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Canadian Association
of Critical Care Nurses
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.

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

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
■■

■■

■■

■■

■■

■■

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
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Critical reflections

F

or me, fall is a time of renewal. Winter is often a time
of quiet reflection, meeting goals, a time of study and
fulfilling accomplishments. In spring, we find ourselves
shaking off the weight of the last few months, watching the
new season unfold bringing new life, challenges, dreams and
often a reset of our goals. Such is the cycle of the seasons.
The Board of Directors met in late March for our annual
Spring Face-to-Face meeting. This meeting is always the start
of the new fiscal year bringing new challenges, new opportunities and often new board members. For the first time in several
years, the members of the board remain unchanged after the
Annual General Meeting last September. We are pleased to
welcome back Sarah Crowe and Angela Foote for their second
terms on the Board of Directors:
• Sarah Crowe is taking on the role of Co-Chair of the
Conference Education and Evaluation Committee alongside Lissa Currie. She will also be Chair of the Dynamics
of Critical Care Conference™ 2020 and will for the next
year continue to manage the association’s finances as our
National Treasurer.
• Angela Foote is taking on the role of Co-Chair of
Professional Development alongside Brandi VanderspankWright. Angela is moving from the CEEC committee and
was Chair of the Dynamics of Critical Care Conference™
2019 Local Operations Committee for Calgary, AB.
In addition to Sarah and Angela, we are so pleased to have
such a dynamic group of critical care nurses on our Board:
• Mélanie Gauthier, Vice-President / Chair of the Partner
Relations Committee;
• Peter Anderst, Director / Chair of the Member Relations
Committee;
• Lissa Currie, Director / Co-Chair of the Conference
Education and Evaluation Committee and Chair, Dynamics
of Critical Care Conference™ 2019;
• Brandi Vanderspank-Wright, Director / Co-Chair of the
Professional Development Committee.
We spent our time wisely at the two-day board meeting, working on behalf of the membership. We prepared and approved
a balanced budget, which was challenging and required some
revisions to processes. However, we feel we have maintained
the items of importance to the membership and are working
within our financial means.
We also recognized the work that has come to fruition over the
past year due to the efforts of the board, the national committees and you, our members:
• Certification Education Modules: ten educational modules
have been recorded and are now available on the CACCN
Members’ Only site. Thank you to Renée Chauvin and
Sarah Crowe for completion of the Certification education
modules;
• Position Statements: the professional development committee has created three position statements of interest to our
members: Healthy Work Environments, Patient and Family

Centred Care and Models of Care in the Critical Care Unit.
We thank the committee for their work on these statements and thank our members from across the country who
reviewed and offered comments on the draft statement;
• CACCN Website: the site is well on its way to completion.
We do not have a release date yet, however, we are hopeful
the site will be completed and available prior to June 1, 2019;
• Dynamics 2020 venue: selection has been completed and
we are pleased to announce the Dynamics of Critical Care
Conference™ 2020 will be held at Caesars Windsor, Windsor,
Ontario. A call for Local Operations Members was issued in
the April Critical Connections Bulletin.
• World Congress Critical Care 2021: CACCN has entered
into a partnership with the Canadian Critical Care Society
to co-host the World Congress in 2021 in Vancouver, BC.
Additional information will be forthcoming in the future.
At the Board meeting, we also took time to reflect and remember our departed colleague, Paula Price, Editor of the Canadian
Journal of Critical Care Nursing™. Paula cared deeply about
our profession and was passionate about nursing education.
To honour Paula Price, the Board had dedicated the CACCN
Educational Bursary for baccalaureate and critical care nursing programs. The award is now the Paula Price Memorial
Bursary. Her contributions to the CACCN, critical care and
nursing will continue to live on.
Looking over the past few months, we realize one of the great
joys, as a board member, is to meet with our chapter executive members from across the country. We accomplish this
at Chapter Connections Day (CCDay), held the day prior
to the start of the Dynamics of Critical Care™ Conference
(Dynamics). Chapter executive members are invited to participate in an environmental scan discussing topics, trends and
issues in critical care nursing. The information gleaned from
the environmental scan is used by the national committees and
the board to draw topics for position statements, conference
topics and speakers that would be of interest at Dynamics. This
is a valuable exercise in understanding the successes and challenges critical care nurses are experiencing across the country.

Kathy Bouwmeester doing what she loves.
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The work of our chapters is important and while each of the
chapters has its own distinct personality, many of the challenges are the same. Our chapters are one avenue to have your
voice heard in the discussion of healthcare. The most recent
CACCN position statement, “Models of Care in the Critical
Care Unit” came out of the member survey in 2016 and our
discussions with chapter executive members. Additional topics of interest from the environmental scan are intensive care
unit survivorship, complexity in critical care, the chronically
ventilated patient, interprofessional collaboration and building
capacity with associations/organizations, such as our physician
partners, in healthcare, critical care and research.

Given the complexity of healthcare, much of the public does
not understand what goes on behind the scenes to support our
patients and their families. Nursing and, indeed, the healthcare
system are impacted by politics, policies, procedure, over-capacity, budgets and a lack of appropriate staffing. It is clear we
must continue to strengthen our voice by working with other
organizations representing nurses and healthcare, in general. These organizations may include our regulatory bodies,
other nursing associations, unit-level nursing councils and
our CACCN chapters to ensure we are heard. With the current healthcare climate, we must live in the moment and move

beyond past practices, to Be the One for critical care nursing.
By using our voice, we can and should have an impact on the
care we are able to provide our patients, despite the barriers and
challenges faced. One thing we know is critical care nurses are
a tough breed.
If you are looking for a way to use your voice and your talents,
consider working with your chapter on a national committee or
seeking nomination for the Board of Directors. You will be surprised at how large your voice will be.
With Nursing Week in the month of May, we have an opportunity to highlight the work we do! Thank you for all you do
for your patients and families… caring for the sickest at the
most vulnerable time in their lives. I hope many of you use
the CACCN signs—Be the One, I am critical care, I am a critical care nurse to promote and recognize yourself and your
colleagues!
The Dynamics 2019 Local Operations Committee for the
Dynamics of Critical Care™ Conference being held September
16-18, 2019, in Halifax, Nova Scotia, has been working hard
to provide a stellar educational event for critical care nurses.
Watch for registration to open in early June 2019. I hope many
of you can join us at the conference, as we look forward to
meeting with you to share the work of the National Board, our
national committees and sub-committees.
Sincerely,
Kathy Bouwmeester
President

Call for Board Members
Nomination deadline: July 5, 2019 @
2359 EST

Are you interested in actively shaping the future of your
nursing association while acquiring new skills?!
If so...we want YOU!
The Board of Directors of the Canadian Association of
Critical Care Nurses is accepting nominations for Board
positions for a two-year term from April 1, 2020 to March
31, 2022:
• Two (2) Directors, Central Region (Manitoba/Ontario)
• One (1) Director, Western Region (British Columbia,
Alberta, Saskatchewan, the Territories)
• One (1) Director @ Large (candidates from any region)

Qualifications

Active / current member of CACCN, possessing a valid registered nursing licence who is no less than 18 years of age, is
currently working in critical care with a willingness to serve
on the board of directors.
View the nomination package at www.caccn.ca and submit
your nomination online!
Package includes: General Operating Bylaw #1, which governs operations—candidates should familiarize themselves
with Section V (pg 9), VI (pg 12) and VII (pg 14). Candidates
should also be familiar with the CACCN Mission, Vision,
Values and should review the BOD Nomination PowerPoint
regarding the duty to care, fiduciary duties and Board structure prior to nomination submission.
We are looking to receive nominations for each position
with a view to having a diverse, talented and dedicated pool
of candidates!
**CACCN will be using electronic / online voting through
Simply Voting for the election
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Position Statement
Models of Nursing Care in the Critical
Care Unit

Background
Critical Care is a specialty that cares for patients who are experiencing, or are at high risk to develop a life-threatening health
crisis. The level of care required is variable. Most critical care
units in Canada have mixed populations and age groups, with
patients admitted for a range of general and/or specialized
medical or surgical care. The complexity of care and patient
acuity varies between units (e.g., academic referral centre
versus community hospital), and within units throughout an
individual patient’s admission trajectory. This creates operational challenges for establishing nurse staffing needs based on
fluctuating acuity levels.
CACCN Position
The CACCN believes it is essential that critical care units
match the unique needs of each patient with a Registered Nurse
(RN) who has completed additional education in critical care
(Critical Care RN). The model of nursing care required to staff
a critical care unit is dependent on three factors: the patient, the
nurse, and the environment.
• The Patient: The medical stability and nursing care complexity
of the patient’s condition must be considered when determining appropriate staffing. Patients with advanced single-system
conditions, multisystem organ dysfunction or rapidly changing
medical conditions are at imminent risk for negative clinical
outcomes. Delirium frequently complicates the management
of critically ill patients and changing practice standards (e.g.,
least restraint policy, early mobilization of patients receiving
life-support) adds to the nursing demands. In addition to the
nursing care requirements to support the patient’s physiological needs, critically ill patients and their families often require
extensive nursing support to cope with the risk for, or reality
of prolonged illness, reduced quality of life or death. Cultural
considerations, language barriers and mental health issues can
increase the nursing support requirements.
• The Nurse: An RN with specialty education in critical care
is necessary for the care of all critically ill patients. The ability
to think critically, anticipate and recognize subtle changes, and
manage complex fluctuations in a deteriorating patient’s status
is paramount, and requires the advanced assessment skills and
knowledge of pathophysiology and life-support interventions
obtained through critical care education.
The Critical Care RN provides holistic and continuous 24-hour
care and support to the patient and family. Expertise as a Critical
Care RN develops over time with repeated experiences, mentoring and ongoing education. The expertise among Critical
Care RNs within any given unit usually ranges from beginners to experts. Individual Critical Care RNs may demonstrate

different levels of expertise in different clinical situations. The
Critical Care RN expertise must be considered when determining appropriate nurse-patient ratios.
Ongoing education is required to maintain best practices and
competency in this rapidly changing specialty. This can be
supported through Canadian Nursing Association (CNA) certification in critical care.
The Critical Care RN is the primary care provider for the critically ill patient and family. However, this role is supported and
strengthened by the interprofessional collaboration with other
healthcare providers. These other healthcare providers may
include social workers, physiotherapists, physicians (intensivists and other specialities), pharmacists, respiratory therapists,
and other non-RN nursing roles, where and when appropriate.
• The Environment: The critical care environment has a significant impact on the staffing of a critical care unit, and can
be broken down into three elements: the critical care environment, the overall patient acuity and nursing skill, and the
hospital environment:
• The physical layout of the unit, including visibility and access
to the patients must be considered when determining safe
staffing levels.
• The overall combined acuity of patients and the skill mix
of all on-duty Critical Care RNs must be considered when
determining staffing needs. A nurse-patient ratio of >1:1 is
often required when patients are very unstable. If the percentage of unstable patients is high, a higher nurse:patient
ratio may be needed for low acuity patients in order to mobilize additional nursing support. Nurse-patient ratios may
need to be augmented if there is a high proportion of inexperienced nurses. As well, staffing ratios must be able to
support the mentoring of new nurses and provide opportunities to develop experienced staff as they take on new skills
(such as advanced technical or charge nurse skills).
The hospital environment is often supported by the critical care
team. Each hospital has specific policies and plans for code
blue support. Rapid access teams (formal or informal) may
be required to support unpredicted patient deterioration on
general inpatient units. Staffing levels will need to support the
activity of the code blue team and outreach team as they support the overall functioning of the hospital. Other factors that
may need to be considered include the services available at each
individual site (e.g. availability of 24-hour support services,
such as pharmacy, respiratory therapy, etc.), and the possible
need to transport patients off site for additional diagnostic tests
or therapies, thereby requiring critical care RN escort of the
critically ill patient.
In general, most critical care patients will require a ratio of
one Critical Care RN to one patient. However, there will be
times when higher (2 Critical Care RNs to 1 patient) or lower
Volume 30, Number 2, Summer 2019 • www.caccn.ca 7

(1 Critical Care RN to 2 patients) ratios are appropriate, as long
as the above three factors (the patient, the nurse and the environment) have been sufficiently and safely addressed. CACCN
acknowledges that many critical care units comprises a variety
of different levels of patients and staff and, therefore, a standard staffing ratio is difficult to determine and should always be

contextually based. Staffing models should be developed that
can be flexed up or down, as required, in response to local unit
variability in census and acuity.
Approved by the CACCN Board of Directors
March 23, 2019
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Membership Recruitment Referral
Draw Recipients

Congratulations to the following CACCN members who
received a complimentary one-year membership ($75
value) for their member referral(s)* – Q4 – January 1 to
March 31, 2019:
• Christopher White, NS
• Stephanie Welsh, QC
* The recruitment referral draw is a 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.
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Photo: CACCN Chapter Leadership, Chapter Connections Day 2018

Membership Recruitment
Have you referred a member to the CACCN? If so, make sure to tell them to include your
name as the referring member!
Referring members are eligible for the quarterly Membership Recruitment Draw!
You could receive a complimentary one-year extension on your membership!

By working together, we are building a stronger Association!
Criteria:
1.
2.
3.
4.
5.

Current / Active CACCN Members may participate.
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.
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”.
Names cannot be entered into the draw if the sponsor/recommending information is not included when the member application is processed.
Members may be entered to win a complimentary membership for each referral received per quarter.

www.caccn.ca
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Critical Care Certification–Fall 2018
Congratulations to the following CACCN members* on successfully attaining or renewing their Certified Nurse in
Critical Care—Canada (CNCC(C)) and Certified Nurse in
Critical Care—Pediatrics Canada (CNCCP(C)) Designation
in November 2018.

CNCC(C) Initial Certification

Bryony Anderson
Sonya Dacar
Karolina Dec
Emily Hagg
Audra Roxanne
Huxtable-Monteram
Joanna MacDonald
Martina O’Regan
Fatima Syma Rajan
Sarah Ryan
Annette Trudel
Evelyne Trudel
Ramesh Venkatesa Perumal
Catherine Wong

Cornwall, ON
St. Albert, AB
Caledon East, ON
Calgary, AB
Toronto, ON
Leitches Creek, NS
Vancouver, BC
North Vancouver, BC
Sturgeon County, AB
Toronto, ON
Montréal, QC
Scarborough, ON
Toronto, ON

CNCC(C) Renewal Certification

Castro Arias
Monica Boon
Gillian Brown
Chantal Carignan
Severina Cesta
Lyndsay Clarke
Amanda Di Florio
Stéphanie Dupuis
Jamie Fiset
Sarah Gilchrist
Jo-Anne Goodland
Maria Haley
Vera Heldmann
Bruno Hogue
Christopher Hollett
Julia Jarecsni
Anita Joa
Shabana Lalji
Lesley LaPierre
Meighan McColl
Brenda McGuey
Domhnall O’Dochartaigh
Kerry Oxtoby
Carolynn Roche
Arkadi Shuman
Elizabeth Stire
Grace Walter
Lindsey Wright
Yu Qin Zhao

Edmonton, AB
Stratford, ON
Red Deer, AB
St-Basile-le-Grand, QC
Scarborough, ON
Red Deer County, AB
Pierrefonds, QC
Québec, QC
Sainte-Marthe-Sur-Le-Lac, QC
Winnipeg, MB
St. John’s, NL
Toronto, ON
Kitchener, ON
Magog, QC
Bay Bulls, NL
Merlin, ON
Red Deer, AB
North York, ON
Spruce Grove, AB
Edmonton, AB
Fort McMurray, AB
Edmonton, AB
Red Deer County, AB
Terra Cotta, ON
Calgary, AB
Oshawa, ON
Thornhill, ON
Calgary, AB
Laval, QC

CNCCP(C) Initial Certification
Tammy Fleming
Sarah Kesselman
Jennifer Lucas
Jacqueline Lukas Bretzler
Marlys McTavish
Aileen Paraguas
Alison Rempel

Winnipeg, MB
Winnipeg, MB
Winnipeg, MB
Portuguese Cove, NS
Winnipeg, MB
Winnipeg, MB
Winnipeg, MB

CNCCP(C) Renewal Certification
Andrea Jesney
Sandra Kowalski
Starlene Lundrigan
Denise MacIntyre
Barbara Ann
Mcclure-Ellsmere

Calgary, AB
Winnipeg, MB
Conception Bay South, NL
Dartmouth, NS
Dartmouth, NS

*provided permission to CNA

CACCN Certification Draw

Congratulations to the following members—recipients of
the Fall 2018 Certification Draw:
• Joanna MacDonald, RN, CNCC(C), Leitches Creek, NS,
recipient of $500
• Andrea Jesney, BN, RN, CNCC(C), Calgary, AB, recipient of $250
• Monica Boon, RN, CNCC(C), Stratford, ON, recipient
of $250
*The Certification draw was completed as a blind/random
draw following receipt of the Fall 2018 certification listing
from the Canadian Nurses Association. Members who provided permission for their contact information to be shared
by CNA were included in the draw.
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CACCN calendar of events

Dates to Remember!
June 1: BBraun “Sharing Expertise” Award deadline
June 1: Brenda Morgan Leadership Excellence Award
deadline
June 1: CACCN Canadian ICU Week Spotlight
Challenge Award
June 1: CACCN “Chasing Excellence” Award deadline
June 1: CACCN Education Bursary
June 1: CACCN Life Member Award
June 1: CACCN Research Grant
June 1: Chapter of the Year Award Application deadline
June 1: Paula Price Memorial Bursary
June 1: Spacelabs Healthcare Innovative Project
Award deadline
June 1: Dynamics 2019 Conference Registration opens

June 1–Sept 1: CNA Fall 2019 Certification
Applications open
July 5: Board of Directors Nominations deadline
Aug 15: Dynamics 2019 Early Bird Registration
Deadline – 1700 hrs EST
Sept 2: Dynamics 2019 Final Registration Deadline –
1700 hrs EST
Sept 13–14: BOD F2F Meeting
Sept 15: Chapter Connections
Sept 16-18: Dynamics of Critical Care™ Conference
Nov 1–15: CNA Fall 2019 Certification Examination
Dates
For award information, visit: www.caccn.ca – Awards
and Recognition

Nurses: A Voice to Lead—Health for All
National Nursing Week: May 6–12
International Nurses Day: May 12

During National Nursing Week, celebrate your achievements and contributions to excellence in critical care.
Take time in “our” week to reflect on the difference we
make in the lives of our patients and their families. It isn’t
only for one week that we should think about the passion,

compassion and energy we bring to work every day. This
makes a significant difference in how our patients respond
to surviving an illness or catastrophic injury. It is with pride
and a sense of satisfaction we recognize and celebrate the
excellent care we deliver daily in critical care units across
the country. Thank you for all you do and thank you for
being part of our exceptional community of critical care
nurses!
Show your pride in our profession by sharing your nursing
week events!
Download/print a sign at www.caccn.ca or make your
own! Use these sign ideas: “I am the ONE”, “I am a critical care nurse”, “I am critical care”. Take a photo with
your colleagues and share on the CACCN Facebook
and Twitter (@CACCN1) pages using these hashtags:
#NationalNursingWeek, #betheone, #CACCN, #criticalcarenurse, #criticalcare, #voicetolead, #IND2019

Sarah Crowe, CACCN Treasurer, with colleagues at Fraser
Health
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CRITICAL CARE NURSING ABSTRACTS
Four of the strategic goals of CACCN are: 1) to provide educational opportunities for critical care nurses; 2) to optimize
quality of critical care nursing practice; 3) to provide varied
opportunities to profile critical care nursing research; and 4) to
provide opportunities for nursing colleagues to network.
CACCN’s national conference, Dynamics of Critical Care™,
provides an excellent venue for accomplishing all of these.

CACCN is pleased to be printing our annual “Special Dynamics
of Critical Care Issue”.
The following abstracts represent the concurrent sessions and
posters being presented during the Dynamics of Critical Care™
Conference 2019 being held in Halifax, NS, September 16–18,
2019.

