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 Vision statement
Th e voice for excellence in Canadian Critical Care Nursing

Mission statement
Th e CACCN is a non-profi t, specialty organization dedicated 
to maintaining and enhancing the quality of patient- and 
family-centred care by meeting educational needs of critical 
care nurses.

Engages and empowers nurses through education and net-
working to advocate for the critical care nurse.

Develops current and evidence-informed standards of critical 
care nursing practice.

Identifi es professional and political issues and provides a strong 
unifi ed national voice through our partnerships.

Facilitates learning opportunities to achieve Canadian Nurses 
Association’s certifi cation in critical care.

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

Philosophy statement
Critical care nursing is a specialty that exists to care for patients 
who are experiencing life-threatening health crises within a 
patient/family-centred model of care. Nursing the critically 
ill patient is continuous and intensive, aided by technology. 
Critical care nurses require advanced problem solving abilities 
using specialized knowledge regarding the human response to 
critical illness.

Th e critical care nurse works collaboratively within the inter-
professional team, and is responsible for coordinating patient 
care using each member’s unique talents and scope of practice 
to meet patient and family needs. Each patient has the right to 
receive care based on his/her personal preferences. Th e criti-
cally ill patient must be cared for with an appreciation of his 
or her wholeness, integrity, and relation to family and envi-

ronment. Critical care nurses plan, coordinate and implement 
care with the health care team to meet the physical, psychoso-
cial, cultural and spiritual needs of the patient and family. Th e 
critical care nurse must balance the need for the highly techno-
logical environment with the need for safety, privacy, dignity 
and comfort.

Critical care nurses are at the forefront of critical care science 
and technology. Lifelong learning and the spirit of enquiry are 
essential for the critical care nurse to enhance professional 
competencies and to advance nursing practice. The critical 
care nurse’s ability to make sound clinical nursing judgments is 
based on a solid foundation of knowledge and experience.

Strategic plan: Five pillars
1. Leadership:

• Lead collaborative teams in critical care interprofessional 
initiatives

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

• Develop a political advocacy plan

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

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 fi eld 

of critical care

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

membership 
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There was a story in the paper recently about the famous 
quote of President John F. Kennedy in his inaugural 
address on January 20, 1961, when he said: “Ask not what 

your country can do for you—ask what you can do for your 
country”. The story was that the line he used was one that he 
had heard many times as a young man, from a professor at the 
college he attended, who encouraged his students to give back 
to the university, to have pride in their school and to be there for 
each other. So whether President Kennedy’s line was original or 
not, it has made a lasting impression on many generations of 
people because it creates a paradigm shift in thinking—rather 
than expecting something to be given to you, you will offer 
something to others—freely.

At Dynamics in London this October, there were 460 people 
from across the country in attendance and I am happy to say 
that there were approximately 175 people who decided they had 
something to give back to others by sharing their information 
and knowledge through the oral and poster board presenta-
tions they created. They did not ask, “What will CACCN do 
for me?” Rather, they decided to have the courage to find their 
voice, speak up and give freely to others and, by doing so, they 
became part of “Our Kaleidoscope” sharing how the work that 
critical care nurses do threads through the lives of critically ill 
children and adults. So, to all the presenters, the National Board 
of Directors would like to thank you and congratulate you on 
giving back something meaningful to all of us who attended. 
We have all grown because of it. Likewise in each Dynamics 
journal, the original articles produced by authors, sharing their 
expertise, are another example of critical care nurses giving 
back to each other. Like Kennedy’s statement, they said, “What 
can I do for CACCN?”

In my career, I have been a firm believer in a concept called 
“Servant Leadership”, a term coined by Robert K. Greenleaf 
more than 40 years ago describing a number of leadership 
principles manifested as personality traits in a leader that are 
a way of managing people with respect, honesty, love and spir-
ituality in a manner that encourages, empowers and inspires 
others to be the best they can be. (Greenleaf Centre for Servant 
Leadership is an excellent website on the topic, available at 
http://www.greenleaf.org). Simply put, a servant leader’s pur-
pose is to be in service to the people they lead, rather than one 
who expects to be served. It is not about a leader’s positional 
power and authority within the organization to manage the 
workforce. It is about a humanistic way of believing in the best 
in others and doing everything you can to help them reach their 
full potential. It is about encouraging the hearts of those they 

lead, revelling in their success, supporting risk-taking to gener-
ate new ideas, and being there to guide staff in their personal 
challenges. I have been so very fortunate that throughout my 
nursing career of 31 years I have had the good fortune to have 
been nurtured by great servant leaders who helped me to grow, 
as a person and as a leader. They inspired me by their faith in 
me and what I could achieve. When someone else believes in 
you it is one of the most powerful gifts to receive and inspires 
you to push the limits to achieve greater things. Because of this 
early nurturing in my career, I learned to believe in myself and 
I took risks knowing that I would have the support of my leader 
in success or failure. I have experienced great job satisfaction as 
a result and felt positive about what I did. The result of this type 
of servant leadership is a workforce that rises together to meet 
challenges and where creativity flourishes through risk-taking 
that is promoted and supported by the leader. High morale and 
strong collegial relationships exist. Sadly though, I have to admit 
that I have also experienced the opposite (although thankfully 
not often and not in the early development years of my lead-
ership career)—leaders who use their power and authority to 
control, rather than to nurture and develop those they lead. 
This leads to a work environment with little risk-taking evident 
and where blame is a predominant way of dealing with people, 
ultimately suppressing creativity and effectively paralyzing the 
workforce to take any initiative for fear of repercussions. The 
leader, like the fable of the Emperor’s New Clothes, believes that 
others see them differently and they are being cheered on in a 
parade they lead. So, while they demand service to meet their 
goals, they, at best, get compliance, but seldom get collabora-
tion. In due course, they destroy the spirit of the workplace.

But before you think I am just talking about servant leadership 
being only about those in formal leadership or management 
roles, I want to extend the concept to how you work with your 
co-workers in your unit. Servant leadership is also about being 
in service to each other horizontally, the colleagues you work 
with every day to help them to become the best they can be. 
It is about developing others, supporting them for success by 
offering yourself freely as a resource and committed to being 
there for them when they need you. So what does that look 
like? It starts with a question as straightforward as, “What do 
you need from me?” “What can I do for you?” and then con-
firmed with, “I am here for you” and finally, “I believe in you.” 
What a potent affirming investment in another person! When 
we create that kind of environment in the units where we work, 
then we choose to create a place where morale is high and the 
outcomes for patients are excellent. However, if we continue 
to think that everyone else is responsible for our morale and 

CRITICAL THINKING

In praise of servant leadership— 
Horizontal service to others
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how we feel about coming to work, then we give away too much 
power to others and we become victims of the whims of others.

To instil a spirit of servant leadership where you work is not 
hard, but fi rst it starts with a decision that you make yourself 

“be” and “act” diff erently. Th ere is amazing power in that one 
decision. If we choose to be in service to one another so that 
success is not measured by how well you are doing, but rather 
how well the other person is doing who is working with you 
on this shift , then you begin to support others in a very diff er-
ent manner and you become connected in a meaningful way 
with your colleagues. We need this in critical care. We need to 
feel a spiritual connection working together. We give so much 
of ourselves to the patients and families we serve and it is this 
same concept that we need to give to one another. When we 
do this, we create a much deeper meaning, make signifi cant 
connections, form strong collegial relationships and generate a 
positive spirit at work. Th e outcome for us is good morale and 
an “esprit de corps” that bonds us together. So how does one get 
from here to there?

James Autry (2001) describes five ways of “being” that will 
move you towards creating a culture in your unit of being in 
service to one another. Th ey are:
1. Be authentic: Just be who you are and be the same person in 

every circumstance. It is about consistency in your behav-
iour that is based on the same values and it does not matter 
what role you are in, as others will know they can depend 
on you to act in a principle-centred manner. Know your-
self and be yourself. Be trustworthy. Speak well of others 
who are not present and those who are present will trust you 
more.

2. Be vulnerable: Be honest when you don’t know something 
or when you have doubts, fears or concerns. Admit to your 
own mistakes and apologize when you need to sincerely, 
humbly and without any qualifi cation or excuse. It takes a 
great deal of courage to be vulnerable at such times, as you 
have to relinquish the notion that power comes from main-
taining control. In fact, more power (and synergy) comes 
from depending on others and to freely admit when you 
were wrong. It can be as simple as saying, “Th at did not go 
well. I would do it diff erently if I could do it over,” or, “Th at 
was a mistake (or “It was wrong of me”) and I apologize for 
the impact it has had on you.” Errors of judgment will be 
forgiven. Errors of the heart will be remembered.

3. Be accepting: Appreciate that disagreement, different 
opinions, opposing views and ideas are what lead to open 
discussion and growth. When we are open to contrary views, 
it is about fi nding a third alternative that neither of you have 
thought about. Confl ict is a natural outcome of the highly 
charged environments we work in and not to be taken as 
a sign of a dysfunctional team, but rather a team who feels 

“safe” to disagree and safe to bring up the tough “stuff ” in a 
respectful manner. As a servant leader, you accept that any 
ideas are valid and worth further discussion as a means to 
encourage dialogue on issues, not shut it down. It does not 
mean you have to agree with it. You start the conversation 
by saying “Good! You see it diff erently! Let’s talk.” It is not 
about a win-lose mentality, as authentic people never feel 

themselves to be losers, thus they never are losers. Changing 
your mind because you are open to others views is how you 
grow and by doing so others will trust that it is safe to dis-
cuss their views with you.

4. Be present: Think about how little children live in the 
moment. Th ey are focused on what they are doing, concen-
trating on what they are playing with at a moment in time. 
To be present you need to be available fi rst to yourself, then 
to others around you, as you respond to the challenges of 
the workplace. By drawing on all your past experience in the 
moments of chaos that are inevitable in a critical care envi-
ronment, you can remain “centred” and calm and bring order 
and control to yourself and to those you work with at times 
of crisis. When others see you responding this way it brings 
confi dence and a “can do” attitude to get through whatever 
you face. Teamwork can strengthen at these times of crisis 
and, over time, the memories of “the shift  from hell” have a 
shared meaning, as people recall the events in a positive way 
as they worked together. How often have you sat and said, 

“Remember the shift  when.” Th ose are the times when you 
were probably the most present for yourself and others.

5. Be useful: A servant leader sees his or her role being a 
resource to others as his or her primary duty. Th is could 
manifest itself on a shift  as being sure that everyone is doing 
all right with their assignment and off ering assistance fre-
quently. Th is means when you are caught up with your work 
you go proactively to a co-worker who is still busy and say, 

“I am caught up with my patient; tell me what I can do for 
you now.” Simple acts of kindness and support like this lead 
to great feelings of camaraderie. You will be useful to others 
when you choose to act this way. You will also be present for 
them.

In closing, I share the concept of servant leadership with you 
as a means for you to personally refl ect on how you view your-
self in service to those you work with everyday. So oft en we 
hear about the issues of “horizontal violence” in the workplace 
with nurses being described as among the worst off enders in 
any workplace. Is that the image we wish for others to hold of 
us, as professional nurses? Th e time has come to stop focusing 
on the problem (as we know it exists) and start to focus on the 
solutions. Servant leadership is one solution and costs little to 
implement although it is elegant in its simplicity. I believe we 
can change from a culture of violence by choosing to create a 
culture of “horizontal service” to those we work with every day. 
Th at is how I want our profession to be described. Th e power 
lies within each of us to choose this solution. How will you 
choose to act when you go into work on your next shift ? 

As always… take care of yourself and each other,

Kate Mahon, BN, MHS, RN
President

Reference
Autry, J.A. (2001). The servant leader. New York: Three Rivers 

Press.
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The obituary read: “… passed away with dignity … and sincer-
est thanks to the doctors and nurses in the intensive care unit.” 
I was so taken by the praise that the family had given to the 
members of the critical care team that I cut the small segment 
out of the newspaper to mentor me in writing this commen-
tary. For me, it represented a value statement of what was most 
important in the provision of end-of-life care. The obituary 
also heightened my belief that, as a critical care nurse, help-
ing patients die in comfort with dignity and peace is one of the 
greatest and final gifts of life that we can facilitate. Although 
I have enjoyed the dynamics of critical care for more than 30 
years, the provision of end-of-life care and being present in the 
most intimate moments of a patient’s and family’s life have been 
extremely rewarding.

As a member of the Board of Directors of CACCN, I had the 
opportunity to coordinate the CACCN “Providing End-of-Life 
Care in the Intensive Care Unit” position statement in 2010. I 
would like thank CACCN members Dr. Marie Edwards, Sonia 
Hill and ethicist Bob Parkes, for their thoughtful insight and 
hard work in order to bring this statement to fruition. It is 
amazing the amount of literature review that goes into such a 
concise document that is no longer than two pages. However, 
that literature review provided our working group with tremen-
dous insight into the multidimensional aspects in the provision 
of quality end-of-life care in addition to the roles and responsi-
bilities of the critical care team.

Provision of quality end-of-life care is becoming a subspecialty 
of critical care and it’s not surprising when you look at the sta-
tistics associated with death in the intensive care unit (ICU). A 
cross-sectional study of the Canadian death record showed that 
approximately 27% of deaths occurred in an ICU and that 42% 
of patients who die in hospital spend the last three days of their 
lives in a specialty unit (Bach, Ploeg, & Black, 2009). There is 
a strong movement towards integrating the principles of pal-
liative care into critical care because of the frequency of death 
encountered.

Why has the navigation of the journey towards death become 
so convoluted? Is it because there have been amazing advances 
in critical care that can delay death indefinitely? Has the lan-
guage associated with death and dying become so complicated 
that you need an interpreter and crib notes to understand the 
real picture? Is it related to living in a diverse, multicultural 
society in which we can no longer advocate to do for others 
as you would want done for yourself? When does withdrawal 

of care border on euthanasia? These are just a few of potential 
questions that the critical care community must continue to 
study and address.

In my opinion, quality end-of-life care begins with commu-
nication with the patient as soon as he/she is diagnosed with 
a terminal disease. It is about discussing the options with 
patients and families before a critical event arises so that the 
patient has the opportunity to decide for him/herself. Many 
of our patients with chronic lung, renal or heart disease live 
with their diagnosis for years, yet they never discuss with their 
families their wishes for end-of-life care. Then their disease tra-
jectory takes a sudden and rapid decline and they end up in 
ICU unable to advocate for themselves, and their families must 
decide what they would have wanted. In oncology patients, the 
possibility of death is often downplayed in hopes that optimism 
and maintaining hope will increase their chances of survival. 
Then when the patient arrives in ICU and he or she is informed 
by the intensivist that chances of survival are slim, a sense of 
distrust develops. So there is a gap in the health care system 
in terms of providing patients and families with information 
about their prognosis so they can have realistic expectations 
and make informed choices about the types and extent of treat-
ment they are willing to accept.

The term “Do Not Resuscitate” or “DNR” would be one of the 
first phrases that I would discard from the end-of-life glos-
sary of terms. This term causes so much confusion for families 
when they are under great stress and may lack the capacity to 
make decisions of such magnitude. One of my colleagues in 
palliative care prefers to use the term “to allow a natural death 
to occur” instead of DNR. Families need to know that care will 
be provided to ensure that their family member is comfortable 
and will not suffer. The 24/7 role of the nurse as an interpreter 
and patient advocate in family conferences is critical in assist-
ing the health care team to move towards consensus for the 
most appropriate therapy. End-of-life care is an evolving pro-
cess in which differences in opinions between the health care 
team and families can arise. Communication strategies, end-of-
life checklists and ensuring that moral and ethical obligations 
are addressed in a timely manner can help prevent conflict and 
facilitate mutual decision-making.

Dealing with end-of-life issues can have a tremendous nega-
tive impact on staff. I have seen how stressful it is on my 
colleagues when the family is unable to let go of their loved one 
and demands aggressive therapy that may result in pain and 

GUEST EDITORIAL

A critical care nurse’s role in  
the provision of end-of-life care
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suff ering for the patient. I can remember a patient for whom I 
cared more than 25 years ago who I called the “Raging Bull”. He 
was in his late seventies and had a long and complicated course 
with cancer of the pancreas. He was grossly jaundiced and so 
edematous that his facial features were barely recognizable, yet 
every time I suctioned or turned him I swear that I could see 
the raging of anger in his eyes despite being on maximum seda-
tion. I moved to coronary care shortly aft er because I found it 
too diffi  cult to prolong suff ering when there was little chance of 
cure. I did eventually return to ICU, but still ask the questions 
that were once silent: “Are we acting in the best interest of this 
patient?” and “Is this what he/she would want?”

In many situations due to lack of palliative care beds or inabil-
ity to take the patient off  the ventilator, patients must die in 
the sterile, technological environment of ICU. Critical care 
nurses can make the diff erence in creating an environment that 

unites the patient and family for those fi nal intimate moments 
in which suff ering is eliminated and a dignifi ed and peaceful 
death is supported. I hope that the principles outlined in the 

“Providing End-of-Life Care in the Intensive Care Unit” posi-
tion statement and this special edition of Dynamics will support 
you to make the completion of the life cycle as compassionate 
as possible. 

Pamela Cybulski, BA(Health Studies), RN, CNCC(C)
ICU Clinical Educator
Brampton Civic Hospital
Brampton, Ontario

Reference
Bach. V., Ploeg, J., & Black, M. (2009). Nursing role in the end-of-

life decision-making in critical care settings. Western Journal of 
Nursing Research, 31, 496–512.
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CNCC(C) Initial Certification 2011
Name City, Province
Johanne Bernier Edmonton, AB
Glenda J. Corrigal Morinville, AB
Catherine M. Hallett Sherwood Park, AB
Tara Hoard Calgary, AB
Andrea Sunderman Calgary, AB
Marion J. Edwards Burnaby, BC
Sharon L. Hickin New Westminster, BC
Allana E. LeBlanc Vancouver, BC
Jennifer Normandeau Burnaby, BC
Trudy M. Nernberg West St. Paul, MB
Laura Berkvens Truro, NS
Christina M. Stoll Yarmouth, NS
Jane L. Benedict Barrie, ON
Julie M. Bernier Summerstown, ON
Kathryn P. Brunkard Drayton, ON
Nancy J. Butler Stoney Creek, ON
Giovanna Cirnigliaro Hamilton, ON
Donna M. DiPinto-Tingley Milton, ON
Danielle R. Dunwoody Burlington, ON
Michelle L. Francoeur Burlington, ON
Janis L. Herzog North Bay, ON
Elena K. Luk Markham, ON
Laurie F. Mason Oshawa, ON
Krista D. May Kitchener, ON
Margaret A. McMurray Cambridge, ON
Karley L.H. Murray Shelburne, ON
Gaganpreet K. Suri Brampton, ON
Constance E. Taylor Fergus, ON
Valerie A. Thompson Perth, ON
Lindsay M. Warren Toronto, ON

CNCC(C) Certification Renewal 2011
Name City, Province
Rose Marie Grosul St. Albert, AB
Dale L. Kastanis Surrey, BC
Miriam Stewart West Vancouver, BC
Helga Borchert Winnipeg, MB
Brenda G.T. Kline Winnipeg, MB
Asha A. Pereira Winnipeg, MB
Joanne E. Baird Grand Falls-Windsor, NL
Patricia Rodgers Portugal Cove-St. Philips, NL
Glenda R. Roy Grand Falls-Windsor, NL
Janice M. Bissonnette Limoges, ON
Pollyann Boldt Orillia, ON
Marlaine E. Cole Dundas, ON
Patricia Lynn Connick Bracebridge, ON
Pamela A. Cybulski Brampton, ON
Craig M. Dale Toronto, ON
Susan L. Elliott Lasalle, ON
Kathleen M. Herzig Ayr, ON

Winnie Wai Ha Kwok Markham, ON
Way K. Lem Bracebridge, ON
Eleanor R. Marris Rogers London, ON
Catherine M. Mawdsley London, ON
Jennifer B. Menezes Toronto, ON
Susan E. Nash Oakville, ON
Linda M. Ready Lindsay, ON
Mary B. Runde Sault Ste. Marie, ON
Krista D. Shea Denfield, ON
Lynn M. Varga Mississauga, ON
Margaret Vernoy Oshawa, ON
Jacki Raboy Thaw Dollard-des-Ormeaux, QC
Patricia A. Rose Montreal, QC
Lyne St-Louis Laval, QC
Kathleen M. Yeomans Montreal, QC

CNCCP(C) Initial Certification 2011
Name City, Province
Linda J. Massé La Prairie, QC

CNCCP(C) Certification Renewal 2011
Name City, Province
Owen R. Janzen Ottawa, ON
Karen M. Lecomte Vancouver, BC
Lisa G. Yarske Surrey, BC

(Those who provided CNA with permission to share their 
personal information and were CACCN members in good 
standing as of September 30, 2011, are included on the list.)

