
 

 

Introducing the New Manitoba Chapter Executive 

membership recruitment and 
retention. Read further for 
information on how to get 
win your tuition to Dynamics 
2015 and Edge of 
Excellence 2016. I have 
been honored to serve as 
Chapter president for such a 
prestigious group of nurses. I 
look forward to being 
involved with our chapter as 
our new leadership brings 
fresh and innovative ways to 
promote education, 
professional development 

and ongoing growth. 

Tannis Sidloski 

 

 

Spring is such an exciting 
time of the year! After a 
period of being dormant, it 

is a time of regrowth and 
redevelopment. This year is 
especially a great time to be 
a member of CACCN. The 
annual Manitoba Chapter 
“Edge of Excellence” was 
held Monday February 23, 
2015 at the Norwood Hotel. 
The day began with our 
Annual General Meeting at 
which our new 2015-2016 
Chapter executive was 
voted in and Gladys Ens was 
awarded CACCN Manitoba 
Chapter Critical Care Nurse 
of the Year for 2014. All the 
attendees had an excellent 
day of education, 
networking and visiting with 
our sponsors. Dynamics 2015 
will be in Winnipeg 

September 27-29, 2015. 
This is an exciting 
opportunity to have a 

national conference locally. 
We will be “Bridging the 
Nation with Compassion, 
Imagination and Innovation.” 
Together we can, in even 
greater numbers; experience 
continued and renewed 
growth in knowledge and 
passion that is critical care 
nursing. Continue to look at 
your area’s communication 
boards and the CACCN 
website www.caccn.ca on the 
Manitoba Chapter pages for 
details on upcoming 
educational events. In April 
2015 our newly elected 
executive will be meeting to 
discuss and plan goals for 
this fiscal year. We certainly 
will continue to focus on 

Manitoba Chapter Executive Greetings 

Tara : Hello Members! My 

name is Tara Carson and I 
am excited to join the 
Manitoba Chapter as one of 
the Program Co-chairs. I am 

thrilled to have the opportunity 
to learn and network with such 
an energetic and dynamic 
group. My journey of becoming 
a nurse started after the birth 
of my second child. I graduated 
from the U of M in 2007 and 

started my adventure at the 
Grace Hospital in General 
Surgery. In 2010, I graduated 
from WCCNEP and remained 
at home in the Grace ICU. I 
seem to thrive on seeking new 
adventures and have since 
become CNA certified in 
Critical Care in 2013, am Co-
chair for Nursing Practice 

Council, member of the ICU 
Program & Quality Council, a 
certified PICC nurse and 
member of Dynamics 2015 
planning committee. Critical 
Care definitely opens the door 
for many new and exciting 

opportunities and challenges. 
On the home front I am lucky 
to have two beautiful teenage 
girls and an exceptionally 
supportive husband. We enjoy 
travelling near and far, trying 
to stay active and more 
recently working on my 
photography skills. I look 
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forward to a successful upcoming 

year with CACCN and the 
Manitoba Chapter.   
 
 
 

Welcome Aboard! 

President: Sara Unrau 

Vice President:  Trudy Nernberg 

Secretary: Monica Whiteway 

Treasurer: Sarah Gilchrist 

Programs: Tara Carson  and 

Colleen Sacrey 

Membership: James Danell 

Newsletter: Lissa Currie 



 

 

Our annual dinner was held 
November 27, 2014 at the CRNM 
Building Board Room.  This sold-old 
session featured “A Night in the Life 
of a MEI” with Medical Examiner 
Investigator, Kim Witt RN BN.  Kim 
shared fascinating stories from her 
personal experiences in this role, 
and was able to bring this valuable 
work to life for all of us (LOL).  The 
audience left with a new 
appreciation of how their own work 
impacts the ME office, and how the 
nurses who work there care for the 
deceased persons’ family with 

respect and dignity. 

 

Our next event will be a spring 
session, with the topic TBD.  
Information will be coming out 

soon. 

We would like to take this 
opportunity to thank the other 
members of the Committee for 
their support and assistance with 
program planning.  We would 
also like to thank all who have 
attended the workshops and have 
provided valuable feedback.  
We are looking forward to 
continuing to provide educational 

workshops that will benefit 

Critical Care Nurses and we are 

always open to suggestions. 

Program Co-Chairs, 
Colleen Sacrey 
Trudy Nernberg 
 
Please contact: Colleen Sacrey at 
ssacrey@exchange.hsc.mb.ca or 
Tara Carson at  

tcacrson@ggh.mb.ca. 

