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

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

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

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

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

promote excellence
• Integrity and Honesty

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

Pathways to success
1. Leadership:

• Lead collaborative teams in critical care interprofessional 
initiatives

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

• Develop a political advocacy plan

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

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

members 

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

of critical care

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

membership 

Canadian Association 
of Critical Care Nurses
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Critical Reflections 

As I write this, it is the middle of July and I am looking 
towards September. Before you know it, our precious 
summer will be ending and most of us will be prepar-

ing our children, our young adults and ourselves for the start 
of school and the fall. I know most feel that spring is a time 
of renewal. However, I feel that the months of September and 
October are often the start of a new beginning. Some of our 
nursing colleagues will be starting new married lives, sending 
children off to school, some will be stepping out to advance 
their career and some will be planning for retirement. The fall is 
a time of change and learning. Be the One to take the challenge.

Every day we face challenges, both professionally and personally. 
Professionally, I have now been in the CACCN President role 
for just over three months and even though I have been on the 
Board for four years, it is very different from anything I have done 
before. Wow, president of a national organization! This volunteer 
position would be overwhelming if not for the CACCN National 
Board members, the Chief Operating Officer, the CACCN 
Chapters across the country, our members who have volunteered 
on the national committees and our members as a whole. 

Together, we are a team and I know you will keep our Vision 
alive and will share your expertise with me.

Personally, over the past several weeks, I have ventured out-
side of my comfort zone by travelling solo via motorcycle to the 
start of an organized tour. There was a very real sense of accom-
plishment, as I passed through the United States border and 
met up with a group of dynamic amazing women. I have ridden 
in groups before, but to ride with women I did not even know, 
unsure of their skill set and abilities and to trust them was some-
thing I was able to accomplish. There were some panic moments 
when I could not find my wallet or forgot where I placed the key 
to the bike—I learned a lot this summer about myself. 

My goal was to learn patience and to be kind. Much like our 
profession, we may not always need to learn a new skill, but 
may need to take time to perfect it. Often times we are teach-
ers and leaders without knowing it. As Robert Fulghum (2004) 
wrote more than 25 years ago in his book All I Really Need to 
Know I Learned in Kindergarten:

“You may never have proof of your importance, but you are more 
important than you think. There are always those who couldn’t 
do without you. The rub is that you don’t always know who.”

Our actions often speak volumes, but we also have to be kind 
with our words. We often have to blank out the noise of doubt 
in order to hear the message our patients and their families are 
trying to share with us. We are important to our patients and 
their families and we strive to do the best. Be the One.

“When you go out into the world, watch out for traffic, hold 
hands and stick together.” 

Although we may have our patient assignment, or we may be 
travelling alone, there is always someone who will be there for 
us. Nursing, just as riding, is a team sport. Our team includes 
not only our fellow registered nurses, but the nursing assistants, 

practical nurses, social workers, physiotherapists, and respiratory 
therapists. We work as a team to provide patient- and family-cen-
tred care. CACCN is also part of your team and we can enhance 
your practice through information and educational opportuni-
ties, such as the Dynamics of Critical Care™ Conference.

The world of critical care is complex, as we deal with 
patient-family relationships, learning and refining our skills 
and being a team member under stressful situations. 

“Live a balanced life – learn some and drink some and draw some 
and paint some and sing and dance and play and work every day 
some.”

The Dynamics local planning committee is gearing up to pro-
vide three days of great learning opportunities. If you join us 
in Calgary for Dynamics, there will be “draw some and paint 
some” as well as “sing and dance and play and work every day 
some.” The Summer edition of The Canadian Journal of Critical 
Care Nursing included a copy of all abstract presentations, both 
oral and poster, as well as information regarding the room block 
accommodations, airline information and tuition rates. I would 
encourage you to review and plan your event, as there have been 
changes to the Dynamics program. The program offers a variety 
of educational sessions ranging from 45, 60, 75 and 120 minutes. 
Session selection is not being offered this year. Sessions will be 
first come, first served. Sessions will be limited to the number 
of seats in the room, as per the fire code. We hope you find the 
new program easy and workable. We will, as always, be having 
the Annual General Meeting on the first day of the conference 
during the luncheon period. All CACCN members will receive 
an agenda and voting baton with their registration package. All 
delegates are invited to remain after the luncheon to attend the 
meeting, however, as per our General Operating Bylaw, only 
members of CACCN will be eligible to vote.

And don’t forget there will be “sing and dance and play some.” 
Join us for the most fun you will have with your boots on! 
Don’t forget to pack your jeans, cowboy hat and those cowboy 
boots (or runners with do!) for a Wild West event sponsored 
by Spacelabs Healthcare at Girletz Ranch. We promise a fabu-
lous meal, line dancing, calf roping and cowboys! Remember: 
“Life is not about waiting for the storms to pass: it’s about 
learning how to ride in the rain!” I am looking forward to the 
new beginnings the fall has to offer and I am looking forward 
to connecting with you at Dynamics 2018 in Calgary, AB, in 
September. 

Kathy Bouwmeester,
CACCN President

ReFeReNCeS
Fulghum, R. (2004). All I really need to know I learned in kindergar-

ten. New York, NY: Ballantine Books.
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The CACCN develops position statements to provide summaries of CACCN views on issues pertaining to critical care nurses and their 
nursing practice. Critical Care Nurses from across the country participate in the creation of the position statements. CACCN position 
statements are reviewed at a minimum of every five years to ensure applicability to practice. The following statement was approved 
by the CACCN National Board of Directors on June 19, 2018. Please visit our website at www.caccn.ca to view all CACCN position 
statements.

Position Statement

Patient- and Family-Centred Care

The Canadian Association of Critical Care Nurses 
(CACCN) is committed to patient- and family-cen-
tered care. Patients and their families are acknowledged 

as essential members of the health care team and respected 
as collaborative partners who contribute to the critical care 
experience. 

Background
The Institute of Medicine (IOM) and the Institute for Patient- 
and Family-Centered Care (IPFCC) posit that patient- and 
family-centred care (PFCC) should be integrated into health-
care practice (Conway et al., 2006; IOM, 2001).

The CACCN has adopted the following definition proposed by 
the Institute for Patient- and Family-Centred Care (n.d.):

“patient- and family-centred care is an approach to the plan-
ning, delivery, and evaluation of health care that is grounded in 
mutually beneficial partnerships among health care providers, 
patients, and families. It redefines the relationships in health 
care by placing an emphasis on collaborating with people of 
all ages, at all levels of care, and in all health care settings. In 
patient- and family-centred care, patients and families define 
their ‘family’ and determine how they will participate in care 
and decision-making. A key goal is to promote the health and 
well-being of individuals and families and to maintain their 
control” (IPFCC website).

The core concepts of PFCC are dignity and respect, informa-
tion sharing, participation, and collaboration (Conway et al., 
2006; IPFCC, n.d.; Johnson et al., 2008).

In the context of critical care, critical illness and injury dis-
rupt daily life activities, roles and routines for patients and 
their families. Responses to critical illness can manifest as 
acute anxiety and feelings of helplessness, as well as grief, 
depression, emotional distress and post traumatic stress dis-
order that can persist for patients and their families’ months 
to years after the hospitalization is concluded (Beesley et al., 
2018; Davidson et al., 2017). Patients and their families benefit 
from purposeful, thoughtful, and collaborative nursing inter-
ventions to support them in adapting and coping. Effective 
PFCC has the potential to decrease and/or prevent adverse 
psychological outcomes for patients and families, improve 
family caregiving capacities and enhance patient outcomes 
(Goldfarb et al., 2017). Further, PFCC has been shown to 
decrease resource utilization, and positively influence patient, 
family, and healthcare provider satisfaction (Goldfarb et al., 
2017).

In the critical care environment, families help facilitate the pro-
vision of person-centred care (Vandall-Walker & Clark, 2011). 
Family members provide important insight into the patient’s 
individual beliefs, preferences, and values, which, in turn, sup-
port the shared decision-making process. 

CACCN Position
The CACCN believes that critical care nurses have the respon-
sibility to promote best practices that honour the principles of 
PFCC. Critical care nurses are members of the inter-profes-
sional healthcare team who provide essential support to patients 
and families throughout the trajectory of the critical care expe-
rience. Critical care nurses are also well positioned to foster 
mutually beneficial partnerships and the integration of PFCC 
interventions into the critical care environment. Interventions 
include, but are not limited to facilitating open communication, 
clarifying misinterpretations, providing focused information 
and education thereby advancing shared decision-making and 
problem-solving. The provision of PFCC is congruent with and 
embedded within the values and beliefs of the CACCN and its 
Standards for Critical Care Nursing Practice (2017).

The American College of Critical Care Medicine/Society of 
Critical Care Medicine published evidence-informed guide-
lines for family-centred care (FCC) in critical care in 2017 
(Davidson et al., 2017). The CACCN supports the use of this 
document, which provides important recommendations for the 
integration of FCC practices into all critical care settings.  

Approved by the CACCN Board of Directors 
June 19, 2018
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Dynamics of Critical 
Care Conference: 
Future Sites
Dynamics 2018: September 2018, 
Calgary, AB

Dynamics 2019: September 2019, 
Halifax, NS

Membership Recruitment Referral 
Draw Recipients
Congratulations to the following CACCN members 
who received a complimentary one-year membership 
($75 value) for their member referral(s)*—Q1–April 1 
to June 30:

• Jill Cook, McPherson Mills, NS
• Sheila Hunt, London, ON

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

CACCN calendar of events

DAteS tO ReMeMBeR!
September 1:  CACCN Education Award

September 6: Dynamics 2018 Final Registration Deadline

September 21-22: BOD F2F Meeting

September 23: Chapter Connections Day

September 24:  CACCN Annual General Meeting

September 24–26:  Dynamics of Critical Care™ Conference

November 1–15:  CNA Fall 2018 Certification Examination Dates

November: Dynamics 2019 Call for Abstracts opens

CACCN online

Visit us on Facebook for 
updated information!

Follow us on 
twitter: @CACCN1

Visit us at  
www.caccn.ca

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

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

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

If you have any questions or are interested in learning more about how to feature your company on the CACCN website, please call 
Jon Smith, Display Advertising Manager, at 972-402-7023. For more information about this opportunity, please request a media kit 
via jsmith@multiview.com.  
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Certification draw—Spring 2018
Congratulations to all members on the successful com-
pletion of your certification examination or renewal by 
continuing learning hours.  

Congratulations to the following members, recipients 
of the CACCN Certification Draw for Spring 2018:

•	 Initial Certification: Megan Zjalic, Calgary, AB
•	 Renewal Certification: Sandra Cook, Montreal, 

QC and Rachel Lomas, Montreal, QC

Looking for study resources? CACCN offers a 
Certification Study Guide to CACCN Members in 
the Members Only area!

*The certification draw was completed as a blind/ran-
dom draw following receipt of the certification listing 
from the Canadian Nurses Association for the Spring 
2017 examination/renewal period. To be eligible, the reg-
istered nurse must be on the CNA listing to qualify for 
the draw and must be a member at the time the listing is 
produced by CNA. 

Specialty nursing 

examination—

Certification resources

CACCN offers the following resources on www.
caccn.ca in the Members Only section for members 
preparing for the Canadian Nurses Association 
specialty certification examination:

• Preparing to Certify Webinar 
• Certification Study Guide (Adult)  

(updated Spring 2017)
• Certification Webinar Series (Pediatric)

Critical Care Certification: 
Spring 2018
Congratulations to the following CACCN members* on successfully attaining or renewing their  
Certified Nurse in Critical Care—Canada (CNCC(C)) and Certified Nurse in Critical Care—Pediatrics  
Canada (CNCCP(C)) Designation in May 2018.

CNCC(C) Initial Certification
Peter Anderst, Edmonton, AB
Debrah Beukes, Brentwood Bay, BC
Tara Cossey, Tofield, AB
Ivan Mosses Garcia, Welland, ON
Tanya Harvey, Cochrane, AB
Crystal Kemick, Calgary, AB
Karlin Lawrance, County of Grande Prairie, AB
Janelle London, Charlottetown, PE
Nora Macphee, Charlottetown, PE
Tirzah Anne Mcnutt, Valley, NS
Juan Montenegro, Kitchener, ON
Usha Nemkul, Cranbrook, BC
Laura Ocolisan, Cambridge, ON
Sarah Prost, Battleford, SK
Isabelle Rioux, Calgary, AB
Jyoti Sabharwal, Oakville, ON
Desta Selig, Calgary, AB
Whitney Sullivan, Calgary, AB
Jennafer Winder, Port Moody, BC
Megan Zjalic, Calgary, AB

CNCC(C) Renewal Certification
Lynn Chartrand, Sudbury, ON
Sandra Cook, Montreal, QC
Sarah Crowe, Langley, BC
Machiko Fujii, Wiltshire, PE
Rachel Lomas, Montreal, QC
Robert Mazur, Winnipeg, MB
Denise Peach-Stokes, Hebbville, NS
Caroline Penner, Aldergrove, BC
Laura Robinson, Calgary, AB

There were no CACCN members who wrote the examination 
or renewed under the pediatric certification designation.

*Active CACCN members who provided permission to CNA 
to release their contact information are included on this listing. 
If you have certified and you are not noted on the list, contact 
CACCN National Office at caccn@caccn.ca so we may update 
our records. 
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Each year, over 100,000 Canadians 
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Your ICU team – caring for patients 
and families every second, every day

The Intensive Care Team – 
there for YOU in critical moments



Semaine canadienne 
des Soins intensifs
Du 21 octobre au 27 octobre 2018

Chaque année, plus de 100 000 personnes 
au Canada béné�cient des soins vitaux o�erts 
par les Unités de soins intensifs.

L’équipe des Soins intensifs prend en charge 
les patients et leurs familles tous les jours, à 
chaque instant.

L’équipe des Soins intensifs – PRÉSENTE 
aux moments critiques.
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eastern Region
Angela Foote, BSc, RN, 
CNCCP(C)
New Glasgow, NS
Pictou County Health 
Authority
Educator – Critical 
Care

Nominated by Carla MacDonald

Why do you want to join the CACCN 
National Board of Directors?
I am passionate about critical care nurs-
ing. I am excited to be able to represent 
our specialty at a national level, empow-
ering and networking with critical care 
nurses is my passion.

Prior CACCN Board/CACCN 
Chapter executive experience:
I have been a CACCN Member since 
2013. I was elected to the chapter exec-
utive of the Nova Scotia Chapter in the 
role of Secretary. During my time with 
the chapter, I supported educational 
events for our members.

I was fortunate to be elected to the 
CACCN National Board of Directors in 
April 2017 for a two-year term ending 
March 2019.

During my time on the Board of 
Directors, I have been Co-Chair of the 
Conference Education and Evaluation 
Committee working with CACCN 
members to review and revise the 
Dynamics of Critical Care Abstract 
Submission System, Evaluation System, 
and the conference structure. I am 
also the Chair of the Dynamics Local 
Operations Committee, currently work-
ing with a dynamic group from Calgary, 
AB, to plan and deliver Dynamics 2018 
in September 2018.

I am excited to submit for re-election 
to the Board of Directors, as I am inter-
ested in continuing to represent the 
Eastern Region.

Personal statement
I am honoured to have been nomi-
nated for a second term on the CACCN 
National Board of Directors for the 
Eastern Region. I began my journey in 
critical care approximately 10 years ago. 
The complex nature of patients who are 
critically ill and the critical thinking that 
this entails both challenges and makes 
me excel in my practice.

My passion for education and desire to 
stay current with the best practices in 
critical care has led me to numerous edu-
cation days, Dynamics conferences and 
teleconferences, always bringing this edu-
cational information back to my peers.

After four years working in ICU, I was 
approached with an opportunity to 
advance in a clinical leadership edu-
cation role. This led me to become the 
cardiac rehabilitation program coordi-
nator. As an intensive care nurse, this 
position provided additional insight into 
the importance of primary prevention 
and facilitation of safe physical exercise 
programs for persons with Ml, CABG, 
stroke, and COPD. My experiences 
with this program have been invaluable. 
Most recently I have been working in the 
intensive care unit. 

The past two years on the National 
Board of Directors has been invigorat-
ing, productive and educational. I feel 
I have brought my passion, energy, and 
experience as a critical care nurse in a 
rural setting to the national level. 

I have learned what the mission and 
vision of CACCN means and have 
worked collaboratively with board 
members, chapter executive members 
and CACCN members to shape the 
future of the Dynamics of Critical Care 
Nursing conference and critical care 
nursing in general. I look forward to 
being re-elected to the board of direc-
tors, as I am eager to continue to work 
that has been started.

Western Region
Sarah Crowe, MN, RN, 
CNCC(C)
Langley, BC
Fraser Health 
Authority
Clinical Nurse 
Specialist

Nominated by Caroline Penner

Why do you want to join the CACCN 
National Board of  Directors?
I am passionate about critical care nurs-
ing and want to continue to make a 
positive difference in our specialty, both 
for our nurses and for our patients. I 
continue to share my passion with my 
CACCN colleagues and wish to con-
tinue to raise the voice and visibility of 
our specialty.

Prior CACCN Board / CACCN 
Chapter executive experience:
I have been a CACCN Member since 
2012. In 2013, I became involved 
with the British Columbia Chapter of 
CACCN. In June 2013, I was elected to 
the executive council as the member at 
large. During my time with the chapter, I 
supported educational events hosted by 
the chapter and assisted with a certifica-
tion preparation day.

I was fortunate to be elected to the 
CACCN National Board of Directors in 
April 2017 for a two-year term.

During my time on the Board of 
Directors, I have been Co-Chair of the 
Professional Development Committee 
working with CACCN members to 
review and revise the CACCN Standards 
for Critical Care Nursing Practice (5th 
ed.) and the CACCN Certification Study 
Guide. As well, I worked with mem-
bers to complete the Healthy Work 
Environments Position Statement and 
continue to work with members on 
the Patient and Family Centred Care 
Position Statement.

In March 2018, I accepted the challeng-
ing role of National Treasurer while 

20182018

Be the OneBe the One

Advocacy in Critical CareAdvocacy in Critical Care

September 24 to 26, 2018

 Calgary, aB

WeStin Calgary and Metropolitan Convention Centre
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Board of Director Nominations
A Call for Nominations for the National Board of Directors was issued in the spring of 2018. There is one position available in the 
Western Region and one position available in the Eastern Region. The closing date for nominations was July 5, 2018. The following mem-
bers have been nominated for election to the National Board of Directors for a two-year term from April 1, 2019, to March 31, 2021:

continued on page 16…
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continuing as Co-Chair of the Professional Development 
Committee. In my role as National Treasurer, I work with 
the board to ensure the financial health and viability of the 
association.

I am excited to submit for re-election to the Board of Directors, 
as I am interested in continuing with the position of treasurer 
and completing projects under the Professional Development 
Committee.