CACCN Certification 2011
CACCN would like to congratulate the following members on successfully attaining/renewing their Certified Nurse in Critical Care—
Canada (CNCC(C)) and Certified Nurse in Critical Care—Pediatrics Canada (CNCCP(C)) Designation:

Dynamics Journal— 
Call for manuscripts 
for Cardiopulmonary 
Nursing Care  
special issue
We are looking for clinical articles related to the care 
of patients experiencing any cardiac or pulmonary 
disorder. Suggested topics for manuscripts include: 
review of pathophysiologies, treatments, case studies or 
new interventions.

Send manuscripts to the editor, Paula Price: 
pprice@mtroyal.ca

Deadline: May 31, 2012.
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 November 30: Renewal CNA Certification application deadline

 December 31: Chapter Quarterly Reports  
  (Oct.–Dec. 2011) due in National Office

 January 31: Smiths Medical Canada Ltd. Education Award

 January 31: Call for abstracts, Dynamics 2012 deadline

 February 15: CACCN Research Grant deadline

 March 1: Dynamics 2013 Planning Committee  
  Application deadline

 March 27, 28, 29: BOD F2F Meeting, London, ON

 April 12: CNA Certification Examination

 June 1: Spacelabs Innovative Project Award

 June 1: BBraun Sharing Expertise Award

 June 1: The Guardian Scholarship—Baxter Corporation  
  Award for Excellence in Patient Safety

 June 1: The Brenda Morgan Leadership Excellence Award

 June 1: Cardinal Health Chasing Excellence Award

Awards available to CACCN members
Criteria for awards available to members of the Canadian Association of Critical 
Care Nurses are published on pages 41–46 of this issue of Dynamics.

CACCN calendar of events

DATES TO 
REMEMBER!

Future sites of  
Dynamics conferences

Dynamics 2012 
September 23–25, Vancouver, BC

Dynamics 2013 
September 22–24, Halifax, NS

Dynamics 2014 
September 20–23, Quebec City, QC

Dynamics 2015 
October 4–6, Winnipeg, MB
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Director, Western Region
Lissa Currie
BN, RN, CNCC(C)
Île des Chenes, MB
Coordinator, Critical Care Education
Winnipeg Regional Health Authority

I began my career in critical care in 1990 after completing 
the collaborative Adult Intensive Care Nursing Program at St. 
Boniface Hospital (SBH). My expertise and passion for critical 
care flourished over the following 11 years while working in 
the surgical intensive care unit at SBH. I then had the oppor-
tunity to combine my critical care expertise with my passion 
for teaching, as I took on an educator role for ICU and post-
anesthesia care unit and then became an educator for the adult 
intensive care nursing program. I feel very blessed in my nurs-
ing career and recently have taken on a new challenge in the 
role of Coordinator, Critical Care Education with the Winnipeg 
Regional Health Authority. I obtained my certification in criti-
cal care and I am currently pursuing my master’s.

I have been involved with the CACCN Manitoba Chapter at 
the local level since 1996, as a conference planning committee 
member, previous conference planning chair for our local con-
ference and recently served as president for three years. I have 
frequently attended Dynamics and Chapter Connections over 
the years.

I have a strong belief in forming a strong unified voice for 
critical care nursing, patients and their families. I feel very pas-
sionate about critical care nursing and have worked hard at 
increasing our visibility, promoting CACCN membership and 
advocating on behalf of patients and families.

I would find it a privilege to work with such a dedicated group 
of individuals on the National Board.

Director, Eastern Region
Kirk Dawe
MN, NP, RN
Fortune, NL
Nurse Practitioner
Eastern Health

I graduated from Memorial University of Newfoundland 
with a bachelor of nursing degree in 2005. After graduation, 
I spent the following year working in adult rehabilitation and 
continuing care before moving into critical care. I took a posi-
tion as a float nurse within the cardiac/critical care program 
at the Health Sciences Centre in St. John’s. I subsequently left 
Newfoundland for the Northwest Territories where I worked in 
a mixed intensive care unit and also the emergency department 
at Stanton Territorial Hospital. I also spent some time work-
ing as a community/public health nurse in smaller settlements 
throughout the Northwest Territories.

In 2009, I returned to Newfoundland to pursue nurse practitio-
ner education and a master’s of nursing degree at the University 
of Toronto—which I completed in 2011. I am currently 
employed as a nurse practitioner in the same cardiovascular 
and medical/surgical intensive care units where I started my 
critical care career several years before.

I first joined the CACCN in 2006—looking to become part of 
an organization that would afford me the opportunity to net-
work with peers who share the same passion for critical care 
nursing that I do. I had no idea then what an important role the 
association would play in my subsequent career development. 
From coast to coast, the CACCN provides critical care nurses 
with a collective voice, as we strive for excellence in nursing 
care. I hope that you, my fellow members, find my acclamation 
to the national board of directors amenable to your expecta-
tions and look forward to working with you dutifully, as we 
engage in supporting and furthering our profession.

CACCN National Board of Directors
Directors 2012–2014
The National Board of Directors of the Canadian Association of Critical Care Nurses congratulates Lissa Currie (Western Region), 
Kirk Dawe (Eastern Region) and Barbara Fagan (Eastern Region) on their acclamation to the Board of Directors 2012–2014 at the 
Annual General Meeting on October 16, 2011, at the London Convention Centre, in conjunction with Dynamics 2011.

We would like to thank the CACCN members who participated at the Annual General Meeting held in London, ON, in conjunction 
with Dynamics 2011. Your Voice Matters!

Sincerely,

Kate Mahon Teddie Tanguay
President Vice-President
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CACCN web poll results

Director, Eastern Region
Barbara Fagan
BScN, RN, CNCC(C)
Middle Sackville, NS
Registered Nurses’ Professional 
Development Centre
Capital Health

I graduated from Dalhousie University with my Baccalaureate 
in Nursing in 1991. Aft er two years of great medical surgical 
experience, my thirst for knowledge called me to enrol in the 
Critical Care Nursing Program at the Post RN programs in Nova 
Scotia. Critical care nursing has become my passion ever since 
and I have not looked back. I was blessed with 15 years of amaz-
ing intensive care experience—as a staff  member, preceptor and 
charge nurse. Twenty years later, with a wonderful husband and 
three fabulous children, I am even more called to our profes-
sion. For the past three years, I have had the privilege of being 
an instructor for the Critical Care Nursing Program with the 
RN-PDC (Registered Nurses Professional Development Centre) 
that was formerly part of the Post RN Program in Nova Scotia. 
It is funny how things come full circle in life.

I am currently enrolled in the Master’s of nursing program 
at Athabasca University. I have been an active CACCN mem-
ber and have had the privilege to present at the 2009 and 2010 
Dynamics conferences. My colleagues and I were the fortu-
nate recipients of the 2009 Spacelabs Innovation Award for 
our work on Creating Life-Long Critical Care Th inkers. We 
presented our fi ndings of implementing a progressive teaching 
methodology called Team–Based Learning in our program-
ming.  In 2010, we presented our innovative interprofessional 
simulation lab team training. Working together with all mem-
bers of the health care team to our full scopes of practice is 
another passion of mine. I am a member of our local Nova 
Scotia Chapter and have participated in local meetings and 
education sessions. I am looking forward to our province host-
ing Dynamics in 2013.

I would be honoured to represent the voice of critical care 
nursing in the Eastern Region and privileged to work with 
National Board of Directors at CACCN. 
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Is it accepted practice to have family or 
individuals with personal relationships 
to the patient present for resuscitations 
and/or critical clinical events?

I am satisfi ed with how critical care 
nurses contribute to the resolution 
of ethical dilemmas in my care 
environment.
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Thank you to those of you who were able to attend Dynamics 
of Critical Care 2011 in London, Ontario. As a planning 
committee, our major objective was to ensure a quality 

conference that refl ected the many dimensions of critical care 
and that was interactive. Each member of a planning committee 
brings his/her own unique perspective of ways in which to make 
the event a success. I believe that I was truly blessed to have such 
a committed group of individuals with whom to work. I would 
like to extend my thanks to Colleen Collier Breen (London, ON), 
Tanya Del Bianco (Comox, BC), Julia Jarecsni (Merlin, ON), 
Eleanor Marris Rogers (London, ON), Brenda Morgan (London, 
ON), Cecilia St. George-Hyslop (Newcastle, ON), Marie-
Christine Walker (London, ON) and Christine Halfk enny-Zellas, 
COO, CACCN, and the CACCN London Regional Chapter.

This year “Critical Care Nursing: Our Kaleidoscope” was 
attended by 465 delegates from the provinces and territories of 
Canada, Australia and the United Kingdom. Th e opening pro-
cession began with a Royal Canadian Mounted Police fl ag bearer 
carrying the Canadian fl ag, followed by a piper, nurse represen-
tatives from the Canadian Armed Services, the CACCN Board 
of Directors and Chapter Presidents, our Journal Editor and the 
Dynamics 2011 Planning Committee. It is always with such a 
sense of pride that critical care nurses stand shoulder to shoul-
der, proud to be Canadian. Th e Teen Challenge Choir provided 
us with enthusiastic and joyful singing. Th is choir represents 
a group of individuals who have overcome drug and alcohol 
addiction. We felt that their presence might strengthen our 
belief that there is hope and potential for all individuals who 
cross our paths, as patients in critical care. Individuals such as 
Michael Beaubien, A.J. Fordham and his mother, Andrea, as 
well as the family of an H1N1 survivor shared their perspec-
tives of what it is like to be recipient of critical care nursing and 
how the care that we provide makes such a diff erence in the 
lives of our patients and families.

Kate Mahon, CACCN President, was our keynote opening 
speaker. Kate, through her unique way of story telling, encour-
aged nurses to “Find Your Voice”. Critical care nurses have 
always advocated for their patients and families at the bedside. 
However, when critical care nurses join their voices together 
nationally it can have tremendous impact on the way in which 
critical care is delivered and perceived by the public. Kate also 
advocated that in order to be eff ective change agents, we need 
to create a healthy work environment, which means taking 
care of ourselves and each other. Kathleen Bartholomew built 

on this concept by healing nurse-to-nurse hostility. Kathleen 
shared the stories of nurses who had experienced nurse hostil-
ity and how it had impacted their ability to deliver quality care.

Th ere were also several presentations throughout the confer-
ence on how preceptoring new nurses is essential to ensure that 
critical care nurses will be prepared to face the ongoing chal-
lenges of their work. Kate Mahon was later joined by Dr. Rob 
Fowler and Michelle Stephens to share their strategies on eff ec-
tive interdisciplinary team communications by reviewing some 
entertaining, but realistic videos.

“Click Here” kicked off  the fi rst day of the conference. Delegates 
were able to participate in several presentations such as ACLS 
2010 Guidelines, hemodynamics, blood transfusion, delirium, 
the top 10 list of critical care practices and acute renal failure 
using an audience response system. Th roughout the conference, 
I received extremely positive comments from the delegates 
about the quality and variety of the presentations that were 
provided by this year’s presenters. Th ank you to Gambro and 
Hospira for supporting these interactive sessions.

The Computer Café was sponsored by NurseOne and the 
Canadian Nurses Association. Th ese classes provided a “hands-
on approach” for nurses to access educational resources through 
the NurseOne portal, explore ways in which to network using 
social media or improve their computer skills using Word or 
PowerPoint 2010.

The simulation lab was a new initiative for Dynamics this 
year. Participants had the opportunity to challenge their criti-
cal thinking skills in order to work through realistic scenarios 
using high fi delity mannequins provided by Laerdal Canada. 
Our simulation team worked diligently to ensure a fun and 
safe learning environment for our participants. I would like 
to extend my thanks to Cecilia St. George-Hyslop, Michelle 
Clelland, Doug Jowlett, Karen Laidlaw, Jackie Walker and 
Dawna VanBoxmeer who spent many hours to achieve such a 
state-of-the-art learning environment.

I would also like to extend my thanks to Laerdal Canada, 
Draeger Medical, Baxter Corporation, Hill-Rom and Philips 
Healthcare for their support of the simulation lab. Also many
thanks to Philips Healthcare for the sponsorship of the del-
egate bags, 3M Canada for the lanyards, Hospira, Gambro, 
Octapharma, ONIg, ICU Medical Inc and Covidien for spon-
soring dynamic speakers.

Dynamics of Critical Care 2011
London, Ontario, October 16–18, 2011

Critical Care Nursing: 
Our Kaleidoscope
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Dynamics is not only a conference, it is a product exhibition, 
which gives nurses opportunities to learn more about the types 
of products that we use to deliver the best possible care. Th e 
funding that we receive from our exhibitors helps ensure that 
we can provide such a grand scale educational event and I would 
like to thank our exhibitors for choosing CACCN Dynamics for 
their venue. Th is year, the “main stage” in the exhibit hall gave 
participants a chance to sit and eat their lunch while fi nding 
out more about new innovative products. I would also like to 
convey my gratitude on behalf of the delegates and exhibitors 
to the London Convention Centre who could not do enough to 
ensure that we had a great environment for our conference.

As with any Dynamics, there was time for fun and social net-
working. “Talk of the Town” was a sophisticated fun evening of 
networking with our colleagues from across the country and 
an opportunity to meet and get to know the CACCN Board of 
Directors. Delegates were able to review many of the excellent 
posters and discuss them with the authors. Th e ambience of 
this evening was also accentuated by great appetizers compli-
ments of the board of directors, a live jazz band and perhaps 
a glass of wine. On Monday, we hosted our annual CACCN 
dinner where we also recognized the educational sponsorship 
support of GE Healthcare. As veteran rocker Prince would say, 
we “partied like it was 1999,” but with a defi nite 1980s theme. I 
think it can be said that critical care nurses know how to make 
an evening fun and, if it wasn’t the Boy George, Madonna or a 
Cindy Lauper costume that made you laugh, then it had to the 
karaoke version of your favourite 1980s tune.

So, after three days of learning, interacting, connecting and 
socializing, it was time to send our tired delegates home. What 
better way to go than with a brain illuminated with knowledge, 
new ideas and a smile on your face. Kate Davis, our closing 
keynote comedian speaker, known as the “Funny Mommy,” 
delighted the audience on how to use humour with one another 
and make the workplace a “relatively” fun place.

To those of you who attended Dynamics “Critical Care Nursing:  
Our Kaleidoscope”, we hope that you took back the clinical 
gems of knowledge that you gained from the conference and 
share them with your colleagues in your pursuit of clinical 
excellence. Wishing you well until next we meet at Dynamics 
2012 in Vancouver, and remember:

“Creativity is a lot like looking at the world through a kaleidoscope,
You look at a set of elements,
Th e same ones everyone else sees,
But then reassemble those fl oating bits and pieces
Into an enticing new possibility.
Eff ective leaders are able to shake up their thinking
As though their brains are kaleidoscopes,
Permitting an array of diff erent patterns
Out of the same bits of reality”
                               —Rosabeth Moss Krammer

Sincerely
Pamela Cybulski, BA (Health Studies), RN, CNCC(C)
Dynamics 2011 Planning Committee Chair

CACCN Chapter of 
the Year Award
Toronto Chapter

Ingrid Daley, President, Toronto 
Chapter and Tricia Bray, CACCN 
Director

Spacelabs Innovative 
Project Award—
First Place
Elizabeth Gordon, Brenda Ridley, 
Janine Boston and Eileen Dahl, 
Toronto, ON

“Th e building bridges initiative”

Elizabeth Gordon, Brenda Ridley, 
Janine Boston and Peter Robertson, 
Account Manager, Spacelabs Medical

Spacelabs Innovative 
Project Award—Runner Up
Th e Critical Care Clinical Network 
Education Team: Eugene Mondor, 
Kari Taylor, Janice Phillips, Pam 
Hruska, Jennifer Courtney, Heather 
Brown, Kathy Sassa, Patty Wickson, 
Monique Fernquist, Ellen Reil, Cindy 
O’Flagherty, Jo Taylor and Dallus 
Khur, Edmonton, AB

“Specialty orientation program”

Eugene Mondor and Peter Robertson, 
Account Manager, Spacelabs Medical

Awards Presented at Dynamics 2011, London, Ontario
Congratulations to all award and draw recipients! Th ank you to our sponsors for your continued support of CACCN!
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Edwards LifeSciences 
Editorial Award
Margo Thomas, Sonny Dhanani, 
Danica Irwin, Hilary Writer and 
Dermot Doherty, Ottawa, ON

“Development, dissemination and 
implementation of a sedation and 
analgesic guideline in a pediatric 
intensive care unit... It takes creativity 
and collaboration”.  
Winter 2010, Volume 21, Number 4, 
Dynamics: Journal of the CACCN

Kristyn Berube, President, CACCN 
Ottawa Regional Chapter, accepting 
on behalf of M. Thomas, et al. and 
Tricia Bray, CACCN Director

CACCN Editorial Award—
Runner Up
Gwen Thompson, Wendy Austin and 
Joanne Profetto-McGrath, Edmonton, 
AB

“Novice nurses’ first death in critical care”. 
Winter 2010, Volume 21, Number 4, 
Dynamics: Journal of the CACCN

Gwen Thompson and Tricia Bray, 
CACCN Director

Smiths Medical 
Educational Award  
Fall 2010
Marie Aue, Markham, ON
Central Michigan University Master of 
Arts in Education program

Marie Aue and Tricia Bray, CACCN 
Director

Smiths Medical 
Educational Award  
Winter 2011
Ingrid Daley, Mississauga, ON
Master of Nursing Program, York 
University

Ingrid Daley and Tricia Bray, CACCN 
Director

The Guardian Scholarship
The Baxter Corporation 
Award for Excellence in 
Patient Care
Orla Smith, Cecilia Santiago, 
Maria Teresa Diston and Karen 
Wannamaker, Toronto, ON

“Enhancing delirium awareness  
and recognition in the MSICU:  
An evidence-based patient safety and 
quality improvement initiative”

Cecilia Santiago, Orla Smith, Maria 
Teresa Diston and Marija Manojlovic, 
Marketing Manager, Infusion Devices 
and Data Management, Baxter 
Corporation

The Guardian Scholarship
The Baxter Corporation 
Award for Excellence in 
Patient Care
Elena Luk, Louise Rose, Lisa Burry, 
Marc M Perreault, David Williamson 
and Barbara Sneyers, Toronto, ON 

“Physical restraint use in Canadian ICUs”

Ingrid Daley, President, Toronto 
Chapter accepting on behalf of Elena 
Luk, et al. and Marija Manojlovic, 
Marketing Manager, Infusion 
Devices & Data Management, Baxter 
Corporation
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BBraun “Sharing 
Expertise” Award
Cecilia St. George-Hyslop,  
Newcastle, ON
Nominated by: Lori Liske

Cecilia St. George-Hyslop and Bill 
McQuarrie, Senior Fusion System 
Specialist, BBraun Medical

Cardinal Health “Chasing 
Excellence” Award
Mai Nguyen, Montreal, QC
Nominated by: Julie Kinnon

Mai Nguyen and Alyssa Hrycyshyn,  
Sr. Market Manager, Medication 
Delivery & Supply Automation 
Cardinal Health Canada

CACCN Research Grant
Paula Mahon, Vancouver, BC

“From the inside out: A critical 
ethnographic view of PICU nurses”

Shawn Mason, President, British 
Columbia Chapter accepting on 
behalf of Paula Mahon and Ruth 
Trinier, CACCN Director

Brenda Morgan 
Leadership  
Excellence Award
Rosella Jefferson, Vancouver, BC
Nominated by: Lisa Krueckl and Karen 
LeComte

Rosella Jefferson and Kate Mahon, 
President, CACCN

2011 CNCC(C) and 
CNCCP(C) Draw Prize 
Recipients ($250 each)
Adult and Pediatric  
Initial Certification
Andrea Sunderman, Calgary, AB
Linda Massé, La Prairie, QC
Gaganpreet Suri, Brampton, ON
Kathryn Brunkard, Drayton,ON

Adult and Pediatric Re-certification
Kathleen Herzig, Ayr, ON
Karen Lecomte, Vancouver, BC
Patricia Connick, Bracebridge, ON

“Talk of the Town” Poster 
Awards
People’s Choice Award
Stephanie Gillis, Cindy Cashman and 
Theresa Hagerman, Ottawa, ON

Cindy Cashman, Stephanie Gillis and 
Kate Mahon, President, CACCN

First Place
Joanna Bailey, Milla Kerusenko, Che 
Pang and Margaret Purden, Dorval, QC

Joanna Bailey and Kate Mahon, 
President, CACCN

Runner Up
Linda Nusdorfer and Art J. Lopez, 
Toronto, ON

Linda Nusdorfer, Art J. Lopez and 
Kate Mahon, President, CACCN
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Leadership is part of everyday critical care nursing practice. 
Leadership is required to provide excellent care for patients 
and families, to support healthy workplaces and healthy 
nurses. Using our voices to promote excellence in critical care 
is leadership in action. Dynamics 2012 is the place for you to 
give voice to your convictions. Lead from where you stand.