Concurrent Sessions—45 minutes
A frightening and foreign land: Rural and
remote family members’ experiences
of a relative’s interfacility transfer for
advanced critical care services
Margie Burns, MN, RN, CNCC(C) and Pammla Petrucka, PhD,
RN, Vernon Bridge, PEI/Regina, SK
Key words: critical illness, family, interfacility transfer
Educational stream: Research
Learning level: Novice

critical care services. Results of this integrative review reveal the
anxiety and stress experienced by these individuals, as well as
factors that may mitigate or contribute to these feelings of anxiety and stress. Furthermore, findings of this integrative review
highlight the concern that healthcare providers (HCP) frequently
misunderstand the needs of rural and remote family members
who are experiencing an IFT of a critically ill relative. Through a
better understanding of this phenomenon, the HCP will be better
positioned to effectively support and care for these individuals
during this unique experience. While an initial understanding of
this phenomenon is presented, significant gaps in understanding
were identified that highlight the need for further research.

Age-specific population: All ages

Botulism: A case presentation

Purpose/goals: Although there is an increasing awareness of
the negative consequences of a relative’s critical illness for family members, there is limited understanding about the impact
of this experience for families of rural and remote patients
who require an interfacility transfer for advanced critical care
services. This presentation will describe the findings of an
integrative review of the rural and remote family member’s
experience of a relative’s interfacility transfer to an urban tertiary care centre for advanced critical care services. With an
enhanced understanding of this phenomenon, nurses will be
better prepared to support these family members.

Carolynn Roche, RN, CCRN, Catherine Judd-Morin, RN, and
Sabrina Drepaul Jeethan, RN, Brampton, ON

Outcome 1: Describe the negative consequences rural family
members experience during a critically ill relative’s interfacility
transfer to an urban tertiary care centre
Outcome 2: Apply this increased understanding of the rural
families’ experience to practice, thereby enhancing care of these
individuals
Session description: This presentation describes the results of an
integrative review of the rural and remote family member’s experience of a relative’s interfacility transfer (IFT) to an urban centre
for advanced critical care services. Although there is an increasing awareness of the negative consequences of a relative’s critical
illness for family members, there has been limited research conducted about the impact of this experience for families of rural
and remote patients who require an IFT for advanced critical care
services. This presentation provides a conceptualization of what
is currently understood about the family member’s experience
of a relative’s IFT to an urban tertiary care centre for advanced

Key words: Botulism, pathophysiology, treatments and outcomes
Educational stream: Clinical Practice
Learning level: Applicable to all
Age-specific population: Adult
Purpose/goals: This presentation will review a case involving a patient who was admitted to the adult intensive care unit
(ICU) with botulism. The goal of the presentation is to educate nurses about botulism, the diagnosis, the treatment and the
care required to manage a patient with this illness.
Outcome 1: Explain the pathophysiology of botulism
Outcome 2: Identify the signs and symptoms of botulism
Outcome 3: Outline the treatment and care of a patient with
botulism
Session description: Botulism is not a common illness, but
it is one that can have a potentially fatal outcome if it is not
detected and treated in the early stages of onset. What is botulism, why does it occur, who gets it and how is it treated will
all be explored through a case presentation involving a patient
admitted to the intensive care unit (ICU) with this illness.
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Demonstrating how high acuity is an
important component of critical care
service: One community hospital’s
experience
Vininder Kour Bains, MSN, RN, CNCC(C) and Emma Lloyd,
BSN, RN, Vancouver, BC
Key words: high acuity, critical care, community hospital

Creating, developing, and writing an
impressive abstract for the Dynamics of
Critical Care™ Conference

Educational stream: Leadership
Learning level: Applicable to all
Age-specific population: Adult

Learning level: Applicable to all

Purpose/goals: High Acuity Units (HAU) have an important
role to play in critical care services, yet the concept of high acuity units is inconsistently defined, as is the scope, skill set, or
training of high acuity nurses. This presentation will describe
how one unit was able to improve care delivery by converting
an intensive care unit (ICU) into an HAU. It is time to recognize the role HAU has within critical care, better develop the
concept, and support HAU registered nurses (RNs) to define
high acuity standards and clinical competencies.

Age-specific population: All ages

Outcome 1: Explain the concepts of a high acuity unit (HAU)

Purpose/goals: This presentation will highlight the important
components of a well-written abstract, tips for creating impressive abstracts, and identify sources of available support for
individuals submitting abstracts to nursing conferences.

Outcome 2: Recognize the differences between step-up, stepdown, and step-over high acuity units (HAU)

Ingrid Daley, MScN, RN, CNCC(C), Karen Dryden-Palmer,
MSN, RN, CACCN Conference Education and Evaluation
Committee, and Eugene Mondor, MN, RN, CNCC(C),
Edmonton, AB
Key words: abstract
Educational stream: Education

Outcome 1: Identify the important components of an effective
abstract
Outcome 2: Explore approaches to creating interesting titles,
developing purpose statements, and crafting meaningful learning objectives to reflect session ideas
Outcome 3: Describe essential information that should be
included in the session description of a well-written abstract
Session description: Have you thought about presenting at
Dynamics, but are not sure where to begin? Do you have a great
idea for a presentation, but are not sure how to get started?
It all starts with an idea, getting your thoughts written down
on paper, and then submitting your abstract to the Dynamics
of Critical Care™ Conference. But not as easy as it sounds,
right? This session, presented by members of the Conference
Education and Evaluation Committee, will help guide you
through the abstract submission process. Suggestions for developing creative titles, identifying the purpose of your session,
and writing effective learning outcomes, will be discussed.
Most importantly, this session will offer delegates ideas and
recommendations on how to effectively describe the nature
and scope of your proposed session, identify sources of support during the writing process, and successfully creating an
award-worthy abstract!

Outcome 3: Identify the differences between the scope, skills,
and clinical competencies of a high acuity trained registered
nurse (RN) and an intensive care trained registered nurse
Session description: This session will describe how one hospital transformed its six-bed intensive care unit (ICU) to a
High Acuity Unit (HAU) with the purpose of better matching
critical care services with the care needs of the patient population. A community hospital had an ICU that was underutilized
because of both low acuity and low occupancy. ICU trained
registered nurses (RNs) had difficulty maintaining their clinical
competencies. Additionally, the lack of an intermediary level of
care resulted in patients either struggling with the ICU-to-ward
transition while other ward patients with higher care needs also
encountered challenges. The session will describe how the hospital developed the HAU; recruited and trained a new HAU
staff; and identified and addressed the gaps in service that arose
with the loss of the ICU. There are many definitions of HAU in
the literature (i.e., step-up, step-down, or step-over HAU), and
the presenters witnessed many ways to enact an intermediary
care unit when we visited other HAUs. The unit reviewed the
options and used patient data to inform the design. The lack
of clear standards for HAU RN competencies made navigating
HAU RN scope of practice a constant question during design,
training and implementation. While there were concerns with
the loss of the ICU, the data demonstrated that with creative
solutions, more patients were with an HAU at our site. It is time
to recognize that high acuity is a valuable component of critical
care service to and dedicate more effort to better define HAU,
and the scope of HAU RNs.
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Early identification of critical care as a
career goal: An internship approach to
recruitment, education, and support

From typewriters to Twitter verse:
Working within a multigenerational
nursing profession

Jodi Walker Tweed, BN, RN, and Anne Romio, BN, RN,
Winnipeg, MB

Jasmine Yong, BN, RN and Ludmila Krapchan, MN, RN,
CNCC(C), Coquitlam, BC

Key words: critical care, nurse, internship, education

Key words: multigenerational, technology

Educational stream: Education

Educational Stream: Leadership

Learning level: Intermediate

Learning level: Applicable to all

Age-specific population: All ages

Age-Specific Population: Adult

Purpose/goals: This session will highlight the challenges of
nursing recruitment into specialized areas such as critical care.
Discussion will include utilizing partnerships with educational
institutions in order to identify new graduates who have an
interest in critical care, and collaboration with hospitals to create a supernumerary internship, which is of benefit to both the
nurse learner, and the hospital. This session will also demonstrate a collaborative approach for better preparing a new
graduate entering a critical care training program.

Purpose/goals: This presentation will help nurses build an
understanding of the current makeup of the nursing profession with respect to its five generational cohorts. In addition
to defining the characteristics of each generational cohort,
the presentation will offer literature-based strategies on how
to bridge multigenerational gaps and create cohesive nursing
work environments.

Outcome 1: The challenges facing hospitals in recruiting an
adequate supply of nurses into a critical care training program
Outcome 2: The need for a multi-pronged/multi-partnered
approach to early identification of nurse learners into a critical
Care environment
Outcome 3: Creative strategies needed to support novice
nurses in a critical care training program/ environment
Outcome 4: Appreciate/understand the importance of capital
investment required for success
Session description: The global shortage of critical care trained
nurses has a significant impact on a hospital’s ability to deliver
quality patient care, forcing hospital administrators to be more
creative in non-traditional recruitment strategies. To identify
a new stream of recruitment into critical care, a collaborative internship approach, involving the University’s Faculty of
Nursing, acute medical/surgical wards, and educators was created to determine if there is a better way to prepare new nursing
graduates into a critical care training program. This internship
program collaborated with the Faculty of Nursing to interview
and select appropriate nursing school candidates who had an
interest in critical care prior to their senior practicum. These
candidates went on to complete one year of employment on
an acute medical/surgical unit in a supernumerary role prior
to taking the intensive care. The goal during the first year of
employment was to advance the new graduate nurse through
patient assignments, attend frequent meetings with an educator, written reflection assignments, goal setting, and case
studies to help the nurse advance their skill set towards that of a
specialized critical care nurse.

Outcome 1: List the five generational cohorts that comprise the
nursing profession
Outcome 2: Describe the general characteristics of each generational cohort
Outcome 3: Explain the benefits and challenges of working
within a multigenerational nursing environment
Outcome 4: Identify strategies to address multigenerational
barriers in the workplace to create cohesive intergenerational
teams
Session description: Multigenerational professional environments have become a norm in many modern workplaces. The
nursing profession is a good example of the multigenerational
work environment. This presentation session will focus on
the benefits and challenges posed by multigenerational nursing environments, as a result of the diverse values, beliefs and
attitudes inherent in each generational cohort. It will define
the current generational cohorts (veterans, baby boomers,
generation X, millennials, generation Z) and the general characteristics of each cohort. The presenters will invite delegates to
examine their own values and beliefs against the background
of their generation’s values and beliefs. Through the lens of the
nursing leader and educator, a practical approach to creating
multi-generation-friendly work environments will be examined. Utilizing foundational knowledge of each generational
cohort, the presenters will provide strategies on how to leverage the strengths of the cohorts and bridge the gaps between
them to foster cohesive and dynamic teams. The presentation
will conclude with an overview of the ongoing and future areas
of research on this topic and current gaps in the literature.
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on lived experience, this interactive presentation will review
the challenges of communication for children in pediatric critical care and the benefits of augmentative communication for
patients, families, healthcare team members, and healthcare
organizations. Demonstrations of technology-based communication for children in pediatric critical care will be provided. A
proposal for a quasi-experimental study investigating the use of
augmentative communication to enhance the ability of non-vocal, mechanically ventilated patients in pediatric critical care to
communicate will be reviewed.

Hearing silent voices: Enhancing patient
communication through the use of
technology in pediatric critical care
Colleen Breen, MScN, RN, CNCCP(C), and Jane Houghton, RN,
Waterloo/Glencoe, ON
Key words: enhancing patient communication in critical care
Educational stream: Clinical Practice
Learning level: Applicable to all
Age-specific population: All ages
Purpose/goals: Based on lived experience, this interactive
presentation will review the communication challenges and
barriers for children in pediatric critical care and the benefits of
augmentative communication for patients, families, healthcare
team members, and healthcare organizations. Demonstrations
of technology-based communication for children in pediatric
critical care will be provided.
Outcome 1: To understand the communication challenges and
barriers for children in pediatric critical care
Outcome 2: To describe the benefits of augmentative communication in pediatric critical care
Outcome 3: To demonstrate technology-based communication strategies in pediatric critical care
Session description: Each year more than 210,000 children
receive treatment in critical care units across North America.
Although these children may be awake, they often cannot speak
due to illnesses, injuries, medications or treatments, such as
mechanical ventilation. The inability to communicate often leads
to physical discomfort, depression, anxiety, fear, anger, vulnerability, loneliness, sleep disruptions and a loss of freedom and
personhood. Communication challenges increase when patients
are given medications to alleviate pain and anxiety associated
with mechanical ventilation, further prolonging their recovery.
Patients may try to communicate using gestures, head nods,
mouthing of words and writing, often causing misunderstandings and frustration for patients and nurses, along with patient
fatigue. When nurses misunderstand patients, there is risk of
medical error, patient morbidity and increased length of stay.
There are few studies on the use of technology to enhance communication in pediatric critical care. However, similar studies in
adult critical care support the use of technology to improve communication, reduce morbidity, decrease length of stay, increase
patient comfort, and enhance nurse-patient relationships. Based

Higher acuity patients and less
experienced nurses: Implementation of
a rapid response team to support noncritical care areas
Kara Callaghan, BScN, RN, BMT, MTA, CNCC(C) and Margie
Burns, MN, RN, CNCC(C), Charlottetown/Vernon Bridge, PE
Key words: rapid response team, critical care outreach
Educational stream: Clinical Practice
Learning level: Applicable to all
Age-specific population: Adult
Purpose/goals: This presentation will demonstrate the impact
of a rapid response team (RRT) on patient outcomes, code blue
calls in non-critical areas, and nursing satisfaction in a 243-bed
acute care facility.
Outcome 1: Explain the purpose of a rapid response team (RRT)
Outcome 2: Describe the benefits of a rapid response team
(RRT) in terms of both patient care and nursing satisfaction
Outcome 3: Identify the indications for activating the rapid
response team (RRT)
Outcome 4: Describe the impact of the rapid response team
(RRT) on the incidence of code blue calls in non-critical care
areas
Session description: The setting of this quality initiative is the
main acute care referral centre in the province. In 2017, this
243-bed facility implemented a Rapid Response Team (RRT)
to address the increasing patient acuity in non-critical areas,
and reduced levels of nursing experience in these areas. The
purpose of the RRT is twofold: to support nursing staff in the
recognition and management of acutely deteriorating patients
in non-critical care areas, and to provide immediate stabilizing
and resuscitative measures to the acutely ill patient. The RRT
fosters collaboration between the intensive care unit (ICU)
nurse and the medical-surgical nurse in the care of acutely ill
patients through patient assessment, team communication,
support, and education. This session will describe the rationale
for the implementation of the RRT at this facility, the specific
implementation process, indications for activation of the RRT,
challenges faced during the implementation process, ongoing
quality improvement, and an analysis of the impact of the RRT
on patient outcomes, code blue calls in non-critical care areas,
and nursing satisfaction.
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Implementing evidence-based strategies
to enhance the quality and frequency of
patient communication in the intensive
care unit: A knowledge-to-action project
Vininder Kour Bains, MSN, RN, CNCC(C), Sasha Wade, MSc.,
SLP(C) and Lois Turner, MS, RSLP, CCC-SLP, ATP, Vancouver, BC

Initial care of the adult burn victim:
Resuscitation and complications
demystified
Emily Hagg, MSN, RN, CNCC(C) and Laura Robinson, BScN,
RN, CNCC(C), Calgary, AB
Key words: burns, resuscitation, complications, initial care

Key words: communication barrier, critical care

Educational stream: Clinical Practice

Educational stream: Clinical Practice

Learning level: Intermediate

Learning level: Applicable to all

Age-specific population: Adult

Age-specific population: Adult

Purpose/goals: This presentation will explore and explain
the initial care required of an adult burn victim in relation
to current resuscitation practices and potential systemic
complications.

Purpose/goals: Intensive care unit (ICU) patients are at high
risk of experiencing communication barriers, which can have
several negative consequences such as distress, anxiety, poor
symptom management and increased use of restraints. This
presentation will describe how, with training and simple tools,
clinicians can better assess for communication barriers, and
enhance nurse-patient communication by selecting appropriate tools and communication strategies.
Outcome 1: Identify three types of communication barriers
that intensive care unit (ICU) patients commonly experience
Outcome 2: Demonstrate one communication strategy to
address a mechanical communication barrier
Outcome 3: Demonstrate one communication strategy to
address a cognitive communication barrier
Session description: Intensive care unit (ICU) patients experience communication barriers for many reasons including:
intubation, frequent comorbidities associated with critical
illness, and the limitations in systemic supports to facilitate
effective clinician-patient communication. ICU patients who
are unable to speak often are limited to yes/no questions,
mouthing words, and using gestures. As a result, communication exchanges between patients and nurses tend to be
infrequent, brief, mostly nurse-directed, focused on basic care
needs, and rarely result in the patient’s complete message being
understood. This communication difficulty is associated with
increased patient distress, frustration, anxiety, agitation, and
sleeplessness; inaccurate symptom assessment, adverse events;
and increased use of both chemical and physical restraints. In
2016-17, an ICU admitted 742 patients per year, 68% experience mechanical ventilation, and 53% have a positive delirium
screen. Despite the high rate of communication difficulties in
this population, ICU nurses and respiratory therapists (RTs)
receive no education on how to address communication issues
in critical care education. Effective, low-cost strategies that
enhance nurse-patient communication exist. This presentation
will outline how the unit adapted and implemented the strategies outlined in the Study of Patient-Nurse Effectiveness with
Assisted Communication Strategies (i.e., SPEACs trial). This
included offering assistive and augmentative communication
training, as well as developing a communication cart to store a
variety of inexpensive tools to aid clinicians to assess for communication barriers and select appropriate tools.

Outcome 1: Learners will be able to identify the most current
burn resuscitation practices and their relevance to the burn
population
Outcome 2: Learners will be able to explain potential systemic
complications of adult burn victims along with the required
treatment
Outcome 3: Learners will be able to outline the importance and
benefit of optimized burn patient care in the initial hours of
injury
Session description: Large-percentage body surface area
burns carry a high risk of morbidity and mortality. Appropriate
management of the initial period after a burn injury is vital in
the prevention of secondary injury and complications. This
presentation will focus on the principles associated with the
initial care of an adult burn victim from the scene of injury,
through the first 24 hours in the intensive care unit (ICU).
Up-to-date resuscitation principles, and the anticipation and
optimization of systemic complications common in largesurface-area burns will be the focus. A head-to-toe approach
will be utilized to adequately describe principles of resuscitation and to highlight potential complications in relation to
this population. This session will provide the foundational
knowledge needed for critical care nurses to advocate for and
anticipate treatment in the initial hours for the adult burn victim within their care.
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question building, research methods, academic writing) and
establishes relationships between the clinical and research
teams. Outcomes of this innovative approach to bridging the
‘research-practice gap’ include participant profiles, participant
and mentor impacts and resulting research/practice improvements. Session participants will have the opportunity to
interact and engage in discussion with the challenge designer/
facilitator and a successful challenge participant.