Personal statement
I have been an RN since 2001. I graduated with my BsN from 
the University of Victoria in 2001 and began my nursing 
career as an ER nurse at Surrey Memorial Hospital. In 2004, 
I realized that my passion lay with critical care patients, and 
I transitioned to the ICU after completing a critical care 
specialty certificate. During my time in the ICU, I worked 
alongside a dedicated team of nurses, as a bedside nurse, and 
as a patient care coordinator. During this time, I completed 
my Master of Nursing from Athabasca University in 2010, 
and my CNA certification for critical care in 2013. I am cur-
rently working as the Critical Care Clinical Nurse Specialist 
for Fraser Health.

I have been involved with the BC Chapter of CACCN. I have 
also had the opportunity to present at previous Dynamics 
Conferences. I am currently a member of the CACCN 
Professional Development committee and am looking forward 
to working with this committee to inspire and support critical 
care nurses.

I am passionate about critical care and the complexities of 
the patients we serve. I hope to serve on the CACCN board 
of directors to support our critical care patients / families, 
and nurses nationwide. I am motivated and hardworking 
and want to bring my passion and enthusiasm for innova-
tion, change and evidence-based practice to the national 
level. Thank you for the opportunity to be considered for 
re-election. 

Annual general Meeting  
Proxy Vote Form 2018

I, ___________________________, a voting member in 
good standing of the Canadian Association of Critical Care 
Nurses (CACCN), hereby give my proxy to:
1. Kathy Bouwmeester, President, Board of Directors, 

failing her, to 
2. Mélanie Gauthier, Vice-President, Board of Directors.
OR (complete only if you wish to name someone other 
than the above, who will be in attendance at the AGM)

_______________________________________

as my proxy to attend, act, and vote on my behalf at the 
Annual General Meeting of members to be held Monday, 
September 24, 2018, at the Dynamics of Critical Care™ 
Conference 2018, in Calgary, AB (including adjournments 
thereof).

(please print)

Name: ________________________________________  

Member #: ____________________________________

Date:_________ 

Signature:_____________________________________

It is the responsibility of the member to determine whether 
the person to whom they assign the proxy is an active 
member who will be in attendance at the AGM and is able 
and agrees to act in the manner described.

Please ensure delivery of the completed proxy to CACCN 
by no later than 2359 ET on Monday, September 10, 2018:
by e-mail: caccn@caccn.ca
by fax: (519) 649-1458
by mail: Canadian Association of Critical Care Nurses 
P. O. Box #25322 
London, ON  N6C 6B1

Notice of Annual 
general Meeting
CACCN invites all members to attend 
the Annual General Meeting being 
held over the luncheon period on 
September 24, 2018, in Calgary, AB, 
during the Dynamics of Critical Care™ 
Conference 2018.

…continued from page 15
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Membership Recruitment

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

for new members referred to CACCN.

By working together, we are building a stronger Association!

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

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

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

www.caccn.ca

Photo generously provided by Josefa Inot, William Osler Health System, Brampton, ON
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Research review
Citation
Hevener, S., Rickabaugh, B., & Marsh, T. (2016). Using a decision 

wheel to reduce use of restraints in a medical-surgical intensive 
care unit. American Journal of Critical Care, 25, 479–488. http://
dx.doi.org/10.4037/ajcc2016929

Background
Restraining patients in ICU remains a controversial issue. On 
one hand, nurses restrain patients to prevent them from doing 
possible harm to themselves (e.g., removing various tubes and 
lines from their body). However, restraining patients can have 
deleterious results. What if there was a tool nurses could use to 
decide when restraining a patient is warranted?

Purpose of the study
To determine if the use of a clinical decision wheel was helpful 
for nurses to determine when to restrain a patient. Also, would 
such a tool be helpful to decrease the use of restraints?

Research approach and methods
Design. The researchers used a quasi-experimental design for 
this pilot study. They collected data for each patient regarding 
whether therapeutic devices were removed, if the device was 
reinserted, and if restraints were used at the time. Frequency 
of restraint use was documented. Additionally, each participant 
was educated on the use of the Restraint Decision Wheel with 
an online educational activity with supplemental discussion 
about restraints and alternatives.

Setting and sample
The study was conducted in an adult medical-surgical ICU at 
University of California Davis Medical Center. The ICU serves 
a diverse population of patients with diverse biopsychosocial 
backgrounds. All 32 (100%) nurses in the unit participated in 
the study.

Findings
The use of the decision support tool helped nurses decide when 
to use restraints and this resulted in a significant 32% decrease 
in use of restraints. They also found there were no unplanned 
extubations or removal of therapeutic devices by unrestrained 
patients. Three months after the study, there was a continued 
reduction in restraint use.

Regarding the ease of use of the decision wheel, 62% “slightly 
agreed” that the tool was useful in making decisions about 
restraint use. However, 84% responded that it should be used 
on a regular basis; they explained that an additional resource 
for making decisions is always helpful.

Commentary
While there was a significant reduction in restraint use in this 
ICU, it was not attributed to the use of the Restraint Decision 
Wheel alone, since 62% of the participants were not in agree-
ment that the tool was useful in helping to make decisions 
about restraint use and the tool was used only 29% of the time 
when nurses were deciding whether or not to use restraints 

or alternative methods. Basically, some participants found 
the wheel helpful and others did not, but this study did serve 
the purpose of educating nurses about the consequences of 
restraints and the possible alternatives. 

There were a few limitations to this study—one being the use of 
mitts as a type of restraint that occurred partially through the 
study. This alternative was not documented in the data collec-
tion records. Also, the data were all self-reported and within 
clinical documentation. Because the self-reported forms were 
anonymous, the researchers do not know if all participants sub-
mitted those forms. Device removal was counted only once per 
shift, even if a device was removed several times during a shift. 
The sample size was also relatively small and the study was con-
ducted in only one ICU. Larger studies in multiple sites and 
collecting further data that promote or inhibit device removal 
are needed.

While the findings of this study did not determine the defini-
tive use of a Restraint Decision Wheel for determining restraint 
use in an ICU, it is a very important step to address the issue of 
restraints and improve the incidence of restraint use in an ICU. 
This study is one of the first conducted to evaluate the useful-
ness of the Restraint Decision Wheel in an ICU.

I found this report interesting for two main reasons: first, 
nurses must use evidence to inform their clinical practice. The 
researchers identified an opportunity to enhance patient safety 
through the appropriate use of restraints. They demonstrated 
that this Restraint Decision Wheel is a useful tool to inform 
nurses’ decisions about restraints in the ICU. 

The second reason for my interest in this study is because in 
2006, CACCN published this decision wheel in our journal 
Dynamics (Hurlock-Chorostecki & Kielb, 2006). Since then we 
have had many requests for copyright permission from various 
institutions to use the decision wheel in their units. This is the 
first study that I have come across to actually test the useful-
ness of this tool in clinical practice with decisions regarding 
restraint use in the ICU. It will be through many more studies 
similar to this that the validity and reliability of this tool can be 
established for clinical practice.

I applaud the original authors of this tool (Hurlock-Chorostecki 
and Kielb). What a legacy you have provided for critical care 
nurses and nursing practice. Bravo. Your initiative and progres-
sive thinking about this important clinical issue are having an 
impact on clinical practice. 

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

ReFeReNCeS
Hurlock-Chorostecki, C., & Kielb, C. (2006). Knot-so-fast: A learn-

ing plan to minimize patient restraint in critical care. Dynamics, 
17(3), 12–18.
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Duty to defend: Patient and family experiences of 
advance care planning conversations held prior 
to intensive care unit admission
By Karen Rasmussen, MN, RN, Shelley Raffin-Bouchal, PhD, RN, Melissa Redlich, BN, RN, and Jessica Simon, MB 
ChB, FRCPC

Determining a person’s acceptance for the use of inva-
sive, life-supportive interventions often involved with 
admission to an intensive care unit (ICU) can be diffi-

cult in emergency situations and stressful for families, as well 
as healthcare providers (HCP), if discussion regarding the per-
son’s preferences have not already occurred (Bernacki, Block, 
& American College of Physicians High Value Care Task Force, 
2014; van Eechoud et al., 2014). In most healthcare systems 
across North America, when a patient’s wishes are not known 
or officially documented, the default position is to provide full 
resuscitation (Bernacki et al., 2014; Heyland et al., 2013), which 
may not align with the patient’s values or preferences. When 
care provided is discordant with a person’s values it may result 
in increased distress for patients, families, and HCPs, and is an 
inefficient use of ICU resources (Downar et al., 2015). Advance 
care planning (ACP) has been proposed as a process useful 
for addressing these issues. A recent multidisciplinary Delphi 
panel defined ACP as a process designed to support people at 
any stage of health or illness in developing and sharing their 
values and preferences regarding future healthcare options, 
with the goal to ensure medical care provided aligns with actual 
patient preference (Sudore et al., 2017). Alberta Health Services 
(2014) uses this process to assist in determining a goals of care 
designation (GCD), which is a medical order framework to 

document and communicate the focus of care, types of inter-
ventions that might be used or withheld, and the preferred 
locations of that care.

Background
Despite the benefits of ACP, it has been widely supported that 
these conversations are not consistently occurring in acute care 
settings, and that documentation of preferences and care goals 
is lacking (Abdul-Razzak, Sherifali, You, Simon, & Brazil, 2015; 
Bernacki et al., 2014; Cook, Rocker, & Heyland, 2013; Heyland 
et al., 2013; Simon, Porterfield, Raffin Bouchal, & Heyland, 
2015). A recent large, multicentre study by Heyland et al. (2013) 
further highlighted the relevance of this issue within acute care 
settings across Canada. It was found that although patients and 
families were increasingly more aware of ACP and were engag-
ing in discussions more frequently, these decisions were not 
being translated to the hospital setting. Less than a third of the 
patients in the study, all of whom were elderly with estimated 
prognoses of six months to live, reported being asked about 
ACP or GCD on admission to hospital. Furthermore, when 
GCD had been documented, more than two-thirds of the time 
the official documentation did not align with what the patient’s 
preferences actually were, and usually designated GCD more 
aggressive than what the patient would have chosen.

Background: If discussions regarding preferences have not 
already occurred, it can be difficult to determine a person’s pref-
erences for intensive care unit (ICU) admission in emergency 
situations. Although advance care planning (ACP) can help to 
ensure care provided to patients accurately reflects their values, 
there is a gap in consistent translation of this theory in practice. 
This can lead to disproportionate care in the ICU, which can have 
negative consequences for patients, families, healthcare providers 
(HCP), and healthcare systems.

Purpose: The purpose of this study was to investigate the experi-
ences of patients with chronic illness, or their families, in any type 
of discussions related to ACP in the hospital setting prior to ICU 
admission. The goal was to gain insight into the complexities of 
these interactions so that HCP can improve their ability to engage 
in timely and meaningful discussions before ICU admission to 
help ensure that care provided is person-centred, ethical, and fis-
cally responsible.

Methods: This was a qualitative research study and used an 
interpretive description methodology. A convenience sampling 
method was used to recruit patients (n= 4) and family members 
(n= 4) from the ICU on discharge. Semi-structured interviews 
were used to collect data and thematic analysis was completed.

Findings: Five influencing themes were identified: duty to 
defend (duty to care for loved one); been here before (influence 
of past experiences); severity of situation (impact of critical ill-
ness requiring ICU admission); ACP is power (prior engagement 
helped decrease stress); and true trust (of HCP). 

Conclusion: With enhanced understanding of the patient and 
family experience, HCP can improve their ability to engage in 
timely and meaningful discussions regarding ACP and care goals 
before ICU admission.

Key words: advance care planning, intensive care unit, admis-
sion, goals-of-care, conversation

Rasmussen, K., Raffin-Bouchal, S., Redlich, M., & Simon, J. (2018). Duty to defend: Patient and family experiences of advance care planning conversations 
held prior to intensive care unit admission. Canadian Journal of Critical Care Nursing, 29(3), 19–25.

Abstract
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These findings are troubling and support the importance of this 
issue, as only 12% of these patients who were at high risk of 
decompensation or having cardiac arrest would have preferred 
to have full resuscitation level of care, while most would choose 
comfort measures or other medical interventions not including 
resuscitation (Heyland et al., 2013). Unfortunately, if an acute 
decompensation were to occur in these patients, the emer-
gent nature of the situation might dictate a full resuscitation 
effort, which exemplifies an obvious need for improvement in 
the pursuit of providing patient centred, ethical, and fiscally 
responsible care.

This is a complex, multifaceted issue that requires investigation 
from various viewpoints. Few studies have addressed factors 
inherent to this topic from the patient and family perspective, 
specifically prior to an ICU admission.

Purpose
We conducted a qualitative research study to investigate the 
experiences and perceptions of patients with chronic illness, or 
their families, in any type of discussions related to ACP or GCD 
if and when they occurred in the hospital setting prior to an 
ICU admission. The aim was to gain insight into the complexi-
ties of these types of interactions, with the intention to improve 
the care and support provided to patients and families during 
these life-altering events, while considering ways to increase 
the effectiveness of ACP theory utilization in acute care settings 
prior to an ICU admission.

Method
This qualitative study used an interpretive description method 
developed by Thorne (2008). This method was designed to 
address and investigate complex clinical phenomena in the 
applied health disciplines, with the intent for investigation 
being to inform practical practice applications. There is meant 
to be an actual practical output with real clinical significance, so 
theorizing is not done solely for the sake of theorizing. It is not 
expected that the researchers set aside their origins rooted in a 
particular discipline or past experiences and potential biases, 
but to call on them to use these perceptions to spur thoughtful 
consideration and curiosities. The primary author’s (KR) expe-
rience, as an ICU nurse working on a rapid response team that 
responds to emergency situations within the acute care setting, 
was influential in the development of this project, and analysis 
was completed through this lens.

Study approval was obtained from the Conjoint Health 
Research Ethics Board (CHREB), as well as Alberta Health 
Services (AHS) site administration.

Recruitment and participants 
Inclusion criteria for this study were hospitalized adults (18 
years and older) who were admitted and survived to discharge 
from the ICU, and who had been diagnosed with one or more 
chronic health condition prior to the current hospitalization. 
Family members of eligible patients were also eligible to par-
ticipate. Although ACP holds relevance for people at any age 
or state of health, it is particularly important for those liv-
ing with chronic health conditions, with disease trajectories 

characterized by declines in health without return to a prior 
functional state (Walsh, Addington-Hall, Roberts, Nicholls, & 
Corner, 2012). Many people in these situations value comfort 
and quality time over aggressive interventions (Heyland et al., 
2013), so knowledge of a patient’s preferences is paramount. 
Participants with or without existing ACP documentation were 
eligible for inclusion.

Exclusion criteria included those who did not speak English, 
and patients who lacked capacity to participate and who did 
not have family or a delegate to participate on their behalf. 
Families of patients who died were not approached for par-
ticipation in the study. A convenience sampling method was 
used and recruitment took place in a general medical/sur-
gical ICU in a Western Canadian hospital. Recruitment was 
done by ICU staff trained for the role by the research team. 
Participants who met the inclusion criteria were approached 
for participation when the patient was ready for discharge 
from the ICU.

Four patients and four family members participated in the 
study. Family and patient participants were not dyads; each 
was from separate encounters with the healthcare system. The 
participants’ ages ranged from 50s to 70s; exact age was not 
asked of participants. Five women and three men participated; 
all family members interviewed were women. Patient diagno-
ses included cancer, chronic obstructive pulmonary disease, 
heart failure, spinal cord injury, and kidney disease.

Data collection and analysis
Semi-structured interviews were conducted at a location of 
the participants’ choosing. Most interviews were held in the 
hospital where recruiting occurred, while two were con-
ducted at the participants’ homes. An interview guide was 
used to facilitate the flow of conversation. The interviews 
lasted between 25 to 60 minutes, and all were recorded and 
transcribed verbatim. 

Thematic analysis was completed as suggested by Thorne 
(2008). Rigid guidelines for this process are not explicit; the 
main intent is to thoughtfully and fluidly engage with the data 
to move from pieces to patterns to relationships, in the aim to 
provide an inclusive, comprehensive understanding of the situ-
ation under investigation, specifically as it relates to the clinical 
setting.

Findings
Conversations held prior to ICU admission that addressed 
ACP or GCD were experienced very differently by the patients 
and by the families interviewed. There were, however, sim-
ilar overarching themes that influenced both the patient and 
family experience of these conversations. The five main influ-
encing themes identified are described below, and are depicted 
in Figure 1.

Duty to defend
All of the participants were united in their sense of duty to care 
for their respective loved one, and this had an effect on how 
they experienced the conversation and interacted with ACP in 
general. Patients tended to view ACP as a way to support family 
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through a difficult situation. All of the patients interviewed had 
a true sense of their underlying conditions and eventual mor-
tality, and realized there would be a time when they would not 
be able to support their families. They felt a duty to provide 
guidance to their families for future difficult situations, and saw 
ACP as a way to do so, despite being too unwell to participate: 
“I felt mentally comfortable that my family was totally covered 
and taken care of. So, in that aspect, it wasn’t the same kind of 
stress” (Patient 4). 

Another worry expressed by patients was the thought of losing 
capacity and becoming a burden to their family, as described by 
Patient 3: “I don’t want to be brought back to life if it’s something 
that’s going to give me brain damage, or something that I’m going 
to end up being a burden to my family. That’s a big thing for me.” 
ACP was seen in this case as a tool to defend the patient’s family 

from future stress or liability. The patient made it clear what she 
would want so that her family would not have to make a diffi-
cult decision for her without guidance, and would know her 
values related to her capacity.

Families were also influenced by a sense of duty. Most of the 
family members interviewed were placed in a situation that 
necessitated them to make decisions, without meaningful input 
from their sick loved one. The families felt responsibility and 
pressure to make the right choice for their loved one, and expe-
rienced stress when that decision was not clear. One family 
member’s father had to be urgently admitted to the ICU after 
suffering a myocardial infarction. The daughter felt a sense of 
duty to defend her father’s best interests, and this influenced 
her experience of the decision-making process during conver-
sation with the ICU team.

Figure 1: Themes
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For me that was the most stressful thing: letting [my 
father’s wife] make a call like that. Whether she was mak-
ing it for herself, or for him…. It’s kind of like having a pet 
who’s sick. And you have to think ok am I keeping this pet 
alive because… I’m going to miss my pet? And it’s basically 
the same thing. I just want to make sure that we are doing 
the right thing for him, not for us. (Family 3)

Other family members also experienced a sense of duty to 
defend their loved one in the face of differing opinions about 
treatment options from other family members. Family 4’s expe-
rience was shadowed by discord between family members 
when it was not clear who should be the one making decisions, 
and was strained by her desire to protect her husband: 

I really struggled at the start of all this with some family 
input, and it was like “You can’t make that decision, you 
don’t know what he would want!” You know, so I found 
that really hard. And it was like: “I live with him, I know 
what he wants.” And you know, I get what he wants. I 
know he wants to live. (Family 4)

When it was unknown what the patient would want, fam-
ily members, at times, had to refer to their own values when 
making decisions. Family 2 was emotional reflecting on the 
conversation she had prior to her husband’s ICU admission. 
She felt a duty to protect him from unnecessary suffering, and 
imagined the roles reversed to assist in the decision-making 
process: 

They’re saying it won’t result in anything good. So, when 
they’re saying it won’t result in anything good, what would 
be the point of sticking a tube down [his] throat and hav-
ing a machine breathe for [him]? [Crying] I mean really… 
no matter how much I love him… that wouldn’t be some-
thing I would want for me.