 

Membership Benefits Have you 
ever wondered . . . what are 
the benefits of membership?  
The benefits of membership are 
many, including  the peer 
reviewed journal “The Canadian 
Journal of Critical Care 
Nursing”, members only forum, 
CNA study guide, practice 
questions and access to many 
different awards and education 
funds. As a means of 
recognizing the importance of 
renewing your membership, we 
have brought back our free 

tuition incentive.  

If you have been a CACCN 
member for greater than 2 
years and are interested in 

attending Dynamics of Critical 
Care 2015, in WINNIPEG, 
please submit your name to:  
manitoba@caccn.ca to be 

entered into the draw.  

If you have been a CACCN 
member for 2 years or less 
and are interested in 
attending Edge of Excellence 
2016 in Winnipeg Manitoba, 
please submit your name to 
manitoba@caccn.ca to be 

entered into the draw. 

Submission DEADLINE is June 

15, 2015.  

One of the ongoing goals for the 
2014/2015 chapter executive 
was to develop strategies to 
increase the number of new and 
returning members. To support this, 
we have continued to offer a 
combined membership / 
conference fee with Edge of 
Excellence 2015. This was a 
success as we acquired 19 new 
members with this opportunity! At 
the current time, the Manitoba 
Chapter is at an all-time record 
high membership enrollment of 
126 members  AND with Dynamics 
2015 being held in WINNIPEG 
this year, we expect our 
membership to soar even higher! 
 

Recruitment and Retention 

Update On  Educational Events 

Enter Your Name 

to Win a Free 

Conference 

Tuition 

Deadline: June 

15th, 2015 

Spring 2015 

“watch for details on 

upcoming educational 

opportunities” 

How to Join or Renew Your Membership 

1.    Online Renewal at www.caccn.ca– select Join US/Renewals 

2.   Fax the membership form with credit card info to 519-649-1458 

3.   Mail membership form with cheque, money order or credit card information       

to CACCN National Office.  

You can find a membership form on the website or any CACCN communication 

board located in various areas throughout your facility.   

CACCN : “the voice 

of excellence in 

Canadian Critical 

Care Nursing” 

mailto:manitoba@caccn.ca
mailto:manitoba@caccn.ca


 

 

Edge of Excellence  2014 Report 

Edge of Excellence 2015 was held on 
February 23, 2015 at the Norwood Hotel, 
in Winnipeg. The day was a success with a 
fascinating variety of speakers and topics. 
It began with a presentation on Striving for 
Balance: Personal wellness amidst life’s daily 
challenges, highlighting 8 myths of exercise 
and nursing barriers to exercise from 
David Unger, Fitness Coordinator from 

Health Sciences Center. 

Erin Schillberg, an epidemiologist working 
with the WRHA, then shared her 
experiences with “Doctors Without 

Borders” during the first peak of the Ebola 
outbreak in Africa in a presentation titled 
Ebola Epidemiologist: Experiences from the 
front lines. She highlighted the extreme 
conditions that they had to work under and 
the barriers they faced with patients and 

their families.    

  Dr. Ryan Zarychanski then shared his 
experience of implementing a protocol 

change at Health Sciences Center in 
Organized chaos:  How a massive 
transfusion protocol affects the care of 
severely bleeding patients. The outcome of 
the protocol has led to enhanced and 
safer patient care in the critical situation 

faced by the bleeding patient.  

Cst. Kurt Kozyra from Winnipeg Police, 
shared Current trends in Street Drugs with 
the attendees, highlighting the trends that 
are currently being seen on the streets. He 
discussed the street names for some of the 
most common drugs seen on the street and 

the impact that the drugs can have on 

people.   

 

Following lunch CSI 2015 was presented 
by Tracey Williams. A fascinating story 
and presentation of hereditary 
angioedema was shared. She discussed 
the treatment and difficult management of 

this patient with crowd input.  

Spring 2015 

Dr. Marcus Blouw, ended the day 
with his presentation on Preventing 
post-traumatic stress in ICU 
survivors: ICU diaries as a tool for 
improving the mental health of 
patients and families. The 
experience of implementing the 
diaries in the medical intensive 
care unit was shared, with some 
preliminary feedback and 
comments from patients. Thought 
provoking patient comments of 
their nightmares and thoughts 

were shared with the group.                  

Thank you to all the speakers, 
sponsors, and the Edge of 
Excellence 2014 planning 

committee.  

If you or someone you know is 
interested in presenting at our 
next annual Edge of Excellence, 
we would love to hear from you at 

manitoba@caccn.ca.  