We invite submissions for oral and poster presentations in the 
general topic areas of clinical practice, education, research and 
leadership.

Dynamics 2012 Call for Abstracts
Abstracts for Dynamics 2012 are currently being accepted for
• Oral Presentations (approx. 35-minute presentation, 10 min-

utes questions)
• Poster Presentations

Submissions must be evidence-based and ideally address the 
conference theme.

Presenters may select their preferred format of presentation; 
however, the committee will make the fi nal determination on 
presentation. Please note the abstracts submitted will be used 
to assist the planning committee in selecting those papers of the 
most value and relevance to our membership, nursing specialty 
and to assist conference delegates in choosing the sessions they 
would like to attend. Th e abstract selection process is a blind 
peer-reviewed process. Abstracts may be submitted for pediat-
ric and adult presentations.

Abstract requirements
Abstract submission of a maximum of 2,000 characters. Include:
• Th e abstract title (maximum of 130 characters)
• Preferred format for presentation (oral or poster)
• References must be uploaded to the system via a word or PDF 

document in APA format only
• Th e title, format and references are not included in character 

count
• The abstract submission cannot contain any identifying 

information (e.g. author names, hospital names, city, prov-
ince, acronyms, etc.).

• Please read the full instructions on the CACCN website prior 
to proceeding with your submission (printing a copy of the 
instructions will be benefi cial).

Ethics and disclosure
• Submission of an abstract constitutes a commitment by 

the author to present on one of the conference days, if 
accepted

• Th e presenting author is required to disclose any real or per-
ceived confl ict of interest on behalf of all authors, in relation 
to the topic or material to be presented.

Abstract submission guidelines
Program planning for the conference begins approximately 
12 months prior to the actual event. Based on the planning 
timeframe, potential presenters are required to submit their 
abstracts by the deadline noted below:
• The abstract submission process will be available from 

November 1, 2011 to January 31, 2012 at 2359 EST
• Abstracts must be submitted via the CACCN website at

www.caccn.ca
• Abstracts submitted other than via the CACCN website will 

not be considered
• All requested information must be included at the time of the 

abstract submission
• Upon successful submission, presenters will receive a confi r-

mation email with an abstract number
• Potential presenters who do not meet the deadline and the 

submission guidelines will not be considered.

Important points
• Abstracts received aft er the deadline or via email, fax or regu-

lar mail will not be considered
• Notifi cation regarding abstract selection will be provided by 

no later than April 1, 2012
• All correspondence will be with first author only. It is the 

responsibility of the first author to communicate relevant 
information to any additional authors

• Abstracts may be published in Dynamics, the Journal of the 
Canadian Association of Critical Care Nurses and on the 
CACCN website at caccn@caccn.ca.

Questions may be directed to
Dynamics 2012 Abstracts
Email: caccn@caccn.ca; Toll Free: 1-866-477-9077; Telephone: 
(519) 649-5284; Facsimile: (519) 649-1458 
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 DYNAMIC CAREER CONNECTIONS
on www.caccn.ca

 CACCN Dynamic Career Connections is the official job 
site for the Canadian Association of Critical Care Nurses. 
Our mission is to connect employers with hard-to-fi ll posi-
tions with the brightest, most qualifi ed Critical Care Nurses 
in Canada.

Job Seekers: This job site provides you with the opportu-
nity to post your resume confi dentially, view and apply for 
positions from some of the best employers in Canada, set up 
job alerts to search and notify you when a job matches your 

criteria and, best of all, registration for job seekers is always 
FREE. You do not need to be a member of CACCN to regis-
ter with Dynamic Career Connections. Register your resume 
today!

Employers: CACCN knows how important it is for you to 
fi nd new ways to directly reach Critical Care Nurses. CACCN 
Dynamic Career Connections provides you with the opportu-
nity to extend your reach to a targeted candidate pool, and post 
your jobs confi dentially. Register to post your jobs!

If you are interested in taking advantage of this new service, 
please visit www.caccn.ca, click on CACCN Dynamic Career 
Connections, and register to start searching for your new 
career or team member.

 JOB LINKS on www.caccn.ca
 JOB LINKS is a simplifi ed web link page on the CACCN web-
site designed to provide immediate links to critical care nursing 
career opportunities in Canada and around the world. If your 
facility is interested in taking advantage of this service, please 
visit www.caccn.ca, click on JOB LINKS, and view the PDF 
contract for more information. 

 Website banner advertising
 CACCN is offering the opportunity to have your logo and 
website link accessible to our members and the general public 
24 hours a day, seven days a week. Why not consider a ban-
ner advertisement on the homepage of the CACCN website 

at www.caccn.ca? If you are interested in taking advantage 
of this new service, please email CACCN National Offi  ce at 
caccn@caccn.ca for more information. 

President’s Blog
Written by a Critical Care Nurse for Critical Care Nurses! 
Check out the President’s blog at www.caccn.ca.

CACCN Members Only!
• Start or join a discussion! The CACCN Members Only 

Discussion Forum is available to share information and meet 
nurses from coast to coast.

CACCN is on Facebook and Twitter!
Visit us on Facebook for updated 
information!

Follow us on Twitter: @CACCN1 

 WHAT’S NEW at www.caccn.ca?

 Visit us today at www.caccn.ca!
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On the Saturday prior to Dynamics, the CACCN Board of 
Directors sets aside the day to hold a special meeting with the 
entire CACCN chapter presidents. I was delighted to attend 
and bring you this summary of the day.

President Kate Mahon began the day with her welcoming com-
ments. This was followed by introductions and an icebreaker 
exercise facilitated by Karen Dryden-Palmer.

K. Mahon gave her president’s address. She spoke of where 
CACCN is in growth and development. The association has gone 
through some pains, but has remained strong because of the 
commitment of CACCN members. CACCN is the voice of only a 
small percent of the potential Canadian critical care nurses. Our 
goal is always to increase membership. The association is seeing 
the two-year membership initiative starting to pay off. We are also 
Finding Our Voice. For example, K. Mahon’s letter to the editor in 
the Globe & Mail was recently published and CACCN was in the 
news last year speaking on obesity and the critically ill patient.

To be the voice of critical care nursing nationally does come 
with a financial cost. For example, we have translated doc-
uments that are unlikely to change in the near future into 
French, CACCN is now on Facebook, and have implemented 
the President’s blog. We are trying to make the website more 
interactive. The next initiative for the association will be the 
database upgrade to make it more useful for our needs.

CACCN, over the past year, has reached out internationally to 
the American Association of Critical-Care Nurses (AACN). K. 
Mahon and T. Tanguay attended NTI this year and met with 
the AACN president and executive. The association is looking 
at joint initiatives with AACN such as position statements. R. 
Trinier met with the British Association of Critical Care Nurses 
(BACCN) this summer and they are interested in liaising 
with us. We will be seeking collaboration with the Australian 
Critical Care Nurses Association. The Irish Critical Care Nurses 
Association approached us to use our standards. We continue 
to liaise with the World Federation of Critical Care Nurses 
(WFCCN). The board sought these partnerships to increase the 
profile of the organization nationally and internationally.

Over the past year, the board of directors has begun to take a 
stand on issues relevant to critical care nursing. We have begun to 
poll the membership using the website. There has also been some 
interaction with the Critical Care Forum (critical care physicians) 
with the president and president-elect being invited to speak. 
Many partnerships are being forged at the national level. But it 
is also important to forge partnerships at the local level, so the 
board of directors is going to seek out help from local chapters.

The board of Directors each submitted a brief report from their 
portfolio:
Website: The online abstract submission is again in place for 
the 2012 abstracts. Facebook and the President’s blog have been 
added. The discussion forum has begun to be used. It is like a 
community of practice online. We are looking for new pictures 
for the website. A new forum for chapter executive members 
will soon be implemented.

Publications/Research: T. Bray asked about suggested topics 
for future special issues of the journal.

Dynamics Conference: This is a new portfolio led by K. Dryden-
Palmer and continues to evolve. The intent of this position is to 
act as a liaison with the board of directors and Dynamics plan-
ning committee.

Membership: Membership has remained fairly static but, as of 
August 2011, we are down compared to one year ago. Discussion 
occurred about getting new members, but the bigger struggle 
is retention.

Award/Sponsorship: Applications for awards are low, but 
when submitted the quality is high. There have been some 
slight wording changes to some of the awards. Sorin Medical 
is no longer sponsoring the Chapter of the Year award. We are 
grateful for the support from Sorin Medical for the award over 
the past 10 years.

Treasurer’s report: J. Baird presented the annual report to the 
chapter presidents. The report will be posted on the members’ 
only site on the website.

A highlight of Chapter Connections Day is the roundtable for 
chapter information sharing. Three questions were posed to 
the chapter presidents:
1. What is the one thing you want to discuss and leave with 

the CCD that will assist you? 
There was much discussion about the struggle to retain 
CACCN members. Hypotheses were posed as to why nurses 
do not renew their membership. Is it because they do not see 
the value of joining a professional association? Are nurses not 
in critical care for a career, but just for a short time? What are 
the benefits of joining? Many suggestions were discussed about 
recruitment strategies.

2. What is the one thing you are most concerned about in 
leading your chapter? 

There were several concerns expressed. Many chapter presi-
dents are struggling to get members engaged in the local 
chapter, even suggesting what educational topics they would 
be interested in. There are difficulties getting people together to 
attend educational sessions. Strategies were discussed, such as 
using Skype. There is also the struggle of the large geographical 
areas and engaging those across the chapter region. Succession 
planning is also an issue.

3. What is the one thing you wish somebody had told you? 
There were four themes that arose: time management and how 
long it takes to plan and implement events, the support that is 
available from national office, connecting with the past-presi-
dent, and knowing the expectation and responsibilities.

In the afternoon, K. Dryden-Palmer facilitated a discussion of 
developing a Mentorship Program within CACCN. This initia-
tive came from a discussion at Dynamics 2010. She presented a 
framework, some of the guidelines that would need to be devel-
oped, and the advantages. Watch for more news to come about 
this initiative.

Chapter Connections Report 2011
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Th e AACN has a “Beacon Award” that is a recognition award 
for critical care units based on established criteria. Th ere was 
a general expression of interest to have a similar award off ered 
by CACCN. It would be a recognition program that your unit 
has reached a level of excellence. This would be an award 
where units would apply for recognition. Th e award would be 
based on our fi ve pillars and standards. It must be achievable 
in any size of ICU. A committee will be formed to develop this 
award to put a proposal forward. Th e name of the award is to 
be determined.

In the open forum time there was discussion about the 
Healthcare Accord and the needs to still speak to critical care. 
Th ere was also discussion about ethical issues and the use of 
scarce resources in critical care. Staff  mix in ICU is also becom-
ing an issue in some units.

Congratulations are extended to the Toronto Chapter as 
Chapter of the Year. 

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

Th e British Association of Critical Care Nurses (BACCN) was 
established in 1985 and has grown and developed through the 
hard work and dedication of its members, regional commit-
tees and the national board. Th e 14 BACCN regions span Great 
Britain and Northern Ireland providing one of the largest and 
most influential professional organizations within critical 
care. The BACCN mission and philosophy statements mir-
ror those of the Canadian Association of Critical Care Nurses 
(CACCN).

In July 2011, Ruth Trinier, Director, CACCN National Board, 
took time from her personal travel itinerary to meet with David 
Waters and Colette Laws-Chapman, Directors of the National 
Board for the British Association of Critical Care Nurses in 

London, England. David and Colette were delighted with the 
contact with a similar association and graciously provided Ruth 
with a tour of St. Th omas’ Hospital, the setting for Florence 
Nightingale’s original nursing school and also her museum. 
Unfortunately, Ruth was unable to tour the critical care unit, as 
it was closed to visitors due to a C. diffi  cile outbreak.

David is the Industrial Liaison/European Federation of 
Critical Nursing Associations (EfCCNa), with responsibility 
for awards and sponsorship for the BACCN annual con-
ference. David is also a Senior Lecturer in Critical Care at 
Buckinghamshire New University, Uxbridge, Middlesex, and 
maintains a clinical position in an adult intensive care unit 
in Oxford. Colette Laws-Chapman is the BACCN Conference 
Director with responsibility for their annual conference. 
Colette is the Associate Chief Nurse for Education at St. 
Th omas’ Hospital.

BACCN has a membership of approximately 2,000 critical care 
nurses. Th e association operates similarly to CACCN with reve-
nue gained through membership fees and involvement through 
BACCN chapters across the country and Northern Ireland, 
including a military chapter. Much like CACCN, the BACCN 
chapters provide educational days, liaisons for information 
boards, contests and more. Th e BACCN annual conference was 
in Brighton, England, from September 12–13, 2011.

The BACCN is looking forward to establishing links with 
CACCN in the near future and we encourage all critical care 
nurses in Canada and abroad to visit the BACCN website and 
their Facebook page. 

BACCN Contact Information:
Website: http://www.baccn.org.uk/
Conference: http://www.baccnconference.org.uk/
Facebook: http://www.facebook.com/BACCN
Email: baccn@baccn.org

Finding Our Voice internationally

Colette Laws-Chapman, Director, BACCN, Ruth Trinier, 
Director, CACCN and David Waters, Director, BACCN, in 
front of the Florence Nightingale monument at St. Th omas’ 
Hospital, London, England, July 29, 2011.
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Learning end-of-life care in ICU:  
Strategies for nurses new to ICU
By Brandi Vanderspank-Wright, MScN, RN, CNCC(C), Frances Fothergill-Bourbonnais, PhD, RN,  
Sue Malone-Tucker, BScN, RN, CNCC(C), and Sharon Slivar, MEd, RN

Nurses have been caring for dying patients and their 
families in ICU for decades. Caring for dying patients 
is an important and frequent reality of this environ-

ment. But, where patients in the past died, for example, from 
traumatic injuries or complications from surgery, increasingly 
there are patients in ICUs with oncological conditions, and 
an elderly patient population with multiple co-morbidities. 
Advances in medical technology and life-support modalities 
have provided the capacity to prolong life even when a viable 
outcome for the patient is not possible. Death, as a result of 
withdrawal of life support is common (Kjerulf, Regehr, Popova, 
& Baker, 2005; Van Rooyen, Elfick, & Strumpher, 2005). There 
is a change in goal from curative to comfort measures, and 
this situation can be stressful for nurses, as well as other 
members of the interprofessional team, and for the families 
There may be scenarios in which families want life-support 
measures continued even though the ICU team may not view 
this as a measure that will improve the patient’s quality of life. 
There are also situations where the inverse exists; families may 
want to discontinue life supporting measures when the ICU 
team may deem it as inappropriate. In this article, the authors 
explore the importance of providing “good care” in relation 
to withdrawal of life-sustaining treatment. Strategies will be 
offered to help both new graduates and nurses who are new 
to ICU find their way to care for patients and families within 
this context.

Critical care nurses provide a continual presence at the bedside 
for patients and their families. They deliver highly sophisticated 
technological interventions, as well as provide measures to pro-
mote patient and family comfort and well-being. Critical care 
nurses are directly involved in withdrawal of life support and 
are providers of end-of-life care in this environment (Badger, 
2005).

Vanderspank (2009) and Vanderspank-Wright, Fothergill-
Bourbonnais, Brajtman and Gagnon (in press) explored critical 
care nurses’ experiences of caring for patients and families 
throughout the process of withdrawing life support using a 
phenomenological approach. The nurses interviewed ranged 
in experience from six months to more than 25 years in criti-
cal care. The nurses viewed the patient’s comfort as paramount 
to the experience while simultaneously providing care and 
direction to the family. For example, they helped the families 
to understand the complexity of critical illness and to help 
move the family to a place where they were more accepting 
and comfortable with the decision to withdraw treatment when 
curative measures were no longer helpful. This process of sup-
porting the family through this experience usually took place 
over several days and involved frequent contact of the family 
with nursing staff, as well as family meetings with the interpro-
fessional team. The importance of consistent messages to the 
family by all concerned was emphasized. The nurses noted that 
both their knowledge and level of comfort in providing care in 
this context to the patient and family developed over time and 
with experience.

Acknowledging that dying  
in ICU is different
What makes death in ICU different? Yang and McIlfatrick 
(2001), in a phenomenological study of intensive care nurses 
caring for dying patients, found that nurses with less than two 
years of ICU experience often felt fear and guilt after the death 
of a patient. This finding was also found earlier in the work of 
Rashotte, Fothergill-Bourbonnais and Chamberlain (1997). 
Rashotte et al. (1997) also found that novice practitioners, due 
to a lack of knowledge and experience, could perceive that they 
had somehow contributed to a child’s death.