Been here before
The influencing theme been here before denotes the effect 
of past experiences on the participants’ perceptions of con-
versations held prior to ICU admission. All of the patients 
interviewed had had previous interactions with the healthcare 
system, and most had been admitted to ICU in the past. Most 
were aware of their diagnoses and general prognoses, and used 
this knowledge to ground discussion about their values. Patient 
4 reflected on his past experiences with his illness to inform 
decisions related to his ACP:

Well, I’ve had a little more experience ‘cause I’ve been sick 
since 2008, so… that was with cancer to start with…. when 
you have cancer, the first thing you think of is: I’m going 
to die.… I’m not afraid to die. I’ve made that commitment 
to myself and decision that I’m not going to worry about 
dying. I’m going to focus on quality of life.

Patients usually had taken the time to consider their values and 
beliefs prior to the ICU admission, and assumed that HCPs 
would know what they wanted because they had been through 
the situation before. When asked about ACP or GCD conversa-
tions held prior to ICU admission one patient’s view was: “No, 
they didn’t need to bring it up… They knew all the rules” (Patient 
1). Another patient suggested: “Well I’ve been dead twice before 
so… I think they know I plan on hanging around” (Patient 2).

Patients also assumed that they knew what to expect once in 
ICU based on what they had experienced before, and this pro-
vided them comfort. One patient lessened the importance of 
any conversation before going into ICU, stating, “They knew 
it wasn’t my first time, so they knew that I knew…  Been there 
done that” (Patient 1). Another patient also supported this 
notion: “Yeah that first time [in ICU] was the worst, the second 
time wasn’t that bad, and this time wasn’t as bad either. Because 
I already knew what was happening” (Patient 3). Conversely, 
the families described past experiences with ICU as negatively 
shadowing the experience and at times adding to stress: “Yes. 
You know it was [scary], but you know what made it creepier for 
us? My mom was involved in an accident that caused her death… 
we had done this family vigil thing before” (Family 1).

Both patients and families reflected on prior experiences with 
illness in themselves or others when making decisions regard-
ing ICU or interventions. One patient affirmed her wish not 
to be resuscitated should her heart stop, stating: “I’ve heard 
and seen too many people that come out of things like that, and 
they’re just not the same. They need to be in a hospital for the 
rest of their lives. You know, I want quality of life” (Patient 3). 
Another family member remembers having her step-father in 
ICU, and used that memory to assist in making decisions for 
her dad.

You know some people… they hold onto people because 
they just can’t let go. And I wouldn’t want him to ever 
be like what happened to my step-dad [when he] was in 
that position. His wife held on to him for too long, and 
then finally let him go. But really, he laid there for two 
weeks and suffered, in my opinion. I can’t deal with that. 
(Family 3)

Severity of situation
The severity of the situation had a great impact on how patients 
and families experienced conversations with HCPs prior to 
ICU admission. Some patients could not provide meaningful 
input due to how sick they were. They often did not remember 
the conversation clearly, and wished to have family present to 
help fill in the gaps. Due to the urgency of the situation, there 
was rarely enough time in the moment to thoroughly discuss 
options. Patients were told what was happening, as it was hap-
pening, as Patient 2 described, “I don’t remember anything until 
one of the doctors saying: ‘Hey, we’re going to have to put you 
on life support.’ ” Patient 3 also described feeling as though she 
were unable to grasp what was happening at the time: “I mean 
they were talking me through what they were going to do with 
the tube and stuff, but I was just so in and out of it. It was hard 
for me to really understand a lot of it.” It was also suggested 
that the urgency of the situation prevented the healthcare team 
from checking to see if prior ACP or GCD conversations had 
occurred or had been documented. Although some patients 
had gone to great length to discuss ACP in the past, they felt 
as though this was not acknowledged in the conversation prior 
to their ICU admission. Patient 3’s perspective was that “It’s all 
fresh, I think it’s all just fresh… When you’re that sick, and every-
thing is happening that fast, I don’t think they really have the time 
[to look up past discussions].”
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Most family members were overwhelmed with shock and emo-
tion, as described by one family member: “And, you know, 
it’s a very emotional time for everyone. I was sleep deprived, I 
was in shock, you know? I was traumatized you know, and your 
emotions are there!” (Family 4). This made it difficult to make 
decisions, although they understood the time pressure of the 
situation, as Family 2 described:

We were blindsided by the whole shock of being here, 
and then the shock of that conversation. That seemed 
to happen so quickly. It’s not the fact that I would want 
[the doctor] to be different about it, he laid out all the 
facts. We were just in shock, that’s all. So, I don’t know 
if you can really fix that, because people need to make a 
decision. 

Having someone actually sit and make eye contact helped to 
ground the families. They valued the ability to ask questions 
and have things explained clearly and honestly. One family 
member described the conversation she had in the emergency 
room, prior to her father’s ICU admission:

Yeah my brother and I were sitting at the side of my dad’s 
bed. And [the doctor] pulled up a chair and sat down 
with us and he was very calm, and he made complete 
sense to me… he talked in enough layman’s terms that 
we could understand… the issues that he was describ-
ing, and actually was really impressed with how calm and 
compassionate and open he was, which was really great. 
(Family 1)

ACP is power
It was well supported by all participants that prior ACP discus-
sions made the situation less stressful. One patient described 
ACP as a way to take the decision-making burden off of his 
family: “When you’re in ICU, odds are you’re in trouble. You 
can’t talk to the person, so you take the pressure off everybody by 
talking ahead of time” (Patient 4). Patients had faith that every-
one knew what they wanted and were less strained making 
decisions because they had already thought about their options. 
One of the patients specified that “It wasn’t stressful because I 
already knew in my head what I wanted. And that’s why it wasn’t 
so stressful for me to think about. It wasn’t a shock” (Patient 3), 
and another suggested that “Nobody likes to talk about death 
or dying, but it’s… less stressful talking about something before it 
happens, opposed to being on your death bed being asked to sign 
something.” (Patient 4)

Families felt extreme burden as decision maker when unsure of 
the patient’s wishes. They wished to give the power of decisions 
back to the patient, who was often unable to provide input. 
Family 4 was emotional recalling her husband’s admission to 
ICU, and the stress involved in acting as surrogate decision 
maker: 

I think we both learned that you know, you need to… 
have some paper work in place, because that takes away 
a lot of stress off say, myself. Because I remember saying, 
‘Ok [husband’s name], what do you want from me?’ … 
Because you know, he was intubated and I’m like some 
of the decisions you know, like do you want surgery? Or 
don’t you?

She suggested ACP and documentation of any conversation 
as a way to relieve pressure in a stressful situation: “Get your 
paperwork in order, ‘cause once that is out of the way, that is a 
huge stress off your mind. Then you have more of a clear idea, 
ok now I know this is what [he] wants” (Family 4). All family 
members wished they had talked to their loved one prior to 
the situation, and most asserted to have the conversation again 
with the patient as soon as possible after ICU discharge. One 
family member vowed to discuss her father’s wishes in more 
depth: 

I’ll push it if I have to. ‘Cause I never want to be in that 
situation again, having to make decisions for you, with-
out you being able to make it for yourself, without fully 
knowing what you want. And then after, you’re left won-
dering: Did I do the right thing? I don’t want to live with 
that either. (Family 3)

True trust
All of the participants described trusting the quality of care 
provided by the ICU team. There was a perception held by 
patients that care was superior in the ICU, and this motivated 
them to accept ICU admission: “ICU wasn’t frightening to me. 
It just meant they were going to take better care of me” (Patient 
4). Patient 1 confirmed this notion: “You get one-on-one care, 
they take good care of you. I felt special; I was getting all the 
attention.” Usually the patients’ past experiences in ICU had 
ended well, and they were happy with the care they received. 
There was no motivation to choose any plan of care that did not 
include ICU, as they wanted this specialized care. Patients also 
trusted that HCPs knew what to do, and would make the right 
decision for them: “I said if they think that’s what I need, then 
that’s what I need.” (Patient 1)

Families also felt comforted by the perceived competence of 
the ICU team: “I remember having the feeling that they were 
taking good care of my dad. I was concerned, but I wasn’t fran-
tic. I felt like he was in good hands” (Family 1). They also felt 
that HCPs knew what to do, and trusted them to do what was 
in the best interest of their loved one. Family 4 remembered 
feeling comforted by her trust in the medical team: “The doc-
tors you know, they want what’s best for the patients, and I 
respect that, I understand that.” They relied on information 
given to them by HCPs to make decisions, and it enhanced 
trust when family felt that HCPs were honest. Family 3 
described her experience:

They were very good about explaining everything they 
were going to do once we got [to the ICU]. I think a lot of 
the stress comes from not knowing. So, I think it helps a lot 
to be kept in the loop, of the plan what’s going to happen, 
so you’re not left in the dark. When you don’t know what 
they’re going to do… that’s harder and causes more stress.

Discussion
The themes uncovered through this study coincide with pre-
viously identified themes in the literature on ACP and GCD 
conversations, but offer a unique view on conversations held 
specifically prior to an ICU admission. Families’ sense of duty 
to their loved one has been described as a key factor influencing 
the surrogate decision-making process (Schenker et al., 2012), 
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as was found in this study’s family participants. Families feel a 
burden to make the right choices regarding care, and can expe-
rience long-lasting negative emotional consequences from this 
responsibility (Bernacki et al., 2014; van Eechoud et al., 2014; 
Wendler & Rid, 2011). The patients in this study were well 
founded in understanding ACP as fulfilling the duty to protect 
their families in future situations, because ACP has been widely 
identified as decreasing negative effects on surrogate decision 
makers (Chiarchiaro, Buddadhumaruk, Arnold, & White, 
2015; Wendler & Rid, 2011). When families feel as though they 
know what the patient would want, it is easier to make deci-
sions for them, with less guilt or stress over making the right 
choices. Assigning a surrogate decision maker ahead of time 
may also help to prevent discord among family units regarding 
who should be making decisions. HCPs can draw on this sense 
of duty to facilitate engagement in ACP prior to acute illness. 
It may also be of value to explore families’ impression of duty 
in conversations held prior to ICU. If considered a reasonable 
option for the patient circumstance, preserving comfort and 
quality of life should not be expressed as subordinate to aggres-
sive intervention. Families may be led to believe that anything 
less than doing everything would not be fulfilling their sense of 
duty to protect their loved one. 

Past experiences have also been previously identified as 
playing an important role in ACP and GCD conversations 
(Simon et al., 2015; van Eechoud et al., 2014). HCPs can use 
past experiences as a platform to initiate conversations about 
ACP, and should explore the impact they play in conversa-
tions prior to ICU admission. HCPs should be cognizant that 
both negative and positive past experiences can shadow per-
spectives. Patients may assume that because they have been 
to ICU before they know what to expect, and that the same 
course will be followed. This pre-understanding may be use-
ful for the conversation or a hindrance, depending on the 
patient’s current situation and the likelihood of a similar tra-
jectory. Patients who have had positive experiences in ICU 
and enjoyed the personalized care may have little motivation 
to accept any plan of care other than ICU admission. HCPs 
should explore reasoning behind choosing ICU admission, as 
it may not be specifically related to a desire for invasive and 
aggressive treatment. The ability to ensure comfort and per-
sonalized care outside of the ICU should be reinforced, if this 
is, in fact, the patient’s goal. 

The participants in this study valued the use of easy-to-under-
stand language to provide clarity about prognosis. Honesty 
was valued by the patients and family members, especially in 
difficult conversations. HCPs should be aware that patients 
have often considered ACP in the past, and assume that their 
wishes are already known by the healthcare team. Previous 
work on the topic has found that unless patients are directly 
asked, they will not often initiate these conversations on 
their own (Bernacki et al., 2014; Simon et al., 2015). HCPs 
should approach ACP and GCD conversations with com-
passion for the stress patients and families are under, and 
despite the urgency of the situation should take the time to 
ask if previous ACP discussions have occurred and review 
past documentation when possible. When ACP has occurred, 

it has been supported as helping to shift the decision-mak-
ing responsibility from HCPs or family, back to the patient 
(Gutierrez, 2012). This may help to further alleviate stress for 
families overwhelmed by emotion in a traumatic situation. 
Recommendations for practice are listed in Table 1. 

Limitations
Only patients who chose to accept admission to the ICU, and 
who then survived and progressed to the point of discharge, 
were included. Future research could be directed towards those 
who chose to forgo intensive care, or families of those who did 
not survive to be discharged from the ICU. The sample for this 
study comprised solely Caucasian participants and all of the 
family members were female. The topic would merit further 
research including participants from different ethnic groups 
and backgrounds, as well as male gendered family members. As 
the interviews were done after discharge from the ICU, the ICU 
experience itself may also have influenced participants’ percep-
tions of conversations held prior to admission.

Implications for nurses
1. Nurses can use patients’ and families’ duty to one another as 

a facilitator to increase engagement in ACP. ACP helps fam-
ilies to make decisions with less guilt or stress over making 
the right choices. If it is considered a reasonable option for 
the patient circumstance, preserving comfort and quality 
of life should not be expressed as subordinate to aggressive 
intervention. 

2. Nurses should inquire about past experiences that may be 
contributing to the decision-making process on admission 
to ICU, and be aware that past experiences can influence the 
ICU experience.

3. Nurses can help to investigate the motivation for choos-
ing ICU admission, as it may not be specifically related to a 
desire for invasive and aggressive treatment.

4. Nurses speaking with patients and families prior to ICU 
admission should approach the conversation with com-
passion for the stress patients and families are under. Use 
easy-to-understand language and be clear about plans. 
Honesty is valued by patients and family members, espe-
cially in difficult conversations.

Table 1: Highlights for clinical practice

• Use patients’ and families’ duty to one another as facilitator 
to increase engagement in ACP.

• Inquire about past experiences that may be contributing to 
decision making process.

• Investigate motivation for choosing ICU admission, as it 
may not be specifically related to a desire for invasive and 
aggressive treatment.

• Inquire about past ACP conversations, despite urgent 
nature of situation.

• Approach conversations prior to ICU admission with 
compassion for the stress patients and families are under.

• Use easy to understand language and be clear about 
prognosis. Honesty is valued by patients and family 
members, especially in difficult conversations.
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Conclusion
This study offers a unique view of patient and family experience 
in conversations held prior to ICU admission, specifically as 
they relate to ACP. With enhanced understanding of the patient 
and family experience, HCP can improve their ability to engage 
in timely and meaningful ACP and GCD discussions in the 
acute care setting before an ICU admission. 
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early progressive mobilization in the intensive 
care unit without dedicated personnel
By Alessandra Negro, RN, Luca Cabrini, MD, Rosalba Lembo, MSc, Giacomo Monti, MD, Mauro Dossi, RN, CNS, 
Arianna Perduca, RN, Sergio Colombo, MD, Monica Marazzi, RN, HNIC, Giulia Villa, MScN, RN, Duilio Manara, 
MScN, RN, Giovanni Landoni, MD, and Alberto Zangrillo, MD

Abstract

Immobility is common in intensive care unit (ICU) patients. 
Complete bed rest was, until recently, considered part of 
the treatment of severe illness (Lipshutz & Gropper, 2013). 

Mechanical ventilation and the administration of sedatives 
and analgesics are typically associated with immtableobil-
ity (Cameron et al., 2015). Immobility was recently found to 
be associated with adverse consequences such as delirium 
and ICU-acquired weakness (ICUAW) (Cameron et al., 2015; 
Hermans & Van den Berghe, 2015; Lipshutz & Gropper, 2013). 
Short- and long-term outcomes are affected, with high mortal-
ity rates, long ICU and hospital stay, poor functional ability and 
quality of life in these patients (Cameron et al., 2015; Desai, Law, 
& Needham, 2011; Lipshutz & Gropper, 2013; Needham et al., 
2012). Disability and weakness were reported as the most com-
mon challenges faced by ICU survivors (Govindan, Iwashyna, 
Watson, Hyzy, & Miller, 2014). Immobility is of particular con-
cern in elderly patients, who are the majority of ICU patients 
and their number is expected to increase further due to changes 
in population demographics, comorbid illness prevalence and 
improvements in medical care (Brummel et al., 2015).

Unfortunately, rehabilitation interventions performed after ICU 
discharge are not effective (Connolly et al., 2016; Mehlhorn et 
al., 2014). On the contrary, early and progressive mobilization 
protocols in medical and surgical ICU settings have demon-
strated to be feasible, safe, and effective in improving short- and 
long-term patient outcomes, including survival and quality of 

life (Farhan, Moreno-Duarte, Latronico, Zafonte, & Eikermann, 
2016; Fraser, Spiva, Forman, & Hallen, 2015; Kayambu, Boots, 
& Paratz, 2013; Klein, Mulkey, Bena, & Albert, 2015; Lipshutz 
& Gropper, 2013; Schweickert et al., 2009). 

Shared definitions of what constitutes mobilization are lacking 
in the literature. Further, there is an inconsistency about when 
it should be done, who should perform it, and to what extent it 
should be applied (Amidei, 2012). Early progressive mobiliza-
tion is commonly defined as a spectrum of interventions with 
the aim of reducing muscle weakness and wasting, in a stepwise 
approach that includes activities such as changing position in 
the bed with or without help, sitting, standing and ambulation.

Early mobilization can be implemented as a “stand-alone” 
intervention or as part of a bundle, aiming at improving patient 
outcomes. The ABCDE bundle (Awakening and Breathing, 
Coordination, Delirium management and Early mobility) is 
an effective multicomponent strategy aimed at minimizing 
sedation, reducing the duration of mechanical ventilation and 
managing/preventing delirium, weakness, and physical dys-
function (Balas et al., 2014).

The implementation of early mobilization protocols must 
coexist and conform with several organizational and cultural 
barriers (Balas et al., 2013; Cameron et al., 2015; Lipshutz & 
Gropper, 2013). Due to workload concerns, additional person-
nel in the form of a dedicated exercise team has been proposed 
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(Cameron et al., 2015). Furthermore, physical therapists can 
achieve a higher level of mobilization compared to nurses, 
because of their training (Garzon-Serrano et al., 2011).

The purpose of this study was to assess the feasibility (meaning 
the capability of performing advanced mobilization) and safety 
(meaning the capability of avoiding adverse events during 
mobilization) of an early progressive mobilization protocol, 
focusing on the three most advanced steps (dangling, out-of-
bed and walking) implemented without additional dedicated 
personnel, as part of the ABCDE bundle.