Integrating research and practice: The
Terry Hickson Research in Practice
Challenge
Karen Dryden-Palmer, MSN, RN, Barrie, ON
Key words: education, research-practice gap, interprofessional
Educational stream: Other
Other educational stream: research/education
Learning level: Applicable to all
Age-specific population: All ages
Purpose/goals: This presentation will describe the design
and evaluation of an innovative evidenced-based program for
frontline critical care providers to engage with, utilize and add
to the evidence informing practice. The session will describe
the Terry Hickson Research in Practice Challenge and program
outcomes including participant perspective and resulting publications and practice improvements.
Pre-requisites: Interest in developing frontline research opportunities in your practice setting. Delegates wishing to explore
evidence-based question(s) related to their practice or leaders
wishing to support their team to explore research interests can
benefit from this session.
Outcome 1: In this session participants will describe the pragmatic, resource and systematic challenges associated with
frontline engagement in research activities
Outcome 2: Participants will identify individual, team and program level strategies for supporting frontline utilization and
generation of evidence to guide practice
Outcome 3: Participants will be exposed, to and can interact
with a successful research in practice challenge candidate
Session description: This session will review the current literature related to factors influencing frontline critical care provider
engagement in research activities. The Terry Hickson Research
in Practice Challenge will be introduced as an innovative,
evidence-informed program for frontline providers (nurses
and allied professionals) that is designed to build capacity,
promote engagement with and develop skills for contributing to the scientific evidence informing critical care practice.
Program elements will be reviewed and include educational
interventions, resources, mentoring program, peer support
and the peer review process. The Terry Hickson Research in
Practice Challenge exposes participants to evidence-generating approaches, introduces skills (evidence critique,

Learning together. Post-intensive
care syndrome (PICS) awareness and
action. An ICU-led initiative to foster
understanding of PICS and PICS-F in the
post-ICU care team
Autumn Embree, RN, CCNP, Karen Webb-Anderson, MN, RN,
CCN(C), and Channing Bishop, BScN, RN, Halifax, NS
Key words: post-intensive care syndrome (PICS)/family
(PICS-F)
Educational stream: Education
Learning level: Applicable to all
Age-specific population: All ages
Purpose/goals: This presentation will describe an intensive
care unit (ICU)-led initiative to increase awareness of PostIntensive Care Syndrome (PICS), within the Post-ICU Care
Team. Frontline ICU healthcare professionals provide a series
of presentations to inpatient colleagues. The presentations
focus on what PICS and PICS-F are; the physical, psychological and cognitive impact, and the role of the multidisciplinary
team in the prevention and mitigation of PICS and PICS-F.
Outcome 1: To identify the leadership role intensive care unit
(ICU) staff have in educating colleagues about Post-Intensive
Care Syndrome (PICS), and how to support patients and families
Outcome 2: To describe an educational intervention that can
be adapted to any setting where patients and families receive
care after their intensive care unit (ICU) experience
Session description: Post-Intensive Care Syndrome (PICS)
is a concept that is poorly understood and under-recognized.
Within the intensive care unit (ICU) team, we are just beginning to understand this syndrome. With the bulk of the impact
experienced by patients and families after they leave ICU, what
can we do to create awareness in the team that continues to
care for our patients and families after ICU? The purpose of
this poster presentation is to describe an ICU-led initiative to
increase awareness of PICS, within our post-ICU care team.
Frontline ICU healthcare professionals provided a series of presentations to our inpatient colleagues. The presentations focus
on what PICS and PICS-F are: the physical, psychological and
cognitive impact, and the role the multi-disciplinary team plays
in the prevention and mitigation of PICS. In this presentation,
we describe ICU interventions, as guided by the ABCDEF bundle approach to care. As well, we introduce a new concept for
care outside of ICU, #DULIFE.
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Making post-extubation dysphagia easier
to swallow: The implementation of an
evidence-based screening algorithm in
an intensive care unit
Morgan Davidson, RN, Toronto, ON

screening algorithm was developed by an interdisciplinary team
of nurses, respiratory therapists, speech language pathologists,
dietitians and physicians. This evidence-based algorithm was
implemented in a medical-surgical intensive care unit, as a part
of a quality improvement initiative aimed at improving patient
safety and satisfaction. Process and outcomes measures of this
initiative will be discussed, and future directions proposed.

Key words: dysphagia, intubation, safety, quality improvement
Educational stream: Clinical Practice
Learning level: Applicable to all
Age-specific population: Adult
Purpose/goals: This presentation will describe a quality
improvement initiative aimed at improving the recognition
and management of post-extubation dysphagia. As no validated tool currently exists, a novel post-extubation dysphagia
screening algorithm was created by an interdisciplinary team
of nurses, respiratory therapists, speech language pathologists,
dietitians and physicians. This evidence-based algorithm was
implemented in conjunction with staff education and training,
to improve patient safety and satisfaction in a medical-surgical
intensive care unit. The outcomes of this initiative will be discussed, and future directions proposed.
Pre-Requisites: Familiarity with medical-surgical intensive
care unit patient populations, endotracheal intubation, dysphagia and quality improvement principles would be helpful, but
not required, for this session.
Outcome 1: Outline the etiology and incidence of post-extubation dysphagia
Outcome 2: Describe the potential impact of post-extubation
dysphagia on critically ill patients
Outcome 3: Describe a quality improvement initiative aimed at
improving nursing practice
Outcome 4: Discuss outcomes of the implementation of a post-extubation dysphagia screening algorithm in an intensive care unit
Session description: Intubation and mechanical ventilation
are often required to support critically ill patients. These are
life-sustaining measures, and when they are no longer necessary, patients need to be carefully transitioned back to breathing,
eating and talking on their own. Post-extubation dysphagia is
defined as swallowing difficulties following extubation. This
condition can affect up to 85 % of critically ill patients, and can
cause serious health complications such as re-intubation, aspiration pneumonia, prolonged intensive care unit (ICU) stays and
increased in-hospital mortality. Currently, no formalized tool
exists to guide the resumption of oral intake following extubation. At present, regardless of medical history, extubated patients
are trialed with oral intake without dysphagia screening or
allowed nothing by mouth for as long as 48 hours pending speech
language pathology evaluation. This is not only a source of discomfort and distress for patients and families, but can also lead
to delayed oral intake and malnutrition. Systematically screening
extubated patients for dysphagia is an opportunity to improve
practice by enabling nurses to advocate for the safe and timely
resumption of oral intake. A novel post-extubation dysphagia

Mitigating the boomerang effect—Safe
transfer of a tracheostomy patient to the
ward
Shirley Marr, MHScN, MHEd, RN, CNCC(C), and Robyn
Klages, RRT, Brampton, ON
Key words: Safe tracheostomy patient transfer
Educational stream: Clinical Practice
Learning level: Applicable to all
Age-specific population: Adult
Purpose/goals: Can we safely transfer a tracheostomy patient
to the ward without worrying about their return date? This presentation will describe a structured approach to do just that. The
objective process will ensure a consistent and thorough assessment
every time, thereby mitigating risk on discharge from the unit.
Outcome 1: The critical care nurse will be able to identify the
unique transfer needs of the tracheostomy patient
Outcome 2: The critical care nurse will be able to demonstrate
the use of an objective based tracheostomy patient transfer tool
Session description: Safe transfer of a patient with a tracheostomy from critical care to the ward can be problematic for
the patient, as well as the unit staff who are sending the patient
and the unit staff who are receiving the patient. There can be
lack of appreciation and skill on the ward regarding the assessment and management needs of these patients. Some of these
issues are pre-existing patient issues that could have been mitigated prior to transfer, however the only concrete criteria for
transfer was suctioning frequency of q4h or more. Other factors assessed prior to transfer were subjective and independent
– based on physician, nursing and respiratory therapy (RT)
input. The presenter’s findings show a number of these patients
returned to the intensive care unit (ICU) due to trach/respiratory issues. There needed to be a better way to manage these
patients resulting in a review of the literature looking for innovative ideas regarding trach patient transfer. Utilizing some of
this information, respiratory therapy and critical care nurse
educators developed a tool that would provide a more objective
method of assessing readiness for transfer. This tool enables
and encourages a structured approach to tracheostomy patient
transfer. This tool is quick, simple and mitigates readmission
risk. Tool specifics will be addressed in this session.
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Post-intensive care syndrome (PICS):
Why you need to know about it
Jagdeep Chahal, MSN, RN, Jennifer Kryworuchko, PhD, RN,
CNCC(C), Fuchsia Howard, PhD, RN and Gregory Haljan, MD,
FRCPC, FHA, Surrey/Vancouver, BC
Key words: ICU survivorship, multidisciplinary cohesiveness
Educational stream: Clinical Practice

Novice critical care nurses: Are they
ready for the intensive care unit?
Sarah Giesbrecht, BSc, BN, RN, CNCC(C), Calgary, AB
Key words: novice, critical care nurse, orientation
Educational stream: Education
Learning level: Novice
Age-specific population: Adult
Purpose/goals: This presentation will describe the current situation for nurses new to intensive care units (ICUs). The results
of a recent study that investigated novice critical care nurses’
confidence, learning styles, and their perceptions of their orientation program and transition into an ICU will be reviewed.
Potential ways to enhance novice critical care nurses’ education, learning, and transition into an ICU will be discussed.
Outcome 1: Review the evidence of the current situation for
nurses new to an intensive care unit (ICU)
Outcome 2: Outline the results of a recent study investigating
novice ICU nurses’ confidence, learning styles, and perceptions
of their orientation program and transition into an ICU
Outcome 3: Identify areas that may enhance new critical care
nurses’ transition and retention within an ICU
Session description: Nurses new to an intensive care unit
(ICU) go through a transition period adjusting to new roles and
expectations and working in a new environment with specialized technology. They are novices to critical care. Orientation
programs are developed to educate, train, and support novice
critical care nurses in this transition and develop safe, competent ICU nurses. Updating nursing orientation programs,
considering the learner’s needs and the practice area has shown
to increase retention rates up to 90% and increase patient safety
and nursing competence. In one province, all nurses newly
hired to adult ICUs go through a mandatory orientation program. A recent study asked nurses who have been in an ICU
fewer than three years to complete an online survey reviewing
their confidence, learning styles, and their perceptions of their
orientation program and transition into an ICU in this province. The results of the study and feedback about how the ICU
team may enhance novice critical care nurses’ education, learning, and transition will be discussed.

Learning level: Applicable to all
Age-specific population: Adult
Purpose/goals: This presentation will introduce critical care
nurses to Post-Intensive Care Syndrome (PICS) and discuss
what can be done to mitigate the inadvertent physical, cognitive and psychological symptoms present after surviving critical
illness. The goal of this session is to aid critical care nursing
dialogue with institutional leaders on methods of optimizing
intensive care unit (ICU) survivorship in respective settings.
Pre-requisites: It is beneficial to have a basic understanding
of critical care nursing practices for the general medical adult
intensive care unit (ICU) population before attending a session
on post-intensive care syndrome (PICS).
Outcome 1: Discuss post-intensive care syndrome (PICS) with
the interdisciplinary team involved in rehabilitation care planning
Outcome 2: Identify the best strategies of post-intensive care
syndrome (PICS) prevention, identification and rehabilitation
during the critical care stay, during the ward-based care, and
before discharge home
Outcome 4: Apply coordination of an of an intensive care unit
(ICU) survivorship care pathway in respective hospital settings
Session description: As intensive care unit (ICU) mortality
decreases, it has been reported that over half of ICU survivors
inadvertently experience post-intensive care syndrome (PICS).
Comprehensive and consistent strategies to prevent, recognize
and treat the physical, cognitive and psychological symptoms of
PICS are in development in many clinical settings nationally and
internationally. There exists little research focusing on the implementation of PICS care pathways at the individual institutional
level. This session will begin with a theoretical review on available PICS rehabilitation literature. The framework for this session
will be the National Institute for Health and Clinical Excellence
(NICE) 2009 Guideline on rehabilitation after critical illness. The
NICE guidance cohorts strategies of PICS prevention, recognition, and treatment/rehabilitation into five stages. The stages of
the ICU care pathway presented by the NICE guidelines and utilized in this session for discussion are during the critical care stay,
before critical care discharge, during ward-based care, and before
discharge to home or community care. The session will relay proposed strategies of PICS prevention, recognition, and treatment
and rehabilitation through a case scenario of a critically ill patient
within the four stages of an ICU care pathway. As well, data from
a pilot study that utilized the NICE guidelines on a rehabilitation
after critical illness audit tool and nursing roles in ICU survivorship care planning will be discussed.
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Severe pancreatitis: Managing the
associated potentially fatal complications
Catherine Judd-Morin, RN, Carolynn Roche, RN, CCRN and
Sabrina Drepaul Jeethan, RN, Brampton, ON
Key words: Anticipate, identify, intervene, mitigate
Educational stream: Clinical Practice

Purpose/goals: This presentation will demonstrate a novel
strategy for monitoring and alarm notification in a single room
patient care pediatric intensive care unit (PICU) with the assistance of a notification system using mobile devices. This strategy
included the use of several innovative processes that allowed for
a reduction in alarm fatigue while maintaining the degree of
monitoring and safety required for high-quality care in a PICU.

Learning level: Intermediate

Outcome 1: Describe the effect of alarm fatigue on intensive
care health professionals

Age-specific population: Adult

Outcome 2: Identify strategies for safely reducing alarm fatigue

Purpose/goals: Severe pancreatitis is often the underlying
cause for acute kidney injury (AKI), abdominal compartment
syndrome (ACS) and acute respiratory distress syndrome
(ARDS). These processes contribute to the high morbidity and
mortality associated with this diagnosis. Nursing plays a key
role in managing these patients through recognition of clinically significant changes, intervening and providing supportive
treatment. Participants will examine the pathophysiology of
severe pancreatitis, the resulting complications of this disease,
and how to manage them.

Outcome 3: Describe how these strategies will impact care in a
single room patient care environment

Outcome 1: Define severe pancreatitis
Outcome 2: Identify potential complications of severe
pancreatitis
Outcome 3: Explore treatment strategies designed to mitigate
these complications
Session description: Severe pancreatitis patients are complex
and difficult to manage. They often have multiple organ systems affected as the disease progresses resulting in profound
morbidity. Severe pancreatitis has an approximate mortality
rate of 26%. Often these patients have extended intensive care
unit (ICU) lengths of stay and are severely debilitated. Much
of the treatment is supportive. Some patients require surgical
procedures and or interventions the timing of which is critical.
This session will link the pathophysiology to the patient presentation and findings. Each complication will be discussed, as
it relates to the underlying diagnosis. The treatment plan and
symptom management will be discussed based on the current
practice standards.

Silence is golden—Developing an alarm
management strategy for single-room
patient care in a pediatric intensive care
unit (PICU)

Session description: Recent research has demonstrated that a
massive volume of alarms are generated daily in hospitals and
that 72% to 99% of alarms are either false, or are not clinically
actionable. The increasing use of technology and the high volume
of alarms generated in intensive care units results in healthcare
providers developing alarm fatigue. The safe and effective management of alarms and the prevention of alarm fatigue presents
a significant challenge for patient safety and the delivery of
high-quality care in critical care. A task force was developed to
collaborate on a new alarm management strategy to facilitate the
transition from an open bay to a single room patient care pediatric intensive care unit (PICU). A survey of PICU staff (n = 43)
revealed that 70% were concerned with the alarm load and 82%
believed that up to 50% of the alarms are unnecessary and avoidable. These results strongly supported the development of a new
alarm management strategy. Alarm profiles were developed based
on the most recent literature regarding pediatric vital signs and
with smart alarm delays to reduce the incidence of non-actionable alarms. Additionally, the use of supplementary notification
with mobile devices was theorized to help reduce alarm fatigue
while maintaining patient safety. Innovative approaches to alarm
management will be shared, while tackling the issue of alarm
fatigue, framed by the challenge of moving from an open bay
PICU to a single-room patient care model.

Understanding acute care usage in the
chronically critically ill: Assessing and
addressing infections in chronic critically
ill ventilated residential care patients
Sarah Crowe, PMD-NP, NP(P), MN, RN, CNCC(C), Fuchsia
Howard, PhD, RN and Gregory Haljan, MD, FRCPC, Surrey,
BC
Key words: Chronically critically ill, readmission, infection

Hailey Fudge, BN, RN, CNCCP(C), Barb Ellsmere, RN,
CNCCP(C), Denise MacIntyre, BScN, RN, Mark Ryan, BEng,
Chris Soder, MD, and Marwan Abouelela, MHI, Halifax, NS

Educational stream: Research

Key words: alarm, monitoring, single-room care, safety, PICU

Age-specific population: Adult

Learning level: Applicable to all

Educational stream: Clinical Practice
Learning level: Applicable to all
Age-specific population: Pediatric
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Understanding and celebrating the lived
experiences of late career nurses in
critical care
Colleen Breen, MScN, RN, CNCCP(C), Waterloo, ON
Key words: late career critical care nurses’ experiences
Educational stream: Leadership
Learning level: Applicable to all
Purpose/goals: Research to date has not examined the health
services usage among chronically critically ill (CCI) ventilated
individuals commonly living in dedicated residential care facilities in Canada. One interdisciplinary team’s purpose was to
gain a better understanding of the distress witnessed in patients
and their families through their journey of frequent transfers
to acute care, to understand their burden of infections, and to
address any potential gaps in care discovered. This presentation
will discuss the implementation of an early screening tool for
CCI patients.

Age-specific population: All ages

Outcome 1: Demonstrate the rationale for acute care usage
among chronically critically ill ventilated residents.

Purpose/goals: This interactive presentation will focus on
understanding the lived experiences of late career nurses in
critical care, including the challenges and opportunities they
experience. Strategies that uniquely promote resilience, education, and support for late career nurses will be reviewed, along
with creative methods to capture, validate, and document the
history they bring to critical care nursing. Healthcare policies
and human resources strategies that address the needs of an
aging workforce, ideas for recruitment and retention of expert
critical care nurses, and the associated enhancement of critical
care environments will be described.

Outcome 2: Provide a practical tool for early screening for sepsis among the chronically critically ill ventilated residents.

Outcome 1: To review the lived experiences of late career critical care nurses

Session description:
Background & significance
The chronically critically ill (CCI) population is growing due
to advances in life-saving technology. CCI ventilated individuals experience complex physiological disturbances, high rates
of impairment and lower quality of life, with only 40-50% surviving one year post initial hospitalization. Recent research
reports high acute care readmission rates for CCI patients, yet
most studies have not examined the reasons patients are readmitted, nor the treatment and care provided during these stays.

Outcome 2: To identify their continued contributions to critical care nursing

Method
A retrospective medical chart review of all emergency department (ED) visits and acute care admissions, occurring from
August 2014 to August 2016, and examination of the microbiological data from January 2007 to August 2017 was conducted
for all chronically critically ill ventilated individuals living in
a residential care facility in the province of British Columbia.
Using the data collected, an early resident deteriorating screening tool was developed and implemented.
Result
Sepsis accounted for the bulk of the acute care usage for this
population, and each patient possessed a unique complex
microbiological profile. Using the data gathered an early resident deteriorating screening tool was implemented, and
the initial data six months post implementation found a 20%
reduction in acute care transfers and a 30% reduction in length
of stay for those who were readmitted.

Outcome 3: To describe strategies, policies and practices
required to validate and retain late career critical care nurses
Outcome 4: To review a proposal for qualitative research on
the lived experiences of late career critical care nurses
Session description: Developing expertise in critical care
takes time, continuing education, mentorship, and support.
Across the country, many critical care units are staffed with
nurses in the latter phases of their careers; nurses with an
abundance of knowledge, expertise, and wisdom born from
countless interactions with patients, families, and healthcare
team members. With the rising demand for critical care beds,
an increasing international shortage of critical care nurses, and
with nurses leaving critical care nursing or nursing altogether,
the role of the experienced critical care nurse is more important
than ever. Despite these realities, there is little research aimed
at understanding late career critical care nurses. This presentation will focus on understanding the lived experiences of late
career nurses in critical care and the strategies for promoting
resilience, validation, education, and support as they continue
working in critical care, mentoring new staff, and contributing to leadership, education, and practice changes. Methods
of creatively capitalizing on their expertise will be addressed.
Healthcare policies and human resources strategies that address
the needs of an aging workforce, ideas for recruitment and
retention of expert critical care nurses, and the enhancement
of critical care environments will be described. A proposal for
a qualitative study focused on understanding the lived experiences of late career nurses in critical care will be reviewed.
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Concurrent Sessions—60 minutes
A pain in the butt: Preventing and
treating pressure injuries in the intensive
care unit with a joint registered nurse
and physician team

Blood, guts and gore, gastrointestinal
bleeds

Jack Rasmussen, MD, FRSCS, Lesley Bishop, BSc, RN, Elinor
Anderson-Kelly, BScN, BA, RN, and Karen Webb-Anderson,
MN, RN, CCN(C), Halifax, NS

Educational stream: Clinical Practice

Key words: pressure injuries, wound care
Educational stream: Clinical Practice
Learning level: Applicable to all
Age-specific population: Adult
Purpose/goals: Pressure injuries in the critically ill patient
population are a challenging clinical problem and cannot be
properly managed by any one member of the healthcare team.
This presentation will describe a team-based approach led by
registered nurses (RNs) and physicians (MDs) that was developed to try to prevent and treat pressure injuries in the sickest
patients. Using a variety of approaches including standardized
wound photography, a simplified approach to pressure injury
dressings using a ‘basket’ system, and a specialized surface
selection algorithm will be shared.
Outcome 1: Outline simple measures that can be adopted to
help prevent, document and treat pressure injuries in critically
ill patients
Outcome 2: Demonstrate the use of standardized wound photography to help document pressure injuries and track progress
or worsening
Session description: In this presentation, the goal is to describe
a series of simple measures that could be implemented in other
critical care units (CCUs) to encourage both nurse and physician engagement in the care of pressure injuries in intensive
care unit (ICU) patients. The session will review a team-based
approach developed in critical care units to help facilitate the
care of these challenging wounds. Discussion will include
standard assessment practices, documentation of wounds,
including wound photography, an algorithm for selection of
the appropriate bed or mattress for the patient, and a simplified approach to wound care and dressings for nurses.