The experience of critical care nurses caring for patients and 
families during the withdrawal of life support has recently 
been explored (Vanderspank-Wright, Fothergill Bourbonnais, 
Brajtman, & Gagnon, 2011). In that study, the nurses were 
able to find, using their developing knowledge and experience, 
their own way, over time, through the process of withdrawing 
life support. Challenges in caring for patients and families were 
described by the participants in themes such as “the runaway 
train of technology,” which explored nurses’ experience of car-
ing in a technologically complex environment. In this current 

article, the authors will explore the importance of providing 
“good care” in relation to withdrawal of life-sustaining treat-
ment. The principles of providing “good care” such as patient 
comfort, open and frequent communication with families, sup-
port by fellow co-workers and time to reflect on the care given 
are fundamental to the overall experience of providing quality 
end-of-life care in the critical care environment. Practical solu-
tions will be offered to help both new graduates and nurses who 
are new to ICU, find their way to care for patients and families 
within this context.

Abstract

Vanderspank-Wright, B., Fothergill-Bourbonnais, F., Malone-Tucker, S., & Slivar, S. (2011). Learning end-of-life care in ICU: Strategies for nurses new to 
ICU. Dynamics, 22(4), 22–25.
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Vanderspank (2009) found that nurses spoke frequently of the 
“fine line” that stems from the use of sedation and analgesia dur-
ing withdrawal of life support and how, over time and with 
experience, critical care nurses become comfortable with the 
sometimes higher rates of medication used during withdrawal 
of life support. Patient comfort comprises both pharmaco-
logical (sedation and analgesia) and non-pharmacological 
interventions (turning, repositioning and providing psycho-
social support). When providing care during the withdrawal 
of treatment, the principles of providing comfort measures to 
patients remain, but the main difference, with particular refer-
ence to sedation and analgesia, is that the rate of infusion may 
increase. The following statements from participants contrast 
the relative inexperience of a new to ICU nurse and a critical 
care nurse with many years of experience. One nurse stated: 

“It’s stressful for me considering I don’t feel like I have enough 
experience to really say, ok, they need more sedation to keep them 
comfortable or they need more narcotics. I’m always scared at the 
point where I’m scared to give them too much and then at the last 
minute...well, now they’re in respiratory distress...” (Vanderspank, 
2009, p. 58). However, the nurse with many years of experience 
reflected: “You could see the patient was working at breathing, 
was on the ventilator...I went over and I would explain [to the 
family]...you see what he’s doing...and they would agree...he 
wasn’t breathing like that awhile ago...well, that’s him working at 
breathing...and we don’t want him to be working at breathing like 
that, so I’m going to give him a little bolus through the intrave-
nous for pain and for [dis]comfort” (Vanderspank, 2009, p. 58).

The other confounding factor is the timeline in which the 
patient may die once the process of withdrawal of life support 
begins. Often death occurs within four hours, leaving a short 
timeframe for the nurses to prepare the family as to the actual 
procedure and what to expect, as well as care for the patient 
(Wunsch, Harrison, Harvey, & Rowan, 2005). It is, therefore, 
essential that good communication with the family about the 
process of withdrawing life support occur, as this shortened 
timeframe can impact the nurse’s ability to help the family 
through the dying experience.

Avoiding the dichotomization of  
“good care” and “end-of-life care”
Critical care nurses (particularly those new to the critical 
care practice setting) may not feel prepared to provide care 
to terminally ill patients in the ICU due to limited education 
on end-of-life care in general, limited experience with dying 
patients and, in the case of the new to ICU nurse, lack of expe-
rience and exposure to patients dying as a result of withdrawing 
life-supporting treatment (Brus, 2010; Espinosa, Young, Symes, 
Haile, & Walsh, 2010; Vanderspank, 2009). However, when 
reflecting on the care provided during the process of with-
drawing life-supporting treatments in comparison to the care 
provided on a daily basis, we cannot discredit what it means 
to provide “good care”. Care at end of life in ICU focuses on 
patient comfort and open and frequent communication with 
patients (when possible) and families. Clarke et al. (2003) iden-
tified quality indicators for provision of end-of-life care in 
critical care: 1) communication, 2) patient- and family-centred 

decision-making, 3) continuity of care, 4) emotional and prac-
tical support, 5) symptom management and comfort care, 6) 
spiritual support, and 7) emotional and organizational support 
for critical care clinicians.

The position statement on providing end-of-life care in the 
ICU developed by the Canadian Association of Critical Care 
Nurses (CACCN) (2011) reaffirms the quality indicators iden-
tified by Clarke et al. (2003). These elements should be part of 

“good care” in all settings. By advocating for their patients and 
focusing on their needs, critical care nurses are in tune with 
the patients’ experience. Nurses’ explanations, reassurance and 
vigilance help patients and family deal with uncertainty and 
declining health. Nurses new to ICU, as they are learning to 
competently give patient care and manage the myriad of tech-
nology and invasive treatments, can also focus on providing 
good care. Providing “good care” is inclusive of patient com-
fort, open and frequent communication with families, support 
by fellow co-workers and providing time to reflect on the care 
provided at end of life. In focusing on “good care” we can avoid 
dichotomizing the care provided at end of life in ICU with the 
care provided on a daily basis. We can begin to explore how to 
better educate and support both seasoned nurses and novice 
nurses in providing end-of-life care in critical care environ-
ments. Just as the withdrawal of life-support is a process, so, 
too, is educating, supporting and transitioning new-to-ICU 
nurses in caring for patients and families at end of life. They 
can then participate in end-of-life care even though they are 
not familiar or comfortable with the more advanced skills such 
as sedation and analgesia titration, which will be acquired with 
time and experience.

Orientating nurses to ICU— 
Realities and challenges
The Ottawa Hospital, for example, hires both experienced 
and new graduate nurses in the ICU. Critical care education 
emphasizes extensive assessment skills and the ability to inter-
vene promptly in crisis situations. Nursing orientation to the 
ICU includes an intense focus on critical care skill acquisi-
tion, such as cardiac monitoring of patients, and introduction 
to various procedures and equipment, such as understanding 
mechanical ventilation and modes of ventilation. While meet-
ing both the needs of patients and families remains paramount, 
clinical competencies and pragmatic issues related to patient 
care and patient safety are essential. The ability to safely care for 
patients is critical in becoming comfortable at the bedside with 
patients and their families. Through theory and clinical prac-
tice, nurses also are exposed to a myriad of drug protocols not 
only for maintaining hemodynamic stability, but also related to 
sedation and analgesia.

Role modelling experience  
in end-of-life care
Nurses who have experience on medical or surgical units may 
have had more exposure to patients dying than a recently grad-
uated nurse. However, neither has been exposed to patients 
dying in the ICU environment. Working with a more experi-
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enced nurse helps the novice nurse to care for the family and 
the patient and, as well, witness coping strategies used by the 
more experienced nurses in working in these end-of-life sit-
uations. Rashotte et al. (1997) also suggested that the novice 
nurses receive positive reinforcement through this mentor-
ing experience. Th is facilitates self-refl ection and provides an 
environment that supports the new nurse and acknowledges 
death as a diffi  cult event and that discussion around it is part of 
everyday practice in this environment.

Th ompson, Austin and Profetto-McGrath (2010) in their study 
of fi ve novice nurses in ICU, found that novice nurses, when con-
fronted with their fi rst death experience in ICU, did not know 
what to do given the complexities of the situations. However, 
these researchers also pointed out that the nurses responded 
with compassionate nursing care. Th e knowledge and skills asso-
ciated with providing comfort measures at end of life should be 
part of all nursing curricula. If the new nurse can focus on these 
measures then she or he is contributing to the patient’s care even 
though she/he may not be able to converse with the family, for 
example, with details of symptom management interventions 
when withdrawing life support. Over time, new nurses men-
tored by an experienced nurse gradually learn these protocols 
and other aspects of end-of-life care, such as what equipment 
stays connected, how the withdrawal process will proceed, what 
the patient will look like as death nears, as well as the messages 
to give to families and the timing of them. The CACCN sup-
ports the need to provide nurses employed in critical care the 
opportunity to mentor novice nurses in order to develop their 
competencies in providing end-of-life care (CACCN, 2011).

Time for refl ection
Critical care educators at the Ottawa Hospital have noted 
that one key aspect of helping novice critical care nurses 
understand and begin to feel comfortable with the process 
of withdrawing life support is off ering time to refl ect on the 
experience. Conversations regarding withdrawal of life sup-
port oft en occur nearer to the end of the nurses’ orientation 
process. For example, debriefi ng in post-clinical sessions is a 
frequent occurrence. Meltzer and Huckabay (2004) recognized 
that caring for patients who may not recover is oft en linked 
with moral distress and emotional exhaustion and Truog et al. 
(2008) recognized that care providers have bereavement needs. 
Vanderspank (2009) found that nurses oft en used the time fol-
lowing the patient’s death and aft er the family had left  to refl ect 
on the care that was given. Since the time from initially with-
drawing life support to time of death is usually very short, but 
can be variable, nurses can move through this experience very 
quickly or over a longer period of time. Critical care educators 
at the Ottawa Hospital have found that nurse orientees will use 
the post-clinical conferences to discuss their experiences with 
their peers (who are oft en experiencing similar situations) and 
that this may be an essential part of the process of learning to 
care for dying patients and their families in ICU.

Informal and formal support
While caring for patients and families is central to the role 
of the critical care nurse, caring for and supporting peers is 

another. Critical care nurses suggest that peer support is cru-
cial (Rashotte et al., 1997). One nurse likened the experience of 
caring for patients during withdrawal of life support to packag-
ing experiences in shoe boxes and that while shoe boxes can be 
stacked on shelves, it is only a matter of time until the shelf is full 
and the experiences need to be brought to light (Vanderspank, 
2009). Peer support can be as simple as acknowledging the dif-
fi culty a fellow nurse is having that particular day and giving 
him/her a few minutes to step away from the bedside and have 
a coff ee. Inherent in the post-clinical conference experience 
of the orientees is the beginning of an informal support sys-
tem that can be nurtured over time. Th ere is an experiential 
learning process involved in coping with multiple accumulated 
patient deaths (Rashotte et al., 1997). In cases where novice and 
experienced staff  have had particularly distressing experiences, 
shift s off  are off ered to staff .

Nursing rounds have also been instituted whereby staff  have 
had the opportunity to speak about issues contributing to moral 
distress. A supportive environment, where there are open lines 
of communication, where there is respect for all team members 
and recognition of the contributions of the interprofessional 
team in diffi  cult patient and family situations, is key to help-
ing experienced and novice critical care nurses provide care to 
patients in areas where there are high death rates.

Within the critical care program at the Ottawa Hospital, more 
formalized support mechanisms are also in place. Programs 
such as the Employee Assistance Program are accessible to all 
staff . Spiritual care staff  and the clinical ethicist are also readily 
available to staff  who need more formal discussion and debrief-
ing of their clinical experiences.

At the end of day
At the end of the day we see that despite the fact that ICU has 
been identifi ed as a clinical area where uncertainty and height-
ened emotional experiences are an everyday reality, nurses 
oft en remain in critical care for a very long time (Race & Skees, 
2010). Despite working in a context that sees death as a daily 
experience, nurses take pride in the care they provide at end 
of life and view it as a privilege (Calvin, Kite-Powell, & Hickey, 
2007). End-of-life care can be rewarding when all is done to 
ensure a comfortable, pain-free, dignified death. Ensuring 
good care throughout the patient’s stay facilitates this goal. 
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Conversations about challenging  
end-of-life cases: Ethics debriefing in  
the medical surgical intensive care unit
By Cecilia Santiago, MN, RN, CNCC(C), and Steve Abdool, PhD, MA, BA, RN

In the intensive care unit (ICU), severe illness is always 
accompanied by vulnerability where clinicians, particularly 
nurses, see patients and family members endure critical 

illness, fear, and tragic loss. The majority of the cases that are 
considered challenging by ICU clinicians pertain to complex 
end-of-life issues and dilemmas. The experience of caring for 
severely ill patients often provides a highly stressful and anxi-
ety-provoking situation for which many nurses are ill equipped 
to effectively cope. Ethics debriefing provides an opportunity 
for ICU clinicians, especially nurses, to decompress and pro-
cess their feelings toward ethical dilemmas and conflicts. In 
this article, the authors describe the MSICU experience with a 
monthly ethics initiative and explore the next steps to enhance 
its use through maximizing attendance and value to MSICU 
clinicians. The following vignette is an account nurses may 
have encountered in ICU.

Mrs. B., an 80-year-old woman, was in the ICU for a year. 
She was dependent on mechanical ventilation and intermit-
tent hemodialysis. Mrs. B. became unable to make treatment 
decisions. Her advance care directive stated she did not wish 
to be kept on life support for a prolonged period in the event 
that her medical condition became irreversible. The ICU team 
met with Mrs. B.’s family on multiple occasions to review the 
patient’s expressed wishes, current medical condition, and likely 
outcome, including death. Her family decided to keep her on life 
support. Eventually, Mrs. B. suffered two cardiac arrests and 
died during the second one. As one of the nurses who tried to 
resuscitate her, Mina helped disconnect the various tubes and 
lines, and provided post-mortem care. The process was very 
technical. Most post-mortem scenarios in the ICU are similar to 

this. Because of the fast pace of the event, little time was left for 
contemplation. At the end of the day, Mina reflected on this, and 
other similar situations with which she had been involved. She 
lamented, “There are not a lot of good deaths in the ICU.” With 
regard to Mrs. B.’s death, Mina noticed that some of her col-
leagues expressed a feeling of relief while others simply shrugged 
their shoulders.

Boyle and Carter (1998) suggest that high levels of death anxiety 
among those working in health care may negatively influence 
their attitudes and behaviours toward the dying patient and 
her/his family, thus creating obstacles in striving to provide 
quality care for those living in the face of death. Many nurses in 
the ICU feel abandoned in the experience of looking after the 
dying and deceased (Solomon et al., 1993). In a study compar-
ing nurses with physicians, the former experienced more moral 
distress, perceived their ethical environment as more negative, 
and were less satisfied with the quality of care provided on their 
units than the latter (Hamric & Blackhall, 2007). All too often, 
nurses express how ill equipped they feel in their role as com-
forter, supporter and bearer of bad news to the patient’s family 
(Costello, 1995). Relating to the vignette, we can change the 
culture in critical care settings so that the provision of palliative 
or supportive care is integrated into existing ICU practice. One 
way of attaining this is through ethics debriefing sessions where 
ICU clinicians have an opportunity to critically work through 
pressing ethical concerns or dilemmas, explore perceptions and 
process their feelings. As such, ethics debriefing sessions offer 
an opportunity for interprofessional collaboration to cope with 
moral distress and compassion fatigue. Hamric and Blackhall 
(2007) propose that improving the ethical climate in ICUs 

Clinicians frequently encounter and grapple with complex ethi-
cal issues and perplexing moral dilemmas in critical care settings. 
Intensive care unit (ICU) clinicians often experience moral dis-
tress in situations in which the ethically right course of action is 
intuitively known, but cannot be acted on. Most challenging cases 
pertain to end-of-life issues. Researchers have shown that moral 
distress and moral residue are common among critical care nurses. 
It is, therefore, essential that all ICU clinicians (and nurses, in 
particular) have an ongoing opportunity to work safely through 
these ethical dilemmas and conflicts. In this article, we describe 
the medical surgical intensive care unit (MSICU) experience with 

its monthly ethics initiative and explore the next steps to enhance 
its use through maximizing attendance and value to MSICU cli-
nicians. To optimize attendance of staff, a small group discussion 
among critical care clinicians (n = 8) was conducted asking about 
their perceptions of the debriefing sessions and their suggestions 
on how to promote their use. Process changes were implemented 
based on the group’s suggestions. The process changes resulted in 
increased awareness of the benefits, increased frequency of ses-
sions and demonstrated utility. Lessons learned from the MSICU 
experience will inform the development of education curricula to 
help critical care nurses with challenging end-of-life situations.
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through explicit discussions of moral distress, recognition of 
differences in nurse/physician values, and improving collabo-
ration may mitigate frustration and anxiety. Debriefings, in 
general, have the potential to enhance communication between 
health professionals, educate about the process of withdrawing 
or withholding treatment, and improve patient care and reduce 
burden on nurses (Halcomba, Dalyb, Jackson, & Davidson, 
2004).

Moral distress is experienced in situations in which the ethi-
cally right course of action is intuitively known by health care 
professionals, but cannot be acted on for a variety of reasons 
(Canadian Nurses Association, 2003). Researchers show that 
moral distress is predominant among critical care nurses 
(Elpern, Covert, & Kleinpell, 2005). On the other hand, com-
passion fatigue is commonly associated with the emotional or 
psychological cost of caring for others who are clearly suffer-
ing (Figley, 1995). It has been described as secondary traumatic 
stress (Stamm, 1995; 1997), or vicarious trauma (McCann & 
Pearlman, 1990). It is naturally related to the term “compassion,” 
which is defined as a “feeling of deep sympathy and sorrow for 
another who is stricken by suffering or misfortune, accompa-
nied by a strong desire to alleviate the pain or remove its cause” 
(Webster, 1989, p. 229). 

End-of-life discussions, moral distress 
and compassion fatigue
Clinicians frequently encounter and grapple with complex 
ethical issues and perplexing moral dilemmas in critical care 
settings. A common disconcerting issue occurs when ICU 
clinicians and substitute decision-makers disagree over the 
benefit and value of the continuation of “aggressive” medical 
interventions. Feeling that they are incapable of advocating for 
their most vulnerable patients, clinicians may experience tre-
mendous anguish and torment, which can lead to compassion 
fatigue and moral distress.

The effect of nurses’ attitudes and behaviours on both their 
personal and professional lives, caused by their empathetic 
engagement with their patients’ experiences, lead to moral dis-
tress (Corley, 2002) and compassion fatigue (Clark & Gioro 
1998). Known causes of moral distress include the failure to 
respect a patient’s known prior expressed capable wishes, fail-
ure to protect patients from harms, the treatment of patients as 
objects, and the prolongation of the dying process (Badger & 
O’Connor, 2006; Corley, 2002).

Researchers associate moral distress in critical care nursing 
with challenging end-of-life issues. In a study of surgical inten-
sive care unit nurses (n = 12), Gutierrez (2005) reported 11 
out of 12 participants described “overly aggressive treatments” 
(p. 232). Elpern et al. (2005) reported that medical surgical 
intensive care nurses (MSICU) (n = 28) rated highest levels of 
moral distress in situations when aggressive care is provided to 
patients not expected to benefit from that care. McClendon and 
Buckner (2007) found that the two highest-ranked situations 
of moral distress for intensive and coronary care units (n = 9) 
were following the family’s wishes to continue aggressive life-
sustaining support even though it was not in the best interests 

of the patient, and initiating extensive life-saving actions only 
to prolong death. These findings are consistent with the experi-
ences of nurses involved in the above scenario, as many of the 
attending physicians were very hesitant to challenge the sub-
stitute decision-maker’s refusal to honour the patient’s prior 
expressed wishes (as required by legislation) through appropri-
ate legal mechanisms, such as the Consent and Capacity Board 
of Ontario.

McGibbon, Peter and Gallop (2010) posit that there are 
three conceptualizations of nurses’ stress: occupational dis-
tress, moral distress, and vicarious traumatization. Vicarious 
traumatization or compassion fatigue is the cumulative trans-
formative effect on the helper of working with survivors of 
traumatic life events (Bloom, 2003). In an attempt to ame-
liorate the feelings of anxiety, nurses may employ negative 
or unhealthy coping strategies such as avoidance and evasive 
treatment of dying patients (Clark & Gioro, 1998). This can be 
an obstacle in the provision of quality care for dying patients 
and in the support provided to grieving families. In the case 
of Mrs. B., the nurses went about the process of post-mortem 
care like automatons—it is simply part of the job! Nurses may 
express mixed emotions towards a patient’s death, for example, 
with Mrs. B. some felt relieved, some did not care, and others 
felt that the whole situation just reinforced dissatisfaction with 
end-of-life care.