Materials and methods
The study was approved by the local ethics committee, and took 
place in the eight-bed general ICU of a teaching hospital. The 
unit admits more than 500 medical and surgical patients per 
year; the staff includes 11 intensivists (three in the morning shift, 
two in the afternoon, one during the night and the weekend), 20 

nurses (four in the morning shift, four in the afternoon and three 
in the night with the same staffing every day of the week), and 
four nurse-assistants (two in the morning, one in afternoon). 
Physical therapists are not part of the staff.

The protocol of early mobilization was implemented in March 
2015, as the last part of the ABCDE protocol to be adopted. In 
February 2015, all of the staff took part in a five-hour educational 
course consisting of mobilization risks and benefits and work-
shops on the subsequent phases of progressive mobilization: 
dangling (i.e., sitting on edge of bed), out of bed (i.e., standing at 
bedside and sitting in an armchair), and walking a short distance 
with the help of the staff (Table 1). Posters with the flowchart of 
the early mobilization were positioned in every patient’s room 
(Table 2). The protocol was entirely nurse-led and mobilization 
was performed only with patients passing the safety checklist 
derived from the original ABCDE protocol (Nydal et al., 2014) 
and performed daily for every patient (with the only exception 

Table 1. Mobility Levels of the Early Mobilization Protocol

Level 1 Level 2 Level 3 Level 4 Level 5 Level 6

HOB 30°- 45°
+
Lateral decubitus at 
least once a shift

HOB 60°
30 minutes
at least once a shift

HOB 80°
30 minutes
at least once a shift

Dangling
twice a day

Out of bed
twice a day

Walking

Table 2. Flowchart of the Early Mobilization Protocol
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of dying patients and patients to be discharged in the next few 
hours). Patients not passing the check-list were not mobilized. 
Safety criteria were alertness, hemodynamic stability (no cardiac 
ischemia, no increase in vasopressor dose in the past two hours, 
no arrhythmia onset in the last 24 hours) and respiratory stability 
( FiO2 ≤ 0.65, PEEP < 12 cmH2O). 

Mobilization only occurred if no medical emergency was 
occurring in the ICU. At least one nurse (but more commonly 
two) remained available for other patients’ needs during the 
mobilization sessions. The mobilizations were considered 
“early” only when the patient was mobilized for the first time 
within 48 hours of admission. For every patient, nurses kept 
a “mobilization diary” in which the achieved mobilization 
stages were recorded. All of the mobilization to armchair was 
performed with the help of a patient lift; only the few patients 
who could walk were mobilized out of bed without the patient 
lift. Episodes of mobilization including earlier stages, like pas-
sive movements and range of motions, were performed, but not 
standardized and not recorded. 

The following data were collected in the period from March 
2015 to March 2016: patient characteristics, type, duration (not 
including the preparation) and number of every advanced mobi-
lization session (i.e., dangling, out-of-bed and walking), and any 
adverse event related to mobilization. We considered the follow-
ing as adverse events: dislodgement of lines, tubes, drains and any 
devices; falls; mean arterial pressure < 55 mmHg or > 140 mmHg; 
new arrhythmia; cardiac arrest and oxygen saturation < 85%. 

Statistical analysis
Categorical data are presented as absolute numbers and per-
centages and compared by two tailed χ2 test or Fisher’s exact 
test when appropriate. Numerical data are presented as median 
(25th and 75th percentiles) or as mean (standard deviation - 
SD), as appropriate. Continuous measurements were compared 

using the Mann-Whitney U test or T test if data were normally 
distributed. Two-sided significance tests were used throughout. 
A P-value less than 0.05 was considered statistically significant. 
All statistical analyses were performed with the STATA soft-
ware (ver. 13; Texas USA).

To evaluate a potential increase of mobilization during the tri-
mesters, simple linear regression models were fitted using the row 
percentages as response variables and the quarters as covariates. 

Results
During the study period 482 patients were admitted in 
the ICU with a mean age of 79.5 years, a mean Simplified 
Acute Physiology Score (SAPS) II score of 31.33 and a mean 
Sequential Organ Failure Assessment (SOFA) score of 5.25. Of 
the sample, 94 patients (19.5%) were mobilized. The character-
istics of the mobilized and non-mobilized patients are reported 
in Table 3. Non-mobilized patients were more frequently sur-
gical patients being admitted for postoperative monitoring and 
with lower clinical status severity when compared to mobilized 
patients. Mobilized patients had longer ICU and hospital length 
of stay and a better ICU survival rate. Thirty-four patients 
were mobilized while mechanically ventilated (seven with an 
orotracheal tube and 27 with a tracheostomy in place), while 
no patients were mobilized during non-invasive ventilation. 
Sixteen patients were mobilized while on vasopressors, such as 
dopamine, noradrenaline and adrenalin.

The number of mobilization sessions was 356. Table 4 reports 
the number and type of advanced mobilization sessions in each 
three-month period. Some significant differences were found 
among the different periods, but without consistent time trends, 
with the exception of the number of patients being mobilized 
while mechanically ventilated, that increased progressively 
over time (linear regression p=0.03). The mean length of mobi-
lization sessions was 86.8 ± 65.1 minutes, largely due to the 

Table 3. Characteristics of the mobilized and non-mobilized patients

Characteristics Non-mobilized patients (n.=388) 
(number and interquartile range or 
percentage)

Mobilized patients (n.=94) 
(number and (interquartile 
range or percentage)

p-value

Sex (male) 261 (67%) 62 (66%) 0.8

Age, years 65 (13.9) 64 (16.1) 0.75

Body Mass Index 24.8 (22.5-27.7) 24.5 (22.9-28.1) 0.5

Trauma patients 24 (6.6%) 3 (3.7%) 0.4

Surgical patients 217 (59%) 35 (41%) 0.006

Intensive care patients* 201 (52%) 69 (73%) <0.001

SOFA score 5 (3-9) 6.5 (4-9) 0.015

Vasoactive drugs 147 (41%) 42 (51%) 0.09

Days of mechanical ventilation 1 (0-3) 4 (0-10.5) <0.001

Intensive care unit length of stay, days 2 (1-4) 8 (4-16) <0.001

Hospital length of stay, days 11 (6-19) 25 (11-47) <0.001

Intensive care unit mortality 68 (18%) 6 (6%) 0.007

*(as opposed to postoperative monitoring)
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out-of-bed sessions with the patients sitting in armchairs. A 
temporary shortage of armchairs dedicated to mobilization 
caused a reduction of mobilization, during the September–
November period.

All the sessions took place during the morning or afternoon 
shifts. In all of the periods the median number of personnel 
required for every mobilization was two (interquartile range 
2–3) and did not change over time. 

We observed four minor adverse events in the first three 
months after protocol implementation (decrease in blood pres-
sure, atrial fibrillation, decrease of oxygen saturation, panic), 
and no adverse events in the following trimesters. These four 
events could have been due to our lack of adequately preparing 
the patients. These events took place while the patients were 
dangling or out of bed, and all resolved immediately without 
consequences by stopping the mobilization.

Discussion
In the present study, the implementation of an early and pro-
gressive mobilization program in a mixed ICU proved feasible 
and safe even in its more advanced steps despite the lack of 
additional personnel dedicated to mobilization, but the num-
ber of mobilized patients was low.

The anatomical, physiological and psychological negative 
sequelae of immobility and its absence of benefits have been 
clearly demonstrated (Allen, Glasziou, & Del Mar, 1999). ICU 
patients are particularly subjected to immobility and at a higher 
risk of developing immobility-related complications, such as 
delirium, ICUAW, muscle wasting, longer ICU and hospital 
stay, and poorer long-term outcomes (Cameron et al., 2015; 
Desai et al., 2011; Lipshutz & Gropper, 2013; Needham et al., 
2012). Weakness and decreased exercise capacity are reported 
by ICU survivors as the main concerns even years after ICU 
discharge. It is present in almost all survivors and associated 
with relevant social and financial negative effects (Desai et al., 
2011; Govindan et al., 2014; Lipshutz & Gropper, 2013). Elderly 
patients are at increased risk of both immobility and immobili-
ty-related sequelae (Baldwin, 2015; Brummel et al., 2015). 

Physical function rehabilitation programs initiated after ICU 
discharge have shown to be largely ineffective (Mehlhorn et al., 
2014). Even if innovative recovery programs are appealing and 
promising (Denehy & Elliott, 2012) so far early active and pas-
sive mobilization, started in the first days after ICU admission, 

appears to be the most effective strategy (Farhan et al., 2016; 
Fraser et al., 2015; Kayambu et al., 2013; Klein et al., 2015; 
Lipshutz & Gropper, 2013; Schweickert et al., 2009). Recent 
findings also suggest the anti-inflammatory effects of mobiliza-
tion in septic patients (Kayambu, Boots, & Paratz, 2015). 

It is important to consider the potential adverse events asso-
ciated with early progressive mobilization (Cameron et al., 
2015; Hodgson et al., 2014). Adverse events that can happen 
during mobilization include falls, catheter removal, extubation, 
hypotension and decrease in oxygen saturation (Lipshutz & 
Gropper, 2013), and the adoption of early mobilization proto-
cols is still lagging despite being recommended by societies like 
the European Respiratory Society and the European Society of 
Intensive Care Medicine (Gosselink et al., 2008). Major orga-
nizational and cultural barriers such as healthcare worker 
resource limitations, perceived risks for the mobilized patients 
and the perception that the potential risks outweigh the benefit 
of early progressive mobilization must be addressed, commonly 
by educational initiatives and by additional dedicated person-
nel (Cameron et al., 2015; Lipshutz & Gropper, 2013). 

The introduction of a mobilization team was reported as the 
optimal solution, with the potential to be cost effective thanks 
to the cost-saving related to a shorter ICU and hospital stay 
(Cameron et al., 2015; Lipshutz & Gropper, 2013; Mendez-
Tellez & Needham, 2012). The presence of a physiotherapist 
was proposed by some writers as fundamental to allow early, 
effective mobilization in the ICU (Hough, 2013; Stiller, 2013). 
Physiotherapists achieve a higher level of mobilization than 
nurses: sitting, standing and walking were more frequently 
performed by physiotherapists, while nurses more commonly 
mobilized patients in bed (Garzon-Serrano et al., 2011).

The overall percentage of mobilized patients in our study was 
19.5% (but higher when excluding postoperative monitoring 
admissions). Mobilization rates ranging from 40% to 100% 
were previously reported (Harrold, Salisbury, Webb, & Allison, 
2015; Pires-Neto, Lima, Cardim, Park, & Denehy, 2015; 
Schweickert et al., 2009). Without a dedicated team, we were 
unable to mobilize a higher percentage of patients.

Absolute or relative contraindications to early mobilization can 
be present in up to 89% of mobilization sessions (Lipshutz & 
Gropper, 2013), but our safety criteria does not match those 
originally adopted by Balas et al. (2013) and those stated by 
Hodgson et al. (2014), as we set more permissive criteria to 

Table 4. Number and type of advanced mobilization sessions, three-month periods

Type of advanced 
mobilization, and 
number of mobilized 
patients

Number (%) of 
mobilizations in the 
period March-May

Number (%) of 
mobilizations in the 
period June-August

Number (%) of 
mobilizations 
in the period 
September-November

Number (%) of 
mobilizations 
in the period 
December-February 

Dangling, 153 patients 38 (45%) 34 (34%) 44 (66%) 37 (35%)

Out of bed, 198 patients 42 (50%) 64 (65%) 23 (34%) 69 (65%)

Walking, 5 patients 4 (5%) 1 (1%) 0 (0%) 0 (0%)

Total 84 99 67 106
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include more patients and mobilize them more frequently. 
Recently, Nydahl, Ewers, and Brodda (2014) stated that “there 
is no convincing evidence for general cut-off values according 
to hemodynamic or pulmonary safety limits, which could be 
applied to every population” (p. 9). We found an incidence of 
adverse events in the mobilization sessions of 1.1%, without 
major complications. Most studies reported no adverse events 
related to mobilization (Cameron et al., 2015). Schweickert et 
al. (2009) reported a 4% incidence of events causing interrup-
tion of the session, with a 0.2% incidence of severe complication 
(oxygen desaturation < 80%). In our study, no adverse event 
took place after the first three months, despite a growing num-
ber of patients who were mobilized even while ventilated.

Due to resource limitations and the current lack of a phys-
iotherapist in the ICU, we decided to implement a nurse-led 
mobilization protocol. Our experience was based on the bed-
side ICU nurse and is different from other experiences in 
which the nurse-led mobilization was performed by a dedi-
cated nurse mobility team (Fraser et al., 2015). A preliminary 
physician consultation was not required, in contrast to other 
protocols (Hodgin, Nordon-Craft, McFann, Mealer, & Moss, 
2009), but in accordance with some authors (Jolley, Regan-
Baggs, Dickson, & Hough, 2014) considered as an “automatic” 
standard of care. 

The present study does not intend to support the notion that 
physiotherapists or dedicated mobilization teams are redun-
dant and not required for early mobilization programs. On the 
contrary, in accordance with the literature and on the basis of 
our experience, we believe they have a key role. Without phys-
ical therapists and a without a dedicated team we were unable 
to mobilize more than 20% of patients. Physiotherapists could 
achieve better, longer and personalized mobilization, and 
could have a crucial role also as educators of the rest of the 
staff. Moreover, we are aware that mobilization adds significant 
workload to the already busy ICU staff, above all to the nurses. 
Nevertheless, we agree early mobilization is a necessary part 
of the treatment for ICU patients (Cabrini et al., 2015), but we 
lacked the possibility to obtain dedicated personnel and started 
the program with the already existing ICU staff. We hypothe-
size that this situation is common in other teaching hospitals, 
especially in times of resource limitations. In a recent review of 
barriers and strategies for early mobilization of ICU patients, 
28 unique patients, structural, process-related, and ICU cul-
tural barriers were identified, with patient-related barriers 
being the most common category. More than 70 strategies to 
overcome these barriers were identified and synthesized (Dubb 
et al., 2016). 

Limitations 
The present work is a descriptive study that shows the expe-
rience in a single ICU. Therefore, these results cannot be 
generalized. However, our experience can reflect the reality of 
many ICUs. We did not collect data of adverse events in the 
ICU potentially related to the increased nurse workload. We do 
not know if some patients suffered from adverse events while 
nurses were performing a mobilization session on another 

patient. The lack of a historical control group weakens our 
finding. However, before the implementation of the protocol, 
advanced mobilization sessions were performed very rarely. 

Finally, we did not collect data on the number of sessions that 
were not performed due to organizational barriers (i.e., nurses 
unavailable to mobilize a patient) or to patient contraindica-
tions (safety checklist not passed), or to the occurrence of an 
emergency with another ICU patient.

Conclusion
The implementation of an early and progressive mobilization 
protocol, as part of the ABCDE bundle, was feasible and safe 
even in the absence of dedicated personnel, but the number 
of mobilized patients were few. Further research is required to 
evaluate the efficacy and generalizability of our strategy and the 
additional nurse-workload. 
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Abstract

Clinical highlights
• There is a consensus that objective criteria are needed for safe 

and equitable distribution of human resources in ICU.
• The quantification of nursing time in direct care required by 

the patient is essential for this dimensioning.
• The Nursing Activities Score (NAS) tool, developed to 

quantify nursing time on direct care and validated in a mul-
ticultural context, described about 83% of nursing activities 
related to patient direct care in ICU.

• There was no similar tool available for the French-Canadian 
context.

• The cultural adaptation of the tool provided a French-
Canadian version of the NAS with evidence of reliability.

Patients in the intensive care unit (ICU) present with 
severe and life-threatening illnesses and injuries, which 
require constant, close monitoring and support from 

specialized equipment in order to ensure normal bodily func-
tions. The very complex nature of the clinical conditions of 
these patients requires a complex level of care characterized 
by close monitoring and specialized nursing interventions 

(Sprung et al., 2012). As a result, the reality of these units raises 
unique issues at the organizational level of service, consider-
ing the need to rationalize costs while ensuring quality of care 
and the best possible patient outcomes (Gerasimou-Angelidi, 
Myrianthefs, Chovas, Baltopoulos, & Komnos, 2014).

One of the largest costs in the ICU is the nursing staff, consid-
ered as direct and fixed costs (Miranda, Nap, de Rijk, Schaufeli, 
& Iapichino, 2003). Thus, Miranda et al. (2003) developed a 
generic tool, the Nursing Activities Score (NAS), which esti-
mates the percentage of nursing time spent in the direct care 
provided to an ICU patient over a 24-hour period. Enabling 
estimates of the variable cost related to direct care provided by 
nurses in these units (Reis & Jegers, 2012), the NAS has been 
extensively used as a proxy estimate of the ideal nursing-to-pa-
tient ratio worldwide, since its score can also be interpreted as 
the intensity of nursing care required by the patient (Lachance, 
Douville, Dallaire, Padilha, & Gallani, 2015; Stafseth, Solms, 
& Bredal, 2011). The increasing utilization of NAS can be 
explained first, by its international origin, as the NAS was vali-
dated in a multicentre study (Miranda et al., 2003) in which 99 

Background: Evaluating nursing activities during direct care of 
critically ill patients is important to understand the intensity of 
care required by these patients and then to better allocate human 
and financial resources. The Nursing Activities Score (NAS) is a 
23-item tool aimed at quantifying the nursing time required for 
the direct care of ICU patients. 

Aim: The aim of this paper is to present the cultural adaptation 
of the NAS to the French-Canadian context and the results of the 
assessment of its reliability. 

Methods: Phase 1 of this methodological study was the cross-cul-
tural adaptation of the NAS and its tutorial as follows: translation, 
synthesis of translation, back-translation, evaluation by an expert 
committee, and pretest. In Phase 2, reliability was assessed 
according to the criterion of interrater agreement in three special-
ized ICUs, by three evaluators: one pair of nurses and one expert. 

Results: The total score exhibited an intra-class coefficient of 
0.90, indicating a good overall agreement among the three judges. 

Concerning the items separately, Kappa-Fleiss coefficients indi-
cated that 65% of the items (15/23) presented clear evidence of 
agreement. Items with lower levels of agreement were those with 
multiple-choice answers (i.e., monitoring; administrative tasks, 
hygiene, mobilization, support and care of relatives and patient) 
and some related to specific treatments.

Conclusion: The French-Canadian version of the NAS and its 
tutorial were content-validated by the target users. The evalua-
tion of its reliability indicated a good overall agreement among 
judges for the total NAS score, but the multiple-choice items and 
some items related to specific interventions remain a challenge for 
the standardization of scores among different users. The training 
of nurses for NAS use is imperative for accurate use of its tutorial 
and scoring. The evidence of the validation of this version will be 
the topic of a future publication.

