurses can also affect nurse-to-patient communication as 
Participant 7 stated, “some nurses don’t think patients need to 
know [the details of their current health status].”

Reflective practice and sensitization. Several participants 
(n=12/19; 63.2%), suggested training regarding communica-
tion and providing guidelines on what to say to patients, but 
were opposed to incorporating any additional tools or check-
lists into their daily practice. Furthermore, participants thought 
that promoting open discussions and self-reflection related to 
communication can raise awareness and sensitize ICU nurses. 

The Patient
There are many aspects of the patient that affect nurse-to-pa-
tient communication. These factors are family members and 
the patient’s health status. Nurses stated that the patients’ men-
tal statuses and whether the patients are non-verbal affect their 
ability to communicate with their patients. 

Mental status. Altered patient mental status was listed by 
16/19 (84.2%) participants as a barrier to communication, 
whereas only 3/19 (15.8%) participants expressed that they 
would communicate regardless of the patient’s mental status. 
There was no consensus on what constitutes a mental status 
that would warrant decreased communication. 

Ability to communicate. The patients’ inabilities to commu-
nicate made it difficult for nurses to gauge their emotional 
and physical needs. Seven of nineteen (36.8%) participants 

Table 1: Questions

Question 1 
a. How long have you been working as a nurse? 
b. How long have you been working as a nurse in a critical 
care setting?

Question 2
What do you think are vital pieces of information that nurses 
should share with their patients?

Question 3
When do you think nurses should be sharing information 
with their patients?

Question 4
a. How do you feel the nursing team handles patient-
information sharing on this unit? 
b. Do you believe that this is enough? Yes or no.
If no, what barriers are contributing to the lack of 
information sharing?

Question 5
How do you provide information regarding care and health 
status to your patients?

Question 6
How do you feel we can improve information sharing with 
our patients?

Question 7
a. Is there anything that you would like to add? 
b. Do you have any suggestions?
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stated that they communicate less with intubated, non-verbal 
patients. Nurses also voiced frustration at trying to maintain a 
one-sided conversation with non-verbal patients. 

Family. Participants stated that they communicate more with 
the family rather than the patient when the family is present in 
the patient’s room. 

The Team
There are many aspects of the team that affect nurse-to-patient 
communication. These factors are interactions within the mul-
tidisciplinary team and the nursing team dynamic. The culture 
of the unit was found to greatly impact the communication 
practices of each individual nurse. As mentioned by Participant 
11, communication “is not a priority” within the ICU setting, 
therefore this is reflected in her own practice. 

Multidisciplinary team. The majority of nurses found it diffi-
cult to share certain information, such as a patient’s prognosis 
and deterioration in health status, because they believed it was 
not their place to share and that it was not in their scope of 
practice. Participants explained that it can put a burden on the 
nursing team and can cause moral distress when other mem-
bers of the multidisciplinary team neglect to share information 
with their patients.

Nursing team dynamic. Several participants believe that closer 
teams function better as nurses will feel comfortable reminding 
each other to communicate with their patients, keeping each 
other in check.

The System
There are aspects of the system that affect nurse-to-patient 
communication. These factors are time and continuity of care.

Time. Lack of time is a factor that 14/19 (73.7%) participants 
stated hinders nurse-to-patient communication, especially if 
the patient-to-nurse ratio increases. 

Continuity of care. A lack of continuity of care can lead to a 
nurse being unfamiliar with a patient’s case, including the events 
that led to the ICU admission and the patient’s past medical 
history. Furthermore, various participants suggested increased 
continuity of care, including consistent handoff of information, 
as a method to improve communication to patients. 

Discussion
Communication and the provision of information is linked 
to the psychological state of the patient and is perceived by 
patients as an important factor to their well-being; yet recent 
literature on the subject is scarce, especially from the perspec-
tive of nurses (Price, 2004; Russell, 1999). Thus, it is interesting 
to find that the majority of our participants found nurse-to-
patient communication to be inadequate on their respective 
units. The factors affecting communication voiced by these 
participants correspond to those Price (2004) identified in her 
research exploring nurses’ experiences managing patients’ psy-
chological needs; these include lack of time, staff attitudes, the 
patient’s ability to communicate, and the patient’s mental status 
(Price, 2004). Furthermore, she identified communication as 
an overarching theme that permeates through all these factors 

(Price, 2004). Our findings echo the work of Price (2004); the 
time gap and lack of literature between our project and Price’s 
(2004) study suggest that these issues have not been fully 
addressed and still exist today. 