Benefits of ethics debriefing
Ethics debriefing sessions provide a safe and respectful forum 
where ICU team members are able to share varying perspec-
tives and feelings around issues and dilemmas they may be 
grappling with (irrespective of the source), validate and support 
one another, and provide a sense of solidarity and intercon-
nectedness. These sessions also help caregivers to navigate 
through complex moral, professional and legal issues, clarify 
complex concepts and issues and develop a strategy to address 
these concerns in a timely manner. When ethical dilemmas 
occur, the American College of Critical Care Medicine Task 
Force recommends that the interprofessional team be kept fully 
informed of treatment goals and care plans so that the mes-
sages conveyed to the substitute decision-maker/family are 
clear, coherent and consistent, thereby reducing any tension 
or friction among team members and between the care team 
and substitute decision-maker/family (Davidson et al., 2007). 
In addition, the task force recommends that a mechanism is 
created whereby all staff members may request a debriefing to 
voice concerns with the treatment plan, decompress, vent feel-
ings, or grieve (Davidson et al., 2007).

The MSICU experience 
Similar to others’ efforts in implementing evidence-based 
practice, we encountered challenges in implementing eth-
ics debriefing sessions in the MSICU. Rycroft-Malone (2004) 
proposed that successful implementation of evidence-based 
practice is dependent on the nature of research evidence being 
used, the quality of context, and the type of facilitation to 
enable the change process. As reflected in the nature of evi-
dence presented by the American College of Critical Care 
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Medicine Task Force, there are few studies that support the 
reception of ethics debriefing sessions in critical care settings. 
Despite this, our MSICU has a strong unit-based organiza-
tional support, and interprofessional collaboration to facilitate 
ethics debriefing sessions.

Ethics debriefing was first introduced in our MSICU in 2008. 
The initial debriefing sessions were not consistently well 
attended, not held on a regular basis and, consequently, were 
not readily integrated and sustained in the MSICU. Our bioeth-
icist leading the sessions revisited the need to revitalize ethics 
debriefing sessions with the clinical leader manager (CLM) in 
2009. In turn, the CLM approached the clinical nurse specialist 
(CNS) to assist with organizing the sessions each month.

With interprofessional collaboration among the nurse leaders 
and the bioethicist, a more organized and systematic approach 
to ethics debriefing was initiated in MSICU in February 
2009. The MSICU provides debriefing sessions every second 
Tuesday of the month. Debriefing sessions are coordinated by 
the CNS. Trained personnel, including the bioethicist, social 
workers, and chaplain co-facilitate the sessions. Occasionally, 
the MSICU medical director joins the round table discussion. 
While interprofessional ethics debriefing sessions are scheduled 
regularly and considered beneficial by ICU clinicians, particu-
larly nurses, attendance at these opportunities to decompress 
and process emotions was not optimal.

Despite the changes to formalize the process, the 2009 MSICU 
debriefs after critical incidents were well attended, but atten-
dance at regular monthly sessions was low. In order to optimize 
attendance of staff, particularly the nurses, the facilitators and 
CNS conducted a small group discussion (that is, a quasi-focus 
group) among interprofessional team members (n = 8), of 
which five participants were nurses, in order to solicit feedback 
and input in December 2009. Participants in the group were 
asked about their perceptions and experiences of the sessions. 
They were also asked about their suggestions on how to pro-
mote greater attendance.

The following changes were implemented in 2010 as a result of 
the discussion: 
1. Meeting location and proximity to ICU. Ethics debriefing 

sessions had been held in one of the conference rooms out-
side of the MSICU. The nurses in the small group discussion 
suggested that some nurses felt quite anxious leaving their 
patients in the middle of their shift, particularly when the 
unit was busy and patient assignment coverage may become 
an issue. The nurses recommended that the sessions be relo-
cated to the nurses’ lounge on the unit to make it easier for 
nurses and other care professionals to come in and out of 
the session more readily when their assigned patient’s status 
changed, and could be called back to the bedside.

2. Advertisement of sessions. Sessions are advertised well in 
advance using multimodal methods. The ethics debriefing 
session is included in the monthly unit calendar emailed 
to MSICU staff at the beginning of each month, as well as 
posted in the bathrooms. Posters are placed in common 
areas such as the easel (located at the nursing station), wash-
rooms, and the nurses’ lounge. The design of reminder 

posters is changed every month to capture the care team’s 
attention. Email reminders are circulated two days before 
the sessions, and this is followed by verbal reminders early 
in the morning on the day of ethics debriefing sessions. One 
of the facilitators also circulates around the unit to remind 
and encourage team members to attend the session just 
before its commencement.

3. Incentives to attend. Snacks are provided to promote staff 
attendance. This also serves to convey the message that the 
staff members are appreciated, and that the sessions are a 
valued resource. Sessions are held at flexible times to also 
include night staff.

4. Topics and themes. Team members are provided with 
opportunities to share a challenging topic/theme/case for 
discussion, in addition to processing the emotional com-
ponent of their experiences. The sessions have an open 
agenda, and the entire ethics debriefing session is devoted 
exclusively to what participants feel pressing, relevant or 
emotionally challenging.

Results
As part of the changes made in organizing ethics debriefing 
sessions, the CNS also started tracking attendance and par-
ticipation at these sessions. Comparing the number of team 
members attending the sessions in 2009 with 2010 (Figure 1), 
out of which ≥ 25% are nurses, and from anecdotal accounts 
from team members, the following positive results were noted:

Increased awareness. Anecdotally, the MSICU team members 
have expressed their increased awareness of the value and ben-
efits of ethics debriefing. The improved awareness allows more 
proactive, collective and consistent planning, preparation and 
implementation of optimal holistic care of family and support 
for families. It also promotes staff ’s well-being and welfare, and 
fosters a safer, healthier and enhanced ethical culture.

Increased frequency of sessions. The 2010 MSICU debriefing 
sessions graph (Figure 1) shows the attendance at the regular 
monthly debriefing sessions. Team members have also been 
asking for sessions when they identify a need to debrief, rather 
than wait until a major critical incident occurs. Hence, fre-
quency of debriefing sessions has increased (nine sessions in 
seven months in 2010 versus seven sessions in seven months 
in 2009). We also observed a slight increase in the number of 
attendees in the debriefing sessions, from six to 17 attendees in 
2009 to eight to 21 attendees in 2010.

Demonstrated utility. Ethics debriefing sessions have been 
effective in collectively exploring alternatives and strategies to 
address concerns prior to family meetings and to try to reach 
a team consensus on care plans for patients and families with 
complex needs. It, therefore, respectfully draws from the exper-
tise and competencies of interprofessional team members. The 
sessions facilitated the team to arrive at consistent messages 
to patients and families. This is augmented by the incorpora-
tion of the strategies and approaches in the patients’ care plans. 
The care plan documentations are displayed prominently in 
the chart for team members’ reference. This is particularly 
important for providing consistent messages and care deliv-
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ery processes in a unit with approximately 200 staff. Azoulay 
and colleagues (2009) described that the absence of deci-
sion-making processes associated with end-of-life care was 
independently associated with conflicts among team members, 
and suggested that communication around end-of-life care is 
a target for improvement. We posit that ethics debriefing is a 
valuable strategy to meet this need.

Alignment with corporate initiatives. In 2009, our institution 
launched its three-year Best Practice Spotlight Organization 
(BPSO) candidacy journey. BPSO is a designation awarded by 
the Registered Nurses’ Association of Ontario (RNAO) on suc-
cessful implementation, evaluation and knowledge translation 
of established nursing best practice guidelines (BPG). MSICU 
decided to implement, evaluate and sustain two BPGs: estab-
lishing therapeutic relationships and professionalism in nursing. 

We found that ethics debriefing sessions provide opportunities 
to embed concepts about cross-disciplinary ideas of profession-
alism and establishing therapeutic relationships by injecting 
BPG concepts relevant to topics discussed.

Alignment with accreditation standards. Meaningful and 
consistent family-centred, patient-focused care through an 
interprofessional delivery process is supported by ethics 
debriefing sessions. The health and well-being of caregivers 
is enhanced and issues relating to moral distress and compas-
sion fatigue are mitigated through effective and timely ethics 
debriefing sessions as reported anecdotally by the majority of 
participants.

Provide educational opportunities. On team members’ 
requests, lunch-and-learn sessions are held to provide feed-

back about discussions on challenging 
cases. Following ethics debriefing ses-
sions after critical incidents, the CNS 
organized lunch-and-learn sessions 
facilitated by our bioethicist and medi-
cal director. These sessions allow team 
members to ask more questions per-
taining to practice issues related to the 
critical incidents. It is important to note 
that the most frequent issues discussed 
at all sessions invariably pertain to 
end-of-life situations and the multiple 
complex ethical dimensions, including 
their lasting impact on staff.

Next steps
We are enthused by the positive results 
from the changes made to the process 
of providing regular ethics debriefing 
sessions in the MSICU. However, since 
our experience is mostly anecdotal, we 
plan to implement an outcome measure 
or tool to systematically evaluate team 
members’ attitudes and perceptions 
of ethics debrief sessions. Since the 
MSICU team also expressed the need 
for a follow-up on technical (rather 
than the emotional) issues raised in 
ethics debriefing discussions, we also 
plan to assess the feasibility of a sys-
tematic mechanism to inform the team 
about the outcomes of ethics debrief-
ing sessions. Technical care planning 
details, the result of (ideally) consensus 
decision-making, are different and are 
naturally shared with other care team 
members. It is important to note that 
perceptions and emotions shared at all 
ethics debriefing sessions are kept con-
fidential and/or are anonymized unless 
there is collective agreement to share 
these outside the group.
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Figure 1: Top: Number of attendees—2009 MSICU monthly debriefing sessions. 
Bottom: Feb.–Oct. 2010: Nine debriefing sessions held in seven months, number of 
attendees per session
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Th e lessons learned from our experience of establishing sched-
uled ethics round table discussions will also help inform 
the development of education curricula for MSICU nurses. 
Although eff orts are being made to improve education, critical 
care nurses still lack knowledge about providing end-of-life 
care and have variable opportunities for continuing education 
to improve end-of-life care (Hansen, Goodell, DeHaven, & 
Smith, 2009). Critical care nurses also have a great deal to 
learn about dealing and coping with complex end-of-life 
situations to prevent moral distress and compassion fatigue. 
Given that some nurses expressed a common coping strategy, 

“not thinking about” the challenges they faced during end-of-
life care and how they perceive such avoidance as “normal 
behaviour” so that they can “move on to look after their 
next patient,” it simply reinforces the need for more ongoing 
education and support. Arguably, it is conceivable that many 
critical care nurses not only lack knowledge about palliative 
care in general, but also lack knowledge about the process of 
eff ectively caring for themselves. Frequent education sessions 
on end-of-life care, death and dying, and the importance of 
refl ective practice and feedback should be provided to decrease 
the caregivers’ feelings of isolation, moral angst, and despon-
dence, and increase his/her knowledge base and personal 

and professional fulfi llment and satisfaction. Th is could only 
serve to enhance holistic patient care and support to the wor-
ried family. Open discussion about end of life during ethics 
debriefi ng session would inevitably lead to consistent ethical 
practice and a safer, healthier, more respectful and therapeutic 
work environment. 
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Caring for patients and  
families at end of life:  
The experiences of nurses during  
withdrawal of life-sustaining treatment
By Brandi Vanderspank-Wright, MScN, RN, CNCC(C), Frances Fothergill-Bourbonnais, PhD, RN,  
Susan Brajtman, PhD, RN, and Pierre Gagnon, MD, FRCPC

Background

As in other areas of health care, death and dying have 
been a reality of intensive care units (ICU). Historically, 
patients have died in critical care units as a result of 

their injuries or failure of the body systems to respond to treat-
ment. Despite the advances that have been made in critical 
care medicine, there continues to be a high number of deaths 
occurring in critical care units. In Canadian teaching hos-
pitals, approximately 27% of all deaths occur in special care 
units such as the ICU (Heyland, Lavery, Tranmer, & Taylor, 
2000). In the United States, approximately 20% of all deaths 
occur in the ICU (Curtis, 2005). However, it is important to 
note that dying in a critical care unit is often associated with 
a decision to discontinue the use of life-sustaining technol-
ogy (Keenan, Mawdsley, Plotkin, Webster, & Priestap, 2000; 
Kjeruf, Regehr, Popova, & Baker, 2005; van Rooyen, Elfick, & 
Strumpher, 2005).

The critical care environment is often described as fast 
paced, technologically complex and fraught with uncer-
tainty. Patients are admitted with acute, life-threatening and 
complex health problems, such as pulmonary and cardiovas-
cular disease, sepsis, trauma, and cardiac arrest, as well as 
gastrointestinal and central nervous system disease/condi-
tions (Cook et al., 2003). Often patients have multiple organ 
dysfunction/failure and, subsequently, require mechani-
cal ventilation, hemodynamic support, or both (Cook et al., 
2003).

Advances in medical technology have made it increasingly pos-
sible to sustain critically ill patients for prolonged periods of 
time (Jones & FitzGerald, 1998; Stroud, 2002). However, often 

on exhaustion of technological interventions, redirection of 
care from curative to palliative measures is instituted (Miller, 
Forbes, & Boyle, 2001). As such, deaths occurring in ICUs may 
follow a conscious decision made by the health care team and 
the family of the patient to discontinue the use of life-sustain-
ing technology (Keenan et al., 2000; Kjerulf et al., 2005; van 
Rooyen et al., 2005).

Nurse-patient ratios in the majority of Canadian ICUs is kept 
as close as possible to one-to-one due to the need for contin-
uous monitoring and the ever-present possibility that rapid 
nursing/medical intervention will be required. Researchers 
have identified that nurses are usually the primary caregiv-
ers of patients who are terminally ill and dying (Bradley et al., 
2001; Dawe, Verhoef, & Page, 2002) and that within the criti-
cal care environment, it is the nurse who is directly involved 
in end-of-life care, including withdrawal of life-sustaining 
treatment (Badger, 2005; Ingham, 2001; Nelson & Danis, 
2001). Critical care nurses provide a continuous presence at 
the bedside for patients and their families. Nurses in these 
environments deliver highly sophisticated and technological 
interventions and provide measures to promote patient and 
family comfort and well-being. However, prior to the 1990s, 
there was limited published literature that focused specifi-
cally on describing the role that critical care nurses play with 
regard to the care of patients dying in ICUs.

Withdrawal of life-sustaining treatment—
How does it come about?
After the decision to admit a patient to the ICU, life-sus-
taining interventions are begun. For example, if a patient is 

Background: Withdrawal of life-sustaining treatment is a pro-
cess in which active treatment and the accompanying technology 
are removed, ending in the death of the patient.

Purpose: To understand the lived experience of critical care 
nurses who care for patients during the process of withdrawal of 
life-sustaining treatment. 

Methods: A phenomenological study was undertaken and inter-
views were conducted with six critical care nurses.

Results: The essence of this experience was described by these 
nurses as “trying to do the right thing”. Three major themes 
emerged: A journey—creating comfort along the way, working in 
professional angst, and providing memories.

Abstract

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



32   Dynamics   •   Canadian Association of Critical Care Nurses

experiencing severe respiratory distress, interventions could 
possibly include the use of high amounts of inspired oxygen 
or a need to intubate the patient in order to either prevent 
or treat respiratory failure. The consequences of implement-
ing life-sustaining treatment in order to stabilize and treat a 
patient can be continued dependence on technology such as 
mechanical ventilation for prolonged periods and perhaps 
continued deterioration of the patient’s condition. Death may 
then come as a result of a conscious decision by the health 
care team, along with the family, to withdraw the life-sustain-
ing interventions and to provide comfort and support in the 
dying process.

In a retrospective study conducted by Rocker et al. (2005), vari-
ability in the time from discontinuing life support until death 
was examined. Ninety-eight patient records revealed a mean 
time of death of 1.5 hours (range 0.5 to 5.3 hours) following the 
withdrawal of treatment. The results of this study demonstrated 
that a narrow timeframe existed from the actual decision to 
withdraw treatment until death occurred. Indeed, patients 
may die within minutes of the nurse commencing withdrawal 
of treatment, leaving the nurse to care for an emotionally dis-
traught and shocked family.

Despite the fact that death in the ICU is predictable and com-
mon subsequent to withdrawal of life-sustaining treatment, 
inconsistent approaches to treatment and lack of continuity 
of care can prevail. Bowman (2000) identified that ICUs typi-
cally have large interprofessional health care teams composed 
of members from different backgrounds, educational and phil-
osophical perspectives, which may influence the approach to 
treatments provision. Hylton Rushton, Williams and Hartman 
Sabatier (2002) indicated that urgent timeframes for deci-
sion-making in the ICU and conflicting values among team 
members can also contribute to inconsistency and lack of con-
tinuity of care.

In summary, most often death in critical care follows a deci-
sion to withdraw life support when active treatment has not 
benefitted the patient. Nurses are the primary caregivers to 
patients and families during this process. A review of the 
literature found few studies that explored the nursing experi-
ence of caring for patients and families during withdrawal of 
life-sustaining treatment. Therefore further exploration was 
of merit.

Purpose and objectives
The purpose of this study was to explore the experience of 
critical care nurses who care for patients during the process of 
withdrawal of life-sustaining treatment. The specific research 
objectives were to explore the nurses’ experience and to iden-
tify factors that nurses perceived to facilitate them or hinder 
them in caring for these patients.

Methods
Design. Interpretive phenomenology was used to better 
understand the experiences of critical care nurses caring 
for patients for whom life-sustaining treatment was being 
withdrawn. Van Manen (1990) described phenomenological 

research as exploring the lived experience: the deeper 
understanding and meaning of everyday experience. The 
experience of each individual is dependent on the context of 
his/her own life. Thus, the goal of a hermeneutic (interpre-
tive) inquiry is to seek to understand, at a greater depth, the 
everyday skills, practices and experience of people (Leonard, 
1994).

This phenomenological study took the experience of the 
ICU nurses caring for patients during withdrawal of treat-
ment and made their experience known. It is also imperative 
to highlight that in phenomenological inquiry, individu-
als’ understanding (or interpretation) of their experience is 
shaped by both the context in which that experience develops, 
and by time.

Ethics. Ethics approval was received from the institution’s 
research ethics board prior to the commencement of the study. 
Participants provided written informed consent prior to the 
interviews, which were audio-taped. To ensure participant 
anonymity and confidentiality, pseudonyms were assigned to 
each participant.

Sample & setting. A purposive sample of six critical care nurses 
was used for this study. Sample size was continually re-evalu-
ated until commonalities within the data were revealed through 
thick, rich descriptions with numerous comments and exam-
ples (Munhall, 1994). Participants in this study were recruited 
from an ICU at one of three sites of a 944-bed academic health 
sciences centre in Ontario. The ICU was a combined medi-
cal/surgical unit with a total of 24 beds. The types of patients 
admitted included trauma, vascular and other surgical, and 
those with life-threatening medical conditions, such as septic 
shock.