Key words: intensive care unit, nursing activities score, cross-cul-
tural adaptation, reliability
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ICUs from 15 countries participated, making the tool non-spe-
cific to countries or continents. Second, it is a simple tool to use, 
requiring a training period for its use. Third, NAS explains 81% 
of nursing time, which is double of what is explained by other 
tools such as the Therapeutic Intervention Scoring System-28 
(TISS-28) (Miranda et al., 2003).

In Quebec, the nurse-to-patient ratio is still arbitrarily deter-
mined and evaluation of the economic impact of nursing 
activities on direct care of patients is not available. Thus, a 
larger project was planned intending to implement the NAS 
in the ICUs of Quebec City. The first step was to obtain a 
French-Canadian version of the tool, demonstrating sufficient 
evidence of reliability and validity. The objective of this paper is 
to present the phases of cultural adaptation of the NAS to the 
French-Canadian context, as well as the results of the assess-
ment of its reliability. Considering the increasing utilization of 
this tool in several jurisdictions around the world, it is expected 
that our data will contribute to information on the details of 
cultural adaptation of this tool, as well as on the psychometric 
performance of NAS in a different culture.

Methodology
This methodological research (LoBiondo-Wood & Haber, 
2014) presents the phases of cultural adaptation and of the 
analysis of the reliability of the French-Canadian version of the 
NAS, according to the criterion of interrater agreement (Phase 
2). The phase of the cultural adaptation counted on the par-
ticipation of nurses representing nine ICUs in five hospitals in 
Quebec City. The phases of pretesting and reliability assessment 
were conducted at three specialized ICUs in the Quebec Heart 
Lung Institute – Laval University (IUCPQ-UL): cardiac surgery 
(20 beds), lung diseases (nine beds) and coronary care (seven 
beds).

Phase 1 – cultural adaptation. The cross-cultural adaptation 
of the NAS and its tutorial was performed according to five 
steps of the process proposed by Guillemin, Bombardier, and 
Beaton (1993): translation, synthesis of translation, back-trans-
lation, evaluation by an expert committee, and pretest. After 
consent was obtained from the main author of the instrument, 
two translators whose first language was Canadian French, per-
formed the translation of the original tool. A synthesis of the 
translation was carried out by the first author of this study and 
validated by a second researcher, considering the original ver-
sion of the tool. Then, a back-translation was conducted by a 
translator who had English as a first language. For the tuto-
rial, the most recent and complete version was in Portuguese 
at the time of the study (Gonçalves, Padilha, & Cardoso 
Sousa, 2007; Padilha et al., 2015). The translation of the tuto-
rial was performed independently by two translators fluent in 
Portuguese and whose first language was Canadian French and 
the back-translation was conducted by a translator who had 
Brazilian Portuguese as a first language.

Content validity of the translated version. A committee of 
experts, composed of 10 bilingual nurses representing different 
ICU backgrounds, was formed. Nine of them were from nine 
ICUs in two major university hospital centres in Quebec City, 

five had a master’s degree or were engaged in master’s-level 
graduate studies and one had a doctoral degree. A lecturer 
with a master’s degree from a faculty of nursing, with sound 
experience in practice and management of ICUs, completed 
the committee. The choice of the judges adhered to the rec-
ommendations of Lynn (1986) for content validity: at least five 
and no more than 10 experts based on their expertise, avail-
ability, agreement and interest in participating in the study. 
After agreeing to participate in the study, the experts received 
by email the original and translated versions of the NAS, the 
translated version of its tutorial and the tool to evaluate the 
semantic-idiomatic and experiential equivalences between 
the original and the translated tool and the experiential equiv-
alence for the tutorial. Each of the equivalences was assessed 
using a four-point ordinal rating scale, where one represented a 
non-equivalent item and four, a totally equivalent item.

I-CVI. The content validity index for items (I-CVI) (Lynn, 
1986) was used to quantify the experts’ degree of agreement 
regarding the equivalence of the NAS items. The I-CVI is the 
proportion of items receiving a rating of three or four by the 
experts (Waltz & Bausell, 1981), divided by the total number 
of experts. For this study, only a rating of four was considered 
as an equivalent item. In order to overcome the possibility of 
agreement by chance, Lynn (1986) proposed a criterion for 
item acceptability that incorporated the standard error of pro-
portion considering a 0.05 significance level to identify the 
cut-off for chance versus real agreement. Thus, for a panel of 10 
experts, an I-CVI = 0.80 is recommended. In this study, when 
an item had fewer than 80% agreement in the score of four, it 
was automatically revised by the committee. In June 2015, two 
weeks after receiving the tools for evaluation, a seven-hour 
meeting with all the experts and researchers was carried out to 
discuss the equivalences of the NAS and the tutorial. The dis-
cussion followed the order of items and those with CVI < 80% 
were extensively discussed. In July 2015, the pre-final version 
containing all the modifications proposed in the meeting was 
sent by email for the approval of all experts. Some comments 
were still added by the experts and another round of emails was 
done until reaching consensus about the final version of the 
NAS and its tutorial for the pretest. 

Pretest. In September 2015, the version of the questionnaire 
approved by the experts’ committee was pretested by five 
nurses on 15 patients hospitalized in three specialized ICUs 
of the IUCPQ-UL. Patients included in the pretest were those 
aged ≥18 years, with ≥ 24 hours of hospitalization in the ICU. 
The nurses participating in the phase of pretest received only 
general information about the NAS and the tutorial. The pretest 
indicated the need of some adjustments that are presented in 
the results section.

Phase 2 – reliability assessment. The reliability of the French-
Canadian version of the NAS was assessed from November to 
December 2015, according to the criterion of interrater agree-
ment in three specialized ICUs of the IUCPQ-UL. Ten nurses 
participated in this phase of the study, including a nursing con-
sultant, six bedside nurses from the day-shift and three from the 
night-shift. The nurses were always grouped in different pairs 
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to score patients external to their respective ICU. The interval 
between the evaluations for the same patient was about 15 to 30 
minutes. Together with the pair of nurses, an expert in the use 
of the NAS (the first author) also scored the patient, produc-
ing three distinct scores for the same patient. Data collection 
was based on consultation with the patient’s records and ques-
tioning the bedside nurse. The nurses collected and recorded 
all of the data directly in the Redcap database (v.7.2.2 © 2017 
Vanderbilt University) by using an iPad. There was no exchange 
of information between the pairs and the expert before, during, 
or after the scoring. This phase applied the same inclusion cri-
teria used in the pretest. 

Nursing training. For the reliability phase of the study, the 
10 nurses participated in two separate one-hour training ses-
sions. The NAS and its tutorial were presented item by item and 
examples were given on how to score each item. Nurses were 
also trained on how to use the Redcap database. 

Data analysis. Data were exported to an electronic worksheet 
[Excel, 2003] and then transferred to SPSS 22.0 for Windows 
for descriptive and inferential analysis. For the reliability anal-
ysis, the agreement between judges was initially evaluated by 
the pairs of experts using the Kappa coefficient. Afterwards, the 
agreement among the three experts was evaluated by means of 
the Kappa-Fleiss coefficient (McHugh, 2012). The coefficients 
were interpreted as follows: <0.20 – no agreement; between 
0.21 and 0.39 – minimal agreement, indicating 4–15% of reli-
able data; between 0.40 and 0.59 – weak agreement, indicating 
15–35% of reliable data; between 0.60–0.79 – moderate agree-
ment, indicating 35-63% of reliable data; between 0.80 and 
0.90 – strong agreement, indicating 64–91% of reliable data, 
and above 0.91, almost perfect agreement, indicating 82–100% 
of reliable data (McHugh, 2012). The Intraclass Correlation 
Coefficient (ICC) was used to evaluate the agreement among 
the three judges for the total score. Statistical significance was 
set at p≤0.05.

Ethical and operational aspects. The study was approved by 
the local research ethics committee. Nurses participated on a 
voluntary basis in the phases of pretest and reliability assess-
ment and after receiving explanations on the study, those 
agreeing to participate signed the information and consent 
form. In order to make the project feasible, several meetings 
were held with different levels of nursing management. The 
first meetings were conducted with the chief nursing officers 
of the two hospital centres, and then with the consultant nurses 
of the different ICUs of the hospitals. The tool, the assump-
tions of the study and the expectation regarding collaboration 
were presented. All of the nurses contributed with operational 
advice in favour of the feasibility of the project. The consultant 
nurses also identified bedside nurses with potential interest and 
the abilities required to participate in the pretest and reliability 
phases of the project. 

Results
Phase 1—Cultural adaptation. The phases of cultural adap-
tation followed the international guidelines resulting in a 
pre-version of the NAS and its tutorial that was submitted for 

evaluation of the interrater equivalences. The quantification of 
the agreement between the experts for the semantic-linguis-
tic equivalence of the NAS indicated an I-CVI varying from 
0.2 to 1 with an average of 0.69 (± 0.26) for all the sections. 
Experiential equivalence varied from 0.0 to 1 with an average of 
0.50 (± 0.34). Items with an I-CVI score of less than 0.80 were 
automatically revised. For some items, just a few words were 
modified, but if required, the entire sentence was revised. For 
the tutorial, only the experiential equivalence was evaluated 
because the original version was in Portuguese. This evaluation 
was not the object of an I-CVI estimation because of the com-
plexity and length of the tutorial.  

The five nurses participating in the pretest were all registered 
nurses, two with master’s degrees. The mean age of the group 
was 38 (±10.0) years, with 16.2 (±11.5) years of practice and 
9.6 (±7.5) years of experience in ICU. Four of the nurses were 
female. Patients included in this step were from cardiac surgery 
(n=6), lung disease (n=5) and coronary care units (n=4). The 
mean age of patients was 66.9 (±11.7) years, 73% were male, 
and the mean length of stay was 5.1 (±4.9) days in the ICU.

The phase of pretest raised several issues. The main point con-
cerned the items with multiple-choice answers and specifically 
on how to define properly what is “normal”, “more than normal” 
and “much more than normal”. Thus, more precise informa-
tion on this point was added for both the tool and the tutorial. 
Furthermore, for items 4 and 6, in order to allow for consid-
eration of the patient care assistant in the activities of hygiene 
and mobilization, the expression “nursing team” replaced the 
word “nurse”. For items 11 and 16, it was decided that it was 
important to specify in both the tool and tutorial that the activ-
ities of treatment of lung function as well as dialysis must be 
performed by the bedside nurse to be scored. For item 18, mea-
surement of cerebrospinal fluid pressure was included as it is 
not mentioned in any other item. Finally, for item 22, it was 
specified in the tutorial that the activities listed in this item 
should have been scored only if there was active involvement of 
the nurse in its accomplishment.

Phase 2—Reliability. Ten nurses participated in the applica-
tion of the NAS in the reliability phase. The mean age of the 
nurses was 39.5 (±7.3) years, with a mean length of experience 
of 17.3 (±7.6) years in nursing, and 12.2 (±5.8) years of prac-
tice in ICU. All were registered nurses and two had a master’s 
degree. Seventy percent were female. 

NAS data were obtained from 50 patients in their first day of a 
hospitalization equal to or longer than 24 hours in one of the 
IUCPQ-UL’s three ICUs: cardiac surgery (n=21), lung diseases 
(n=13) and coronary care unit (n=16). The mean age of the 
patients was 69.1 (±10.2) years, with a mean length of stay in 
the ICU of 3.9 days. Close to seventy percent were male. NAS 
completion required, on average, 12.5 (±5.9) minutes. 

The distribution of NAS scores for each item and for their sum 
according to the three evaluations (i.e., judges 1 and 2 and the 
expert), as well as the agreement coefficients among the eval-
uations are presented in Table 1. Overall, the sum of the items 
giving the total score exhibited an ICC of about 0.90, indicating 
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Table 1. Distribution of the scores of the 23 items of NAS and its total score according to the judges’ evaluations and their respective coefficients of 
agreement

Judge 1 Judge 2 Expert Coefficient of Agreement

NAS 
items

n (%) Mean 
(SD)

n (%) Mean 
(SD)

n (%) Mean (SD) J1 x J2* J1 x E* J2 x E* J1 x J2 x E† J1 x J2 
x E‡

1a 34 (68.0) 7.8 (5.1) 34 (68.0) 7.9 (5.3) 22 (44.0) 10.2 (5.6) 0.33 (0.08; 
0.58)

0.43 (0.23; 
0.63)

0.34 (0.12; 
0.55)

0.36 (0.23; 0.48)

1b 12 (24.0) 10 (20.0) 19 (38.0)

1c 4 (8.0) 6 (12.0) 9 (18.0)

2 50 (100.0) 4.3 (0.0) 50 (100.0) 4.3 (0.0) 50 (100.0) 4.3 (0.0) - - - -

3 48 (96.0) 5.4 (1.1) 50 (100.0) 5.6 (0.0) 50 (100.0) 5.6 (0.0) - - - -0.01 (-0.17; 0.15)

4a 43 (86.0) 5.8 (4.3) 42 (84.0) 6.1 (4.6) 39 (78.0) 6.9 (5.5) 0.14 (-0.19; 
0.47)

0.34 (0.03; 
0.65)

0.43 (0.16; 
0.70)

0.31 (0.16; 0.46)

4b 7 (14.0) 8 (16.0) 9 (18.0)

4c 0.0 (0.0) 0.0 (0.0) 2 (4.0)

5 35 (70.0) 1.8 (0.8) 37 (74.0) 1.3 (0.8) 42 (84.0) 1.5 (0.7) 0.51 (0.24; 
0.77)

0.62 (0.37; 
0.86)

0.70 (0.47; 
0.94)

0.31 (0.16; 0.46)

6a 12 (24.0) 11.1 (3.4) 12 (24.0) 11.0 (3.2) 6 (12.0) 12.1 (2.9) 0.02 (-0.24; 
0.28)

0.37 (0.10; 
0.64)

0.43 (0.17; 
(0.69)

0.27 (0.14; 0.39)

6b 34 (68.0) 36 (72.0) 38 (76.0)

6c 4 (8.0) 2 (4.0) 6 (12.0)

7a 48 (96.0) 5.1 (5.5) 48 (96.0) 5.1 (5.5) 49 (98.0) 4.6 (4.0) -0.04 (-0.08; 
0.00)

0.66 (0.03; 
1.00)

-0.03 (-0.07; 
0.01)

0.17 (0.01; 0.33)

7b 2 (4.0) 2 (4.0) 1 (2.0)

8a 36 (72.0) 9.8 (9.3) 34 (68.0) 11.0 (9.8) 31 (62.0) 12.1 (10.0) 0.51 (0.26; 
0.76)

0.37 (0.15; 
0.60)

0.47 (0.23; 
0.71)

0.45 ( 0.31; 0.58)

8b 11 (22.0) 13 (26.0) 16 (32.0)

8c 3 (6.0) 3 (6.0) 3 (6.0)

9 39 (78.0) 1.1 (0.6) 38 (76.0) 1.1 (0.6) 43 (86.0) 1.2 (0.5) 0.72 (0.49; 
0.95)

0.60 (0.31; 
0.88)

0.68 (0.43; 
0.93

0.67 ( 0.51; 0.83)

10 13 (26.0) 0.5 (0.8) 12 (24.0) 0.5 (0.8) 13 (26.0) 0.5 (0.8) 0.95 (0.84; 
1.00)

1.00 (1.00; 
1.00)

0.95 (0.84; 
1.00)

0.97 ( 0.81; 1.00)

11 26 (52.0) 2.3 (2.2) 29 (58.0) 2.6 (2.2) 20 (40.0) 1.8 (2.2) 0.64 (0.43; 
0.85)

0.44 (0.20; 
0.68)

0.42 (0.19; 
0.65)

0.49 ( 0.33; 0.65)

12 25 (50.0) 0.6 (0.6) 19 (38.0) 0.5 (0.6) 22 (44.0) 0.5 (0.6) 0.76 (0.59; 
0.93)

0.80 (0.63; 
0.97)

0.79 (0.62; 
0.96)

0.78 ( 0.62; 0.94)

13 1 (2.0) 0.1 (0.4) 0.0 (0.0) 0.0 (0.0) 0.0 (0.0) 0.0 (0.0) - - - -0.01 (-0.17; 0.15)

14 6 (12.0) 0.2 (0.6) 14 (28.0) 0.5 (0.8) 19 (38.0) 0.6 (0.8) 0.52 (0.25; 
0.79)

0.36 (0.13; 
0.59)

0.78 (0.60; 
0.96)

0.55 ( 0.39; 0.71)

15 1 (2.0) 0.1 (1.0) 1 (2.0) 0.1 (1.0) 1 (2.0) 0.1 (1.0) 1.00 (1.00; 
1.00)

1.00 (1.00; 
1.00)

1.00 (1.00; 
1.00)

1.00 ( 1.00; 1.00)

16 4 (8.0) 0.6 (2.1) 4 (8.0) 0.6 (2.1) 3 (6.0) 0.5 (1.8) 1.00 (1.00; 
1.00)

0.85 (0.52; 
1.00)

0.85 (0.55; 
1.00)

0.90 ( 0.74; 1.00)

17 43 (86.0) 6.0 (2.4) 45 (90.0) 6.3 (2.1) 44 (90.0) 6.3 (2.1) 0.62 (0.29; 
0.96)

0.81 (0.56; 
1.00)

0.56 (0.17; 
0.94)

0.67 (0.51; 0.83)

18 0.0 (0.0) 0.0 (0.0) 0.0 (0.0) 0.0 (0.0) 0.0 (0.0) 0.0 (0.0) - - - -

19 4 (8.0) 0.1 (0.4) 0.0 (0.0) 0.0 (0.0) 0.0 (0.0) 0.0 (0.0) - - - -0.03 ( -0.19; 
0.13)

20 1 (2.0) 0.1 (0.4) 1 (2.0) 0.1 (0.4) 1 (2.0) 0.1 (0.4) 1.00 (1.00; 
1.00)

1.00 (1.00; 
1.00)

1.00 (1.00; 
1.00)

1.00 (1.00; 1.00)

21 9 (18.0) 0.3 (0.5) 10 (20.0) 0.3 (0.5) 11 (22.0) 0.3 (0.6) 0.94 (0.81; 
1.00)

0.75 (0.52; 
0.98)

0.70 (0.45; 
0.94)

0.79 (0.63; 0.95)

22 21 (42.0) 1.2 (1.4) 8 (16.0) 0.4 (1.0) 32 (64.0) 1.8 (1.4) 0.24 (0.01; 
0.47)

0.27 (0.04; 
0.51)

0.19 (0.06; 
0.33)

0.17 (0.01; 0.33)

23 10 (20.0) 0.4 (0.8) 10 (20.0) 0.4 (0.8) 11 (22.0) 0.4 (0.8) 0.75 (0.52; 
0.98)

0.94 (0.82; 
1.00)

0.70 (0.45; 
0.94)

0.80 (0.64; 0.96)

Total 
score

63.9(22.2) 65.1(20.8) 71.1(21.4) 0.83 (0.70; 
0.90)

0.85 (0.69; 
0.93)

0.88 (0.75; 
0.93)

0.90 (0.83; 
0.94)

* Kappa coefficient; † Kappa-Fleiss coefficient; ‡ intra-class correlation coefficient
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an interrater agreement on the overall estimation of intensity of 
care required by the patients. However, considering the items 
separately, the proportion of agreement presented a substantial 
variation for some of them. 