Tom Scullard, MSN, RN, CCRN, Farmington, MN
Key words: varices, hemorrhage, Proton pump inhibitors

Learning level: Intermediate
Age-specific population: Adult
Purpose/goals: This presentation will increase the knowledge
and understanding of the participant caring for the patient
experiencing an upper gastrointestinal bleed.
Pre-requisites: This presentation is for all nurses caring for
patients at risk for upper gastrointestinal bleeding.
Outcome 1: Explain the pathophysiology of an upper gastrointestinal bleed
Outcome 2: Describe the signs and symptoms of a patient
experiencing an upper gastrointestinal bleed
Outcome 3: Identify treatment modalities and supportive
therapies associated with the patient experiencing an upper
gastrointestinal bleed
Session description: Acute upper gastrointestinal (GI) bleeding is a potential life-threatening emergency. This presentation
provides the critical care nurse with the knowledge to recognize and care for the patient with an upper GI bleed. First, the
pathophysiology of the gastrointestinal tract is reviewed. Next,
the most common causes of upper GI bleeding, peptic ulcer
disease and esophageal varices, are covered. Recognizing the
signs and symptoms of the patient experiencing an upper gastrointestinal bleed helps provide the critical care nurse with
the skills to minimize complications and mortality. Initial
resuscitation, blood product administration, pharmacological
options, endoscopy, and esophageal balloon tamponade are
discussed. A case study is presented to assist the nurse in applying the information into everyday practice.
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Burnout at the bedside: Keeping your
spark for nursing
Anna Rodriguez, BSN, RN, PCCN, CCRN, Salt Lake City, UT
Key words: burnout, resilience, healthy work environment
Educational stream: Other
Other educational stream: Health and wellness
Learning level: Applicable to all

Breaking the silence on critical care
nurse mental health challenges
Karina Redick, RN, London, ON
Key words: critical care nursing, depression, burnout, suicide
Educational stream: Leadership
Learning level: Novice
Age-specific population: All ages
Purpose/goals: This presentation explores the prevalence of
mental health challenges among critical care nurses. Critical
care can be a highly stressful and exhausting workplace. This
session hopes to facilitate discussion around depression, burnout, and suicide risk amongst critical care nurses. Attendees
will come away with an understanding of the current evidence
and research gaps in data related to critical care nurse mental
health
Pre-requisites: Experience working in critical care in some
capacity is recommended, but not required
Outcome 1: To identify factors that may adversely impact
well-being among critical care nurses
Outcome 2: Outline current knowledge regarding critical care
nurse mental health
Outcome 3: Describe programs that are being utilized to prevent burnout, suicide, and post traumatic stress disorder/
syndrome in nurses
Session description: This session will explore the prevalence of
mental health concerns such as depression, anxiety, post traumatic stress disorder, and suicide among frontline healthcare
providers and nurses. It aims to facilitate a discussion around
mental health in the workplace, especially in the critical care
setting. It will review findings from a literature review on the
prevalence of mental health challenges, including observational and cross-sectional studies on critical care nurses and
mental health. Critical care is an especially stressful nursing
environment. This session aims to explore what research has
been done to explore whether critical care nurses are in fact
more vulnerable to mental health challenges. Furthermore, it
aims to explore programs that have been utilized successfully to
address the prevalence of burnout, suicide risk, and post traumatic stress.

Age-Specific Population: All ages
Purpose/goals: This presentation will promote early recognition of burnout and to discuss the qualities of a healthy
work environment and how it influences the bedside nurse.
Attendees of this session will learn practical, evidence-based
strategies that they can implement in their personal life and in
their organization to reduce burnout and build resilience!
Outcome 1: List signs and symptoms of burnout syndrome
Outcome 2: Describe qualities of a healthy work environment
Outcome 3: Identify three individual and organizational strategies that can be implemented to help build nurse resilience
Session description: As burnout among nurses continues to be
a growing concern, critical care remains one of the high-risk
areas to work in. This session will dive into the causes of burnout on both an individual and organizational level. Attendees
will learn about what makes a healthy work environment and
how it can impact nurse burnout and retention. Delegates will
also learn how the bedside nurse can influence the organization
from within to encourage a healthy work environment. This
interactive session will empower attendees and provide them
with evidence-based resiliency tools and strategies to implement in their professional and personal life that will ultimately
help them keep their spark for nursing! Schedule, Schedule,
Schedule.

Developing leadership skills to foster
collaborative practice: A case study
Myriam Breau, PhD Student, MN, RN, Benoit Morin, BM, RN,
and Ann Rheaume, PhD, RN, Moncton, NB
Key words: leadership, collaborative practice, communication
Educational stream: Leadership
Learning level: Novice
Age-specific population: All ages
Purpose/goals: This presentation will review recent literature
on nursing leadership and collaborative practice principles.
The objective of the presentation is to help participants identify strategies that promote leadership skills and collaborative
practice in critical care units. Presentation of a case study will
help understand how to apply leadership skills to communicate
effectively.
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Outcome 1: Understand nursing leadership characteristics
Outcome 2: Identify collaborative practice principles
Outcome 3: Determine your interpersonal communication style

Outcome 3: To discuss a proposed quasi-experimental study
examining the use of palliative and end-of-life education to
ease the grief experiences of pediatric critical care nurses

Outcome 4: Apply leadership strategies in your everyday
practice

Outcome 4: To provide interactive activities that encourage
participants to examine their own experiences with nursing
grief

Session description: Critical care settings are known for their
challenging work environment. Sustaining a healthy work
environment is essential to ensure positive nurses and patient
outcomes. Although the role nurse leaders play in fostering
collaborative practice has been discussed in many studies, the
unique role of registered nurses in promoting collaborative
practice has been somewhat neglected. This presentation will
review recent literature on nursing leadership and collaborative practice principles. Key literature points on leadership will
highlight how to 1) build a collaborative mindset, 2) develop a
collegial discourse, and 3) identify strategies to deal with conflicts. The overall goal of the presentation is to help participants
identify and implement strategies that promote leadership skills
and collaborative practice in critical care units. A case study
will be presented to illustrate how one organization enhanced
critical care registered nurses’ collaborative relations with their
peers and other healthcare professionals. The presentation will
include an activity to identify participants’ interpersonal communication style. Understanding how to communicate with
colleagues will enhance nurses’ capacity to act as leaders within
their work setting. This will improve their capacity to create
constructive interactions, foster collaborative practices, and
manage conflicts effectively.

Session description: Even with life-saving advances, most
children who die are in pediatric critical care units (PICUs).
Although pediatric critical care nursing is rewarding, the exposure to death and suffering can result in nursing grief, a normal
reaction to loss. If not recognized or addressed, nurses can
develop compassion fatigue, causing them to opt out of critical care or the profession altogether. Nursing discomfort with
palliative end-of-life (EOL) care contributes to their grief and
creates a barrier to the care of dying children and their families. Despite evidence supporting the significance of nursing
grief, the issue is not recognized or addressed appropriately and
insufficient EOL education exists for nurses. With few studies on the impact of EOL education on the grief of pediatric
critical care nurses, a gap in the literature is evident. This interactive presentation will provide an overview of the literature on
nursing grief, along with the differences between nursing grief
and vicarious trauma. Strategies to normalize and mitigate the
grief experiences of nurses, including focused education on
palliative and end-of-life care, will be reviewed. Using creative
activities, participants will be encouraged to examine their own
experiences with nursing grief. A proposed quasi-experimental
study examining the use of education to ease the grief experiences of pediatric critical care nurses will be described.

Easing the grief of pediatric critical care
nurses through education on palliative
and end-of-life (EOL) care

Fluid resuscitation in the intensive care
unit: Choice of fluid, volume, and targets

Colleen Breen, MScN, RN, CNCCP(C), Waterloo, ON
Key words: mitigating nursing grief through education
Educational stream: Clinical Practice
Learning level: Applicable to all
Age-specific population: All ages
Purpose/goals: This interactive presentation will provide an
overview of nursing grief and the profound differences between
this concept and critical incident stress. Education on palliative
and end-of-life (EOL) care aimed at normalizing and mitigating the impact of nursing grief and promoting resilience will
be shared. A proposed quasi-experimental study examining the
use of palliative and EOL education to ease the grief experiences of pediatric critical care nurses caring for dying children
and their families will be described.

Jeff Hawley, RN and Barbara Fagan, BScN, MEd, RN, CCNE,
CNCC(C), Halifax, NS
Key words: balanced crystalloids, normal saline, resuscitation
Educational stream: Clinical Practice
Learning level: Applicable to all
Age-specific population: Adult
Purpose/goals: This presentation will use a case study
approach to apply current intravenous (IV) fluid resuscitation
evidence in critically ill patients. Recent evidence supports a
more judicious approach be taken when considering composition, volume and goals of IV fluids administration in the
critically ill patient population.
Pre-requisites: It would be beneficial to have knowledge and
experience in administering intravenous (IV) fluids to critically
ill patients.

Outcome 1: To review the prevalence and impact of grief on
nurses in pediatric critical care
Outcome 2: To identify education strategies aimed at mitigating the impact of nursing grief, while promoting resilience,
recovery and hope
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Friend or foe? Using chlorohexidine
gluconate for oropharyngeal
decontamination and the prevention of
ventilator-associated pneumonia
Karen Webb-Anderson, MN, RN, CNCC(C), Meghan
Mackenzie, BSc(Pharm), RPh, ACPR, PharmD and Sarah
Burgess, BSc(Pharm), RPh, ACPR, PharmD, Halifax, NS
Outcome 1: Describe the differences between balanced crystalloid solutions and saline
Outcome 2: Compare and contrast the composition of commonly used IV fluids in the critical care area
Outcome 3: Apply current evidence to select/recommend fluid
types and volumes and suggest target fluid resuscitation goals
using case study approach.
Session description: Intravenous (IV) fluids are used daily in
the intensive care unit (ICU) for fluid replacement and resuscitation, but have not been traditionally viewed as medication
(Martin et al, 2018). Traditionally, ICU fluid management has
focused on optimizing the patient’s fluid volume status (Martin
et al., 2018). Recent evidence highlights the importance of
considering the electrolyte and acid-base composition of intravenous fluid (IVF) versus focusing on the volume of fluid being
infused (Self et al., 2018; Semler et al., 2018). For many years,
normal saline (NS) has been the crystalloid of choice for fluid
replacement in critical and noncritical patients (Self, 2018).
Considering composition, NS contains 154 mmol/L of Na+
and 154 mmol/L of confidence interval (Cl-). This is significant,
as the physiologic concentration of Cl- ranges from approximately 100–110 mmol/L. Balanced crystalloids such as Lactated
Ringers, Normasol™ and Plasma-Lyte™ are emerging as new
choices for fluid resuscitation and management, as they contain
closer to physiologic concentrations of electrolytes. Evidence in
the literature suggests that the infusion of higher than physiological levels of Cl- may lead to hyperchloremic metabolic acidosis,
acute kidney injury and death (Semler et al., 2018). Critical care
nurses are key members of the interprofessional healthcare team
who work collaboratively with other professionals to provide
high-quality, safe and effective patient centred care. Critical care
nurses should thus integrate current evidence and best practices
to optimize fluid resuscitation and management in the provision
of patient care to improve patient outcomes.
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Ke y words: VAP, orophar yngeal decontamination,
chlorhexidine
Educational stream: Clinical Practice
Learning level: Applicable to all
Age-specific population: Adult
Purpose/goals: Historically, mouth care was considered a
benign patient comfort activity. About a decade ago, oropharyngeal decontamination with chlorohexidine gluconate
(CHG), became part of standard intensive care unit (ICU) care
because of its proposed benefits in the prevention of ventilator-associated pneumonia (VAP). This presentation will review
the evidence related to CHG, its impact on VAP, and the potential negative impact. The presentation will identify knowledge
base gaps, in relation to CHG and VAP rates that make guidance for change a challenge. The presentation will also describe
how a team approach is addressing this conundrum and invite
session participants to share their experiences.
Outcome 1: To review the evidence related to the use of chlorohexidine gluconate for the prevention of ventilator associated
pneumonia in the critically ill
Outcome 2: To identify gaps in our knowledge base, in relation
to chlorohexidine gluconate, and in relation to our local VAP
rates to guide change
Outcome 3: To describe how our critical care team is addressing mouth care in our patients
Outcome 4: To gain perspective from other institutional
experiences
Session description: Historically, mouth care has been considered a benign activity, supporting patient comfort. About a
decade ago, oral care began to evolve as an intervention to help
prevent ventilator-associated pneumonia (VAP). VAP is caused
by the aspiration of oral pathogens. Therefore, oropharyngeal
decontamination with an antiseptic could prevent VAP. The use
of chlorohexidine gluconate (CHG) as an oral antiseptic was
widely promoted as a standard of care. Organizations such as
Safer Healthcare Now included decontamination with CHG as
an integral component of the VAP prevention bundle. But what
are we learning about the evidence? New analyses of existing
literature are making us question; is oral care with CHG a lowrisk activity with the potential to prevent VAP? Or should we be
concerned about CHG, and an associated increased mortality
in our critical care population? This presentation will review
the evidence related to the use of CHG for the prevention of
VAP in the critically ill. Gaps in our knowledge base, in relation
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to CHG and our local VAP rates that make guidance for change
a challenge will be identified. Finally, how our critical care team
is addressing mouth care in our patients will be described and
session participants will be invited to share their experiences
and approach.

Go high! Dealing with team conflict and
uncomfortable conversations in critical
care
Renée Chauvin, BScN, MEd, BA, RN, CNCC(C), Kemptville,
ON
Key words: self-awareness, conflict management, resilience
Educational stream: Other
Other educational stream: Self, team, leader
Learning level: Applicable to all
Age-specific population: All ages
Purpose/goals: Competence is not limited to knowledge and
skills, but also involves attitudes. Practising respect, civility and
kindness are influenced by the constant stress within the critical care environment. An influential leader once said, “When
they go low, we go high.” Do you ever feel like you are carrying
the burden of delivering excellent care for your team? Is your
peace of mind or health taking a hit because it’s easier to just
keep busy? This presentation will explore how to move through
uncomfortable conversations and work through conflict.
Outcome 1: Understand the impact of conflict to a team and
an individual
Outcome 2: Reflect on personal conflict style
Outcome 3: Explore helpful ways to effectively communicate
Outcome 4: Explore helpful ways to work through conflict
Outcome 5: Discuss how to become more resilient
Session description: While the method of delivery in this session is oral, the participants will be invited to participate, share
and reflect on their current work environment, specific challenges and concerns. Participants will be encouraged to share
frustrations and how they move through these stressors to
maintain a focus of joy at work. How to minimize the drama
and build healthier work teams will be discussed. The science
behind the amygdala hijack impacting our emotional reactions
will be explored in addition to best practice recommendations
for managing conflict and becoming more resilient.

Maintenance of clinical competence with
In Situ Simulations: A proning example
Elinor Anne Anderson-Kelly, BSN, BA, RN, Halifax, NS
Key words: In Situ Simulation, ARDS, proning
Educational stream: Clinical Practice
Learning level: Applicable to all
Age-specific population: All ages
Purpose/goals: Critical care nurses must possess a diverse
knowledge base and master complex technical skills collaboratively with the interprofessional team. Some clinical
competencies are rarely performed, which limits opportunities for nurses to gain experience. In situ simulation, such as
proning, increases the critical care nurse’s high-acuity low-occurrence (HALO) knowledge and technical competence. This
presentation will review processes, pearls and pitfalls gleaned
from a Halifax-based In Situ Simulation Program.
Outcome 1: Identify key roles and elements in the process
of proning for the severe acute respiratory distress syndrome
(ARDS) population
Outcome 2: Participate and/or critique a demonstration of In
situ proning simulation, thereby increasing exposure to the
reality of proning an acute advanced ARDS population
Outcome 3: Discuss evidence-based pearls and pitfalls in instituting In Situ Simulation programs in clinical practice areas
Session description: Clinical practice guidelines recommend
proning patients with severe acute respiratory distress syndrome
(ARDS) classified as a PaO2/FiO2 ratio less than 100 mmHg (Fan
et al., 2017). Proning involves turning the patient on their stomach for more than 12 hours/day and has been shown to improve
oxygenation and decrease mechanical ventilation support (Fan et
al., 2017). Proning is not without complications including disconnection of intravenous lines and feeding tubes to the most severe
complication, loss of airway. Critical care nurses anecdotally
describe a lack of confidence and competence when implementing proning. In Situ Simulation occurs within real patient care
environments and allows healthcare teams to rehearse communication and non-technical skills, utilizes real equipment and can
identify latent safety threats (Maa, Heimburg & Reid, 2016). By
demonstrating the proning position and how to safely apply the
proning protocol, the presenters will demonstrate how the In Situ
Simulations can be leveraged to build and maintain/build HALO
competencies in your unit. Pearls, pitfalls and processes of providing low-occurring high-acuity skill sets to nursing staff and
other members of the collaborative healthcare team to maintain
clinical competence and bridge knowledge gaps between practice
and theory in the current critical care environment will be discussed based on the Halifax experience.
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Music festival medicine: Critical care and
harm reduction in the backwoods of the
Canadian Rocky Mountains
Chelsea Yeates, BN, BKin, RN, Calgary, AB
Key words: harm reduction, music festival, volunteer
Educational stream: Other
Learning level: Applicable to all
Age-specific population: Adult
Purpose/goals: This session will discuss important contributions of comprehensive medical and harm reduction services
to a Canadian music festival community and surrounding
residential areas. Clinical context regarding evidence-based
approaches will be outlined from case studies and personal
experiences as a volunteer registered nurse with the Medical
Festival Team.
Outcome 1: Identify the significant contributions of volunteer
medical and harm reduction teams to the music festival community and surrounding residential areas
Outcome 2: Explain the importance of specialized public health initiatives alongside medical and harm reduction
response teams during a mass-gathering, major music festival
event
Outcome 3: Analyze evidence-based practice and clinical context of the music festival population, with an example being
conservative airway interventions
Outcome 4: Demonstrate effective harm reduction and creative healthcare solutions to medical situations experienced in
the music festival setting

Session description: Summertime music festivals are some
of the largest multi-day gatherings of electronic music and art
in Canada. Nestled in the wild Rocky Mountains, a 500-acre
working farm transforms itself into a small town of more than
15,000 participants, artists and crew. With the need for preventative health measures in this unique population, medical and
harm reduction services on-site are some of most advanced
and forward-thinking programs available, spearheaded by
local healthcare and social work professionals. Evidence-based
research demonstrates the significant importance of these
medical and harm reduction services for support of festival participants. On-site services mitigate the direct impact on host
community healthcare and rural first responders. The medical team can treat everything including minor wounds, opioid
overdose, respiratory emergencies, dehydration, panic attacks,
mental breakdowns, and acute intoxication. Health and safety
services include comprehensive medical care teams, harm reduction through the dissemination of information, sanctuary safe
space, sophisticated substance testing, and mobile outreach.
Medical services are directed by a dedicated emergency and
intensive care physician who coordinates diverse volunteer teams
of nurses, doctors, nurse practitioners, paramedics, fire-fighters,
wilderness first aid responders, and medical office assistants.
Through the lens of a volunteer critical care registered nurse,
this presentation will discuss clinically relevant harm reduction
practices through personal anecdotes in the context of published
literature. Vivid visual representations of a unique music festival
experience will explore creative healthcare solutions, including
integrated emergency responses to conservative airway interventions for toxidromes and states of decreased consciousness.