For the purpose and objectives of this research study, the 
participants (registered nurses) met the following inclusion 
criteria: currently employed in the designated ICU full-time 
or part-time, had cared for a patient for whom life-sustain-
ing treatment had been withdrawn within six months prior 
to the initiation of the study, had been employed in the des-
ignated ICU for six months prior to consenting to participate, 
and were English speaking.

Data collection .  Individual in-depth interviews were 
conducted. The guiding questions of the interview were open-
ended, which allowed the interaction between the researcher 
and participant to be conversational in nature (Polit & Beck, 
2004). The interview began with a broad question related to 
the aim of the study: “Can you tell me what it is like to care 
for patients during withdrawal of life-sustaining treatment.” 
Prompting questions facilitated meeting the objectives of 
the study. These prompts included: “What makes the process 
harder or easier for you, as the nurse?” “Is there a specific situa-
tion that you can recall that would help to describe what makes 
it harder or easier?”

Interviews with participants each lasted approximately one 
hour. Throughout the study the researcher kept field notes 
and a reflective journal to record her personal thoughts and 
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reflections. The reflective journal was also used to record all 
methodological decisions made with regard to the study so 
as to provide an audit trail. As part of the study design, par-
ticipants consented to a second audio-taped interview of 
approximately one-half hour. The purpose of the second inter-
view was to verify whether the researcher’s interpretation of 
the data reflected their interview.

Data analysis. Data analysis was based on the methods out-
lined by Colaizzi (1978), namely: reading all the participants’ 
descriptions, identifying key words and phrases, highlighting 
and coding key words and phrases, and placing the codes into 
broad categories as patterns were identified. Themes were 
then developed from the broad categories. Subsequently, the 
researcher returned to the participants with a summary of 
findings. Rigour was established through credibility (return-
ing to participants for clarification of results), dependability 
(audit trail), confirmability (reflective journaling) and trans-
ferability (context described so that others can determine 
applicability to their own setting).

Results
The essence of this experience was: “trying to do the right 
thing”. One participant shared, “You’re always trying to do 
the right thing, the right thing by the patient, the right thing 
by the family and the right thing by even the nurses, even by 
the staff.”

Nurses’ ways of trying to do the right thing were captured in 
three major themes: a journey: creating comfort along the 
way, working in professional angst, and providing memories. 
These themes were further divided into categories.

A journey: Creating comfort along the way was a major 
theme that was divided into three categories: 1) stepping in, 
2) in the middle of it—withdrawing life-sustaining treatment, 
and 3) at the end of the journey. Stepping in described how 
nurses established rapport with families, how nurses worked 
to get families to a place where they could accept the death 
of the patient and how the nurses themselves strived to gain 
comfort in their own role during the process of withdrawing 
life-sustaining treatment. In the middle of it—withdrawing life-
sustaining treatment, described the various aspects of patient 
comfort, comfort for the families, and the nurses’ thought pro-
cesses related to the use of sedation and analgesia. At the end 
of the journey elaborated on the work that was entailed in car-
ing for patients and families during the process of withdrawal 
of life-sustaining treatment and, also, how nurses required 
both support and recognition in their role. The theme at the 
end of the journey also included how nurses reflected on their 
experiences and their role.

Working in professional angst comprised two categories: 
not being on the same page and the runaway train of tech-
nology. Not being on the same page described in detail the 
experience of critical care nurses, as they tried to navigate 
the conflict that stemmed from lack of clear and consistent 
communication with the health care team regarding treat-
ment and goals of care that were either unclear or constantly 

changing. The nurses became the “middle man” dealing with 
the health care team, as well as patients and their families. 
The runaway train of technology explored the appropriate-
ness or inappropriateness of technology and the multitude 
of treatment options that are often discussed or offered to 
critically ill patients.

Lastly, providing memories was a theme that described the 
lengths that critical care nurses would go to ensure that, 
despite the unfortunate circumstances related to critical ill-
ness, patients especially, and their families, had the most 
positive experience possible.

Of the theme a journey—creating comfort along the way and 
the three categories identified, one category, stepping in mer-
its further discussion. Stepping in literally depicted the nurse 
stepping in to care for a patient and family. It involved “build-
ing on relationships”, “getting the family there” and “achieving 
a comfortable place for the nurse”. This process, although at 
first only a physical action, actually encompassed a multi-
tude of complex and context-specific scenarios. For example, 
the nurse might or might not have known the patient or the 
family. Knowing or not knowing the family added to the com-
plexity of withdrawing life-sustaining treatment. If the nurse 
knew the patient and family, there was a sense of familiarity, 
the nurse could enter the situation with “ease”. One partici-
pant reflected “I think if you have a good… rapport with the 
families… I always feel a lot more at ease, if you’ve developed 
some sort of relationship with them… you’ve developed a good 
bond with the family.” Conversely, not knowing the family 
and not having previously established a rapport or level of 
trust created a situation that was much more challenging “[it] 
can be a little more challenging emotionally and if you… step 
in on a situation where you’re withdrawing care and you’re just 
stepping into it, and you don’t know the patient, it’s always a 
little more awkward… you don’t want to be coming in as the 
death nurse”. In the latter scenario, nurses described having 
to quickly establish rapport with the family and described 
how they would do this. “I try to read the cues, mostly the 
non-verbal cues from the family… I’m close without being 
intrusive… I try to focus on the patient… I’ll ask them if there’s 
something I can do for them… I’ll close the curtains so they 
have some privacy.”

From the theme working in professional angst, not being on 
the same page was a category identified by all of the partic-
ipants. This category reflected the experience of the various 
players: nurses, physicians and family members, not being 
in agreement with regard to patient care. Conflict that arose 
related to patient care stemmed most often from two key 
sources: the physicians wanting to continue or discontinue 
life-sustaining treatment, and the family wanting the converse. 
The critical care nurse became the mediator between the two 
opposing sources of conflict. One participant reflected: “We 
do need to work as a team… there’s nothing worse than walking 
into a family conference when you think you’re going in there 
for one thing and the doc starts talking and he’s going in a com-
pletely different direction… we need to be all on the same page at 
the same time… it’s number one.” Conflict also stemmed from 
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the weekly changing of the “team” and constant fl uctuation of 
diff erent physicians in and out of the ICU. Sometimes initial 
decisions regarding the plan of care were altered and aggres-
sive treatments continued. A participant referred to this as 

“back pedaling”: “It makes the nursing staff  or myself, it makes 
me angry that we put all this work into the patient, into the fam-
ily and this was or where we were going and now this has been 
halted… so now you’ve got to back pedal because this person will 
have spoken to the family perhaps, and I say perhaps because 
maybe they haven’t and now we’re trying to explain to the fam-
ily what we’re doing… it’s just an emotional yoyo for them and 
so for us, if we are all not on the same page, end-of-life issues are 
just not going to be dealt with.”

From the theme providing memories, the participants spoke 
of their privileged position in being able to provide care for 
these patients and their families. They spoke of “the little 
things” being what they felt family members would remember 
most—not the advanced monitoring and technological sophis-
tication of critical care nursing and medicine. One participant 
described taking a patient outside to feel the sunshine for the 
last time. Another spoke of washing and tying back a young 
women’s hair for her family to see her one last time. A partici-
pant refl ected, “I still say it’s a privilege… to be with them, this 
is something that family members will remember all of their lives 
when the family member died and so if you can make that expe-
rience as positive as you possibly can, it’s not going to be a good 
experience, it can be a positive one without actually being good.”
Another participant said, “I do believe that you can make it a 
pleasant experience.”

Participants’ ref lections on the research findings. When 
the researcher returned to the participants for the second 
interview (satisfying the credibility criteria for rigour), par-
ticipants read and reflected on the research summary that 
was provided to them. They acknowledged that the findings 
reflected their experiences:“With each part of it, I can basi-
cally see … it’s the essence of who we are.”

Discussion
Families are central to the experience of caring for patients 
in the ICU environment. Provonost, Rodriguez-Pas and 
Mohammad (2007) suggested the following be incorporated 
into philosophy of care of ICUs: include families in rounds, 
extend visiting hours, provide the information they need 
to navigate the ICU environment, have weekly conferences 
with families so they are up to date with the plan of care and, 
fi nally, get feedback regarding their experience. Th e fi ndings 
of this current study reveal that working with families is cen-
tral to the participants’ care in the process of withdrawing 
life-sustaining treatment. Th e participants also suggest that 
consistent approaches are important in working with families 
and the importance of the nurse having a previous relation-
ship with the family. Building rapport and trust is important 
for comfort for both the nurse and the family. Therefore, 
strategies need to be explored to facilitate the assignment of 
nurses to patients and families with whom they have estab-
lished a relationship.

For the participants in this current research, confl ict resulted 
with members of the team “not being on the same page” with 
regard to goals of care. Critical care environments have been 
focused on saving lives and restoring health (Hylton Rushton 
et al., 2002) and although deaths in this environment histori-
cally have occurred, some intensivists still may view death of 
patients as medical failure (Cicarrello, 2003).

Information relayed in conversations regarding critical illness 
can be complex, confusing and quite overwhelming for fam-
ilies (Curtis, 2004). Curtis (2004) has identifi ed that in order 
to provide high-quality care to critical care patients and their 
families, highly effective communication skills are essential 
between all parties involved—among the health care team and 
between the health care team and families. As such, open and 
honest communication can help to keep everyone on “the same 
page”, to clearly discuss, identify and clarify (if necessary) the 
goals of care.

Th e rotation of intensivists on a weekly basis also had a major 
impact on the experience of critical care nurses and communica-
tion processes, as it resulted in inconsistency in decision-making 
and treatment plans. Th e ultimate eff ect was loss of a trusting 
relationship with the family, who then questioned the inten-
tions of the previous physician and health care team. Eff ective 
and frequent communication is essential in all aspects of care, 
but particularly as it relates to end-of-life care (Curtis, 2004; 
Dracup & Bryan-Brown, 2005). Consistent policies and proce-
dures openly discussed among team members would facilitate 
team members being on the “same page” as to goals of care.

This research illustrated how nurses in critical care created 
memories for families, as they cared for the patient and fam-
ily at end of life. More research is needed on the importance of 
memory-making, as nurses travel with families in this journey.

Conclusion
Th is study’s unique contribution is the description of the pro-
cess of nurses caring for patients and families within the context 
of withdrawal of life-sustaining treatment. Th e participants in 
this study described the challenges in providing a supportive 
experience for families. Th ey also described the satisfaction 
they received from caring for these patients and their families, 
which came from being present with the family and walking 
with them through this journey. More research is required on 
how critical care nurses contribute to the end-of-life experi-
ence for patients and families. 
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Over the past century, Toronto’s multicultural immi-
gration has significantly changed the city’s ethnic 
composition, making Toronto one of the most reli-

giously diverse cities in the world (Kopun & Keung, 2007). As 
the city’s population diversifies and ages, standards for rea-
sonable accommodation of health care for religious groups 
have become increasingly important for patients and health 
care professionals. Religious beliefs play a key role in how 
decisions are made at end of life (EOL), and religious accom-
modation is a significant component of palliative care. A 
study examining the impact of religious coping on health care 
preferences of patients with advanced cancer demonstrated 
that patients’ use of religion as a means of coping with EOL 
was associated with receipt of more intensive life-prolonging 
medical care at EOL (Phelps et al., 2009). Another study of 
patients who had terminal cancer showed that belief in divine 
intervention, turning to a higher power for strength, support 
and guidance, and using spirituality to cope with cancer were 
associated with preference for cardiopulmonary resuscitation, 
mechanical ventilation, and hospitalization at EOL (True et 
al., 2005).

Knowing these particular preferences, are health care pro-
viders obliged to offer medical treatment based on religious 
values, even when the treatment is deemed no longer medi-
cally indicated? There is no simple answer and most hospitals 
have no explicit guidelines. As an interfaith spiritual care pro-
vider in a large teaching hospital in Toronto, I value the role 
of spirituality and religion. I encourage patients and families 
to use their spiritual resources and respect diverse beliefs that 
inform EOL decision-making. Nevertheless, with the ongoing 
challenge to meet exceeding demands and optimize limited 
health care resources, I believe organizations need to develop 
institutional guidelines for fair and inclusive religious care 
accommodation.

Advances in medical technology and practice have created 
situations where religion and medicine come into conflict. 
Medical decisions are based on values that do not neces-
sarily represent the religious values and beliefs of patients. 
Currently, EOL care, from the medical perspective, focuses 

on providing a comfortable, and pain-free death. It does not 
address religious and spiritual needs for the journey into 
afterlife. What is perceived as a good death from the med-
ical perspective does not always agree with religious beliefs. 
Religious teachings of many traditions hold that after death 
the physical body ceases to exist, but the individual personal-
ity persists beyond death in a recognizable form, as an entity 
variously named the “essence”, “soul”, “spirit”, or “self ”. While 
the goal of palliative care is to ensure comfort through pain 
management, at the core of religious beliefs are provisions for 
life beyond the material existence of the person. For exam-
ple, in Buddhist traditions monks may advise to keep the 
dying individual non-medicated so they maintain awareness 
of the transition from the physical life to the non-physical 
life (death). They may request chanting for hours before and 
after death. For Buddhists, the last thoughts in this life heav-
ily influence the nature of both the after-death experience and 
the state of one’s next human incarnation. When the goal of 
palliative care is to relieve pain, this request creates practical 
and ethical challenges.

Monotheistic religious traditions maintain that God is the giver 
and sustainer of life. Therefore, it is commonly believed that 
God should be the only one who can “take” a human life. The 
belief in the sanctity of life along with the Biblical command-
ment, “Thou shall not kill”, may be interpreted as prohibitive 
of discontinuing life-sustaining therapies. Religious beliefs 
also foster a hope that a miracle may occur. In a survey of 
1,006 members of the general public in the United-States, 57% 
believed that God could heal a patient even if physicians had 
pronounced further medical efforts to be futile (Jacobs, Burns, 
& Bennett Jacobs, 2008).

Religious communities differ in their understandings of when 
death occurs and how death should be defined. The difference 
between medical and religious beliefs is most evident with 
regard to brain death. Since the development of the Harvard 
Brain Death Criteria in 1968, the concept of “neurological 
death” commonly called “brain death” has gained acceptance 
within the medical profession and among legislatures and 
courts in Canada. However, this view of death does not agree 

COMMENTARY

Last rights: Guidelines for religious  
accommodation at end of life
By Klara Siber, MDiv, MHSc(Bioethics)

Siber, K. (2011). Commentary: Last rights: Guidelines for religious accommodation at the end of life. Dynamics, 22(4), 36–37.
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with the traditional understanding of death in Orthodox 
Judaism, for example. Th roughout Jewish scriptures, breath-
ing is discussed as the determinant of the transition from life 
to death: “And God breathed into his nostrils the breath of 
life” (Genesis 2:7). Likewise, the words neshimah (breathing) 
and neshamah (soul or life) share a common root (Steinberg, 
1990). Some rabbinic authorities recognize the medical crite-
ria for brain death. However, families who reject brain death 
on religious grounds have been known to request artifi cial 
respiration until cardiac arrest (Inwald, Jakobovits, & Petros, 
2000). For the health care team, providing intensive care con-
sidered futile to a brain-dead person is a great source of moral 
distress.

In practice, to resolve these differences, families and health 
care professionals frequently engage in stressful discussions 
that may result in negotiations involving administrators, 
clergy, ethicists and lawyers. Decision-making is put on hold 
while patient care is kept at a status quo. Some patients and 
families have the resources to dispute the decisions made by 
the health care team and their requests are granted, while 
other families are not able and must abide by the decisions 
made by the health care team.

The recent Winnipeg case of the 84-year-old Mr. Samuel 
Golubchuk publicly exposed the challenges faced by medi-
cal professionals with regard to religious accommodation 

at EOL. In accordance with their religious values, the fam-
ily of Mr. Golubchuk believed that ICU technology should 
keep Mr. Golubchuk alive. When the medical team decided 
to withdraw life-sustaining therapies, his family obtained a 
court order to keep Mr. Golubchuk on life support. These 
physicians described keeping Mr. Golubchuk on life support 
akin to torture and felt that modern medicine was interfering 
with Mr. Golubchuk’s natural dying process. Eleven months 
later, Mr. Golubchuk died in hospital. Since the case of Mr. 
Golubchuk was not resolved in court, we are left  with no legal 
precedent. Hence, the important question—who has the ulti-
mate right to decide when life support should be withheld 
or withdrawn?—remains unanswered in the court of law. In 
our hospitals, health care professionals are making consider-
able eff orts to meet the religious needs of patients. However, 
without an appropriate framework that respects the diverse 
religious and spiritual beliefs and practice at EOL and also 
upholds the professional expertise of physicians, cases like Mr. 
Golubchuk continue to burden and remain a source of moral 
distress for health care professionals. 
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REFERENCES Seasonal fl u shot
Seasonal fl u vaccines protect against the three infl uenza 
viruses that research indicates will be the most common 
each year. Each year, the viruses in the vaccine change 
based on international surveillance and scientists’ esti-
mations about which types and strains of viruses will 
circulate in a given year. The flu shot offers the best 
protection against these viruses, when combined with 
regular hand washing. Canada’s National Advisory 
Committee on Immunization (NACI) encourages all 
Canadians over the age of six months to get a fl u shot. 
It is especially important for health professionals to be 
immunized to protect themselves, their families and 
their patients.

The Canadian Association of Critical Care Nurses 
(CACCN) encourages its members and all health care 
workers to become informed about the benefi ts to you, 
your family and your patients when you get vaccinated.

Make the right choice for all three!
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Transition of care: Our privilege

Practising as a critical care nurse in a fast-paced, machin-
ery-driven environment encompasses many facets 
including exceptional assessment skills and managing 

advanced technologies. This is all done to provide life-sustain-
ing interventions for patients. But, unfortunately, in critical care, 
death occurs alongside life. Maintaining life and providing a 
good death each require individualized advanced nursing skills. 
It could be said that transitioning care to comfort, to provide a 
good death, perhaps even requires nursing skills beyond that of 
life-sustaining, as it requires a comfort with dying. Described 
within this article are seven steps that have been informed by 
my experience in practice that are meant to assist new practi-
tioners when the direction of care has shifted to comfort. I have 
come to realize that providing a seamless, comfortable death 
is a nursing privilege requiring a skilful art. In my experience, 
education in this skilful art is secondary to life-sustaining mea-
sures, so I hope this article will assist others and be their guide 
as they develop their own comfort with this art.

The decision has been made within the interdisciplinary team 
that it is time to shift the focus of your patient’s care from life-
sustaining to comfort. Instantly, as the nurse, you need to 
change your focus of care, as the patient is not going to survive 
despite best interventions. As a nurse, a mental and physical 
transition must occur. In your mind, these words resonate: 

“Stop treatment; focus on comfort for both family and patient; 
let the dying transition be seamless, comfortable, and calm”. 
Physically, perhaps you have just spent the last four hours 

running to save a life. Now that same effort must be expended 
in making the patient’s final transition the best you can. Now 
it is our honour and privilege to be present for this family and 
patient during this transition.

This can be a challenging transition for a nurse, but imag-
ine what impact this has on the family. These families are in 
the midst of crisis experiencing fear, anxiety, and depression 
(Davidson, 2009), and may believe that critical care will save 
their loved one. The family, even more than before, becomes a 
significant component of your care, ending with the family as 
the focus after the patient has passed away; hence, family-cen-
tred care in its full vision.