For items 2 (laboratory exams), 3 (medication), 13 (intrave-
nous replacement), 18 (intracranial pressure) and 19 (acidosis/
alkalosis treatment), it was not possible to estimate the Kappa 
coefficients because only one category of answer was chosen for 
all patients by all, or almost all, of the evaluators. Despite this 
limitation in the calculation of the coefficient, it is possible to 
consider that there was no interrater disagreement. 

For items 10 (artificial airway), 15 (resuscitation), 16 (hemo-
filtration), and 20 (intravenous hyperalimentation), Kappa 
coefficients were strong or almost perfect, indicating an excel-
lent interrater agreement with at least 64% of reliable data 
according to McHugh (2012). 

Items 5 (drains), 9 (respiratory support), 12 (vasoactive medi-
cation), 17 (urine measurement), 21 (enteral feeding), and 23 
(intervention outside ICU) had at least two coefficients consid-
ered as moderate or higher, indicating 35–63% of reliable data.

For 15 out of 23 items (i.e., 65% of the items), there was clear 
evidence of agreement. However, for items 1 (monitoring), 8 
(administrative tasks), 11 (treatment for lung function), and 
14 (left atrial monitoring), the coefficients varied from weak to 
minimal, indicating that 4–35 % of data were reliable. 

Finally, for items 4 (hygiene), 6 (mobilization), 7 (support and 
care of relatives and patient), and 22 (specific interventions in 
the ICU), there was only minimal agreement or even no inter-
rater agreement. Looking at the frequencies in Table 1, it can 
be seen that the bedside nurses tended to underestimate the 
activities in items 1, 4, 6, 8, 14 and 22, as the expert answered 
more frequently with the options “yes” or “b” and “c” (“more 
than normal” and “much more than normal”) for the multi-
ple-choice choice. However, the contrary was observed for the 
item 11. For item 7, about half of the patients were evaluated 
by the three evaluators as having received support and care of 
their relatives; there was no agreement on which patients had 
received it or the intensity of this specific care. 

Discussion
The process of cross-cultural adaptation of the NAS was com-
plex due to the need to consider the tool, as well as the tutorial, 
the number of activities comprised in each item and the need 
to gather nurses from different ICUs to guarantee, as much 
as possible, the representativeness of the Quebecers’ context. 
A noteworthy point of this phase in our study was the repre-
sentativeness of different hospitals in Quebec City and the 
involvement of the nurses in the discussion on the content 
validation of the French-Canadian version of the tool. The 
discussion led to the refinement of each item of the tool and 
its tutorial assuring the representativeness of the items for the 
French-Canadian context. 

The evaluation of the interrater reliability pointed to a substan-
tial overall interrater agreement considering the total score of 
the tool, which is a strong point. The intensity of care required 

by the patient, as assessed by the NAS total score, was equiva-
lent considering different evaluators. This is an important point 
regarding the recommendation of the ideal nurse-to-patient 
ratio that can be inferred from NAS results, as well as to esti-
mate the direct and variable costs related specifically to nursing 
care. 

The same equivalence was observed for the majority of the 
items (15/23) when assessed separately. Given the frequency 
with which laboratory exams and medications (excluding vaso-
active drugs) are ordered in ICUs, these items pose no problems 
for evaluation, resulting in a reasonable agreement among the 
raters. In the ICUs of this study, intravenous replacement, aci-
dosis/alkalosis treatment and intracranial pressure monitoring 
are activities that are not part of the units’ routine, explaining 
why the answer was always “no” for all the evaluators. 

The care of artificial airways and the procedures of resusci-
tation, hemofiltration and intravenous hyperalimentation 
are noticeable activities and they did not pose problems for 
the scoring; the same was true for the activities related to the 
presence of drains, respiratory support, use of vasoactive med-
ication, urine measurement, enteral feeding and interventions 
outside ICU. However, the items related to monitoring and 
titration, hygiene, mobilization, administrative tasks, left atrial 
monitoring and specific interventions in the ICU presented a 
lower interrater agreement. It was observed that the bedside 
nurse tended to underestimate the activities or the intensity of 
care required by the patient when compared to the expert. It is 
interesting to note that for item 11, related to the treatments for 
lung function, the contrary was observed. In this case, it seems 
that bedside nurses in their scoring also considered the respira-
tory care provided by the respiratory therapist, when only the 
care provided by the nurses must be considered. 

It is important to note that the “inter-and intrarater reliability 
are affected by the fineness of discriminations in the data that 
collectors must make. If a variable has only two possible states, 
and the states are sharply differentiated, reliability is likely to be 
high” (McHugh, 2012, p. 277). In fact, we observed that those 
dichotomous items (yes or no) for which content was related 
to activities that could be clearly identified as related to hemo-
filtration or artificial airway presented the higher coefficients 
of agreement. On the other hand, the multiple-choice items, 
requiring nurses to be very attentive to the detailed discrimina-
tion of each possibility of scoring, presented lower agreement. 
Aimed at addressing this problem, the recent version of the 
NAS tutorial (Padilha et al., 2015) brings a detailed description 
of what can be considered as “normal”, “more than normal”, and 
even “much more than normal” as intensity of the specific care. 
Furthermore, for item 14: “left atrial monitoring”, it is essential 
to consult the tutorial. In the updated tutorial (Padilha et al., 
2015) other procedures, such as ventricular assist device, pace-
maker and others were added in this item to better represent all 
cardiovascular devices used in the ICUs.

There are few studies on the evaluation of NAS reliability and 
those published (Lachance et al., 2015; Macedo et al., 2016; 
Valls-Matarín et al., 2015) used different strategies to test the 
reliability, limiting the comparison of the results. In our study, 
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in order to minimize the person-effect in the agreement of 
experts, and also aiming at reproducing the diversity of nurses 
filling out the NAS in clinical practice, we counted on 10 dif-
ferent nurses, always grouped in pairs and randomly assigned, 
to test the reliability of NAS scoring according to the interrater 
equivalence. Moreover, all the evaluations were tested against 
an expert’s evaluation. Studies testing the same type of reliabil-
ity of NAS frequently used the same pair of judges to assess the 
proportion of interrater equivalence (Queijo & Padilha 2009; 
Valls-Matarín et al., 2015). Thus, the strategy we applied may 
have contributed to increasing the odds of non-agreement, 
explaining the overall lower coefficients observed in our study. 
In Stuedahl et al.’s (2015) study that evaluated the agreement of 
NAS scores between ICU bedside nurses, ICU manager nurses 
and ICU physicians, the results were similar to ours.

A convergent point among the studies, however, is concerned 
with the type of items with lower agreement coefficients. As 
in our study, Valls-Matarín et al. (2015) and Stuedahl et al. 
(2015) found the reliability of the Spanish and Norwegian ver-
sions, respectively, of the NAS that the items with multiple 
scoring options presented the lowest interrater agreements. 
Valls-Matarín et al. (2015) underscored the importance of 
ensuring more accurate records of nursing aiming at provid-
ing greater uniformity of data sources and, consequently, more 
accuracy in the NAS scoring. 

All of these findings point to the importance of the careful 
training of nurses for NAS application and using the tutorial to 
guide the NAS scoring, in order to reduce the amount of vari-
ability in how they view and interpret data, and record it on the 
data collection instrument. This is even more important for the 
items with multiple scoring options. Training must be a contin-
uous process considering both nurses recently employed by the 
unit, as well as those with years of experience on the unit for 
which periodic retraining must be considered, with emphasis 
on the validation by an expert of the scores attributed to each 
item by the bedside nurse.

The present study makes available an easy and useful tool to 
quantify the time spent in direct nursing care in the ICU. The 
use of the NAS on a regular basis in the ICUs has several clin-
ical, management and research benefits. Its data allow bedside 
nurses to have access to all of the activities that have been used 
with their patient and this is an asset for planning nursing care. 
For managers at different levels, NAS data provide a detailed 
and comprehensive overview of nursing workload per unit 
in real time, optimizing decision-making. From the research 
perspective, the cumulative database of data generated by 

its regular use is a considerable source of information where 
data analysis can advance knowledge for improved nursing 
management.

Conclusion
The French-Canadian version of the NAS and its tutorial were 
content validated by the target users. The evaluation of the tool’s 
reliability indicated a good overall agreement among judges for 
the total NAS score, but the multiple-choice items and some 
related to specific interventions remain a challenge for the 
standardization of its scores among different users. Training 
ICU nurses for NAS use is important for the accurate use. The 
demonstration of validity of the adapted version of NAS, oblig-
atory before making the tool available for use in research and 
clinical practice, is the focus of a separate manuscript.  
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Survey of oral care practices in Quebec for 
intensive care patients receiving mechanical 
ventilation
By Andréanne Tanguay, PhD, RN, Isabelle Reeves, PhD, RN, Sylvie LeMay, PhD, RN, Christelle Khadra, MSc, RN, 
Emilie Gosselin, MSc, RN, and Denise St-Cyr-Tribble, PhD, RN 

Abstract

Clinical highlights
• Oral care practices in Quebec ICUs remain inconsistent.
• In this survey, most participants reported performing oral 

care, but the quality of their practice appears to be low, as 
do the resources available and the level of knowledge about 
oral care.

• The following factors seem to have an influence on the 
quality of practice: work schedule, level of training, type 
of workplace, and having received training in oral care 
practices.

• This study provides a basis for further studies both to improve 
our understanding of the factors influencing practice and to 
highlight its importance in providing safe and quality care to 
intubated ICU patients. 

Background

Intubated and mechanically ventilated patients in the inten-
sive care unit (ICU) have the greatest risk of developing oral 
and systemic infections (Kalanuria, Zai, & Mirski, 2014). 

In fact, oral colonization is considered one of the most critical 
risk factors for nosocomial pneumonia, mainly ventilator-as-
sociated pneumonia (VAP) (Kalanuria, et al. 2014; Oliveira, 
Zagalo, & Cavaco-Silva, 2014). Indeed, VAP affects from 5% to 
15% of intubated patients and is considered the most frequent 
ICU complication (Oliveira et al., 2014; Sousa, Ferrito, & Paiva, 
2017). Treatment expenses associated with such complications 
are considerably higher than the cost associated with preven-
tion strategies (Oliveira et al., 2014; Sousa et al., 2017). Among 
these strategies, oral care to reduce or control the accumulation 

of dental plaque is a simple, low-cost and efficient way to 
reduce colonization by respiratory pathogenic bacteria (Ames 
et al., 2011; Oliveira et al., 2014).

Nurses are responsible for providing quality oral care to com-
pensate for the lack of self-oral care by intubated patients who 
lost their autonomy (Binkley, Furr, Carico, & McCurren, 2004). 
According to the American Association of Critical Care Nurses 
(AACN) guidelines (AACN, 2010), it is recommended that 
oral care practice for intubated ICU patients include brushing 
the patient’s teeth, gums and tongue at least twice a day with a 
pediatric or adult-size soft-bristle toothbrush, providing hydra-
tion care for oral mucous membranes and lips every two to four 
hours, and applying a chlorhexidine gluconate solution (CHX) 
(0.12%) twice a day. The patient should be assessed by the 
nurse on admission to the ICU to establish his/her oral health 
condition, with ongoing assessments throughout their hospi-
talization in order to prevent complications (Chan, Lee, Poh, 
Nq, & Prabahkaran, 2011; O’Reilley, 2003). Numerous tools 
have been developed for documenting the assessment of ICU 
patients’ oral condition in a standardized and systematic man-
ner (Berry, Davidson, Masters & Rolls, 2007; Halm & Armola, 
2009). However, their use seems to be limited. 

Studies reporting oral care practices in intubated patients, 
including studies on oral health condition assessment, care pro-
cedures, and frequency of care, have shown that these practices 
are inadequate and often inconsistent with the previous recom-
mendations (Alotaibi, Alshayigi, & Ramalingam, 2014; Berry 
et al., 2007; Binkley et al., 2004; Feider, Mitchell & Bridges, 
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important to adopt systematic clinical practices based on evi-
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2010; Ganz et al., 2013; Grap & Munro, 2004; Jones, Newton, & 
Bower, 2004; Kearns, Brewer, & Booth, 2009; Qu, Xie, Zhang, 
Zhou, & Shi, 2015; Rello et al., 2007; Saddki, Mohamad Sani, & 
Tin-Oo, 2017; Türk, Kocaçal Güler, Eser, & Khorshild, 2012). 
Inadequate human and material resources, as well as lack of 
knowledge could impact the level of priority given to oral care 
(Binkley et al., 2004; Chan et al., 2011; Furr, Binkley, McCurren, 
& Carico, 2004; Grap & Munro, 2004; Jones et al., 2004). 

Cook, Montori, McMullin, Finfer, and Rocker (2004) argued 
that improving the performance of a professional behaviour 
requires a prior understanding of the current behaviour. As 
such, a statement of current practices is needed in order to 
improve oral care practices. So far, studies have solely focused 
on factors influencing the nursing practice such as years of ICU 
experience and level of education (Feider et al., 2010; Furr et 
al., 2004; Jones et al., 2004; Rello et al., 2007). However, our 
literature review failed to retrieve any study documenting the 
frequency of these practices in relation to influencing factors 
in intubated patients in ICUs, either in Quebec or in Canada. 

Purpose
The main purpose of this study was to describe the current oral 
care practices for intubated patients among nurses in ICUs in 
Québec. The secondary objective was to assess the influence of 
socio-demographic variables on professional behaviour related 
to oral care.

Method
Design and sampling 
We used a cross-sectional descriptive correlational design 
(Gray, Grove, & Sutherland, 2016). The target population was 
ICU staff nurses caring for intubated patients in Quebec’s pub-
lic health and social services network. There were 2,719 ICU 
staff nurses at the time of the study (2009–2010). The acces-
sible population consisted of all ICU nurses who had agreed 
to provide their contact information for research purposes 
in the 2009–2010 members’ list of the Ordre des infirmières 
et infirmiers du Québec (OIIQ – Quebec Order of Nurses). 
This population comprised 935 persons, or 34.4% of the target 
population. The inclusion criteria for nurses were: 1) to hold a 
clinical position in Quebec’s public health and social services 
network, 2) to work in an ICU, and 3) to be able to under-
stand, read and write French. We excluded nurses who were 
working in the neonatal intensive care unit (NICU) because 
the oral care practices and recommendations were different in 
this setting. 

Data collection
Invitations to participate in the study were sent by mail to all 
nurses in the accessible population who met our selection 
criteria. The mail consisted of a presentation letter prepared 
according to the recommendations of Dillman, Smyth, and 
Christian (2014), the survey questionnaire, and a pre-stamped 
return envelope. To optimize the response rate, a reminder was 
also sent at two and six weeks after the initial mailing (Dillman 
et al., 2014). Data were collected over a three-month period 
(October 2009 to January 2010).

Variables and measures 
The survey questionnaire was developed and validated, as part 
of this study, based on health measurement scales’ developmen-
tal guides (Dillman et al., 2014; Streiner, Norman, & Cairney, 
2015). The content validity of the questionnaire was reviewed 
by a committee of experts composed of six professionals with 
complementary expertise: two professors, one nursing man-
ager, one nurse educator, and two clinical nurse specialists. 
Items received an overall validity coefficient of 0.96 for rele-
vance and 0.95 for clarity. Test/retest reliability two weeks apart 
was moderate for categorical variables (Cohen’s kappa = 0.50) 
and good for continuous variables (intraclass correlation coef-
ficient = 0.80) (Landis & Koch, 1977). The final version of the 
survey questionnaire consisted of 69 questions organized into 
four sections: characteristics of oral care practices, knowledge 
and opinions about oral care, practice-influencing factors, and 
socio-demographic characteristics.

Ethical considerations
The research protocol was approved by the Research Ethics 
Board of the University of Sherbrooke where the study was 
conducted. The authorization to access the mailing addresses 
of the nurses in the accessible population was granted by the 
OIIQ. Since the participants had to return the completed ques-
tionnaire by mail, informed consent was expressed implicitly 
by their doing so. Questionnaires were coded to ensure the par-
ticipants’ anonymity.

Data analysis
Descriptive analyses were performed to determine the sam-
ple characteristics and the prevalence of oral care practices use 
among participants. Comparisons using T tests, Mann-Whitney, 
Kruskall-Wallis, chi-squares and Fisher’s Exact tests were con-
ducted to evaluate the sample representativeness of the general 
population of ICU nurses and the correlation between socio-de-
mographic variables and professional behaviour. A weighted oral 
care quality index (WQI) was also developed inspired by the 
quality index calculated by Furr et al. (2004). To obtain the WQI 
score, the rating for each sub-statement of oral care product was 
multiplied by the frequency of use of this product then a total 
score was generated from the sum of all the values. A penalty was 
deducted from the total WQI score when products were used 
despite being contraindicated. The WQI score ranged from 0 to 
120. Data analysis was done using SPSS version 16.0.

Findings
Sample characteristics
The response rate was 38.5%. Table 1 summarizes the socio-de-
mographic characteristics of the 375 participants who 
completed and returned the questionnaire. Sample representa-
tiveness was assessed in comparison to the target population 
based on the OIIQ registry. The comparison showed an ade-
quate representation of each age group of nurses compared 
to the target population, except for a statistically significant 
under-representation (p=0.031) of nurses aged between 35 
and 44 years old. Administrative regions were adequately 
represented, except Montreal, which was under-represented 
(p=0.02) and the Eastern Townships area, which was over-rep-
resented (p=0.0023).
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Description of oral care practices in Quebec
Components of oral care practices. Table 2 presents the results 
pertaining to the components of oral care practices in Quebec. 
In total, 87% of participants stated they had provided oral care 
to intubated ICU patients in the last month. Of those, 88% 
said they had previously assessed their patients’ oral health 

condition, while only 12% reported using a written tool to 
guide their assessment. Only 41% reported the existence of an 
oral care protocol in their unit, and of those, 57% considered 
the protocol up to date. Most of the participants (99%) iden-
tified nurses as the main provider of oral care for intubated 
patients in their workplace, and considered this practice a nurs-
ing responsibility.

Figures 1, 2 and 3 show the frequency of use of each prod-
uct to perform oral care. Most participants reported using an 
adult-size soft-bristled toothbrush (31%), non-foaming tooth-
paste (19%) and foaming toothpaste (15.4%). Oral swabs were 
used every two to four hours. The soft-bristled pediatric tooth-
brush and non-foaming toothpaste were used, on average, 
every eight to 12 hours. The adult-size soft-bristled toothbrush 

Table 1. Socio-demographic characteristics of participants

Characteristics n (%)

(N = 375)

Gender
     Female
     Male

 
335 (89.6)
39 (10.4)

Level of nursing education
     College degree 229 (61.1)

Nursing experience (in years)
     ≥ 16 123 (32.8)

ICU experience (in years)
     <  5 164 (43.7)

Figure 1. Products and material: Percentages and 
frequencies

Figure 2. Solution and liquids: Percentages and frequencies

Figure 3. Decontaminants and moisturizers: Percentages 
and frequencies

Table 2. Oral care practices in Quebec

Practices Frequency (%) 

Have you performed oral care in the last month?