Navigating preload assessment:
Choosing the right pathway
Sarah Desrosiers, MScN, RN and Cecilia Baylon, MN, RN,
CNCC(C), Burnaby, BC
Key words: preload, fluid responsiveness, diagnostic tests
Educational stream: Clinical Practice
Learning level: Applicable to all
Age-specific population: Adult
Purpose/goals: This presentation will explain the relationship
between preload and fluid responsiveness (FR); will describe
assessment and diagnostic tests for preload and FR and how
to use information obtained from the diagnostic tests to form
conclusions regarding preload and FR.
Pre-requisites: Understanding of basic hemodynamics and the
components of cardiac output.
Outcome 1: Differentiate fluid responsiveness from preload
Outcome 2: Describe the benefits and challenges of the different assessment parameters and diagnostic tests for preload and
fluid responsiveness
Outcome 3: Relate the application of these tests to their clinical practice
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Session description: Optimizing cardiac output is essential to
maintain hemodynamic stability. Cardiac output is determined
by heart rate and stroke volume, which is determined by preload, afterload and contractility. Preload plays a significant
role in stroke volume and is defined as end-diastolic volume
or intravascular volume. Correction of preload is usually the
first consideration when optimizing cardiac output, before
intervening in afterload or contractility issues. It is necessary,
therefore, to determine an accurate preload status in order
to choose the most appropriate intervention. Preload status,
though, can be challenging to determine. It can vary from normal, elevated or decreased. With decreased preload, it is also
important to consider the patient’s “fluid responsiveness (FR)”
when the patient’s hemodynamic status will respond to fluid
boluses. To help determine preload status and FR, there are a
multitude of physical assessments and diagnostic tests that can
be used. Over the past several years, diagnostic assessments
and tests have been changing, moving from the usual measurement of central venous pressures to a variety of methods such
as stroke volume variation, pulse pressure variation, fluid challenge, passive leg raise and bedside ultrasonography to name a
few. The purposes of this presentation are to explain the relationship between preload and fluid responsiveness (FR), to
review the different methods of assessing preload and FR; and
to analyze the current research regarding their use in the critical care setting.

has long been overlooked in the critical care environment.
Understanding the delicate and complex interaction between
the GI tract and systemic responses is imperative to effective
management of the critically ill patient. This presentation will
review the anatomy and physiology of the GI tract in health
and how it is affected in critical illness. The focus will then turn
to the literature and will review intensive care unit (ICU) practices that can increase the stress on the GI tract and discuss
evidence-based strategies to improve outcomes of critically ill
patients.

No gut, no glory: The importance
of maintaining the integrity of the
gastrointestinal tract in critically ill
patients

Educational stream: Research

Joan Harris, RN, Holly Feist, MN, RN, ACCN and Joanne
Bouma, BN, RN, Calgary, AB
Key words: GI tract, critical care, SIRS, microbiome
Educational stream: Clinical Practice
Learning level: Applicable to all
Age-specific population: Adult
Purpose/goals: This presentation will heighten awareness
about the important role the gastrointestinal (GI) tract plays
in inflammation and homeostasis and highlight how adopting
evidence-based strategies to maintain the integrity of the GI
tract can improve outcomes in the critically ill patient.
Outcome 1: Describe the anatomy and physiology of the gastrointestinal tract
Outcome 2: Understand the complexities of the interactions
between the integrity of the GI tract and the critically ill patient
Outcome 3: Discuss the management strategies to reduce negative sequelae from a stressed GI tract and improve critically ill
patient outcomes
Session description: The importance of the gastrointestinal
(GI) tract in the maintenance of homeostasis within the body
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Nurses’ clinical reasoning about pain
management: Integrating best practices
into everyday situations
Allana LeBlanc, MScN, RN, CNCC(C), Simmie Kalan, BSN,
RN, CNCC(C) and Irma Cehic, MSN, RN, Vancouver, BC
Key words: pain, best practice, clinical reasoning

Learning level: Applicable to all
Age-specific population: Adult
Purpose/goals: This presentation will present the results of a
qualitative research study of nurses’ clinical reasoning about
administering analgesic medications to intensive care unit
(ICU) patients. The findings will be reviewed in the context of
best practice recommendations and related literature.
Outcome 1: Explore cultural, ethical, and physiologic factors
that influence clinical reasoning about pain management
Outcome 2: Identify current best practice recommendations
for pain management
Outcome 3: Apply best practice recommendations for pain
management to everyday situations
Session description: Successfully integrating evidence-based
recommendations into daily practice is a constant challenge for
individual nurses and nurse leaders in many intensive care units
(ICUs). This session will present the results of a qualitative study
of nurses’ clinical reasoning about administering analgesic medications to adult ICU patients. The researchers analyzed data from
three separate focus groups with direct care nurses in two urban
ICUs. In an interactive discussion guided by the themes revealed
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in the study, the conference participants will be invited to explore
the cultural, moral and ethical aspects that influence nurses’ clinical reasoning about pain management as well as the influence
of pain scales and other assessment strategies. Recommendations
about pain management from 2018 clinical practice guidelines
will be reviewed along with a brief discussion of the strength
and quality of the evidence that supports them. The session
will conclude with implications for clinical practice, education
and research arising from the study findings. This session is for
nurses who work in direct care roles and nurse leaders who seek
to integrate current evidence-based recommendations for pain
management into practice, as well as those who are interested in
clinical practice guidelines and research.

On the road again: Development and
impact of an online inter-hospital
transfer training module
Chad Lorenzo Doucet, BScN, RN and Ann Rheaume, PhD, RN,
Moncton, NB

to take part into transfers. Therefore, an online training module
related to inter-hospital transfers was developed and implemented.
The training aimed to better prepare nurses for transfers by facilitating access to information, support and resources. It is known
that a work environment that facilitates access to the information, support and resources leads to positive work behaviours and
attitudes, as well as better results for organizations. A pre-test posttest design was used to evaluate the impact of this training session.
Specifically, the aim of the study was to evaluate the impact of an
online training module pertaining to inter-hospital transfers on
the structural empowerment, psychological empowerment and
transfer self-efficacy of critical care nurses. Data were collected
using an online questionnaire. A total of 63 critical care nurses
participated in the pre test and 26 participated in the post test.
Preliminary results indicate that the training module increased
nurses’ transfer self-efficacy, structural empowerment and psychological empowerment. Until now, no study had explored the
impact of such training on critical care nurses. This session aims
to present an evidence-based practice improvement initiative
with a focus on the development and validation process, implementation and impact of this training module.

Our voice, our strength; Powerful
beyond measure
Lisa Riggs, MSN, APRN-BC, CCRN-K, Kansas City, MI
Key words: abstract
Educational stream: Leadership
Learning level: Applicable to all

Key words: inter-hospital, transfer, training, impact, online

Age-specific population: All ages

Educational stream: Education

Purpose/goals: This session will highlight how nurses can take
charge of their practice within an ever-changing healthcare
world by exploring the characteristics of positive deviance and
how being a positive deviant can influence how we practise.
Attendees will contemplate the ways in which they can ACT
their way into a new way of thinking and a new way of being.

Learning level: Applicable to all
Age-specific population: Adult
Purpose/goals: This presentation will present evidence-based
practice improvement initiative with a focus on the development and validation process, implementation and impact of an
inter-hospital transfer training module.
Outcome 1: By the end of this session, the critical care nurse
will be able to explain the development and validation process
of an inter-hospital transfer training module
Outcome 2: By the end of this session, the critical care nurse
will be able to discuss the implementation of an inter-hospital
transfer training module within their health authority
Outcome 3: By the end of this session, the critical care nurse
will be able to describe the impact of an inter-hospital transfer
training module on critical care nurses
Session description: In 2016, nursing staff in a rural hospital in
northern New Brunswick expressed hesitation to accompany
patients during inter-hospital transfers. A needs assessment
identified a perceived lack of training and clear guidelines for
inter-hospital transfers as factors explaining the nurses’ hesitation

Outcome 1: Identify characteristics of positive deviance
Outcome 2: Explore possibility with using influence and
strength
Outcome 3: Describe how an individual can use their voice and
their strength to act their way into a new way of being
Session description: The world of healthcare is ever changing
and evolving. Outside forces often drive the acute and critical
care nursing practice. How can we, as nurses, take charge of
our practice within the healthcare world of change? It might be
surprising what is within a nurse’s locus of control. This presentation explores the characteristics of positive deviance and how
being a positive deviant can influence how we practice. The
presentation will explore the work of the Institute for Health
Improvement (IHI) Break the Rules initiative and how to apply
it to making change. Attendees will contemplate the ways in
which they can ACT their way into a new way of thinking and
a new way of being.
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Promoting engagement and critical
thinking through active learning
Rachelle McCready, BScN, RN, CNCC(C), London, ON
Key words: active learning, critical thinking, games
Educational stream: Education
Learning level: Proficient
Age-specific population: Adult
Purpose/goals: This presentation will advance the learner’s
knowledge of active learning techniques. These will be demonstrated throughout the presentation and include techniques
such as games, audience response systems, simulations, teambased learning, concept maps, mobile applications, podcasts
and problem-based learning.
Outcome 1: Following this presentation, learners will be able to
identify several active learning techniques
Outcome 2: Following this session learners will be able to apply
active learning techniques in a classroom setting
Session description: Traditionally, lectures are used to deliver
content in critical care education sessions such as in-services or
orientation classes. However, lectures do not engage the learner
or promote critical thinking. Active learning strategies must be
incorporated into educational sessions to improve knowledge
retention and critical thinking. According to Caputi, “All nursing educators are responsible for using current, evidence-based
teaching/learning strategies to achieve educational outcomes”. Active learning techniques range from the simple (e.g.
“think-pair-share”, “one-minute paper”) to the technologically
advanced (e.g. high-fidelity simulation). Active learning techniques such as gaming, podcasts, audience response systems,
team-based learning, simulations, and mobile applications will
be demonstrated throughout this interactive session.
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Ready, Set, Go! What you need to know:
A longitudinal study of the successful
transition in critical care for the new grad
registered nurse
Angela Foote, BScN, RN, CNCC(C), Melissa Roy, RN and
Chanda MacDonald, RN, CVAA(C), New Glasgow, NS
Key words: new grad transition, longitudinal study,
Educational stream: Education
Learning level: Novice
Age-specific population: Adult
Purpose/goals: Transitioning to practice in critical care can
be overwhelming, especially with advanced competencies
required in this speciality area. A longitudinal study, completed
in a rural Nova Scotia hospital, compares student cohorts
before and after curriculum as they transition to staff in their
critical care unit. A partnership and mentorship are key to
making the new graduate program successful. Allocation of a
quality resource person, supportive workplace culture, positive
socialization experiences and knowledge and skill. Be the one
to inspire.
Outcome 1: Identify qualities that positively impact the new
registered nurse’s (RN) transition into critical care areas
Outcome 2: Outline a support system necessary to make the
transition program successful
Session description: Transitioning to practice in critical care
can be overwhelming and difficult for any registered nurse
(RN) due to the complexity of the knowledge and competency
expected for the specialized area. There was a projected staff
shortage of critical care nurses identified in a rural Nova Scotia
hospital. A project was launched on supporting new graduate registered nurses as they were hired directly to the critical
care area from school. This was accomplished through a robust
process of competency assessment and dedicated preceptors.
The goal was to increase students’ knowledge, competence and
confidence, as they transition in to the critical care nursing
field. This session will present a longitudinal study comparing
student cohorts before and after the curriculum implementation, as they became core staff in their designated critical care
unit. It was identified that the qualities of transition programs
best supporting new graduate nurses, as they transition into
critical care nursing units, included a partnership with a professional development organization specializing in advanced
education for the registered nurse; having a committed preceptor; effective workplace socialization; sharing of knowledge
and skills at regular follow-up meetings with clinical educators; and attendance at a structured orientation based on
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session will review current evidence directing treatment, monitoring and thresholds, utilizing clicker technology to enhance
learning.
Pre-requisites: It is beneficial to have a basic understanding
and experience with brain injury.
Outcome 1: Identify current guidelines and evidence related to
severe traumatic brain injury

new graduates’ learning needs. These elements all positively
supported the new grad RN. The result led to increased confidence, competence and transition into nursing practice. A
partnership and sharing best practices are key to making the
new graduate program successful.

Severe traumatic brain injury:
Understanding the guidelines
Grace Walter, BScN, RN, CNCC(C), Thornhill, ON
Key words: practice guidelines, intracranial, trauma
Educational stream: Clinical Practice
Learning level: Intermediate
Age-specific population: Adult
Purpose/goals: This session will review risk factors associated with secondary brain injury in trauma, based on the
most recent Brain Trauma Foundation Guidelines (2016). This

Outcome 2: Discuss strategies to reduce the risk of secondary
brain injury
Outcome 3: Review evidence related to serial computed
tomography, pupillometry and advanced cerebral monitoring
Session description: Traumatic brain injury can be divided
into two categories, primary brain injury and secondary brain
injury. Primary brain injury is the initial insult such as a skull
fracture, contusion or hematoma. Strategies in critical care
are aimed at preventing secondary brain injury, the damage
that typically evolves in the hours to days following the initial trauma. Hospital-specific protocols on the management
of patients with severe traumatic brain injury are fundamental
to reduce the risk of secondary brain injury and optimize outcomes. Published guidelines by the Brain Trauma Foundation
(2016) incorporate current evidence directing treatment, monitoring and thresholds. This presentation will summarize key
information from the guidelines in addition to novel assessments such as pupillometry, serial computed tomography
versus intracranial pressure monitoring and brain tissue oxygenation. Interactive clickers technology will be used to aid in
knowledge translation.
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Concurrent Session—75 minutes
Antimicrobial stewardship: Enhancing
knowledge amongst critical care nurses
in pathogens and antimicrobial therapies
while analyzing the nursing role

Immunoglobulins in the intensive care
unit (ICU): Advocating for the right
therapy for the right patient

John Gajasan, BScN, RN, CNCC(C), Toronto, ON

Key words: immunomodulation, immunodeficiency, choosing
wisely

Ke y words: ant imicrobia l, know le dge, p at hogens,
evidence-base

Caroline Marchionni, MScA, MSc (Admin), RN, Montréal, QC

Educational Stream: Clinical Practice

Educational Stream: Clinical Practice

Learning Level: Applicable to all

Learning Level: Applicable to all

Age-Specific Population: Adult

Age-Specific Population: Adult

Purpose/Goals: Immunoglobulins are administered frequently to Canadian intensive care patients in hallmark glass
bottles. This presentation will review the history of immunoglobulin treatment and the current indications for judicious
use of this non-labile blood product. Critical care nurses will be
made aware of key practice considerations including risks, side
effect management and alternative treatments.

Purpose/Goals: This presentation will identify common
microbial pathogens encountered in the critical care setting and
use evidence-based literature to review associated treatments.
The goal is to identify the nursing role within antimicrobial
stewardship to prevent the misuse of antibiotics and resultant
development of resistance.
Pre-Requisites: No pre-requisites required.
Outcome 1: Explain the meaning of antimicrobial stewardship
and identify and analyze the nursing role
Outcome 2: Identify common microbial pathogens and their
antimicrobials
Session Description: With the current high use of antibiotics in
healthcare, patients are susceptible to developing antimicrobial
resistance and exposure to superbugs. Antimicrobial stewardship is a systematic effort that aims to reduce unnecessary use
of various antimicrobials in order to prevent the misuse of antibiotics and resultant development of resistance. This session
will be a literature review on the common microbial pathogens
encountered in the critical care setting along with associated
therapies. The session aims to enhance knowledge amongst
critical nurses in identifying common microbial pathogens and
their antimicrobial therapy. The session extends to identify and
analyze the nursing role within the initiative and to encourage
critical care nurses to take a more active approach in the antibiotic therapies of their patients.

Pre-Requisites: None
Outcome 1: Identify the indications for which Health Canada
has approved immunoglobulin treatment
Outcome 2: Explain the difference between immunoglobulin
use for immune replacement and immunomodulation
Outcome 3: Outline frequently encountered infusion reactions
and their usual management
Outcome 4: Understand the need to choose wisely and advocate for proper patient selection
Outcome 5: Advocate for appropriate immunoglobulin products for Canadians requiring long-term treatment
Session Description: Canadians are the second-highest per
capita users of immunoglobulins in the world. There are multiple approved indications for these non-labile blood products,
but they are not without risk and cost. This presentation will
contain a brief review of immunology followed by the gripping story of the discovery of immunoglobulins from the early
days of curative serum to patient-centred subcutaneous treatments. Key pathologies requiring immunoglobulin treatment
in the intensive care unit (ICU) will be presented to understand
immunoglobulins as potent immune modulators or as immune
replacement in case of primary or secondary immune deficiencies. Critical care nurses will review key practice considerations
including patient selection, infusion reaction management and
alternative treatments for the various conditions for which
immunoglobulins are used, both in and out of the ICU. The
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mobile whilst being ventilated and supported by family presence. Critical care patients continue to experience increased
risks of symptoms during their hospitalization including pain,
agitation, delirium, weakness and sleep deprivation, which
increases their risk for negative outcomes including in death,
mechanical ventilation, and coma (Devlin, Skrobik, Gelinas,
Needham et al., 2018; Ely, 2017; Pun, Balas, Barnes-Daly,
Thompson, et al., 2019).

critical care nurse is aptly placed to advocate and inspire the
judicious use of this costly product. One key take-away message for participants is simple: Never, ever drop the glass bottle
of “liquid gold”!

Integrating the 2018 PADIS Clinical
Practice Guidelines with the ABCDEF
Bundle
Jeff Hawley, RN and Barbara Fagan, BScN, MEd, RN, CCNE,
CNCC(C), Halifax, NS
Key words: 2018 PADIS Guidelines, ABCDEF Bundle
Educational Stream: Clinical Practice
Learning Level: Applicable to all
Age-Specific Population: Adult
Purpose/Goals: This presentation will review integration
of both the ABCDEF (Assess and treat pain, Both spontaneous awakening and breathing trials, Choice of analgesia and
sedation, Delirium assess, prevent and manage, Early mobility and exercise, Family engagement/empowerment) Bundle
and the 2018 Pain, Agitation, Delirium, Immobility and Sleep
Disruption (PADIS) clinical practice guidelines update using a
case study approach. Critical care nurses work collaboratively
to integrate current evidence, which informs their practice and,
thus, improves patient and family outcomes.
Pre-Requisites: It would be beneficial to have knowledge and
skill in assessing and managing pain, agitation, delirium, as
well as mobility and sleep promotion strategies in the adult
intensive care population, but not mandatory for attendance.
Outcome 1: Identify those at risk/discuss prevention for developing alterations in each domain from 2018 PADIS Clinical
Practice Guidelines
Outcome 2: Select and apply two best practice management
strategies for patients to optimize each domain from PADIS
2018 guidelines
Outcome 3: Compare and contrast ABCDEF bundle to PADIS
guidelines, thus describing how implementing the ABCDEF
bundle promotes integration of PADIS guidelines in practice
Session Description: The path chosen to provide care to critically ill patients and families 25 years ago has changed from
caring for ventilated, heavily sedated, restrained patients with
limited family visitation to now caring for those who are awake,

Clinical practice guidelines for the prevention and management of Pain, Agitation/sedation, and Delirium were revised
in 2018 to include Immobility and Sleep disruption (PADIS)
(Devlin et al., 2018). The Assess and treat pain, Both spontaneous awakening and breathing trials, Choice of analgesia and
sedation, Delirium assess, prevent and manage, Early mobility and exercise, Family engagement/empowerment Bundle,
or ABCDEF bundle, by focusing on symptom assessment, prevention and management is an evolving quality improvement
initiative which serves to reduce risks associated with critical
illness with the ultimate goal of improving patient outcomes
(Ely, 2017).
As integral members of the interprofessional healthcare team,
critical care nurses have a crucial role to play from integrating
ABCDEF bundle to identification of those at risk for, prevention and providing evidence-based treatments for all PADIS
domain areas, thus promoting high-quality, safe and effective
patient and family centred care.
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Massive pulmonary embolism
Tom Scullard, MSN, RN, CCRN, Farmington, MN
Key words: pulmonary embolism, fibrinolytic, pathophysiology
Educational Stream: Clinical Practice
Learning Level: Applicable to all
Age-Specific Population: Adult
Purpose/Goals: This presentation will focus on recognition,
resuscitation, pharmacological, and surgical treatment modalities of massive pulmonary embolisms, to provide nurses with
the knowledge and skills to help minimize morbidity and mortality related to pulmonary embolism.
Pre-Requisites: None
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Outcome 1: Review the pathophysiology of a pulmonary
embolism
Outcome 2: Describe the signs and symptoms of a patient
experiencing a pulmonary embolism
Outcome 3: Identify treatment modalities and supportive therapies associated with the patient experiencing a pulmonary
embolism
Session Description: Acute massive pulmonary embolism,
which is the third most common cause of cardiovascular death,
is a life-threatening emergency. This presentation provides
the critical care nurse with the knowledge to recognize and
care for the patient with a massive pulmonary embolism. The
pathophysiology of the pulmonary system will be reviewed, followed by the most common causes of pulmonary embolism.
Recognizing the signs and symptoms of the patient experiencing a massive pulmonary embolism helps provide the critical
care nurse with the skills to minimize complications and mortality. Initial resuscitation, pharmacological, and surgical
treatment modalities are discussed. A case study is presented to
assist the nurse in applying the information into everyday practice. This presentation is for all nurses caring for patients at risk
for a massive pulmonary embolism.