So, what do you do? How do you prepare the family and patient 
for this journey? If you have never discontinued life-sustain-
ing treatment before, this can be a daunting experience. Just as 
there is an expert method for initiating life-saving treatments, 
there is an expert method for discontinuing them. Kirchhoff 
and Kowalkowski (2010) have concluded that critical care 
nurses need to be formally trained in the withdrawal of life-
sustaining treatments. Keeping that in mind, let’s see if I can 
share some pearls that include seven interconnected steps I 
have used within in my practice during discontinuation of life-
saving care.

Seven interconnected steps
Within these steps is one overarching principle, family-cen-
tred care, that the family comes first and is engaged in the 
process (if they choose to be). These steps might occur 

COMMENTARY

Practical steps for discontinuation  
of life-sustaining treatment
By Lara Parker, MSN, RN

Discontinuing life-sustaining interventions requires an artful skill 
perhaps even more challenging than providing life-sustaining 
treatments. Critical care nurses require advanced skills to provide 
comfort care and, ultimately, a “good death” that encompasses 
the family and patient. Educational focus has been placed on 
maintaining the living, but with increasing palliation in critical 
care, education must include comfort care. This article focuses on 
the art of discontinuing life-sustaining treatment and providing a 

seamless, comfortable transition for patient and family. Included 
in it are seven steps, derived from my own experiences, that are 
meant to assist new practitioners in their beginning journeys of 
providing a “good death”. The seven steps are interconnected and, 
depending on the context, will flow back and forth, as needed. 
The seven steps are: talk with the family, ensure orders are written, 
prepare drugs, to extubate or not, what about the monitor, ensure 
readiness, and proceed.

Abstract
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linearly, but they are interconnected and, therefore, can shift 
backward and forward as needed dependent on each scenario 
and context. These steps are to be initiated after the family 
conference where together the decision has been made to 
discontinue life-sustaining treatment. The seven steps are: 
talk with the family, ensure orders are written, prepare drugs, 
extubate or not, what about the monitor, ensure readiness, 
and proceed.

Step 1—Talk with the family... my motto is “THE FAMILY 
WILL TEACH ME”. It stands true in every facet of my inter-
actions with families, which is why questioning, listening, and 
presence are important skills. The most important aspect here 
is that families do not understand, or shouldn’t be expected to 
understand, what the process is going to be other than the 
fact that their loved one is going to die. You need to be their 
guide.

Confusion, miscommunication, and misunderstanding can 
occur for families when their loved one is going to die, which is 
why open, honest communication and family education about 
the discontinuation of life-saving process is so vital. I have seen 
some families run to the bedside after the family conference 
thinking that we were turning off support while they were in the 
family meeting. I have had other families believe the moment 
we turn the machines off their loved one will die. Some family 
members want to be there and others don’t. I have had some 
families want to wait for the long-lost brother to arrive, or wait 
for a special time, moment, etc. Each situation has to be han-
dled individually, but with the intent of “not prolonging the 
suffering of the patient in the bed”.

So, how do we be the families’ guide?
A) Begin with talking with the family and gather their under-

standing of the process. This is done with great care, 
compassion, and timed appropriately. 
• Can you tell me in your own words what we are doing for 

your loved one?
• Has your loved one ever talked about what they would 

like during this time (e.g., music, special blanket, token)?
• As a family, who do you want to be present?
• Do you have questions?

B) Then, in simple terms, starting with the basics, explain the 
process and reassure them.
• Inform them the machines supporting their loved one 

will not be turned off until the family is ready (within rea-
son, negotiate with the family) because these machines 
are keeping them alive and when we turn them off is 
when the dying process will begin.

• Inform them to gather and connect with family members 
who want to be present.

• Inform them the priority is comfort.
• Inform them about removal of equipment, if there is to be 

any, and provide them the choice of remaining present or 
stepping out of the room briefly.

Families might have many questions, but I find there are two 
very common ones: prediction of the moment of death, and 
how long the process will take. This is where your critical 

thinking, communication skills, knowledge of the patient, and 
experience becomes indispensable. Two possible answers are:

“I am unsure how long ___ will stay with us, but he/she was on a 
great deal of life-support, therefore…”

“I am unsure how long ___ will stay with us, but considering the 
injuries and he/she is a young individual with a strong heart, 
then...”

To answer this important question, one needs to consider 
many factors, such as length of time in the unit, age, number of 
organs involved in illness, what level of inotropic and ventila-
tor support they are receiving, and will they have the drive to 
breathe. For example:
Mr. Young is an 80-year-old man with sepsis and ARDS, on PCV 
of 22, riding the ventilator, sedated on morphine 5 mg/hr and 
midazolam 2 mg/hr. On levophed 40mcg/min and amiodarone 
30mg/hr with feeds occurring.

In this example, with the patient’s age and high level of venti-
lator and inotropic support my clinical decision would be to 
ensure the family is close when the levophed is turned off and 
he is extubated, because his passage might be within minutes. 
But, no matter what scenario exists for each patient, answer 
the prediction of death question cautiously, as sometimes pre-
dictions can be wrong and you want to prevent unnecessary 
confusion for the family.

So, what can you do for the family? As a nurse, you can be 
present for them, assess their social support, and ensure their 
comfort. Remember my previous motto, “They will teach 
you”, so make sure you ask them questions. For example, do 
they want you in the room or not. If they choose the latter, 
let them know you are close and available. If they ask you 
stay, consider this a moment to share this family’s transition. 
The first time a family asked me to stay was a life-changing 
moment and the beginning of my refocusing that we are priv-
ileged to have this role... and to make the transition from life 
to death as seamless as can be... for the patient and his/her 
family, truly an art.

I was caring for a young man who was switched to com-
fort care and was dying before his parents, with no other 
individuals present. When I asked if they would like me 
to remain in the room, they asked me to stay. I let my 
charge nurse know where I was and I sat with them… all 
three of us, together with their son… It began with light 
conversation… can I get them anything, can I answer 
any other question. Please let me know, if you believe he 
is in pain or discomfort of any kind, as you know your 
son better than I… and then we sat, and sat, allowing 
silence to be part of this transition. Then, it began… they 
started to tell me stories of their son from birth to pres-
ent, laughing, and sharing with me. I had the privilege of 
being… present… an honour to me to be with them dur-
ing their grief…

Step 2—Ensure the orders are written. This is an important 
step because full care is given to the patient until these orders 
are present. This prevents any discrepancy or confusion in 
direction of care for the nurse and the family, for example, 
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withholding a medication simply because we are planning on 
discontinuing care in two hours. Until those orders are written 
we are providing full care. In many units there are pre-printed 
comfort care orders to assist in this process. Th ese orders cover 
components to be considered such as pain control, feeding, 
removal or not of ET tube, stopping support medications, pre-
paring family, and others.

Step 3—Prepare drugs. When you start comfort care orders, 
you might or might not need to sedate or provide further 
analgesics for your patient. What you want to prevent is run-
ning out of pain medications or sedatives when you need 
them the most. For example, your patient is audibly moaning 
and the family is in distress and you have run out of mor-
phine. On our unit we have both infusions and syringes for 
boluses ready.

Step 4—To extubate or not? Th e decision to change to com-
fort care has been an interdisciplinary one and the decision 
to extubate or place on t-piece also becomes a team decision 
and is based on the patient’s condition and diagnosis. Some 
factors to be considered are comfort, drive to breathe, and 
airway protection. A large component of this decision is 
visual comfort for the family so that they can remember their 
loved one, at their last moments, without a large tube down 
the mouth.

Step 5—What to do about the monitor? There is often 
a debate whether you leave the bedside monitor on or off . 

Who do I ask? Th e family? Some families choose to have the 
monitor on so they are fully aware of the moment of death, 
they watch for the flat line. Unfortunately, be aware that 
families who make this choice can become distracted and 
end up focusing only on the monitor, instead of their loved 
one. When a family wants the monitor on, I observe them. 
If they spend their time focusing on it only, I reassure them 
that I can turn it off  and tell them the moment of passage, 
so they can focus on their loved one. Again, remember the 
family probably has not walked this path before and has no 
understanding of what they want, they are in crisis, therefore 
decisions are diffi  cult to make, the world is a loss to them, 
and our job is to help guide them as best as we can, as much 
as we can.

I worked with a family who wanted the monitor on, so they 
could know the exact moment of passing, but as I watched 
them, they spent the whole time staring at the monitor, not 
saying goodbye, not holding their loved one’s hand… I real-
ized the moment of death had become their overwhelming 
centre of focus due to its importance… I off ered to do that 
role for them, so they could focus on their loved one. Th e 
relief was audible… I turned off the monitor and they 
talked to their loved one.

Step 6—Ensure everyone is ready. This does mean every-
one, from family having all loved ones present or having said 
goodbye, to the multidisciplinary team ready to perform their 
skills.

Step 7—Proceed. Breathe. Be present. Keep the patient and 
family comfortable. Each discontinuation of life-sustaining 
treatment will present a little diff erently, but they all include 
removal of ET tube, stopping IV inotrope support, and provid-
ing analgesia and sedation, as needed. Try to give the family 
privacy, draw the curtains, give them chairs, perhaps even water 
to drink…

Discontinuing life-sustaining treatment is a skill and an art. 
As a new practitioner to critical care it can be a daunting jour-
ney. I hope these seven steps will assist others to be prepared 
for the process, understand the importance of family, and 
provide all critical care nurses steps to refl ect on in their own 
practice. 
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Dynamics 2013 
conference planning 
committee 
Call for participation
Dynamics 2013 will be held September 22–24, 2013, at the 
World Trade and Convention Centre in Halifax, Nova Scotia. 
Dynamics 2013 will be chaired by Kate Mahon. CACCN 
members interested in working on the conference planning 
committee should submit a resume/CV and summary 
of conference planning experience (planning experience 
is appreciated, but not a requirement for submission) to 
the CACCN National Office by March 1, 2012. Planning 
Committee selection will take place in March 2012. 
Consideration will be given to planning committee applicants 
who are local to the conference venue or are from chapters/
provinces/adjacent to the conference venue. For further 
information on this exciting opportunity, please contact 
the CACCN National Offi  ce, P.O. Box 25322, London, ON  
N6C 6B1, www.caccn.ca, email: caccn@caccn.ca, phone: 
(519) 649-5284, fax: (519) 649-1458. For frequently-asked 
questions regarding Dynamics conference planning, please 
visit www.caccn.ca.
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The Dräger Medical  
Canada Inc. “Chapter  
of the Year” Award
The Dräger Medical Canada Inc. “Chapter of the Year” Award is 
presented to recognize the effort, contributions and dedication 
of a CACCN Chapter in carrying out the purposes and goals of 
the association.

Award funds available: $500.00 plus a plaque

Deadline for consideration: End of current fiscal year (March 31)

Application process: Eligible chapters are automatically included

Criteria for the award program
• All chapters of CACCN are eligible for consideration of the 

Chapter of the Year Award provided all quarterly and annual 
financial/activity reports are on file with CACCN National 
Office for the qualifying period. If the above conditions are 
not met, the Chapter will not be eligible for consideration

• The award program will be for the period of April 1 to March 
31 of each year

• Chapters may win the award for one year followed by a two-
year lapse before winning again.

Conditions for the award program
• A point system has been developed to evaluate chapter activ-

ities during the year
• Chapters will be responsible for ensuring National Office 

receives all required documentation to validate accumu-
lated points

• The chapter with the most points will be the successful recip-
ient of the Chapter of the Year Award

• CACCN reserves the right to adjust points depending upon 
supporting materials submitted

• In the case of a tie, CACCN reserves the right to determine 
the recipient of the award

• The award winner will be announced at Chapter Connections 
Day and at the annual awards ceremony at Dynamics

• Announcement of the successful Chapter will be published 
in CACCN publications

• The successful chapter will be profiled at Chapter Connections 
Day and Dynamics.

Categories and their corresponding points
• Educational programming—please provide an accompany-

ing brochure/advertisement of events that occurred in the 
award year:

 Programs between: 
 1–3 hours:    25 points each
 3–8 hours:   50 points each
 > 8 hours:   100 points each

• Recruitment: Points are calculated based on the percentage 
of new members recruited, as compared to the total mem-
bership of the previous year:

 01–10%:    10 points
 11–20%:   20 points
 21–30%:    30 points
 31–40%:    40 points
 41–50%:    50 points
 51–60%:    60 points
 61–70%:    70 points
 71–80%:    80 points
 81–90%:    90 points
 91–100%:  100 points

Points will be calculated for chapter members who have contributed 
presentations at local, provincial and national CACCN activities. 
Points will only be awarded once for a presentation, regardless of 
the number of times or venues at which it is presented.
Each presentation: 25 points

Points will be calculated for chapter members who have con-
tributed articles to the chapter newsletter, or who have had a 
paper published in Dynamics, the Journal of the Canadian 
Association of Critical Care Nurses. Please provide a copy of the 
associated chapter newsletter.
Each article or paper: 25 points 

Projects that provide public education, community service and/or 
promote the image of critical care nursing or CACCN. These proj-
ects must be presented under the auspices of the CACCN chapter 
(i.e., participating in blood pressure clinics, teaching CPR to the 
public, participating in health fairs, recruitment booths, etc.).
Each project: 50 points

Good luck in your endeavours! 

The CACCN Board of Directors retains the right to amend the 
award criteria as required.

CACCN Research Grant 
The CACCN research grant has been established to provide 
funds to support the research activities of a CACCN member 
that is relevant to the practice of critical care nursing. A grant 
will be awarded yearly to the investigator of a research study 
that directly relates to the practice of critical care nursing. 

Award funds available: $2,500.00 

Deadline for submission: February 15

Send applications to CACCN National Office at caccn@caccn.ca 
or fax to 519-649-1458 or mail to: CACCN, PO Box 25322, 
London, ON  N6C 6B1. Mailed applications must be post-
marked on or before February 15.

Eligibility:
The principal investigator must:
• Be a member of CACCN in good standing for a minimum of 

one year
• Note: where a student is submitting the research grant appli-

cation and is ineligible to act as the principal investigator, the 
student must be a member of CACCN in good standing for a 
minimum of one year

• Be licensed to practise nursing in Canada
• Conduct the research in Canada

AWARD INFORMATION



42   Dynamics   •   Canadian Association of Critical Care Nurses

• Publish an article related to the research study in Dynamics, 
the Journal of the Canadian Association of Critical Care Nurses

• CACCN members enrolled in a graduate nursing program 
may also apply

• Members of the CACCN board of directors and the awards 
committee are not eligible.

Budget and financial administration:
• Funds are to be issued to support research expenses
• Funds must be utilized within 12 months from the date of 

award notification.

Review process:
• Each proposal will be reviewed by a research review committee
• Its recommendations are subject to approval by the board of 

directors of CACCN
• Proposals are reviewed for potential contribution to the prac-

tice of critical care nursing, feasibility, clarity and relevance
• The recipient of the research grant will be notified in writing.

Terms and conditions of the award:
• The research is to be initiated within six months of the receipt 

of the grant
• Any changes to the study timelines require notification in 

writing to the board of directors of CACCN
• All publications and presentations arising from the research 

study must acknowledge CACCN
• A final report is to be submitted to the board of directors of 

CACCN within three months of the termination date of the 
grant

• The research study is to be submitted to the Dynamics, 
Journal of the Canadian Association of Critical Care Nurses 
for review and possible publication.

Application requirements:
• A completed application form
• A grant proposal not in excess of five single-spaced pages 

exclusive of appendices and application form
• Appendices should be limited to essential information, e.g., 

consent form, instruments, budget
• A letter of support from the sponsoring agency (hospital, 

clinical program) or thesis chairperson/advisor (university 
faculty of nursing)

• Evidence of approval from an established institutional eth-
ical review board for research involving human subjects 
and/or access to confidential records. Refer to CNA publica-
tion Ethical Guidelines for Nursing Research Involving Human 
Subjects

• A brief curriculum vitae for the principal investigator and co-
investigator(s) describing educational and critical care nursing 
background, CACCN participation, and research experience. 
An outline of their specific research responsibilities

• Proof of CACCN active membership and Canadian citizenship
• Facility approval for commencement of study

CAC CN R es e arch  Grant  Appl ic at ion  lo c ate d  at  
http://www.caccn.ca/en/awards/index.html or via CACCN 
National Office at caccn@caccn.ca.

The CACCN Board of Directors retains the right to amend the 
award criteria.

Editorial Awards
1st place award value: $750.00 Edwards

Runner-up award value: $500.00 CACCN

Deadline: None. Awards committee selection process.

The Editorial Awards will be presented to the authors of 
two written papers in Dynamics, which demonstrate the 
achievement of excellence in the area of critical care nursing. 
An award, provided by Edwards Lifesciences, will be given to 
the author(s) of the best article, and another award is given 
to the author(s) of the runner-up article. It is expected that 
the money will be used for professional development. More 
specifically, the recipient must use the funds:
1. Within 12 months following the announcement of the 

winners, or within a reasonable time
2. To cover and/or allay costs incurred while attending 

critical care nursing-related educational courses, seminars, 
workshops, conferences or special programs or projects 
approved by the CACCN, and

3. To further one’s career development in the area of critical 
care nursing.

Eligibility:
1. The author is an active member of the Canadian Association 

of Critical Care Nurses (minimum of one year). Should 
there be more than one author, at least one has to be an 
active member of the Canadian Association of Critical Care 
Nurses (minimum of one year)

2 The author(s) is prepared to present the paper at Dynamics 
of Critical Care (optional)

3. The paper contains original work, not previously published 
by the author(s)

4. Members of the CACCN board of directors, awards 
committee or editorial committee of Dynamics are excluded 
from participation in these awards.

Criteria for evaluation:
1. The topic is approached from a nursing perspective
2. The paper demonstrates relevance to critical care nursing
3. The content is readily applicable to critical care nursing
4. The topic contains information or ideas that are current, 

innovative, unique and/or visionary
5. The author was not the recipient of the award in the 

previous year.

Style:
The paper is written according to the established guidelines for 
writing a manuscript for Dynamics.

Selection:
1. The papers are selected by the awards committee in 

conjunction with the CACCN board of directors
2. The awards committee reserves the right to withhold the 

awards if no papers meet the criteria.

Presentation:
Representatives of the sponsoring company or companies 
will present the awards at the annual awards ceremony during 
the Dynamics conference. Their names will be published in 
Dynamics.
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The Spacelabs Innovative  
Project Award
The Spacelabs Innovative Project Award will be presented to 
a group of critical care nurses who develop a project that will 
enhance their professional development.

Award funds available: $1,500.00 total 
• $1,000.00 will be granted to the Award winner 
• $500.00 will be granted for the runner up
• A discretionary decision by the review committee may 

be made, for the award to be divided between two equally 
deserving submissions for the sum of $750.00 each.

Deadline for submission: June 1 each year

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

Mailed applications must be postmarked on or before June 1

Do you have a unique idea?

Award criteria:
• The primary contact person for the project must be a CACCN 

member in good standing for a minimum of one year
• Applications will be judged according to the following criteria:

■ the number of nurses who will benefit from the project 
■ the uniqueness of the project 
■ the relevance to critical care nursing 
■ consistency with current research/evidence 
■ ethics 
■ feasibility 
■ timeliness 
■ impact on quality improvement.

• If the applicant(s) are previous recipients of this award, there 
must be a one-year lapse before submitting an application

• Members of the CACCN board of directors and the awards 
committee are not eligible.

Award requirements:
• Within one year, the winning group of nurses is expected 

to publish a report that outlines their project in Dynamics, 
Journal of the Canadian Association of Critical Care Nurses.

The CACCN Board of Directors and Spacelabs Healthcare retains 
the right to amend the award criteria.