YES 325 (86.7)

If yes, do you assess the oral health of intubated patients?

YES 286 (88.0) 

If yes, do you use a written tool to guide 
your assessment? 

34 (11.9)

Is there an oral care protocol in place for intubated patients?

YES 132 (40.6)

If yes, is it up to date? 75 (56.8) 

Who performs oral care on intubated patients? (check all 
that apply)

Nurse 372 (99.2) 

Clinical nurse 121 (32.3) 

Family members 100 (26.7) 

Orderly 59 (15.7) 

Who should be performing oral care on intubated patients? 
(check all that apply)

Nurse 367 (97.9) 

Orderly 149 (39.7) 

Clinical nurse 140 (37.3) 

Family members 107 (28.5) 
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and foaming toothpaste were used, on average, every four to 
12 hours. The main cleaning solutions, used on average every 
two to eight hours, were water (67.1%), mouthwash solu-
tions (63.7%), and NaCl 0.9% physiological solutions (42.5%). 
Additionally, (25.2%) participants said they use hydrogen per-
oxide, while (24.3%) said they use CHX gluconate.

The oral care practices knowledge score mean was 65%. Only 
48.5% of the participants reported receiving prior or formal 
training in oral care, and 85.1% wished they had learned more 
about oral care practices. We calculated an available-resources 
score (0-5) of 2.04 with a standard deviation (SD) of 1.38. 
Finally, the mean WQI practice quality score was 48 with an 
interquartile range of 24 to 60.

Correlation between social variables and professional 
behaviour. Table 3 shows the correlation between socio-de-
mographic variables and professional behaviour. Professional 
behaviour was assessed based on three indicators: 1) oral care 
practices in the last month, 2) oral condition assessment, and 
3) quality of oral care practice. The number of years of experi-
ence in the ICU was correlated with both the provision of oral 
care in the last month and the oral condition assessment. The 
latter was also correlated with the prior training of nurses in 
oral hygiene or oral care. Finally, the work shift, the nurse’s level 
of education, and the prior training in oral care, were all cor-
related with the quality of oral care practice.

Discussion
Description of oral care practices in Quebec
Components of oral care practice. The results of the present 
study were similar to a British survey among ICU nurses in 
which 88% of participants reported assessing the oral health 
condition, but only 29% of them used a written tool when 
doing so (Kearns et al., 2009). In Feider et al.’s (2010) survey, 
39% of participants reported performing an oral care assess-
ment every four hours, but 93% said they did not use a written 
assessment tool.

Among oral care products, oral swabs were the most used tool 
in the current study, similar to other studies (Binkley et al., 2004; 
Feider et al., 2010; Kearns et al., 2009; Qu et al., 2015; Rello et 
al., 2007). Although shown to be ineffective for dental plaque 
removal, oral swabs are still recommended for the application 
of the CHX gluconate solution, as well as for hydration and 
comfort (Berry et al., 2007). Although tooth-brushing is also a 
recommended oral care practice (AACN, 2010), only 35% of the 
participants reported brushing their intubated patients’ teeth. 
This proportion is much lower than in another recent survey, 
where 90.3% of nurses claimed they brushed their patients’ teeth 
twice daily (Saddki et al., 2017). Nonetheless, this frequency 
aligns with the AACN tooth brushing recommendation rate.

The main solutions used for mouth cleaning reported in the 
current study were water and mouthwash solutions, applied at 

Table 3. Influence of sociodemographic data on professional behaviour

Nursing Practice (n=374) Assessment (n=324) WQI (n=327)

Yes (n (%) No (n (%) pa Yes (n (%) No (n (%) pa Mean (IQD) p

Shift
Day
Evening
Night
Rotating

98 (30.2)
78 (24.0)
92 (28.3)
57 (17.5)

13 (26.5)
14 (28.6)
18 (36.7)
4 (8.2)

0.28  
87 (30.4)
 69 (24.1)
 78 (27.3)
 52 (18.2)

11 (28.9)
 9 (23.7)
13 (34.2)
 5 (13.2)

0.78
48.0 (28.0-64.0)
48.0 (24.0-64.0)
48.0 (24.0-48.0)
48.0 (32.0-70.0)

0.02*d

Level of education
College degree (DEC)
Bachelor’s
Master’s

170 (52.3)
125 (38.5)
30 (9.2)

30 (60.0)
16 (32.0)
4 (8.0)

0.60
151 (52.8)
109 (38.1)
 26 (9.1)

18 (47.4)
16 (42.1)
4 (10.5)

0.82
48.0 (24.0-59.0)
48.0 (24.0-56.0)
52.0 (35.0-78.0)

0.05* d

Years of ICU experience
Less than 1

1-5
6-10
11-15
16 and over

9 (2.8)
141 (43.4)
72 (22.2)
33 (10.2)
70 (21.5)

6 (12.0)
23 (46.0)
7 (14.0)
2 (4.0)
12 (24.0)

0.01*
7 (2.4)
125 (43.7)
 65 (22.7)
23 (8.0)
 66 (23.1)

 
2 (5.3)
16 (42.1)
 7 (18.4)
10 (26.3)
 3 (7.9)

0.003**
24.0 (24.0-48.0)
48.0 (24.0-64.0)
48.0 (32.0-59.0)
48.0 (26.0-72.0)
48.0 (24.0-60.0)

0.39d

Received training  
on oral care 

Yes (n=180)
No (n=193)

161 (49.8)
162 (50.2)

19 (38.0)
31 (62.0)

0.12

153 (53.9)
131 (46.1)

7 (18.4)
31 (81.6)

0.0004**

48.0 (24.0-52.0)
48.0 (24.0-64.0)

0.000004***d

aPearson’s chi-square test. bFischer’s exact test. cMann-Whitney’s nonparametric test. dKruskal-Wallis’s nonparametric test.  
*p<0.05 ** p ≤0.001 ***p<0.0001.
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an average frequency of two to eight hours. These results are 
similar to another study, where 60% of ICUs used saline solu-
tion for oral care on average twice daily (Qu et al., 2015). Their 
popularity is not surprising given that the oral swab is the tool 
primarily used for oral care. The low reported rate of CHX glu-
conate use could be explained by the mixed opinions in the 
literature about the effectiveness of this solution. A recent sur-
vey found that only 3.8 % of ICUs assessed used CHX for oral 
care (Qu et al., 2015). Nonetheless, it has been shown that the 
CHX gluconate solution reduces dental plaque colonization 
and, therefore, should be included in oral care protocols for all 
ICU intubated patients (Grap, Munro, Elswick, Sessler, Ward, 
& Higgins, 2011; Labeau, Van de Vyver, Brusselaers, Vogelaers, 
& Blot, 2011; Munro, Grap, Jones, McClish, & Sessler, 2009). 
However, the application frequency of two to 12 hours reported 
in the current study, raises questions about the staff ’s knowl-
edge concerning this product, since CHX gluconate solution 
can irritate and abrade oral mucous membranes when used 
excessively (Munro et al., 2009). Although hydrogen peroxide 
is not recommended as a decontaminating agent in oral care 
(Berry & Davidson, 2006), it has been used by more than 25% 
of the participants. This can be explained by the inclusion of 
hydrogen peroxide solutions in certain commercial packages 
created specifically for oral care with intubated ICU patients.

The overall oral care interventions reported in this study par-
tially follow the AACN practice recommendations. Participants 
reported both very high and very low frequencies, which can 
be equally harmful. The assessment of oral condition ought to 
determine the proper frequency of care, and rather than being 
strict intervention standards, the protocols in place should be 
guidelines that encourage nurses to exercise clinical judgment 
(Ames et al., 2011).

The average score for knowledge about oral care practices, 65%, 
seems rather low compared to other studies where it ranged 
from 75% to 80% (Binkley et al., 2004; Rello et al., 2007). 
This result is consistent with a recent survey where 94.57% of 
nurses responded that they need more information on oral 
care standards (Saddki et al., 2017). An average score of 40% 
for resources’ availability is indicative of discrepancies among 
administrative regions regarding the accessibility of healthcare 
resources and quality of care. In Binkley et al.’s (2004) study, 
the results were more positive: 96% of the participants had 
access to material resources and sufficient time to provide oral 
care. Yet, despite that high accessibility, 46% of the participants 
wished they had better supplies, showing that the abundance of 
resources is no guarantee of their quality. Saddki et al. (2017) 
found similar results, where 93.6% of nurses said the equip-
ment to perform oral care was available and 87.1% said they 
have enough time. However, 88.2% of nurses in this study 
thought they needed better supplies and equipment.

Correlation between social variables and professional 
behaviour. The correlation between socio-demographic factors 
and the quality of oral care practices showed similar results to 
those of Furr et al. (2004). Indeed, Furr et al. also found that 
knowledge, resources and level of education were all factors 
correlated with oral care practices. 

Study limitations
Study results on the application of best practices by profes-
sionals could be distorted by the Hawthorne effect in which 
participants actually changed their professional performance 
due to the study. Using a self-administered anonymous mail-in 
questionnaire minimizes that bias (Gray et al., 2016), given 
that participants are answering the questions retrospectively, 
not being observed by the researcher. There could also be an 
acquiescence bias due to the large number of statements and 
the repetitive scale format in the survey questionnaire (Streiner 
et al., 2015). Finally, a social desirability bias should be con-
sidered. This bias is very likely given that participants were all 
current ICU nurses who might not want to reflect badly on 
their practice.

Conclusions
Our results show that oral care practices in Quebec ICUs 
remain inconsistent. In fact, most participants reported per-
forming oral care, but the quality of their practice appears to 
be low, as do the resources available and the level of knowledge 
about oral care. We hope this initial status report will provide a 
basis for further studies both to improve our understanding of 
the factors influencing practice and to highlight its importance 
in providing safe and quality care to intubated ICU patients. 
We also hope that it will encourage healthcare settings to adopt 
evidence-based oral care protocols for intubated patients and to 
increase the use of tools for assessing oral health condition. The 
questionnaire developed for this study could be used for future 
surveys. Finally, we hope that the nurses who participated in 
the study developed a greater awareness of the importance of 
their oral care practices. 
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CACCN Chapter of  
the Year Award
Sponsored by Draeger Medical  
Canada Inc. and Philips Canada
The CACCN “Chapter of the Year” Award is presented to rec-
ognize the effort, contributions and dedication of a CACCN 
Chapter in carrying out the purposes and goals of the association.

The Chapter of the Year criteria are founded on the CACCN 
Mission Statement and recognize the activities of the Chapter 
with specific emphasis on service to members and promotion 
of the specialty of Critical Care Nursing including, but not lim-
ited to, publications, presentations, and certification activities. 

Note: this award application process is complementary to the 
Annual Chapter Report. We recommend completion of the 
Annual Chapter Report prior to proceeding with calculating 
the Chapter of the Year score. 

Award Funds Available
Fiscal 2016–2017 only: $1,000.00 First Place sponsored by 
Philips Canada
$500.00 Second Place sponsored by Draeger Medical Canada
Recognition plaque 

Submission Deadline: May 31 annually

Application Process: Mandatory submission for all Chapters 

Criteria for the Award Program
• Eligible Chapter activities for the period of April 1 to March 

31 each year.
• The chapter awarded the most points will be the successful 

recipient of the Chapter of the Year Award.
• In the case of a tie, CACCN BOD will determine the final 

recipient of the award.
• The successful chapter will be announced at Chapter 

Connections Day.
• Plaque and cheque will be presented at the annual awards 

ceremony at Dynamics by the Chapter of the Year recipients 
for the previous year

Conditions for the Award Program
• All chapters of CACCN are eligible for Chapter of the Year 

Award.
• Chapters that have not submitted their Annual report and 

quarterly financials by the required deadline quarterly/annu-
ally to National Office will not be eligible for the award 

• Chapters will be responsible for ensuring that National 
Office receives all required documentation to be considered 
for the award.

• Points will be awarded for only chapter activities that have 
been validated with supporting documentation.

• The successful Chapter will be announced at the annual 
CACCN Awards Ceremony and in CACCN publications.

•	 All Chapter reports / and individual chapter scores will be 
available for review at Chapter Connections Day/Dynamics.

Points System
Points are accumulated in each of six activity categories:

Section Category

1 Member Education

2 Promotion of Critical Care Specialty

3 New Member Recruitment

4 Sustained Membership

5 Academic activity

6 Certification activity

Instructions: 
1. Complete the Chapter Annual Report
2. Gather validation documents for each of the categories of 

activities in the past year
3. Calculate scores for sections 1 through 6
4. Add section scores for total Chapter of the Year score
5. Submit the application with documentation to CACCN 

National Office by May 31 annually

Section Instructions
Section 1: Member Education   
• Any educational event coordinated and hosted by the local 

chapter is eligible. 
• The total numbers of hours for an educational session are 

considered (excluding meal breaks and social events). 
• Concurrent sessions are not cumulatively totalled. It is pre-

sumed that the session participants would be split between 
the concurrent session, therefore hours of education for par-
ticipant are not altered. 
■■ For example: an eight-hour educational day that includes 

6 concurrent sessions would be counted as eight hours for 
a total of 6 CL hours.

• Please contact CACCN head office if your delivery model is 
different than reflected in this section.

•	 Suggested validation documents: 
■■ Brochure, advertising or pamphlet
■■ Copy of agenda (including hours of education)
■■ Attendee numbers
■■ Evaluation forms or report from each event 

Formula:
• To create the member education score, the total number of 

education hours provided in the year is divided by the total 
number of Chapter members. This number is then multiplied 
by 1,000 in order to establish a score which is not dependent 
on the size of the individual chapter.

Total hours of education offered in the year 
Total number of Chapter members                   

X 1,000 =  
     member  
     education 

AWARD INFORMAtION
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Example:
Chapter A
• Donation after Cardiac Death educational meeting – 3 hours
• Total Chapter Membership number – 26
• 3 hours divided by 26 members  = 0.115 multiplied by 1000 

= 115
• therefore the membership education innovation score is 115

Chapter B
• Neuro education and bioethics education session offered
• Total education hours – 28 hours
• Membership number – 310
• Formula: 28 hours divided by 310 members = 0.090 multi-

plied by 1000 = 90
• therefore the membership education score is 90

Section 2: Promotion of Critical Care Specialty
Total hours of any public or community service event coordi-
nated and hosted by the local chapter is eligible. 
• Concurrent sessions are calculated as per Member Education 

hours. For example: an eight-hour event that includes 6 con-
current sessions would be counted as eight hours. 

• Eligible event must be clearly indicated as sponsored/hosted 
by CACCN.  Event examples: participating in blood pressure 
clinics, teaching CPR to the public, participation in health 
fairs.

Validation documents:  
• Documents to identify event as CACCN sponsored 

■■ For example, submitting a letter from the receiving group 
or a picture of the event, etc.

Formula: 
•	 To create the Promotion of Critical Care Specialty score, the 

total number of promotional event hours provided in the year 
is divided by the total number of Chapter members, this num-
ber is then multiplied by 1,000 in order to establish a score 
which is not dependent on the size of the individual chapter.

Total hours of events offered            
Total number of chapter members    

X 1000 = Promotion of  
 Critical Care Specialty

Chapter A
• Total specialty promotion hours – 4 hours
• Membership number – 38
• Formula:  4 hours divided by 38 members = 0.105 multiplied 

by 1000 = 105
• Therefore the Promotion of Critical Care Specialty  score 

is 105

Chapter B
• Total specialty promotion hours – 2 hours
• Membership number – 110
• Formula: 2 hours divided by 110 members = 0.018 multi-

plied by 1000 = 18
• Therefore the Promotion of Critical Care Specialty score is 

18

Section 3: New Member Recruitment 
• Calculated based on the percentage of new members 

recruited up to March 31st of the award year.
• Any member with a membership lapse of 12 months or more 

will be considered a new member 
■■ i.e., a membership expires April 2011 and is renewed 

February 2012. This member would be considered a 
renewing member as 10 months has passed since the 
membership expired.

■■ i.e., a membership expires April 2011 and is renewed June 
2012. This member would be considered a new member 
due to the lapse in membership of 14 months. 

• Use the Membership Recruitment/Retention spreadsheet 
from the CACCN national office to obtain the number of 
new members

Formula:
• To create the recruitment score, the total number of recruited 

members is divided by the total number of chapter members 
as of March 31st of the award year. This number is then mul-
tiplied by 100 to give you the percentage of new members. 
The points awarded are noted on the chart based on the per-
centage of new members.

Total new members                             
Total number of chapter members  

X 100 = percentage of 
                 new members

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

Chapter A
• Total number of new members  23
• Total number of chapter members  110
• Formula:  23 new members divided by 110 members = 0.209 

multiplied by 100 = 20.9 % - rounded up to 21%
• 21% corresponds with the 21-30% level on the chart, there-

fore 30 points will be awarded.
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Chapter B
• Total number of new members – 12
• Total number of chapter members – 38
• Formula: 12 new members divided by 38 members =  0.315 

multiplied by 100 = 31.5 % - rounded up to 32%
• 32% corresponds with the 31-40% level therefore 40 points 

will be awarded.

Section 4: Sustained Members
• Calculated based on the percentage of renewing members up 

to March 31st of the award year.
• Any member with a membership lapse of less than 12 months 

or more will be considered a renewed  member 
■■ i.e., a membership expired April 2013 and is renewed 

February 2014. This member would be considered a renew-
ing member as the renewal is within 12 months of the expiry.

■■ i.e., a membership expires April 2013 and is renewed June 
2014.  This member would be considered a new member 
as the “renewal” is over 12 months of the expiry. 

• Use the Membership Recruitment/Retention spreadsheet 
from the CACCN national office to obtain the number of 
new members

Formula:
• To create the sustained members score, the total number of 

renewed members is divided by the total number of chapter 
members as of March 31st of the award year. This number 
is then multiplied by 100 to give you the percentage of sus-
tained members. The points awarded are noted on the chart 
based on the percentage of new members.

Total sustained members                      
Total number of chapter members    

X 100 = percentage of 
                   sustained 
                   members 

Percentage Points Percentage Points
01 – 10 % 5 51 – 60 % 30
11 – 20 % 10 61 – 70 % 35
21 – 30 % 15 71 – 80 % 40
31 – 40 % 20 81 – 90 % 45
41 – 50 % 25 91 – 100 % 50

Example:
Chapter A
• Chapter A renewed 47 members this past year 
• They have 250 total chapter members
• 70 divided by 250 = 0.28 multiplied by 100 = 28% 
• 28 % corresponds with the 21–30% category, therefore 15 

points are awarded

Section 5: Academic Activity
• This section accounts for the activity of each chapter related 

to contribution to the science and specialty of critical care 
nursing. This can include publications and presentations in 
local, national and international journals, and presentations 
delivered by chapter members. 