Shock in the intensive care unit (ICU):
A physiologic approach to vasoactive
therapy
Carmel Montgomery, PhD(c), MN, RN, Edmonton, AB
Key words: circulatory shock, vasoactive medication
Educational Stream: Clinical Practice
Learning Level: Novice
Age-Specific Population: Adult
Purpose/Goals: This presentation will identify appropriate
vasoactive medications for common types of circulatory shock
seen in intensive care unit (ICU) patients.
Pre-Requisites: Intensive care unit (ICU) nurses with 0-3 years
of experience and an interest in understanding the mechanisms
behind ICU interventions will benefit from this presentation.

Indications for initiation of vasoactive medications, choice
of medication, titration, trouble-shooting and common side
effects will be reviewed. The essential role of the ICU nurse in
effectively managing patients with shock will be highlighted.

Survivorship: Beyond the walls of the
intensive care unit (ICU)
Sarah Crowe, MN, PMD-NP(F), NP, CNCC(C) and Fuchsia
Howard, PhD, RN, Surrey, BC
Key words: survivorship
Educational stream: Clinical Practice
Learning level: Applicable to all
Age-specific population: Adult
Session description: Advancements in technology and medical
intervention, despite increased patient complexity and disease
burden, are resulting in a growing population of intensive care
unit (ICU) survivors. Approximately 80% of patients treated in
ICUs will now survive their hospital stay, but most survivors
will also experience a variety of new or worsening physical,
cognitive and psychological complication. With increasing recognition of these disabilities and impairments, now termed
post-ICU syndrome, ICU survivorship is becoming a priority globally, wherein the burden of morbidity experienced by
survivors as they attempt to move beyond their ICU stay is of
paramount importance. The success of ICU care is no longer
solely related to mortality.
ICU survivorship is the responsibility of the entire interdisciplinary team, with critical care nurses poised to play a key
role. This session is designed to explore the role critical care
nurses can assume across the patient journey, from pre-ICU to
follow-up in the community, to improve survivor outcomes.
The meaning of ICU survivorship pertaining to the four main
groups of ICU survivors (patients, families, families of non-survivors, and critical care clinicians) and the research describing
post intensive care syndrome, as well as proposed interventions, highlighting implications this might have for critical care
nurses, will be discussed. The goal is to inspire the creation of
a community of practice and research with clinicians across the
country, wherein nursing is a leading voice.

Outcome 1: Identify physiologic changes that occur in circulatory shock
Outcome 2: Describe appropriate pharmacologic management
of the intensive care unit (ICU) patient based on the physiologic changes that occur during circulatory shock
Session Description: Hemodynamic instability due to
circulatory shock is a common reason for admission, and subsequent complications for intensive care unit (ICU) patients.
Recognizing the onset and potential interventions for shock
are key proficiencies for all ICU nurses, regardless of level of
experience. This presentation discusses the key aspects of accurate hemodynamic monitoring, types of shock most frequently
observed in the ICU, their pathophysiology and management.
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The impact of the 2016 sepsis definitions
and management of sepsis in 2019
Brenda Morgan, MSC, BScN, RN, CNCC(C), London, ON
Key words: Sepsis, MODS, definitions, treatment
Educational Stream: Clinical Practice
Learning Level: Applicable to all
Age-Specific Population: Adult
Purpose/Goals: This presentation will recognize the challenges
associated with the Sepsis-3 guidelines and how to reduce
potential risk associated with communication errors. During
the session, the presenter will review the Surviving Sepsis
Guidelines (2016) and augment findings with newer research
findings and emerging practices.
Pre-Requisites: None
Outcome 1: Define sepsis

Session Description: Sepsis remains one of the most important
causes for morbidity and mortality among critically ill patients
worldwide. Prevention, early recognition and source control
remain the mainstay of successful management. A conceptual
framework for sepsis was initially developed at a consensus
conference of the American College of Chest Physicians and
the Society of Critical Care Medicine in 1991. This framework
identified sepsis as a systemic inflammatory response induced
by infection. Progression to multiple organ failure was a hallmark of the syndrome’s evolution. In 2001, the definitions were
revisited. Although some definitions were expanded, the fundamental concepts remained unchanged. In 2002, the Surviving
Sepsis Campaign (SSC) was initiated as a call to action to
reduce mortality due to sepsis. Practice guidelines, sepsis bundles and educational programs emerged from this campaign.
Widespread international uptake of the concepts of systemic
inflammatory response syndrome (SIRS), sepsis, severe-sepsis and septic shock occurred. New definitions (Sepsis-3) were
introduced in 2016. Sepsis-3 definitions eliminated SIRS criteria, removed the terminology “severe-sepsis” and changed the
meaning of the term “sepsis”. A 2016 update of the Surviving
Sepsis Guidelines was published to coincide with the new definitions. Have the new definitions been helpful or harmful?
What has changed since the 2016 Surviving Sepsis Guidelines
were published? This presentation will examine controversies
and risks associated with the Sepsis-3 definitions and propose
strategies to ensure early recognition and effective communication occurs. The 2016 Surviving Sepsis will be reviewed and
expanded to integrate new and emerging practices for 2019.

Outcome 2: Communicate clinical findings effectively
Outcome 3: Describe current management of the patient with
sepsis

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

Mastery Concurrent Sessions—120 minutes
Deliberate practice for skills mastery
learning in critical care nursing: CPR
exemplar
Jeff Hawley, RN and Barbara Fagan. BScN, MEd, RN, CCNE,
CNCC(C), Halifax, NS
Key words: deliberate practice, skills, mastery learning, CPR
Educational stream: Education
Learning level: Applicable to all
Age-specific population: All ages
Purpose/goals: The purpose of this presentation is to introduce and explore an innovative pedagogy for achieving skills
mastery learning in critical care nursing education, as well as
provide attendees with considerations for both the maintenance of competence and the development of skills expertise
in critical care nursing practice. Laerdal Resusci Anne Q
Cardiopulmonary Resuscitation (QCPR) adult simulation
manikins will be used as an exemplar of feedback devices and
gamification to improve performance in the deliberate practice
model.
Pre-requisites: It would be beneficial to have active Basic
Life Support (BLS) from the Heart and Stroke Foundation of
Canada or active CPR from another licensing agency, but not
mandatory for attendance. All critical nurses in clinical practice maintain active BLS status.
Outcome 1: Discuss traditional methods of procedural skills
training in critical care nursing
Outcome 2: Explore evidence based pedagogical practices from critical care nursing and allied healthcare body of
knowledge, including Ericsson’s deliberate practice model and
mastery learning
Outcome 3: Describe, using the CPR exemplar, how simulation
can facilitate procedural skills integration/mastery learning in
education and prescribe for future learning in critical care
Outcome 4: Extrapolate the module using other high acuity
low opportunity (HALO) procedural skills in critical care nursing practice
Session description: Skills mastery is foundational for
high-quality, safe critical care nursing practice. Through the
use of simulation, traditional psychomotor skills training has
evolved to become what is now known as procedural skills training in labs: task trainers, manikins and simulated patients are
used to teach psychomotor skills along with other foundational
skills like safety and effective communication with patients.
This use of simulation for procedural skills training allows
learners to practise skills in a safe, simulated environment,
make mistakes and receive feedback to improve performance
(Billings & Halstead, 2016). There are calls from nurse leaders
for nurse educators to adopt the deliberate practice model for

mastery learning, as an evidence-based approach to procedural
skill acquisition in nursing (Gonzalez & Kardong-Edgren,
2017). Deliberate practice has been shown to be an effective
educational strategy that improves both skills and clinical competence (Gonzalez & Kardong-Edgren, 2017). Oermann et al.
(2011) published a research study using deliberate practice to
assess skill retention in CPR psychomotor skills in nursing students and found that deliberate practice improved both depth
of compressions and ventilation during performance, as well
as retention of skills. Mastery learning and deliberate practice are emerging as evidence-based strategies in resuscitation
educational science and purported to improve outcomes from
cardiac arrest (Cheng, Nadkarni, Mancini, Hunt, Sinz, et al. ,
2018). Improving outcomes = saving lives. This engaging presentation is both timely and relevant to all critical care nurses,
as a methodology to learn new skills and prevent degradation
of current skills in clinical practice.
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The clot thickens: And other coagulation
mysteries revealed!
Joan Harris, RN, Holly Feist, MN, RN, ACCN and Joanne
Bouma, BN, RN, Calgary, AB
Key words: coagulopathy, critical care, clotting
Educational stream: Clinical Practice
Learning level: Applicable to all
Age-specific population: Adult
Purpose/goals: The purpose of this presentation is to heighten
awareness of the risk for coagulopathies in the critically ill
patient via a discussion surrounding thrombolytic and thrombophilic disease pathologies associated with critical illness.
This dialogue will prepare the intensive care unit (ICU) nurse
to better care for these patients.
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To SIRS with love. Why you should keep
the love
Brenda Morgan, MSc, BScN, RN, CNCC(C), London, ON
Key words: inflammation, coagulation, anticoagulation
Educational stream: Clinical Practice
Learning level: Applicable to all
Age-specific population: Adult
Outcome 1: Describe the physiology of the coagulation process
Outcome 2: Understand the complexities of coagulopathies in
the context of the critically ill patient
Outcome 3: Discuss the etiology, pathophysiology, clinical
manifestations and treatment of coagulopathies pertinent to
the critically ill patient
Session description: The critically ill patient is often at risk
for alterations in coagulation. Many of the disease pathologies
(sepsis, trauma) that bring patients to the intensive care unit
(ICU) can result in clotting disorders. Coagulopathies affect
patients in the ICU who are already disadvantaged by immobility and medication interactions, which further exacerbate the
problem. One study looking at the incidence of venous thromboembolic disease (VTE) found six predominant pre-existing
medical conditions that accounted for close to 90% of patients
with VTE (Bauer, & Lip, 2018). These include immobility, previous hospital admission, surgery, malignancy, infection and
current hospitalization (Bauer, & Lip, 2018). Patients with
three or greater of these conditions, such as most ICU patients,
accounted for more than 50% of the patients with VTE (Bauer,
& Lip, 2018). On the other end of the coagulation spectrum,
severe disseminated intravascular coagulopathy (DIC), has
mortality rates that can exceed 50% (Schub, & Balderrama,
2018). The predominant causes of DIC are sepsis and trauma,
accounting for up to 90% of the cases (Gando, Levi, & Toh,
2016). Understanding the etiology, pathophysiology, clinical
manifestations and treatment of coagulopathies in the critical
care environment give critical care nurses the tools to prevent and manage these potentially fatal complications. In this
session, we will provide a review of the coagulation process followed by an in-depth examination of pertinent coagulopathies
such as heparin-induced thrombocytopenia, DIC and thrombophilic coagulopathies leading to deep vein thrombosis and
pulmonary embolism.
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Purpose/goals: During this session, inflammation and clotting
will be reviewed. Clinical recognition of systemic inflammation and clotting among various populations will be explored
and treatment to modulate both inflammation and clotting
discussed.
Outcome 1: Describe systemic inflammation
Outcome 2: Explain the process of coagulation
Outcome 3: Identify clinical and laboratory markers of systemic inflammatory response syndrome (SIRS) and coagulation
Outcome 4: Describe interventions to modulate inflammation
Outcome 5: Recall drugs that alter platelet, clotting cascade or
plasmin activity
Session Description: In 2016, systemic inflammatory response
syndrome (SIRS) was removed from the diagnostic criteria due
to its lack of specificity for sepsis. Inflammation is our response
to tissue injury and is mediated by invading pathogens, trauma
or ischemia. Inflammation triggers coagulation and the two
responses work together to heal areas of injury, control bleeding and trap and eradicate dead or foreign material. When
systemically activated, inflammation and coagulation produce
a wide array of clinical findings. While critical to our survival,
uncontrolled inflammation and clotting can lead to a host of
physiological changes. Most patients admitted to critical care
will demonstrate signs of SIRS and increased systemic coagulation as a result of injury, ischemia or invading pathogens.
While systemic inflammation produces characteristic vasodilation, fever and white blood cell elevation, the signs of increased
coagulation can be subtler. The exclusion of SIRS criteria from
the Sepsis-3 definitions does not diminish the importance of
SIRS characteristics. Understanding the process of systemic
inflammation and coagulation provides an essential foundation for critical care practice. It offers a basis for understanding
common pathophysiology and treatment strategies aimed at
modifying the inflammatory and coagulation cascades. This
presentation will provide a review of local and systemic inflammation and clotting, recall the clinical manifestations of SIRS
and systemic coagulation and discuss clinical interventions
including pharmacological agents that are commonly used
to modulate inflammation and coagulation. Implications to
practice will be illustrated in the context of specific clinical
indications.
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Poster Abstracts
Advocating for nursing self-care to
inspire quality of care practice in critical
care settings
Lia Sanzone, MSc(A), MSc (Management), RN, Dominique
Dundaru-Bandi, BScN Student U1, Sujani Jayanetti, MSc
Student – Applied Nursing, Morenikeji Oluwadayi, BNI Student
U2, Ariana Pagnotta, BScN Student U1, Rosetta Antonacci,
MSc (Admin), BScN, RN, Mélanie Gauthier, M.Int. Care N.,
RN, CNCC(C), Elaine Doucette, MSc(A), RN, CMSN(C) and
Yuxin Liu, BNI Student U2, Montréal, QC
Key words: self-care, quality care, burnout
Educational stream: Clinical Practice
Learning level: Applicable to all
Age-specific population: Adult
Purpose/goals: This poster will identify the relationship
between self-care practices in nursing and its impact on quality of care towards patients and families in critical care settings.
The goal is to advocate for nurses to adopt self-care strategies for better quality of care which, ultimately, contributes to
healthy healing environments for all.
Outcome 1: Identify the importance of engaging in self-care
practices in critical care settings
Outcome 2: Engage in quality care practices in order to positively impact the patient’s and family’s experiences
Outcome 3: Contribute to an optimal healing environment in
critical care settings, potentially reducing costs related to quality of care.
Session description: Critical care units are stressful, fast-paced
environments. High turnover and burnout rates impact the
physical and mental well-being of the nurses in these areas.
These factors can result in increased falls and medical errors
potentially threatening patient safety and increasing the costs
of quality care nursing in these highly specialized areas of
practice. The concept of self-care has been defined as being
multidimensional, not only in theory, but also in practice.
Increased rates of burnout, depression and musculoskeletal
disorders have been identified as challenges related to selfcare negligence. Engaging in self-care practices contributes
to increased resilience leading to stress reduction and overall
well-being. Practising self-care will support a healing environment that mitigates these risks, promotes resilience and leads
to increased levels of patient satisfaction. Advocating for an
environment that promotes self-care strategies for nurses will
inspire healthy healing environments for all.

Cerebral perfusion pressure (CPP)
measurement practices for severe
traumatic brain injury

Grace Walter,BScN, RN, CNCC(C), Barbara Duncan, BScN, RN
and Lars Kure, MN, RN, CNCC(C), Toronto, ON
Key words: cerebral blood flow, neuro critical care
Educational stream: Research
Learning level: Applicable to all
Age-specific population: Adult
Purpose/goals: The purpose of this study was to evaluate cerebral perfusion pressure (CPP) measurement and treatment
practices in a large academic critical care unit. Furthermore,
comparison of the CPP directed interventions reported by
critical care nurses with the observed CPP directed care at the
bedside was observed; noting the impact of variable transducer
placement.
Outcome 1: Identify potential for practice variations and
impact on brain injury treatment in the clinical setting.
Outcome 2: Analyze study results and consider local
implications.
Session description: The central tenet of critical care management for severe traumatic brain injury (TBI) patients is always
to ensure adequate cerebral blood flow (CBF) to the injured
brain to avoid cerebral ischemia. Cerebral perfusion pressure
(CPP) is used as a surrogate marker for CBF; determined by
the patient’s mean arterial pressure (MAP) and intracranial
pressure (ICP). The position of the arterial line transducer for
CPP estimation is contentious and a recent United States (US)
survey revealed that around half of the respondents reported
the phlebostatic axis for MAP measurement and the other half
measured MAP at the foramen of Monro, which may provide
a more accurate measure of perfusion to the brain. The accuracy of this measurement is clinically important, as it guides
interventions that have inherent risks and side effects. Using a
prospective cohort study design, examination of the proportion of patients who had their arterial line transducer correctly
positioned at one of the two standard positions (phlebostatic
axis or foramen of Monro) took place. The variation in transducer placement practices, as reported by critical care nurses
and by direct observations was identified. The results from
this study highlight opportunities to improve the critical care
management of these patients and drive future educational initiatives to ensure optimal care for this vulnerable critical care
population is provided.
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Conducting research with intubated and
conscious patients in the Intensive Care
Unit (ICU): Ethical challenges related to
consent and lessons learned from a pilot
study

Charles Bilodeau, MSc, RN, Émilie Gosselin, PhD(c), MSc, RN and
Jonathan Bourgon-Labelle, MSc Student, RN, Sherbrooke, QC
Key words: intubated patients, research, consent, ethics
Educational stream: Research
Learning level: Applicable to all
Age-specific population: Adult
Purpose/goals: This poster will point out challenges experienced with the consent process of a pilot research project
with intubated and conscious patients in intensive care units.
Different solutions are suggested to address these challenges
and to support researchers interested in this population.
Outcome 1: Critically apply ethical principles related to the
patient’s consent to research projects in the ICU
Outcome 2: Identify ethical challenges pertaining to consent
process in research with intubated and conscious participants

Challenges encountered ranged from oral and written communication barriers caused by different medical treatments, to sudden
and temporary mental impairment. The consent process was also
subjected to time constraints associated with patients’ fatigue and
limited attention span. Strategies used to overcome these challenges included the use of a shorter version of the consent form,
preliminary consent with head nodding in front of a witness, ongoing validation of the consent through the entire data collection and
the formal written consent procedure postponed until extubation.
By safeguarding their rights, these solutions support researchers
interested in studying intubated and conscious patients and will
ultimately lead to better care for this vulnerable population.

Creating an innovative approach:
Transforming expectations for the timing
of Goals of Care conversations in trauma
intensive care units
Kimberly Lawrence, RN, Zephyr, ON
Key words: trauma, senior, Goals of Care (GoC), early, tool
Educational stream: Clinical Practice
Learning level: Intermediate
Age-specific population: Adult
Purpose/goals: Routinely incorporating goals of care conversations into trauma intensive care exposes a gap in clinical practice.
This poster will assess how developing an innovative, standardized approach promotes the co-occurrence of early Goals of Care
(GoC) conversations alongside life-sustaining trauma care. By
exploring and implementing best practices in palliative trauma
care, we aim to increase the number of GoC conversations that
occur within 72 hours of admission for senior trauma inpatients.

Outcome 3: Suggest strategies to overcome challenges with the consent process in study involving intubated and conscious participants

Outcome 1: Gain insight into current practice gaps in implementing timely GoC conversations alongside the cure and
recovery focus of trauma intensive care

Outcome 4: Advocate for intubated and conscious patient’s
autonomy by ensuring an ongoing, free and informed consent
to participate in research

Outcome 2: Identify adaptable innovative strategies to set
expectations for early initiation of GoC conversations among
senior trauma inpatients in the context of intensive care

Session description: Research ethics ensures that participation in
research entails a free, informed and ongoing consent, which is even
more crucial and complex when studies target vulnerable populations. Among them, critically ill patients undergoing mechanical
ventilation in the intensive care unit are standing out due to their
sudden and temporary inaptitude caused by acute illnesses and
invasive treatments. Standard care historically preconized keeping
these unconscious patients. Therefore, researchers had to rely on
family members to obtain a substituted consent. However, it is now
recommended to maintain intubated patients conscious to reduce
risk of morbidity and mortality. Researchers should now aim to
obtain the patient’s direct consent, despite its share of challenges.
The purpose of this session is to point out challenges experienced
with the consent process to an intervention pilot study involving the recruitment of intubated and conscious patients in ICUs.