Smiths Medical 
Canada Ltd. 
Educational Award
Award value: $1,000.00 each (two awards)

Deadlines: January 31 and September 1 of each year

The CACCN Educational Awards have been established to 
provide funds ($1000.00 each) to assist critical care nurses to 
attend continuing education programs at the baccalaureate, 
master’s and doctorate of nursing levels. All critical care nurses 
in Canada are eligible to apply, except members of the CACCN 
board of directors.

Criteria for application:
1. Be an active member of CACCN in good standing for a 

minimum of one (1) year
2. Demonstrate the equivalent of one (1) full year of 

recent critical care nursing experience in the year of the 
application

3. Submit a letter of reference from his/her current employer
4. Be accepted to an accredited school of nursing or recognized 

critical care program of direct relevance to the practice, 
administration, teaching and research of critical care nursing

5. Has not been the recipient of this award in the past two 
years

6. Incomplete applications will not be considered; quality of 
application will be a factor in selecting recipient. 

Application process:
1. Submit a completed CACCN educational award application 

package to National Office (forms package online at 
www.caccn.ca)

2. Preference will be given to applicants with the highest 
number of merit points

3. Keep a record of merit points, dating back three (3) years
4. Submit all required documentation outlined in criteria—

candidate will be disqualified if documentation is not 
submitted with application

5. Presentations considered for merit points are those that are 
not prepared as part of your regular role and responsibilities

6. Oral and poster presentations will be considered.

Post-application process:
1. All applications will be acknowledged in writing from the 

awards committee
2. Unsuccessful applicants will be notified individually by the 

awards committee
3. Recipients will be acknowledged at the Dynamics of Critical 

Care Conference and be published in the journal.

CACCN Chapter Recruitment
and Retention Awards
This CACCN initiative was established to recognize the chapters 
for their outstanding achievements with respect to recruitment 
and retention.

Recruitment Initiative:
This initiative will benefit the chapter if the following 
requirements are met:
• Minimum of 25% of membership is new between April 1 

to March 31, the chapter will receive one (1) full Dynamics 
tuition

• Minimum of 33% of membership is new between April 1 
to March 31, the chapter will receive one (1) full Dynamics 
tuition and one (1) $100.00 Dynamics tuition coupon. 

Retention Initiative:
This initiative will benefit the chapter if the following 
requirements are met:
• If the chapter has greater than 80% renewal of its previous 

year’s members, the chapter will receive three $100.00 
coupons to Dynamics of that year
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• If the chapter has greater than 70% renewal of its previous 
year’s members, the chapter will receive two $100.00 coupons 
to Dynamics of that year

• If the chapter has greater than 60% renewal of its previous 
year’s members, the chapter will receive one $100.00 coupon 
to Dynamics of that year.

BBraun Sharing  
Expertise Award
Award funds available: $ 1,000.00 

Deadline for submission: June 1 each year

The BBraun Sharing Expertise Award will be presented to an 
individual who exhibits stellar leadership and mentoring abili-
ties in critical care. 

The candidate is an individual who supports, encourages, and 
teaches colleagues. The candidate must demonstrate a strong 
commitment to the practice of critical care nursing and the 
nursing profession. These qualities may be demonstrated by 
continuous learning, professional involvement, and a commit-
ment to guiding novice nurses in critical care.

Each nomination must have the support of another colleague 
and the individual’s manager. It is not necessary for the candi-
date to be in a formal leadership or education role to qualify for 
this award.

Send applications to CACCN National Office at 
caccn@caccn.ca or fax to 519-649-1458 or 

Mail to: CACCN, PO Box 25322, London, ON  N6C 6B1

Mailed applications must be postmarked on or before June 1

Eligibility criteria:
• Nominee must be a CACCN member for a minimum of one 

(1) year
• The nominee must have at least three (3) years of critical care 

nursing experience 
• At least one nomination letter must be written by a CACCN 

member 
• Preference is given to a mentor who has CNA Certification 
• The nominee must demonstrate an awareness of, and adher-

ence to, the standards of nursing practice as determined by 
the provincial nursing body, and the Standards of Critical 
Care Nursing (2009)

• CACCN board of directors are not eligible to apply for the 
award.

Three (3) letters of support are required:
• The nominator must outline the qualities of the candidate, 

and reasons the candidate should be chosen to receive the 
award

• Two additional letters must testify to the eligibility of the 
candidate, as well as outline his/her attributes (one must be 
written by the nominee’s manager)

• All three letters must be sent by electronic mail by each per-
son on the same day with the subject matter: “BBraun Sharing 
Expertise Award—Candidate’s Name” to the Director respon-
sible for awards at National Office (caccn@caccn.ca). 

Selection process:
• Each nomination will be reviewed by the Awards Committee 

in conjunction with the CACCN Director of Awards & 
Sponsors

• The successful candidate will be notified by email and regular 
mail

• The successful candidate will be recognized at the annual 
Awards Ceremony at the Dynamics conference and her/his 
name will be published in Dynamics, Journal of the CACCN

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

• The funds may be used to attend educational programs or 
conferences related to critical care

• The Awards Committee reserves the right to withhold the 
award if no candidate meets the criteria outlined.

The CACCN Board of Directors & BBraun Medical retain the 
right to amend the award criteria.

The Guardian Scholarship –
Baxter Corporation  
Award for Excellence  
in Patient Safety
Award value: One award of $5,000.00 or two awards of 
$2,500.00 each

Deadline: June 1 of each year.

The Baxter Corporation Guardian Scholarship will be presented 
to an individual or an interdisciplinary team who proposes 
to make, or who has made, significant contributions toward 
patient and/or caregiver safety in the critical care environment. 
Recipients of this award will identify ideas that encompass 
safety and improve the quality of care in their practice area.

Eligibility:
The applicant must:
• Be an active member of CACCN in good standing for a 

minimum of one year
• Be licensed to practise nursing in Canada
• Members of the award review committee and/or the board of 

directors are not eligible.

Application Requirements:
• The project will describe an innovative approach, to develop 

new or revised processes, to encompass patient safety and 
improve the quality of care at the unit, hospital or health care 
system level

• The project/proposal will show evidence of collaboration 
among team members.

A complete application form that includes:
• A proposal of a project, or a description of a completed 

project, which makes a significant contribution toward 
patient and caregiver safety in critical care

• The proposal will include the background perspective, 
statement of the problem, and intended means to change 
practice. The proposal should include a timeline by which 
the project will occur
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• Brief curriculum vitae for the principal applicant and team 
members describing educational and critical care nursing 
background and CACCN participation

• Proof of active CACCN membership 
• If this project requires ethics approval, please submit evidence 

of approval with your application.

Review process:
• Each proposal will be reviewed by the awards review 

committee and a representative of the Baxter Corporation
• Proposals are reviewed for their contribution to patient 

safety, evidence of transferability of the project, innovation, 
sustainability, and leadership within critical care practice 
areas

• Deadline for receipt of applications is June 1 of each year
• The successful candidate will be chosen and notified in 

writing by July 1.

Terms and conditions of the award:
• A proposed project must be initiated within three months of 

the receipt of the scholarship
• Any changes to the timelines require written notification to 

the board of directors of CACCN
• All publications and presentations must recognize the Baxter 

Corporation and CACCN
• An article related to the project is to be submitted to Dynamics 

for publication.

Budget and Financial Administration
• One half of the awarded funds will be available to support the 

project expenses immediately
• The remaining funds will be awarded upon the publication of 

an article describing the project in Dynamics.

The total funds available are $5,000.00.

The award funds may be granted to a maximum of two 
applicants ($2,500.00 each).

NOTE: The CACCN Board of Directors & Baxter Corporation 
retain the right to amend the award criteria.

The Brenda Morgan Leadership 
Excellence Award
Award funds available: $1,000.00 plus award trophy

Deadline for submission: June 1

The Brenda Morgan Leadership Award was established in June 
2007 by the CACCN Board of Directors to recognize and hon-
our Brenda Morgan, who has made a significant contribution to 
CACCN and critical care nursing over many years. Brenda was 
the first recipient of the award. Brenda is highly respected for 
her efforts in developing, maintaining and sustaining CACCN 
in past years.

This award for excellence in leadership will be presented to 
a nurse who, on a consistent basis, demonstrates outstand-
ing performance in the area of leadership in critical care. This 
leadership may have been expressed as efforts toward clinical 
advances within an organization, or leadership in the profes-

sion of nursing in critical care. The results of this individual’s 
leadership must have empowered people and/or organizations 
to significantly increase their performance capability in the 
field of critical care nursing.

The Brenda Morgan Leadership Excellence Award has been 
generously sponsored by CACCN in order to recognize and 
honour a nurse who exemplifies excellence in leadership, in the 
specialty of Critical Care.

Send applications to CACCN National Office at 
caccn@caccn.ca or fax to 519-649-1458 or 
Mail to: CACCN, PO Box 25322, London, ON  N6C 6B1
Mailed applications must be postmarked on or before June 1

Eligibility criteria:
Persons who are nominated for this award will have consis-
tently demonstrated qualities of leadership and are considered 
visionaries and innovators in order to advance the goals of crit-
ical care nursing.

The nominee must:
• Have been a member of CACCN for a minimum of five (5) 

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

experience
• Be registered to practise nursing in Canada
• Have demonstrated volunteerism and significant commit-

ment to CACCN
• Have participated in CACCN activities at local or national 

levels
• Been a member of the CACCN Chapter executive or National 

Board of Directors
• Have helped to plan a workshop or a conference or indirectly 

provided support of CACCN activities through management 
activities—supporting staff to participate in CACCN proj-
ects or attend conferences

• Hold a valid adult or pediatric specialty in critical care cer-
tification—Certified Nurse in Critical Care—CNCC(C) or 
CNCCP(C) from the CNA (preferred)

• Have demonstrated a leadership role or have held a key lead-
ership position in an organization related to the specialty of 
critical care

• Consistently conducts themselves in a leadership manner
• Have effectively engaged others in the specialty of critical 

care nursing
• Have role modelled commitment to professional self devel-

opment and lifelong learning
• On a consistent basis, exemplifies the following qualities/

values:
■ pro-active / innovator / takes initiative
■ takes responsibility/accountability for actions 
■ imagination/visionary 
■ positive communication skills 
■ interdependence 
■ integrity 
■ recognition of new opportunities 
■ conflict resolution skills/problem solving skills.
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Application process:
• Th e application involves a nomination process
• Please submit two letters describing how the nominee has dem-

onstrated the items under the criteria section of this award
■ Please use as many examples as possible to highlight what 

this candidate does that makes her/him outstanding.
■ Th e selection committee depends on the information pro-

vided in the nomination letters to select award winners 
from amongst many deserving candidates

• Members of the CACCN board of directors and the awards 
committee are not eligible

• Award recipients will be notifi ed in writing of their selection 
for the award

• Recipients will be honoured during the awards ceremony, at 
the annual Dynamics Conference

• Recipient names and possibly a photo will be published in 
Dynamics, the Journal of the CACCN.

Selection process:
• Each nomination will be reviewed by the award committee 

in conjunction with the CACCN Director of Awards and 
Sponsorship

• Th e Brenda Morgan Leadership Awards committee will con-
sist of:
■ Two members of the board of directors and Brenda 

Morgan (when possible)
• Th e Awards Committee reserves the right to withhold the 

award if no candidate meets the criteria outlined.

Terms and conditions of the award:
• Th e award recipient will be encouraged to write a refl ective 

article for Dynamics, the Journal of the CACCN, sharing their 
accomplishments and describing their leadership experience. 
Th e article should refl ect on the recipient’s passion to move 
critical care nursing forward, their leadership qualities and 
how they used these eff ectively to achieve their outcome.

Th e CACCN Board of Directors retains the right to amend the 
award criteria.

Cardinal Health Chasing
Excellence Award
 Award value: $1,000.00

Deadline: June 1 annually

Th is award is presented annually to a CACCN member who 
consistently demonstrates excellence in critical care nursing 
practice. The Cardinal Health Chasing Excellence Award is 
$1,000.00 to be used by the recipient for continued professional 
or leadership development in critical care nursing.

The Cardinal Health Chasing Excellence Award is given to a 
critical care nurse who:
• In critical care, has a primary role in direct patient care
• Has been a CACCN member in good standing for three or 

more years
• Holds a certifi cate from CNA in critical care CNCC(C) or 

CNCCP(C) (preferred)
• Note: Current members of the national board of directors are 

not eligible.

The Cardinal Health Chasing Excellence Award recipient 
consistently practises at an expert level as described by Benner 
(1984). Expert practice is exemplified by most or all of the 
following criteria:
• Participates in quality improvement and risk management to 

ensure a safe patient care environment
• Acts as a change agent to improve the quality of patient care 

when required
• Provides high-quality patient care based on experience and 

evidence
• Eff ective clinical decision-making supported by thorough 

assessments
• Has developed a clinical knowledge base and readily 

integrates change and new learning to practice
• Is able to anticipate risks and changes in patient condition 

and intervene in a timely manner
• Sequences and manages rapid multiple therapies in response 

to a crisis (Benner, Hooper-Kyriakidis & Stannard, 1999)
• Integrates and coordinates daily patient care with other team 

members
• Advocates and develops a plan of care that consistently 

considers the patient and family and ensures they receive the 
best care possible

• Provides education, support and comfort to patients and 
their families to help them cope with the trajectory of illness 
and injury, to recovery, palliation or death

• Role models collaborative team skills within the inter-
professional health care team

• Assumes a leadership role as dictated by the dynamically 
changing needs of the unit

• Is a role model to new staff  and students
• Shares clinical wisdom as a preceptor to new staff and 

students
• Regularly participates in continuing education and 

professional development.

Nominations:
Two letters describing the nominee’s clinical excellence and 
expertise are required, one of which must be from a CACCN 
member. Th e nomination letters need to include three concrete 
clinical examples outlining how the nominee meets the above 
criteria and demonstrates clinical excellence in practice. In 
addition, a supporting letter from a supervisor, such as a unit 
manager or team leader, is required.

Selection:
Each nomination will be reviewed by the awards committee in 
conjunction with the CACCN director of awards and sponsors. 
Th e successful recipient will be notifi ed by mail, recognized 
at the annual awards ceremony at the Dynamics conference 
and her/his name will be published in Dynamics. Th e awards 
committee reserves the right to withhold the award if no 
candidate meets the criteria. 

References:
Benner, P. (1984). From novice to expert. Excellence and power in 

clinical nursing practice. Menlo Park: Addison-Wesley.
Benner, P., Hooper-Kyriakidis, P., & Stannard, D. (1999). Clinical 

Wisdom and Interventions in Critical Care: A Th inking-in-action 
Approach. Philadelphia: Saunders.
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DYNAMICS

Information for Authors
Dynamics: The Journal of the Canadian Association of Critical Care Nurses (CACCN) is distributed to members of the CACCN, 
to individuals, and to institutions interested in critical care nursing. The editorial board invites submissions on any of the fol-
lowing: clinical, education, management, research and professional issues in critical care nursing. Critical care encompasses a 
diverse field of clinical situations which are characterised by the nursing care of patients and their families with complex, acute 
and life-threatening biopsychosocial risk. While the patient’s problems are primarily physiologic in nature, the psychosocial 
impact of the health problem on the patient and family is of equal and sometimes lasting intensity. Articles on any aspect of 
critical care nursing are welcome.

The manuscripts are reviewed through a blind, peer review process.

Manuscripts submitted for publication must follow the following format:

1. Title page with the following information:
• Author(s) name and credentials, position
• Place of employment
• If there is more than one author, the names should be listed in the order that they should appear in the published article
• Indicate the primary person to contact and address for correspondence

2. A brief abstract of the article on a separate page. 

3. Body of manuscript:
• Length: a maximum of 15 pages including tables, figures, and references
• Format: double spaced, 1 inch margins on all sides. Pages should be numbered sequentially including tables, and figures. 

Prepare the manuscript in the style as outlined in the American Psychological Association’s (APA) Publication Manual 6th 
Edition.

• Use only generic names for products and drugs.
• Tables, figures, illustrations and photographs must be submitted each on a separate page after the references.
• References: the author is responsible for ensuring that the work of other individuals is acknowledged accordingly. Direct or 

indirect quotes must be acknowledged according to APA guidelines
• Permission to use copyrighted material must be obtained by the author and included as a letter from the original publisher 

when used in the manuscript

4. Copyright:
• Manuscripts submitted and published in Dynamics become the property of CACCN. Authors submitting to Dynamics are 

asked to enclose a letter stating that the article has not been previously published and not under consideration by another 
journal.

5. Submission:
• Please submit the manuscript electronically as a word attachment to the editorial office as printed in the journal. Accepted 

manuscripts are subject to copy editing.
• All authors must declare any conflicts of interest and acknowledge that they have made substantial contributions to the work 

and/or contributed substantially to the manuscript at the time of acceptance.

Revised November 2011



Application for membership
Name: _____________________________________________________________

Address:  ___________________________________________________________

____________________________________  _____________   _____________

W (____) ____ - ________    H (____) ____ - ________   F (____) ____ - ________

E-mail:  ____________________________________________________________

Employer/School:  ____________________________________________________

Position:  ___________________________________________________________

Area of Employment:  _________________________________________________

Nursing Registration No.: _______________________ Province:  _____________

Chapter Affiliation (if known):  __________________________________________

Sponsor’s Name:  _____________________________________________________

Type of membership:
Please review types of membership noted below and check one
(all include applicable GST/HST):
❏ New Member—one year $75.00 ❏ New Member—two years $140.00 
❏ Renewal—one year $75.00 ❏ Renewal—two years $140.00 
CACCN Number _______________
❏ Student Member—one year $50.00 

        Are you a CNA member? ❏ Yes    ❏ No

Signature:  __________________________________________________________

Date:  ______________________________________________________________

Please Note: This application is for both national and chapter membership.

Make cheque or money order payable to:
Canadian Association of Critical Care Nurses (CACCN)
Mail to: CACCN, P.O. Box 25322, London, ON  N6C 6B1
Or fax with Visa/MasterCard number, expiry date to: 519-649-1458
Telephone: 519-649-5284; Fax: 519-649-1458; Toll-free: 1-866-477-9077
e-mail: caccn@caccn.ca; website: www.caccn.ca

Types of Membership
Active Member: Any registered nurse who possesses a current and valid licence or  
certificate in the province, territory or country in which the registered nurse practises.
Student Member: Any student in an accredited professional nursing program, who is cur-
rently not licensed as a registered/graduate nurse.
Associate Member: Any person with an interest in critical care, but who does not meet the 
requirements for an Active Member.

WHY CACCN?
Vision: The voice for excellence in Canadian Critical Care Nursing

CACCN Mission 
Statement
The CACCN is a non-profit, 
specialty organization dedicated 
to maintaining and enhancing 
the quality of patient- and family-
centred care by meeting educational 
needs of critical care nurses.

Engages and empowers nurses 
through education and networking 
to advocate for the critical care 
nurse.

Develops current and evidence 
informed standards of critical care 
nursing practice. 

Identifies professional and political 
issues and provides a strong 
unified national voice through our 
partnerships. 

Facilitates learning opportunities 
to achieve Canadian Nurses 
Association’s certification in  
critical care.

CACCN Values 
Statement
Our core values are:

Excellence and Leadership
• Collaboration and partnership
• Pursuing excellence in education, 

research, and practice 

Dignity & Humanity 
• Respectful, healing and humane 

critical care environments
• Combining of compassion and 

technology to advocate and 
promote excellence 

Integrity & Honesty
• Accountability and the courage to 

speak for our beliefs 
• Promoting open and honest 

relationships
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