• Participation in national position statements, standards 
work and other committees  is also scored. 

Formula
Publications 
• Points will be calculated for chapter members who have con-

tributed articles to:
■■ The chapter newsletter 
■■ The Canadian Journal of Critical Care Nursing (excluding 

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

iated with CACCN
• Chapters are responsible for providing:

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

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

Each article = 25 points 

Presentations
• Points will be calculated for chapter members who have 

contributed presentations at local, provincial and national 
CACCN activities.  

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

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

brochure or flyer listing the chapter member as a presenter. 

Each Presentation = 25 points 

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

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

• Points will be awarded only once for each member on each 
committee, regardless of the number of meetings or level of 
participation of the member. 

• Chapters are responsible for providing: list of member 
contributions. 



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

Total points from all three areas:
Example 
Chapter A
• An article was published by a member in the chapter’s news-

letter = 25 points
• One article from a chapter member was published in 

Dynamics = 25 points
• One chapter member presented at the local education day 

= 25 points
• 3 members presented separate presentations at a Dynamics 

conference = 75 points

Total points: 150

Section 6: Critical Care Certification – CNCC(C) and CNCC(P) 
• Points will be calculated for chapter members who have suc-

cessfully completed and/or renewed the CNA Certification 
Examination in the award year

• Validation of certification status of submitted members will 
be obtained via the Canadian Nurses Association

Formula initial Certification
• To create the certification score, the total number of certified 

members of the chapter in the award year is divided by the total 
number of chapter members, this number is then multiplied by 
100 to give you the percentage of certified members. Multiply 
this number by 10 to give you the number of points awarded

Number of members certified/renewed
Total number of chapter members             

X 100 = Percentage

• 10 points for each percentage of the total number of chapter 
members who are new certifications in the award year.

Percentage x 10 = certification points
Example 
Chapter A
• Initial certification = 3 members 
• 250 chapter members
• 3 divided by 250 = 0.012 multiplied by 100 = 1.2% 
• multiplied by 10 = 12 points 

Formula Renewal Certification
• To create the renewal certification score, the total number 

of renewed certifications of the chapter in the award year is 
divided by the total number of chapter members, this num-
ber is then multiplied by 100 to give you the percentage of 
certified members. Multiply this number by 5 to give you the 
number of points awarded

Number of members renewed         
Total number of chapter members    

X 100 = Percentage

• 5 points for each percentage of the total number of chapter 
members who are renewed certifications in the award year.

Percentage x 5 = certification points
Example 
Chapter A
• Renewed  certification = 11 members
• 250 chapter members
• 11 divided by 250 = 0.044 multiplied by 100 = 4.4% 
• multiplied by 5 = 22 points 
• Add initial certification total with renewal total for points 

awarded in certification category
• Initial certification points + renewal certification points= 

total certification score for chapter
• Example Chapter A   -   12 + 22= 34 certification points

Submission: Tally the points from all categories on the 
Calculation form, complete the Application form and forward 
all to National Office with supporting documentation.

The CACCN Board of Directors, Philips Canada and Draeger 
Medical Canada retain the right to amend the award criteria.

CACCN Research grant 
The CACCN research grant has been estab-
lished to provide funds to support the research 
activities of a CACCN member that are rele-
vant to the practice of critical care nursing. 
A grant will be awarded yearly to the investigator of a research 
study that directly relates to the practice of critical care nursing. 

Award funds available: $2,500.00 

Deadline for submission: February 15

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

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

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

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

• Be licensed to practise nursing in Canada
• Conduct the research in Canada
• Publish an article related to the research study in Canadian 

Journal of Critical Care Nursing
• CACCN members enrolled in a graduate nursing program 

may also apply
• Members of the CACCN board of directors and the awards 

committee are not eligible.
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the Spacelabs Innovative  
Project Award
The Spacelabs Innovative Project Award will be presented to 
a group of critical care nurses who develop a project that will 
enhance their professional development.

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

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

Deadline for submission: June 1 each year

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

Mailed applications must be postmarked on or before June 1.

Do you have a unique idea?

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

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

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

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

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

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

publish a report that outlines their project in the Canadian 
Journal of Critical Care Nursing.

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

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

award notification.

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

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

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

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

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

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

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

CACCN within three months of the termination date of the grant
• The research study is to be submitted to the Canadian Journal 

of Critical Care Nursing for review and possible publication.

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

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

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

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

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

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

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

The CACCN Board of Directors retains the right to amend the 
award criteria.
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“Sharing expertise™” Award 
Sponsored by B. Braun
The “Sharing Expertise™” Award is a 
peer-nominated award and will be pre-
sented to an individual who exhibits stellar 
leadership and mentoring abilities in critical care.  

The nominee for this award is an individual who ideally is or 
has been:
• A preceptor for students in a registered nursing program 

or registered nurses enrolled in a critical care certificate 
program;

• A mentor for registered nurses and other nursing colleagues 
in the critical care setting;

• An advocate for their patients and their families; and
• A champion of/for their nursing colleagues by supporting, 

encouraging, and sharing their nursing expertise. 

The nominee must demonstrate a strong commitment to the 
practice of critical care nursing and the nursing profession. 
These qualities shall be demonstrated by continuous learning, 
professional involvement, and a commitment to guiding novice 
to senior registered nurse colleagues in critical care.

Registered nurses in all aspects of critical care, including patient 
care providers, educators, clinical nurse specialists, may qualify 
for this award.

Award funds provided
Dynamics of Critical Care™ conference tuition: $550 
(maximum)
Travel expenses: $600 (maximum)
Hotel accommodations x 3 nights: $850 (maximum)

Submission deadline: June 1 annually

Complete nominations using the online Award application 
process

Eligibility criteria
The nominee for the “Sharing Expertise™” Award:
• Must be an active CACCN member for a minimum of one 

(1) year 
• Must have a minimum of five (5) years of critical care nurs-

ing experience 
• Must practise to the CACCN Standards of Critical Care 

Nursing Practice (5th ed., 2017)

In addition to the above:
• Reference will be given to a nominee who has Canadian 

Nurses Association Certification [CNCC(C) or CNCCP(C)]
• Each nomination must have the support of a critical care 

nursing colleague who is an active CACCN member
• Applicants may be nominated or may self-identify.

Nomination process
To submit a nomination for the “Sharing Expertise™” Award, 
the following is required:
• Submission of all information by no later than June 1;
• Completion of the online application form at www.caccn.ca 

CACCN educational Awards
The CACCN Educational Awards have been 
established to provide funds ($1,000.00 each) 
to assist critical care nurses to attend continu-
ing education programs at the baccalaureate, 
master’s and doctorate levels. 

Award funds available: Two awards - $1,000.00 

Deadline for submission: January 31 and September 1 

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

Mail to: CACCN, P.O. Box 25322, London, ON N6C 6B1

Mailed applications must be postmarked on or before January 
31 or September 1

Eligibility criteria
The applicant must:
• be an active member of the Canadian Association of Critical 

Care Nurses for a minimum of one (1) year
• be accepted to an accredited continuing education pro-

gram relevant to the practice, administration, teaching and 
research of critical care nursing

• not have been the recipient of this award in the past two 
years.

Application process
• submit a completed CACCN Educational Award application 

including all required documentation. Submit a letter of ref-
erence from his/her current employer

• incomplete applications will not be considered
• presentations considered for merit points are those that are 

not prepared as part of your regular employment role/respon-
sibilities — oral and poster presentations will be considered.

Selection process
• CACCN reserves the right to withhold the award if no candidate 

meets the criteria
• The successful candidate will be notified via email and regular 

mail
• The successful candidate will be recognized at the Awards 

Ceremony at the Dynamics of Critical Care Conference (annu-
ally in September)

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

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

The Board of Directors of the Canadian Association of Critical 
Care Nurses retains the right to amend the award criteria.
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• The online application must include information and exam-
ples supporting how the applicant/nominee has been actively 
involved in
■■ preceptorship;
■■ mentoring critical care colleagues;
■■ advocating for patients and their families;
■■ as well as, supporting, encouraging, and sharing their crit-

ical care expertise.  
■■ the applicant/nominee must identify/demonstrate a 

strong commitment to the practice of critical care nurs-
ing, continuous learning, professional development and 
the nursing profession.

• Each application must be accompanied by the following:
■■ one (1) letter of support for the applicant / nominee from a 

colleague who is an active CACCN member;
■■ one (1) letter of support for the applicant/nominee from 

their manager or a critical care nursing colleague, or a crit-
ical care physician

■■ the letters must provide concrete examples supporting 
why the applicant/nominee should be considered for the 
award. Information required should include, but is not 
limited to the applicant’s involvement in:

■■ practising to the CACCN Standards of Critical Care 
Nursing Practice (5th Ed. 2017)

■■ mentoring, supporting, encouraging, sharing and teach-
ing registered nursing colleagues

■■ engagement in continuous learning activities (does not 
need to be a formal educational program)

■■ demonstrated professional involvement
■■ advocating for patients and their families
■■ supporting, encouraging, and sharing their critical care 

expertise. 
■■ a strong commitment to the practice of critical care nurs-

ing, continuous learning, professional development and 
the nursing profession.

Selection process:
• Each nomination will be reviewed by the CACCN Award 

Review Committee based on the award criteria as provided.
• Incomplete nomination packages will not be considered.

Notification
• The successful candidate will be notified by the Chair, 

CACCN Partners Committee via email and regular mail. 
• The successful candidate will be recognized at the Awards 

Ceremony at the Dynamics of Critical Care™ Conference 
(annually in September);

• The successful candidate’s name/photograph will be pub-
lished in the Canadian Journal of Critical Care Nursing™ and 
on the CACCN website.

Award
• The successful candidate will receive the following to attend 
the Dynamics of Critical Care™ Conference in the year in which 
the award is bestowed:

■■ Full Conference Tuition: up to $550.00 (Member Early 
Bird Rates)

■■ Travel Allowance: up to $600.00 (maximum)
■■ Accommodation Allowance: up to $850.00 (maximum) 

• Receipts will be required for Travel/Accommodation 
allowance

The successful candidate is required to attend the CACCN 
Awards Ceremony and to meet with B. Braun Representatives 
in the exhibit hall for photographs

Members of the CACCN Board of Directors are not eligible for 
consideration of the “Sharing Expertise™” Award  

The Board of Directors of the Canadian Association of Critical 
Care Nurses retains the right to amend the award criteria as 
required and to withhold the award due to low review scores or 
candidates do not meet the criteria.

the Brenda Morgan Leadership 
excellence Award
The Brenda Morgan Leadership Excellence 
Award is a peer-nominated award. The award was 
established to recognize Brenda Morgan’s contribution and 
leadership to CACCN.

The Brenda Morgan Leadership Excellence Award will be pre-
sented to a nurse who, on a consistent basis, demonstrates 
outstanding performance in the area of leadership in criti-
cal care. This leadership may have been expressed as efforts 
toward clinical advances within an organization, or leader-
ship in the profession of nursing in critical care. The results of 
the nominee’s leadership must have empowered people and/or 
organizations to significantly increase their performance capa-
bility in the field of critical care nursing.

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

Award funds available: $1,000.00 plus award trophy

Deadline for submission: June 1 

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

Mailed applications must be postmarked on or before June 1.
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Eligibility criteria
Critical care nurses who are nominated for this award will have 
consistently demonstrated qualities of leadership and are con-
sidered a visionary and an innovator in order to advance the 
goals of critical care nursing.

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

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

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

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

lifelong learning
• exemplify the following qualities and values:

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

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

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

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

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

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

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

Awards and Corporate Sponsorship and the CACCN Award 
Review Committee 

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

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

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

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

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

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

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

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

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

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

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

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

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

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

Mailed applications must be postmarked on or before June 1.

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

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

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

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

criteria:
■■ participates in quality improvement and risk management 

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

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

evidence
■■ effective clinical decision making supported by thorough 

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

grates change and new learning to practice

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

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

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

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

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

Award funds available: $500.00 total 

Deadline for submission: August 15 

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

Mailed applications must be postmarked on or before August 
15.

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

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

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

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

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

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

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

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

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

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

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

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

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

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

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

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

students
■■ regularly participates in continuing education and profes-

sional development

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

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

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

examples outlining the nominee’s clinical excellence and 
expertise 

• Incomplete nomination packages will not be considered.

Selection Process
• Each nomination will be reviewed by the Canadian 

Association of Critical Care Nurses Awards Review 
Committee 

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

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

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

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

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

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

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

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

Week 
■■ feasibility of activity/event.

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

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

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

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

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

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

Dynamics to accept the award

Deadline for submission: June 1 annually 

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

Eligibility criteria
• The candidate must be a CACCN member in good standing 

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

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

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

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

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

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

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

regional, provincial or national level.

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

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

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

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

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

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

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

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

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

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

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

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

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

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

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

and
■■ posting on the CACCN website.

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

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

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

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

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

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

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

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

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

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

■■ Hotel accommodations for two nights at the conference 
host hotel. 

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

CACCN/Sage Products  
Poster Bursary
The CACCN/Sage Products Poster Bursary provides a $500 
award to eligible applicants to attend the Dynamics of Critical 
Care Conference to present a poster with a focus on the pre-
vention of complications or deleterious impacts of critical 
illness hospitalization. Maximum of ten (10) recipients may be 
selected annually.

Award funds available: $500/each
Ten (10) bursaries available (annually)

Application year: Dynamics of Critical Care Conference Call 
for Abstracts (annually)

Deadline for submission: January 31 (annually)

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

Eligibility
• First/presenting poster author is an active CACCN member
•	 First-time poster submission to CACCN Dynamics 

conference
• Focus of the poster is on the prevention of complications 

or deleterious impacts of critical illness hospitalization, for 
example (but not limited to): prevention of hospital acquired 
infection, including; pressure injury reduction; and early 
mobility)

• Completed CACCN/Sage Products Poster Bursary 
application 

• Poster is reviewed through the abstract submission system 
and is accepted for presentation at CACCN’s Dynamics of 
Critical Care conference.

Note:
• No branding of the poster for Sage Products is required
• The poster does not need to address prevention using prod-

ucts provided by Sage Products.

Application process
• Applicants must submit a poster abstract online at www.

caccn.ca as per the CACCN Dynamics abstract submission 
process by no later than 2359 ET – January 31 annually

• Applicants complete and submit the CACCN/Sage Products 
Poster Bursary application to CACCN National Office 
(caccn@caccn.ca) at the time of abstract submission or by no 
later than 2359 ET – January 31 annually

• The poster abstract will be blind reviewed according to 
CACCN’s abstract review policies

• Following review, eligible abstracts will be listed based on 
review scores

• The first ten (10) eligible abstracts with the highest review 
scores will receive a bursary of $500 each;

• Successful poster presenters will be notified via email and 
regular mail

mailto:caccn@caccn.ca


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

• Acceptance of the Sage Products – CACCN Bursary indi-
cates a commitment by the presenter to attend the Dynamics 
conference to present the poster

• A letter of acceptance must be signed by the recipient prior 
to the distribution of the funds

•	 CACCN/Sage Products Poster Bursary may only be used 
to offset conference expenses: registration, travel, accom-
modation, meals, poster preparation/printing, etc.

•	 CACCN/Sage Products Poster Bursary recipients will be 
acknowledged by CACCN and Sage Representatives at the 
CACCN Awards Ceremony

• Recipients are required to attend the CACCN awards 
ceremony and the Sage Products Exhibit Booth at the con-
ference for photographs

• The successful applicant will forfeit the bursary if they fail 
to attend the Dynamics of Critical Care Conference, the 
CACCN Awards Ceremony and the Sage Products Booth.

CACCN Certification Draw
The Canadian Association of Critical Care Certification Draw 
was established to recognize members of the Association who 
successfully certify or renew their certification in our spe-
cialty—Certified Nurse in Critical Care Canada [CNCC(C)] 
and Certified Nurse in Critical Care Paediatrics Canada 
[CNCCP(C)].

Award Funds Available: $ 2,000 total annually

Draw Eligibility
To be eligible for the Canadian Association of Critical Care 
Nurses Certification Draw:
• the certified nurse must provide the Canadian Nurses 

Association (CNA) with permission to release their name 
and contact information to their nursing specialty, the 
Canadian Association of Critical Care Nurses

• the certified nurse must be an active member in good stand-
ing as of the date of release of the Spring or Fall examination 
listings from CNA

Draw Process
The Canadian Association of Critical Care Nurses National 
Office will conduct a random blind draw based on informa-
tion from the certification report received from the Canadian 
Nurses Association and the Canadian Association of Critical 
Care Nurses database:
• Initial Certification (Adults or Pediatric)—One recipient - 

$500 total, spring and fall
• Renewal Certification (Adult or Pediatric)—Two recipients - 

$250 each, spring and fall
• the Canadian Association of Critical Care Nurses 

Certification Draw will be held in spring and fall

Notification
• recipients are recognized:

■■ printing of names of the recipients in the Canadian Journal 
of Critical Care Nurses (CJCCN)

■■ at the Canadian Association of Critical Care Nurses Award 
Ceremony (annually in September)

■■ on the CACCN website under Awards/Recognition
■■ via e-newsletter, Facebook, and Twitter

• recipients are notified and receive the award funds via 
cheque from the Canadian Association of Critical Care 
Nurses National Office 

CERTIFY IN OUR SPECIALTY!
The Board of Directors of the Canadian Association of Critical 
Care Nurses retains the right to amend the award criteria.

CACCN Document: Award Criteria
Content Revision: March 2017
Content Revision Date: March 2014
Form Design Revision Date: January 2011 





the CANADIAN JOuRNAL  
OF CRItICAL CARe NuRSINg

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

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

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

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

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

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

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

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

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

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

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

• Indicate the primary person to contact 
and address for correspondence

• Provide five key words for indexing.

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

3. Acknowledgements
• Other contributing individuals and 

sources of research funding should 
appear in an acknowledgment section.

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

including  tables ,  f igures ,  and 
references

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

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

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

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

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

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

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

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

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

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

6. Copyright:
• Manuscripts submitted and published 

in the CJCCN become the property of 
CACCN.  

7. Submission:
• Submit manuscripts electronically as a 

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

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

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

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

copyediting.
• Expected timeline from submission to 

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

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

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

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

ReFeReNCeS
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Publication manual of the American 
Psychological  Association  (6 th ed.) . 
Wahington, DC: Author.

Heidan, S., Babor, T.F., De Castro, P., Tort, S., 
& Curno, M. (2016). Sex and gender equity 
in research: Rationale for SAGER guide-
lines and recommended use. Research 
Integrity and Peer Review, 1(2). http://dx.
doi.org/10.1186/s41073-016-0007-6
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