Outcome 3: Analyze how the proposed strategies provide an
achievable solution in incorporating GoC conversations in existence with life-sustaining trauma care
Outcome 4: Outline the impact a standardized process has on
improving person-centred care, healthcare provider stress, and
intensive care readmission rate
Session description: The elderly injured and their families rely
on healthcare providers to initiate Goals of Care (GoC) conversations upon hospital admission. However, the cure and recovery
focus of trauma intensive care (IC) programs reveal a gap, as there
is no standardized approach or routine practice specific to the
timing of GoC conversations. Consequently, these discussions
are often missed or delayed, resulting in reduced person-centred
care and increased healthcare provider stress.
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By implementing innovative strategies that set expectations
around the timing and documentation of GoC conversations,
solutions are identified that incorporate GoC conversations,
alongside life-sustaining trauma care.
Through exploring and implementing strategies proposed by frontline healthcare providers, patients and families, as well as by the
Trauma Quality Improvement Program (TQIP), the aim was to
increase the number of GoC conversations that occur with 72 hours
of admission to IC for senior trauma inpatients. Developing and
analyzing screening processes that empower IC nurses to advocate
for early GoC conversations in at-risk populations will be a focus.
The impact that a standard approach has on the time from GoC
conversations to hospital discharge and intensive care readmission rate will be explored as it relates to patients’ values and
wishes, as well as healthcare cost.

Family matters: A storytelling framework
to guide intensive care unit (ICU) nurses
supporting families through the endof-life (EOL) process, minimizing the
impact of post-intensive care syndromefamily (PICS-F)
Sybil Hoiss, RN and Robyn Goplen, BN, RN, CNCC(C),
Kelowna, BC
Key words: family, mentorship, PICS-F, storytelling, EOL
Educational Stream: Education
Other educational stream: end of life
Learning Level: Applicable to all
Age-specific population: All ages
Purpose/goals: A literature review of post-intensive care
syndrome-family (PICS-F) will be provided. A storytelling
framework to guide communication between intensive care
unit (ICU) staff and families will discussed, providing a process
that nurses can use to mentor this skill to new registered nurses
(RNs). Gathering and presenting information to families in a way
they can understand can mitigate anxiety and depression. Senior
nurses have a wealth of experience supporting families but may
be unable to articulate what they do specifically. A framework
makes sharing their knowledge more intentional. Translating this
knowledge will build nurses’ capacity to support families, reducing anxiety and depression which contributes to PICS-F.
Outcome 1: Explain challenges families experience with EOL
care in ICU, including risk factors for development of anxiety
and depression
Outcome 2: Analyze what researchers claim families need
during EOL in ICU, including evidence-based interventions
Outcome 3: Apply knowledge from research and nurses personal experience using a framework to construct stories of illness
trajectory, enhancing family understanding of the whole picture

Outcome 4: Identify how this framework can be used to mentor EOL family care to new critical care nurses, especially in the
context of an aging population
Session description: Bereaving families of intensive care unit
(ICU) patients can experience significant anxiety and depression
during their time in ICU, especially if they are surrogate decision makers. Psychological impairment may extend for years
beyond the death of their loved one and significantly impact
their functional ability and quality of life. Short time periods
between admission and death can leave families unable to process
events or access resources to support themselves during tragedy.
Building nurses’ knowledge of risk factors families may have for
development of anxiety and depression can lead to more focused
and intentional communication between nurses and families. Awareness of a variety of evidence-based interventions can
assist nurses in providing individualized guidance for families,
changing the perception of their experience, the memories they
carry with them, and the negative impact to their psychological
well-being. Knowledge of how to assess and support families with
a practical framework can also mitigate the psychological impact
this tragic experience can have on nurses. Feeling informed to
provide focused care in an evidence-based manner can empower
nurses to advocate for interventions specific to each family and
pass on that knowledge to newer nurses. Knowledge gained in
this presentation will help nurses build their capacity to support
families, improving their quality of care and work culture around
EOL in ICU. Improving culture and quality of care in ICU has
potential to impact health and well-being beyond the ICU, into
communities where bereaved families can reintegrate into productive and health communities, improving their quality of life.

Footprints: A nurse-led initiative to
humanize care and foster connections
with patients and families in the
intensive care unit
Neala Hoad, RN, Hamilton, ON
Key words: nurse, humanize, connections, ICU patients
Educational stream: Research
Learning level: Applicable to all
Age-specific population: Adult
Purpose/goals: Nurses working in the intensive care unit (ICU)
may inadvertently forget the “lives lived” of their patients before
hospitalization. This poster will provide information on how two
bedside nurses initiated and developed the Footprints Project to
enhance humanity in the critical encounter by sharing the patient’s
story or ‘footprint’ with the medical team during their critical
illness.
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Other educational stream: Quality Improvement
Learning level: Applicable to all
Age-specific population: All ages

Outcome 1: To understand the impact of the Footprints Project
on nurses working in the intensive care unit (ICU)
Outcome 2: To understand the impact of the Footprints Project
on patients and families in the intensive care unit (ICU)
Session description
Background: A personalized patient Footprints form and white
board were developed to facilitate the sharing of the patient’s
story with the interdisciplinary healthcare team.
Methods: The Footprints Project was implemented over a twoyear period in a 22-bed academic medical-surgical intensive care
unit (ICU). Following implementation, the project was evaluated
using a qualitative descriptive approach. To explore the influence of the project, focus groups and interviews with nurses were
held, and five patients and 10 family members were interviewed.
Transcripts were analyzed using conventional content analysis.
Results: The sample included 13 bedside nurses, one charge nurse,
five patients, five family members whose loved one died in the ICU,
and five family members whose loved one was discharged from the
ICU to a hospital ward. Nurses experienced different types of connections with patients and families, which were described as more
meaningful and personal in nature. Information acquired from
the Footprints form and white board added another dimension to
the care provided, leading the medical team to feel more invested.
Patients described how the information shared on the Footprints
board fostered more personalized interactions with the medical
team and how the information motivated them to get better. Family
members shared how nurses’ perspectives about the patient were
broadened, as a result of the project, and how they experienced
strong connections with the medical team, as a result of Footprints.
Conclusion: By sharing information about critically ill patients
before and beyond their critical illness with the members of the
interdisciplinary healthcare team, the Footprints Project fosters humanity in healthcare and meaningful connections with
patients and families in the ICU.

Implementing interprofessional intensive
care unit rounding practices to the
emergency department
Kalina Repin, RN, Will Thomas-Boaz, MN, RN, ENC(C) and
Grace Walter, BScN, RN, CNCC(C), Toronto, ON
Key words: interprofessional, critical care emergency rounds
Educational stream: Clinical Practice

Purpose/goals: The number of critically ill patients admitted to
the intensive care unit (ICU) from the emergency department
(ED) has increased. However, the number of ICU hospital beds
has not. These ICU patients are held in the ED at Sunnybrook
for 46 hours or longer until their bed is ready and, in that time,
there is little interprofessional discussion about their plan of care.
Interprofessional rounding is shown in the literature to decrease
infection rates, improve collaboration, and improve education,
thus improving patient care. This poster will address the challenges,
successes and process of bringing bedside rounding to the ED.
Outcome 1: Identify how to improve communication between
high-acuity departments and increase collaboration
Outcome 2: Identify key strategies for success of quality
improvement projects
Outcome 3: Explain lateral hostility and identify strategies to
mitigate lateral hostility between the intensive care unit (ICU)
and emergency department (ED)
Outcome 4: Learn strategies to engage multiple professionals
in a project
Description: This poster will a review of the trends in healthcare with higher acuity levels and a lack of inpatient beds,
leading to intensive care unit (ICU) patients being held in the
emergency department (ED). Unlike in the ICU, while these
patients are in the ED, there is seldom interprofessional discussion around the plan of care. This presentation will demonstrate
how nurses bridged the ICU and ED teams with respiratory therapists, pharmacy, and family in order to develop an
interprofessional rounding structure. The poster will discuss
strategies for motivating and implementing change while facing
increased workload, staff burnout, and lateral hostility.

Leading the way: A collaborative
approach to provide supportive end-oflife care to patients and their families
Mélanie Gauthier, M.Int. Care N, RN, CNCC(C), Elaine
Doucette, MSc(N), BSc(N), RN, Lia Sanzone, MSc(A), MSc
(Management), RN, Rosetta Antonacci, MSc (Admin) BScN,
RN, Janet Chan, BN Candidate, Marcy Horge BN Candidate,
Catherine Miucci-Vachon, BN Candidate and Caroline Tinazvo,
BN Candidate, Montréal, QC
Key words: end-of-life, family-centred, advocacy, quality
Educational stream: Clinical Practice
Learning level: Applicable to all
Age-specific population: All ages
Purpose/Goals: This poster will showcase an evidence-based
tool developed for nurses to provide optimal collaborative
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end-of-life (EOL) care to patients and families. The successes,
challenges of its implementation and future development of
this tool in critical care units will be further discussed.
Outcome 1: Identify evidence-based strategies for quality endof-life care
Outcome 2: Reflect on the nurses’ roles and responsibilities to
integrate collaborative end-of-life care within their practice
Outcome 3: Explain the importance of a collaborative interdisciplinary approach in providing end-of-life care with patients
and families
Description: Traditionally, the intensive care unit’s focus is on
aggressive, curative treatments to optimize recovery of the critically ill patient. At times, all treatment options are exhausted and
recovery is not feasible, indicating a need to transition towards
end-of-life care. Guidelines for end-of-life care are imperative
for both nurses and the healthcare team in order to facilitate and
provide compassionate and quality care. To address this need,
a group of nursing students developed a tool that would guide
nurses to deliver comprehensive quality care to their patients and
families. Their initiative provides resource tools, with the goal of
improving communication between the healthcare professionals and patients/families. Moreover, this tool facilitates nurses’
engagement with patients/families to be active participants in
this meaningful moment. This poster outlines the implementation and dissemination of this tool in multiple critical care
settings, in hopes of empowering nurses to lead and inspire other
interdisciplinary healthcare providers to partner with patients/
families in advocating and prioritizing quality end-of-life care for
critically ill patients and their loved ones.

Measuring alcohol withdrawal syndrome
in intensive care units
Shannon Swift, MN, BScN, RN, CNCC(C), Toronto, ON
Key words: withdrawal, alcohol, AWS, CIWA
Educational stream: Clinical Practice
Learning level: Applicable to all
Age-specific population: Adult
Purpose/goals: Currently there is no validated scoring tool
in critical care for patients in alcohol withdrawal syndrome
(AWS) (Heavner et al., 2018). With several different scoring
tools utilized worldwide, the purpose of this poster is to provide an overview of the different scoring tools including the
advantages and disadvantages of each.
Outcome 1: Identify the different AWS scoring tools in the literature utilized in critical care settings
Outcome 2: Outline the advantages and disadvantages of the
different AWS scoring tools
Description: Anecdotally, the Clinical Institute Withdrawal
Assessment (CIWA) appears to be a common scoring tool that
is utilized in intensive care unit (ICU) settings. However, this

scoring tool is not validated with ICU patients and is inappropriate to utilize with patients who are unable to follow
commands (Heavner et al, 2018; Sullivan et al., 1989). Through
this poster, the different scoring tools found in the literature
will be explored including CIWA, SHOT (sweating, hallucinations, orientation, and tremor), Minnesota Detoxification
Scale (MINDS), and modified versions. There are advantages
and disadvantages with the different scales and scoring mechanisms including interrater reliability, validation with specific
populations, ease of use, and timing.
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Nursing journal club in the pediatric
intensive care unit (PICu): Inspiring the
path to expertise at the bedside
Elaine Grant, BN, RN, CNCCP(C), and Sarah Shea, BSc., RN,
Pincourt, QC
Key words: evidence-based practice, best practice, best
prac-tice guidelines
Educational stream: Education
Learning level: Applicable to all
Age-specific population: All ages
Purpose/goals: This poster will create awareness of the concepts
of evidence-based practice (EBP) and best practice guidelines
(BPG) as a framework for enhancing bedside care, along with
tools to translate this knowledge into everyday practice. The
nursing jour-nal club provides a forum for invited clinical nurse
experts to share the results of their respective nursing research
projects.
Outcome 1: Identify the value of evidence-based
practice (EBP) and best practice guidelines (BPGs) in the
promotion of high-quality patient care
Outcome
2:
Demonstrate
strategies
for
the
implementation of evidence-based practice (EBP) and best
practice guidelines (BPGs) at the bedside to improve patient
outcomes
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quality improvement initiatives may help in developing strategies to overcome the barriers and enhance the enablers to help
smooth the transition to single room care in the PICU.
Outcome 1: To illustrate pediatric intensive care unit (PICU)
staff perspectives on open bay versus single room care
Outcome 2: To identify and develop strategies to overcome the
barriers and enhance the enablers to help smooth the transition
to single room care in the pediatric intensive care unit (PICU)
Outcome 3: Incorporation of nursing research experts available to us in our community
Description: There has been an increased awareness that
the familiarization and implementation of evidence-based
practice (EBP) and best practice guidelines (BPGs) have contributed to positive patient outcomes. In late 2015, it was
recognized that there was a lack of awareness of the EBP and
BPG principles on our unit and it was hypothesized that the
creation of a pediatric intensive care unit nursing journal club
(PICU NJC) would provide a good forum for the promotion of
these principles to the bedside nurses. In addition to the promotion of EBP and BPG, the PICU NJC also has as its mission
the mandate to invite expert nurse researchers to present their
work. This allows for a more personal “hands-on” exposure
to the research and serves as an introduction to the research
process. The poster will show the diverse range of topics covered in the PICU NJC since its inception 2.5 years ago, how
the application of a specific BPG was implemented on the
unit, and the results of a staff survey to determine if the PICU
NJC is achieving its mission. The poster will also highlight the
research presented by the invited nurse experts and how that
knowledge has been translated to care at the bedside. It will
also discuss how the inclusion of other members of the allied
healthcare team, in several sessions, has enriched the collaborative process in our PICU.

On the bus, off the bus, under the
bus (mixed emotions): A quality
improvement initiative on staff
perceptions of transitioning from open
bay to single room care
Barb Ellsmere, RN, CNCCP(C), Kayla Carey, RN, CNCCP(C),
Danielle Snow, RN, Cathy Whitelaw, RN, CNCCP(C) and
Christine Cassidy, PhD, RN, Halifax, NS

Description: As critical care continues to evolve, focus is not
only centred on medical technology, but more holistically on
the patient and family. Single room care is becoming more
prevalent for the improvements it provides to patient recovery
and care. However, historically change in the healthcare system
is not without its emotional stressors for staff. These stressors can be lessened through change management and quality
improvement initiatives. The purpose of this poster presentation is to illustrate Pediatric Intensive Care Unit (PICU) staff
perspectives on open bay versus single room care. Guided by
the Theoretical Domains Framework (TDF), focus groups and
interviews with PICU staff to identify perceived barriers and
enablers to transitioning from open bay to single room care
were conducted. One focus group included PICU nurses (n=14)
and 32 individual interviews with nurses, physicians and allied
health professionals. Data were analyzed using a directed content analysis approach, followed by inductive thematic analysis.
Nine common themes were identified among various members
of the intra-professional healthcare team, including: staffing,
communication, confidentiality, patient/family centred care
(PFCC), technology/equipment, nursing skills/professional
development, infection control/prevention, patient/staff safety,
and mixed emotions. These findings will be used to develop
strategies to overcome the barriers and enhance the enablers
to help smooth the transition to single room care in the PICU.

Patient and family centred end-of-life
care in the intensive care unit: The
development of an end-of-life care
bundle
Brigitte Delaurier, RN, CNCC(C), Toronto, ON
Key words: end of life, bundle, ICU
Educational stream: Clinical Practice
Learning level: Novice

Key words: change PICU redevelopment quality transitioning

Age-specific population: All ages

Educational stream: Research

Age-specific population: Pediatric

Purpose/goals: This poster will explain the creation and implementation of an end-of-life (EOL) care bundle, used to provide
standard quality EOL care. This bundle ensures enhanced team
communication and continuity of care.

Purpose/goals: This poster will illustrate pediatric intensive care
unit (PICU) staff perspectives on open bay versus single room
care. The poster will also outline how change management and

Outcome 1: Explain the importance of communication and
continuity of care between interdisciplinary team members in
end-of-life care (EOL)

Learning level: Applicable to all
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Outcome 2: Identify how an end-of-life (EOL) care bundle can
be utilized to ensure patient and family centred care
Description: Nurses in the intensive care unit (ICU) often
provide end-of-life (EOL) care to patients. Quality EOL care
includes patient and family centred decision making, communication, continuity of care, emotional, cultural and spiritual
support, and symptom management.
The critical care nurse can advocate for the patient and their
family for a quality end-of-life experience that includes dignity,
comfort and compassion. There are often many resources available to patients and their families related to EOL care. However,
staff are sometimes simply not aware of all the resources
available.
Communication is associated with high-quality EOL care,
and continuity of care relies on current information being
passed during shift changes. Creating and implementing an
EOL care bundle that incorporates an EOL checklist and
resource binder can provide standardized quality of EOL
care. Furthermore, it can be a great source of communication to
all team members to inform them on what has been provided,
what still needs to be done and a reminder on what resources
are available to staff, the patient and the patient’s family.

Patients’ perception of stressful
experiences during mechanical
ventilation in the intensive care unit
Émilie Gosselin, PhD(c), Stephan Lavoie, PhD, RN, Patricia
Bourgault, PhD, RN, Jonathan Bourgon-Labelle, MSc Student,
RN and Céline Gélinas, PhD, RN, Sherbooke, QC
Key words: mechanical ventilation, stressful experiences
Educational stream: Research
Learning level: Applicable to all
Age-specific population: Adult
Purpose/goals: This poster will explore how mechanically
ventilated patients are exposed to many physical and psychological stressful experiences during their intensive care unit
(ICU) stay. Using a self-administered questionnaire, participants described their recollection and intensity of stressful
experiences related to the period they were mechanically
ventilated in the ICU. Nursing interventions targeting these
stressors must be developed to prevent the onset of detrimental psychological consequences following their ICU
hospitalization.
Outcome 1: Describe stressful experiences related to being
mechanically ventilated while in the ICU
Outcome 2: Describe stressful experiences 24 hours after
extubation
Description
Background: Keeping patients conscious and alert while
being mechanically ventilated (MV) has been shown to be

beneficial for clinical outcomes. However, this population is
exposed to many stressful experiences during their stay in the
intensive care unit (ICU).
Aim: To describe patients’ perception of stressful experiences
while being MV in the ICU.
Methods: A convenient sample of 16 ICU MV patients participated in this pilot study. Participants completed the ICU
Stressful Experiences Questionnaire 24 hours after extubation.
This 35-item questionnaire aims to describe the recollection
(yes or no) and intensity (0- not at all to 4-extremely) of physical and psychological stressful experiences a) while in the ICU
(n=22); b) while MV (n=7) and c) at the time of data collection (n=6).
Results: While in the ICU, the most intense stressors (median
score 4/4) were “missing the relatives”, “trouble falling asleep”,
and “noise”. Eleven patients (68.8%) remembered being
MV and experienced frequent and intense stressors such as
“not being able to talk” (n=15; median score 3/4), “anxiety”
(n=12; median score 3/4) and “pain” (n=11; median score
3/4) related to the presence of the endotracheal tube. At the
time of data collection, patients were still experiencing stressful experiences such as “throat pain” (n=5; median score 4/4),
“trouble speaking” (n=4; median score 4/4) and “nightmares”
(n=6; 3.5/4).
Conclusions: MV patients are exposed to many stressors
during their ICU stay. Pharmacological and non-pharmacological interventions targeting these stressors must be developed
to prevent the onset of detrimental psychological consequences
following their ICU hospitalisation.