Many participants expressed that it is difficult to change how 
nurses communicate; they think that nurses will continue 
to do as they always have. Still, participants offered possible 
solutions on how to improve communication with patients in 
the ICU setting. Their recommendations included reflective 
practice and sensitization, team building, and increased conti-
nuity of care, all at a multidisciplinary level. Manser (2009) and 
Van, Oake, Jennings and Forster (2010) found links between 
these recommendations and improved quality of care and/or 
improved patient outcomes. There is a lack of research defend-
ing these recommendations with respect to their effects on 
communication practices; therefore, further exploration is 
recommended.

Researchers recommend promoting patient feedback, such 
as sharing their experience in the ICU, as a method of raising 
awareness of patient perspectives among ICU staff, which can 
result in increased sensitization and improved care (Russell, 
1999). Kalisch, Begeny, and Anderson (2008) tested the effects 
of using consistent shift-lengths on a unit and saw the results 
of improved teamwork and continuity of care among the nurs-
ing team. Improved continuity of care, in turn, has shown to 
increase nurse to patient communication, as patients’ specific 
needs are passed on during the transfer of care, promoting the 
uniqueness of the person (Gottlieb, 2013). An overwhelming 
majority of participants saw decreased mental status, often 
related to sedation, and non-verbal patients, as challenges to 
communication. Schweickert and Kress (2008) suggest the 
use of patient-targeted sedation protocols (structured assess-
ments of patient pain and distress paired with an algorithm that 
directs drug escalation or de-escalation based on the assess-
ment) to optimize patient analgesia and sedation. As well, 
newer augmentative and alternative communication strategies 
can help nurses and patients communicate when patients are 
non-verbal (Finke, Light, & Kitko, 2008).

Finally, participants prioritized communicating the phys-
ical aspects of care to patients, with less emphasis on 
communicating holistically to form therapeutic relationships; 
this is consistent with previous research findings (Price, 2004). 
Participants in Russell’s (1999) study reflected on the benefits 
of therapeutic interactions with their nurses, such as touch and 
active listening.

Limitations
The limitations of this project were a lack of privacy for one-on-
one interviews that were conducted in public spaces, multiple 
interview facilitators and novice interviewers. In addition, the 
interviews were conducted within a limited time frame as 
nurses could only be interviewed during their break-time. 

Conclusion
Communication plays a large and complex role in nursing, as 
it is highly interrelated to many other aspects of care. The lit-
erature review and results of this project indicate inadequate 
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nurse-to-patient communication in the critical care setting. 
This project has only touched the tip of the iceberg, but much 
more in-depth research can be done to better understand the 
issue. Finally, as stated by Participant 9:

“Don’t forget the person in lieu of caring about the machines, the 
person is the most important thing in the room.”

Implications for practice
All implications can be introduced and applied through a 
Strengths-Based lens in keeping with the McGill Model of 
Nursing (Gottlieb, 2013). 

• Reflective practices, sensitization to the issue of communica-
tion, team building and increased continuity of care, all at a 
multidisciplinary level, should be implemented in adult ICU 
settings.

• Optimize patient sedation to address the challenge of 
impaired patient mental status. 

• Use augmentative and alternative communication methods 
to improve two-way communication between patients and 
nurses.

• Promote empathetic and holistic communication between 
nurses and their patients.

Future considerations
• Develop a strategy and timeline to implement the proposed 

recommendations. 
• Further evaluate the impact of the proposed recommendations 

on clinical practice and continue to reassess the development 
of nurse-to-patient communication within the ICU setting. 
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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 are founded on the CACCN 
Mission Statement and recognize 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.

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

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


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

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 August 
15.

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!

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



Continuous Renewal FAQs
What is Continuous Renewal?
The CACCN “Continuous Renewal” feature allows for 
continuous renewal of your membership on its expiry 
date if you pay via credit card. You will no longer have to 
worry about remembering to renew! Following the com-
pletion 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 mem-
bership 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 
automatically included in the Continuous Renewal 
Program. 

If sending your membership using the printed mem-
bership / 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 mem-
bership term selected (one or two years); CACCN will 
renew your membership using the credit card informa-
tion 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 partici-
pation 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 continu-
ous renewal, the newly determined fees will be applied. 
Any change in membership dues will be communicated 
well in advance of implementation.

Does CACCN store my credit card information?
CACCN does not store your credit card information in 
our database nor in any record held at National Office. 
All credit card information is explicitly stored with the 
credit card processing company Eigen Developments. 
Eigen Developments meets and exceeds all indus-
try standards in ensuring the financial safety of our 
members. CACCN will maintain a record of those par-
ticipating 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 minimum of fifteen (15) days prior to your member-
ship 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. 
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