The impact of trauma on family of acute
care patients
Asha Pereira, PhD(c), MN, RN, CNCC(C), Akke Neel Talsma,
PhD, RN, FAAN, Michelle Lobchuk, PhD, RN, Vipavee
Thongpriwan, PhD, RN and Shawn Cahill, PhD, RN, Winnipeg,
MB/Milwaukee, WI
Key words: family, trauma, needs, PTSD
Educational stream: Research
Learning level: Applicable to all
Age-specific population: Adult
Purpose/goals: Little is known about the impact of trauma
on family members of adults following the unexpected acute
care hospitalization of a loved one. Stress, anxiety, depression, cognitive appraisal and satisfaction with care may
influence the coping ability of an individual. The psychosocial
and functional impact of the trauma event on coping of family members, beyond the critical care environment, within
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The relationship between pediatric
critical care nurse burnout and attitudes
about engaging with patients and
families
Laura Buckley, MN, RN, Karen Dryden-Palmer, MSN, RN,
Shelby Watson, RN, Marcail Christian, RN, Rose Gaiteiro, MN,
RN and Chris Parshuram, MBChB, DPhil, FRACP, Toronto, ON
one month of admission is explored in this research poster.
Predictors of poor coping will be identified, and nursing practice that moderates the effect on family members’ ability to
cope will be shared.
Outcome 1: Identify the relationship between coping and
stress, anxiety and depression among family of trauma patients
Outcome 2: Explain the effect of satisfaction with care on psychosocial and functional coping among family of adult trauma
patients
Outcome 3: Identify predictors of poor coping to develop
interventions for family
Outcome 4: Apply nursing practices that moderate the effect of
trauma on family’s ability to cope
Description: Admission to hospital after a traumatic event
occurs without warning and generates strong emotions among
all involved, including family members. While the priority is
to provide care and support to the victim, caring for the needs
of family members is increasingly being recognized as part of
the role nurses play. Those involved have had little time to prepare to cope with the new, unfamiliar situation, and their role
within it.
The burden upon the patient, care providers, and family is
tremendous, particularly since most of the injuries are not necessarily life threatening, yet represent a disruption in the lives of
those involved. Stress, anxiety, depression, cognitive appraisal
and satisfaction with care may all influence or impact the coping ability of an individual.
Studies suggest family members are at risk for long-term deleterious consequences, including symptoms of post-traumatic
stress disorder, and are often deeply affected by the traumatic
event and its aftermath. Despite a general understanding
among nurses, and the development of numerous interventions
within the intensive care unit (ICU) to meet the needs of family
members, it is unclear if these needs and interventions exist for
families outside the ICU.

Key words: burnout, critical care nursing, family-centred care
Educational stream: Research
Learning level: Applicable to all
Age-specific population: All ages
Purpose/goals: Burnout is prevalent in critical care nurses
and can ultimately impact patient care and provider
well-being. This poster will share a study, illuminating the
relationship between positive attitudes towards engaging
with patients and families and reduced pediatric critical care
nurse burnout. Future research into interventions to enhance
nurses’ comfort and ability to engage with patients and families may have impacts on both provider and patient/family
well-being.
Outcome 1: Define the phenomenon of burnout and the implications it has on nurses’ well-being
Outcome 2: Illustrate the relationship between nurse burnout
and decreased family-centred care attitudes
Session Description: Burnout reflects compromised wellbeing in critical care unit (CCU) nurses and can reduce
performance and engagement with patients and families. This
poster presents the results of a cross-sectional 42-item survey
of pediatric intensive care unit (PICU) and cardiac critical
care unit (CCCU) nurses with >3 months experience at a large
pediatric tertiary care centre to measure burnout in CCU
nurses and explore the relationship between burnout and
CCU nurses’ attitudes about patient/family engagement. This
single-centre study found that more positive attitudes about
engaging with patients/families were associated with greater
personal accomplishment and, therefore, lower burnout. This
poster will educate nurses on the prevalence and outcomes
of burnout in our population and inspire more research and
support in this very important area of nurse well-being.

Results of a recent research study will help nurses understand
and develop interventions to minimize any negative outcomes,
and enhance and capitalize on outcomes that are positive, with
the goal of reducing length of stay, reducing the burden upon
family members, the patient, the healthcare team and system,
ultimately optimizing health and well-being of the patient and
their family members.
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Transition to a newly constructed
single patient room adult intensive care
unit: Clinicians’ preparation and work
experience
Alexandre Magdzinski, MSc(A), RN, Alvaro Marte, MSc(A),
RN, Céline Gélinas, PhD, RN, Madalina Boitor, Bobby Pare,
Jacki Raboy-Thaw, MScN, BScN, RN, CNCC(C), Montréal,
QC
Key words: interprofessional, SPR, ICU, transition, readiness
Educational stream: Leadership
Learning level: Applicable to all
Age-specific population: Adult
Purpose/goals: This poster will share a study aimed to
describe how clinicians were prepared for the transition from
a multi-patient room (MPR) intensive care unit (ICU) to a
novel single-patient room (SPR) ICU. More specifically, how
tailored preparation strategies to various clinicians’ roles
helped build clinician readiness for the transition to a novel
SPR ICU by facilitating the adaptation process. This study
further explores the initial work experiences and ongoing
challenges experienced by ICU clinicians and how these challenges must be addressed and overcome to better meet their
needs and expectations.
Outcome 1: Describe the various preparation strategies used
in the transition to a SPR ICU
Outcome 2: Understand the impact of preparation strategies
on ICU clinicians’ readiness for change
Outcome 3: Outline initial and persisting challenges faced by
ICU clinicians during and post transition to a new single-patient room ICU
Outcome 4: Provide strategies to address initial and persistent
challenges experienced by ICU clinicians
Description: This poster presentation will summarize the
results of a 2017 study on the preparation, readiness and
transition of 29 intensive care unit (ICU) clinicians from a
multi-patient room ICU to a single-patient room (SPR) ICU
at a hospital in Montreal, Quebec. Recent advances in evidence-based ICU design have established SPR ICUs as the
gold standard for patient care. Despite this, there is a major gap
in the literature rigorously outlining the impact that the SPR
ICU unit has on ICU clinicians’ experiences in terms of their
preparation, readiness, transition, adaptation and post-transition perceptions. Critical care managers and leaders have
little in terms of evidence-based literature that looks to better
understand clinician experiences and better prepare their staff
for this type of major transition. The purpose and objectives of
this study look to describe how clinicians were prepared for the
transition to a novel SPR ICU and their work experience during
this transition. This robust qualitative study methodology was
guided with a readiness for change conceptual framework, particularly relevant as understanding and being able to increase

readiness for change among clinicians has been demonstrated
to better prepare them for transitions. The results gathered
through focus group interviews of 29 ICU clinicians shed light
on preparation methods, staff readiness for change, outcomes,
and challenges during the transition to this novel type of unit.
The challenges experienced by clinicians and propose methods
to address them are also elaborated.

Using responsive behaviour language
and de-escalation strategies in the
intensive care unit to improve staff and
patient safety
Amanda Keating, BScN, RN, Toronto, ON
Key words: de-escalation, violence prevention, ICU, safety
Educational stream: Clinical Practice
Learning level: Novice
Age-specific population: Adult
Purpose/goals: This poster presentation will describe the education and resources for ICU staff to use for patients displaying
responsive behaviours. Using available resources will result in
appropriate treatment, positive patient outcomes and improved
patient and staff safety.
Outcome 1: Describe responsive behaviour language and why
it is important to use in an intensive care unit (ICU) setting
Outcome 2: Outline possible treatment and management
options for patients displaying responsive behaviours
Outcome 3: Outline de-escalation strategies that can be used
with patients and visitors
Description: Responsive behaviours is a term that is often used
in preference for patients with dementia or other neurological
disorders to describe their actions and gestures in response to
a stimulus. Common general terms used to describe responsive behaviours are aggression and agitation. Caring for patients
in the intensive care unit (ICU) often involves management
and treatment of patients displaying responsive behaviours.
Inadequate treatment of these behaviours can result in negative outcomes for the patient, as well as harm to both the
patient and healthcare staff. Prevention and de-escalation
strategies can decrease the incidence and severity of these challenging behaviours. Management and treatment of responsive
behaviours discussed will include de-escalation techniques,
pharmacological and nonpharmacological interventions. By
providing education and resources to nursing staff to guide
appropriate interventions, early prevention and treatment of
responsive behaviours displayed by the ICU patient can lead to
positive patient care outcomes and safer work environments.
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Profiling…

CACCN Board of Directors
Peter Anderst, BN, RN

Director at Large, Any Region
Chair, Member Relations Committee
I have been a registered
nurse in critical care since
2014. After becoming
an Emergency Medical
Technician in 2007, I was
looking to further my
medical education and
was encouraged to explore the nursing
field. I received my Bachelor of Nursing
from the University of Manitoba in 2013
and worked in cardiac medicine at St.
Boniface Hospital before accepting a
position in the General Systems Intensive
Care Unit (ICU) at the University of
Alberta Hospital in early 2014.
I am proud to have joined our Medical
Emergency Team and Continuous Renal
Replacement Therapy (CRRT) group
and am honoured to work with so many
knowledgeable and professional nursing
and medical staff, on a daily basis.
As Chair of the Member Relations
Committee, I see a need to revamp
our attraction and retention plans and
refresh our association’s online presence, including increasing our social
media exposure. Many medical specialties effectively utilize these avenues
and I feel we can take better advantage
of a growing community and discussion taking place online to expand our
membership.

CACCN Board of Directors

Kathy Bouwmeester, RN

AACN President
Director, Western Region
As a proud registered
nurse (RN) working in the
intensive care unit (ICU)
of the Peter Lougheed
C e n t r e i n C a l g a r y,
Alberta, I am very excited
to continue my two-year term as president of the Canadian Association of
Critical Care Nurses.
I have been a registered nurse since graduating from the University of Alberta
Hospital Nursing Program in 1980. I
have worked in several settings including an isolation unit, general medicine,
orthopedics and intensive care. I hold a
Certificate in Critical Care Nursing and
Studies in Aging (Gerontology).
I started working in the ICU in 2001
after completing my Advance Critical
Care Nursing through Mount Royal
University in December 2000. I have
held several positions within the ICU
as a bedside clinician, outreach RN, and
nurse clinician in both the cardiac care
unit and recently in the ICU.
As an active member of the Southern
Alberta Chapter since 2006, I was elected
into the role of Chapter President Elect,
where my involvement included revising
the Chapter Constitution and Bylaws.
I served a two-year term as Chapter
President and have been involved in the

development of the chapter’s spring conference for several years.
The profession of nursing and the role of
the registered nurse is being challenged
daily. Despite the challenges, the critical
care registered nurse faces the ongoing
complexities between patient and family
advocacy, goals of care and coordinating
the health team to provide the best outcomes for our patients.
I am looking forward to continuing to
move forward with the association’s strategic plan and direction working with
CACCN members and our association
partners, sponsors and exhibitors to
enhance education, awards and other
opportunities for our members. As
a board member of the Canadian
Association of Critical Care Nurses, I
have, over the past few years, brought
my passion of advocacy for the patient,
the registered nurse and affiliated critical care healthcare providers to the
national table.

Sarah Crowe, MN, PMDNP(F), NP, CNCC(C)

Treasurer
Director, Western Region
Co-Chair, Conference Education and
Evaluation Committee
Chair, Dynamics of Critical Care
Conference 2020
I am pleased to be commencing my third year
on the national board of
directors. I have been a
registered nurse (RN)
since 2001, and a nurse
practitioner since 2018. I
graduated with my Bachelor of Science
in Nursing (BsN) from the University of
Victoria in 2001 and began my nursing
career as an emergency room (ER) nurse
at Surrey Memorial Hospital.
In 2004, I realized that my passion lay
with critical care patients and transitioned to the intensive care unit (ICU)
after completing a critical care specialty
certificate. During my time in the ICU,
I worked alongside a dedicated team of
nurses as a bedside nurse, and as a patient
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care coordinator. During this time, I
completed my Master of Nursing from
Athabasca University in 2010, my CNA
certification for critical care in 2013,
and a post-master’s graduate diploma in
Nurse Practitioner (family). I am currently working as a critical care Nurse
Practitioner at Surrey Memorial Hospital.
Prior to joining the Board of Directors, I
was involved with the British Columbia
Chapter of CACCN. I have also had the
opportunity to present at local events
and previous Dynamics Conferences.
Over the past couple of years, I have
been the Co-Chair of the Professional
Development committee working with a
knowledgeable group of nurses on position statements. I was also involved with
the standards and certification study guide
revisions. As of April 1, 2019, I am moving
to Co-Chair of the Conference Education
and Evaluation Committee (CEEC) and
Chair of the Dynamics of Critical Care
Conference 2020 in Windsor, ON. I look
forward to continuing to work with our
vibrant, engaged member community
to inspire and support critical care nurses.
I also continue in the role of National
Treasurer for the association.
I am passionate about critical care and
the complexities of the patients we serve.
I hope to serve on the CACCN Board of
Directors to support our critical care
patients/families, and nurses nationwide. I am motivated and hardworking
and bring my passion and enthusiasm for
innovation, change and evidence-based
practice to the national level.

Lissa Currie, BN, RN,
CNCC(C)

Director, Central Region
Co-Chair, Conference Education and
Evaluation Committee
I have had the blessing of
being a critical care nurse
since 1990. I discovered
my passion for education
in 2001 when I began my
first job as a critical care
educator and have remained involved
with education and program development since that time. I currently work as
the Coordinator Critical Care Education
for the Winnipeg Regional Health
Authority.

I have been a CACCN member since
1997 and have been actively involved
with both my local chapter and national
since that time. I was a member of the
Manitoba Chapter Executive from
2007–2016, holding the position of
Chapter President from 2007-2011. I
was a member of the CACCN Dynamics
of Critical Care™ 2015 Conference
Planning Committee and a previous nominee for the Brenda Morgan
Leadership Excellence Award.
I am excited to continue my first term
on the national Board of Directors. I
have enjoyed this past year as Co-Chair,
of the Conference Education and
Evaluation Committee. This committee will allow me to share my passion
for continuing education and best
practice with CACCN members and
my peers. I have also taken on the role
of Chair of the Dynamics of Critical
Care Conference 2019 in Halifax, Nova
Scotia. I am looking forward to working
with the committee members to provide
valuable educational opportunities for
the conference.
As Canadian critical care nurses, we
have an opportunity to be recognized as
a unique voice to affect policy decisions
and remain on the leading edge of the
critical care nursing practice. I am committed to making a difference in critical
care and believe my management and
leadership experiences at both a local,
provincial and national level allow me
to actively participate and support the
association’s strategic plan, vision and
mission.

Angela Foote, BSc, RN,
CCNP(C)

Director, Eastern Region
Co-Chair, Professional Development
Committee
I am both excited and
honoured to continue
on the National Board
of Directors. My journey
in critical care began 11
years ago. After working
for four years in the intensive care unit (ICU), I was approached
with an opportunity to advance in a
clinical leadership education role, as
the cardiac rehabilitation program

coordinator. As an ICU nurse, this position provided additional insight into
the importance of primary prevention
and facilitation of safe physical exercise
programs for persons with cardiac risk
factors, coronary artery bypass grafting
(CABG), stroke and chronic obstructive
pulmonary disorder (COPD). My experiences with this program have been
invaluable.
I have recently completed my certification exam for critical care through the
Canadian Nurses Association and I am
currently working as a Clinical Nurse
Educator at the Aberdeen Hospital in
New Glasgow, NS.
Prior to joining the Board of Directors,
I was the Secretary of the CACCN Nova
Scotia. Our focus at the chapter level was
finding ways to promote the support
network CACCN offers to critical care
nurses in rural areas.
The nursing profession, especially
critical care, is challenged daily. The
complexity of patients who are critically ill, the advocacy for the patient
and family, and the critical thinking that
this entails, both challenges and makes
me excel in my practice. I am passionate
about continuing education and staying current with best practices in critical
care.
Over the past two years, I have been
Co-Chair, of the Conference Education
and Evaluation Committee, which
allowed me to share my passion for continuing education and best practice with
CACCN members and my peers. 2018
provided me with a completely new
challenge, as Chair of the Dynamics of
Critical Care Conference 2018, held in
Calgary, Alberta. I was amazed at the
hard work of the local operations committee that provided a memorable and
educational event. As of April 1, 2019, I
am moving to a new role on the Board of
Directors – Co-Chair of the Professional
Development Committee.
It is a privilege to be part of the national
Board of Directors working with others
who are also very passionate and driven
in critical care nursing!

Volume 30, Number 2, Summer 2019 • www.caccn.ca 49

Mélanie Gauthier, MInt
Care N, BScN, RN,
CNCC(C)

Vice-President
Director, Eastern Region
Chair, Partner Relations Committee
Sitting on the National
Board of Directors continues to be a wonderful
learning opportunity and
a true privilege. With the
implementation of the
National Strategic Plan
and Committees, I have been Chair of
the Partner Relations Committee for
the past year fostering excellent working relationships with our critical care
colleague associations, awards sponsors
and exhibit partners.
Prior to this position, I was Co-Chair
of the Professional Development
Committee for two years, working with a knowledgeable group of
CACCN Members on the Standards
and Certification Sub-Committees,
reviewing and revising the Standards
and Certification Study Guide, and
the Webinar Sub-Committee, working
towards providing enhanced educational opportunities through a variety of
delivery methods.
Prior to joining the Board of Directors, I
was actively involved in CACCN as the
President of the Montreal Chapter from
April 2015-2016 and was co-President
from January 2013-March 2015.
For the past three years, I have been a
Faculty Lecturer at McGill University’s
Ingram School of Nursing, teaching in
both the undergraduate and graduate
programs and developing their critical
care curriculum. I have also assumed
the role of Assistant Program Director
for the integrated BN program. I am also
a CNCC(C) Certified Nurse Clinician
at the Royal Victoria Hospital, McGill
University Health Centre, where I have
practised since 2009. I hold a Bachelor

of Science in Nursing from McGill
University and a Masters in Intensive
Care Nursing from the University of
Sydney, Australia.
As a younger nurse, I feel I provide a
voice to the newest generation of nurses
and work at bridging the gap between
care and compassion by empowering
and inspiring them to take an active role
in their own development, the nursing profession and their professional
nursing association. Sustainability and
recruitment have been long-standing
challenges of the CACCN, and I continue to look forward to assisting in the
growth of the association by advocating
for the needs of our members.

Brandi Vanderspank
Wright, PhD, RN,
CNCC(C)

Director, Central Region
Co-Chair, Professional Development
Committee
I have been a critical
care nurse since 2003.
Following a consolidation experience, as part
of the fourth year of my
Bachelor of Science in
Nursing (BScN) program
at the University of Ottawa, critical care
nursing has been without a doubt, my
professional passion. Shortly thereafter,
I began working in the Intensive Care
Unit (ICU) General Campus of The
Ottawa Hospital (TOH).
In 2005, I began working on my Master
of Science Nursing (MScN) at the
University of Ottawa. My thesis work
explored the experiences of critical care
nurses who care for patients and families during the process of withdrawal
of life-sustaining measures. This work
was largely influenced by my personal
experiences of end-of-life care in the
ICU. My MScN work was published in
2011 in a special issue on end-of-life

care in Dynamics and subsequently
received a first-place editorial award
from CACCN. I obtained Canadian
Nurses Association (CNA) Certification
in Adult Critical Care in 2007. Achieving
certification marked a pivotal moment
in my nursing career and it solidified my
critical care nursing identity.
In 2014, I b egan my D o c tor of
Philosophy (PhD) studies. My doctoral work explored the development of
critical care nursing in Canada. I used
historical perspectives to understand
how Canadian ICU nurses shaped their
identity. I had the privilege of interviewing nurses who, collectively, had
worked in more than 40 units across the
country between 1960 and 2002. This
work was the first of its kind in Canada.
I am currently an Assistant Professor in
the School of Nursing at the University
of Ottawa. My program of research
focuses on end-of-life care in the ICU
and the experiences of nurses who provide care to patients and their families.
Additionally, I continue nursing in the
ICU at TOH: General Campus. I am
actively involved through participation
in its Nursing Journal Club and ICU
Nursing Education Committee.
I am proud to be a member of the
CACCN since 2007. In 2013, I joined
the Ottawa Chapter Executive. I have
been a member of the Professional
Development Committee since 2016 and
Co-Chair of this committee since March
2018. I look forward to contributing to
building capacity for critical care nurses
across Canada through initiatives that
contribute to critical care nursing knowledge development (i.e. Standards of
Practice, Certification); scholarship (i.e.
research and quality improvement) and
service through committee work within
the organization, supporting nurses at
the chapter level and supporting individual chapters.
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The Canadian Journal
of Critical Care Nursing
Guidelines for Authors
The Canadian Journal of Critical Care
Nursing TM (CJCCN), formerly known as
Dynamics: The Journal of the Canadian
Association of Critical Care Nurses, is distributed to members of the CACCN, to
individuals, and to institutions interested
in critical care nursing. The journal is published 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 articles 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
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