Awards and Recognition 

It is important 
to recognize 
the people 
we work with 
and what 
better way 
then to 
nominate 

them for some of the CACCN. Our units are 
full of very dedicated, knowledge able 
individuals that go above and beyond 
providing excellent quality care to our 
patients and families. With Dynamics 2015 
being held in Winnipeg this year it would be 
great to nominate these individuals and have 

the opportunity to see them receive the 
award and recognition they deserve.  
Please look around your units and nominate 
some of the very deserving people we are 
fortunate enough to work with.  
 

1. The CACCN Educational Award   
        Sponsored by CACCN 
        Submission Deadline:   September 1 

 
2. Chapter of the Year Award  

Sponsored by Draeger Medical 
Canada Inc. 
Submission Deadline:  May 31 

 
3. The Spacelabs Innovative Project 

Award  
Sponsored by Spacelabs Healthcare 
Submission Deadline:     June 1 
 

4. CACCN "Chasing Excellence" 

Award   
Sponsored by CACCN 
Submission Deadline:     June 1 

 
5. The Brenda Morgan Leadership 

Excellence Award  
Sponsored by CACCN 
Submission Deadline:     June 1 
 
More information can be found at 
www.caccn.ca.  

What better way to say 

thank you and we 

appreciate everything 

you do than by 

Nominating a deserving 

colleague 

mailto:manitoba@caccn.ca
http://www.caccn.ca/en/awards/awards/smiths_educational_award.html
http://www.caccn.ca/en/awards/awards/caccn_grant.html
http://www.caccn.ca/en/awards/awards/spacelabs_award.html
http://www.caccn.ca/en/awards/awards/spacelabs_award.html
http://www.caccn.ca/en/awards/awards/cardinal_health_chasing_excellence_award.html
http://www.caccn.ca/en/awards/awards/cardinal_health_chasing_excellence_award.html
http://www.caccn.ca/en/awards/awards/brenda_morgan_award.html
http://www.caccn.ca/en/awards/awards/brenda_morgan_award.html


 

 

Job Performance:   

Gladys is an exemplary Clinical 
Resource Nurse in the Critical Care 
program. She has been a Grace 
Hospital employee since 1982, an 
ICU staff member since completing 
the HSC ICU course in 1984, and 
she has been the sole full time ICU 
CRN since 2007.  She plays an 
essential role in our ICU and is seen 
as a leader by both the 
interdisciplinary team and the 
management team. She excels in 

her CRN role, and there is a high 
degree of quality to her work. 
Gladys is always well-prepared, 
thorough and consistently meets 
deadlines. She arrives on time to 
meetings and returns calls and 
emails in a timely manner. She is a 
reliable and consistent champion of 
all nurses within our hospital 

community. 

While Gladys is very organized 
and detail- oriented, she also has 
the ability to be creative and 
flexible. She’s able to quickly 
change her schedule to 
accommodate patient needs, in-
services, and one-to-one education 
sessions as the need arises. Gladys 
is collaborative and a team player. 
She works well with site and 
regional peers, is inclusive of ideas 
and concepts and responds quickly, 
thoroughly and with a positive 
attitude to requests for input and 

information.  

Gladys also has excellent 
supervisory skills. She routinely 
supervises WCCNEP students in 
clinical practice in our ICU during 
Specialized Orientation.  She also 
supervises both new and senior 
nurses in their daily practice of 
patient care.  She provides them 
with learning opportunities in the 
ICU that benefit their development.  
She is able to assess and adapt 
strategies as required.  She knows 
almost every detail of every policy 

and procedure used in our unit! 

Accomplishments:   

Gladys has successfully completed 
requirements as an Infection Control 
Practitioner via distance education 
in June 2014.  She utilizes this 
knowledge to contribute to patient 
care in the Critical Care setting.  
She received an Educational 
Scholarship from the Grace 
Hospital in support of this training 

endeavor. 

Gladys effectively assumed the 
role of Ward Lead in an on-going 
15 month Quality Improvement 
project, “Releasing Time to Care”.  
She completed training with MB 
Health and reviewed all UK 
National Health Service materials 
to familiarize herself with the 
required modules.  She has led our 
unit through all modules:  
organizing meetings, processes and 
follow-through.  She been 
instrumental in engaging staff 
involvement and buy-in, which has 
been a key component of our 
success.  Gladys has since provided 
presentations in several venues to 
inform and train others regarding 
this project, its benefits and 

processes. 

Gladys was the successful peer
-nominated recipient of the 
2012 Grace Hospital Clinical 
Nursing Excellence Award.  
This award recognizes a 
deserving staff nurse for 
contributions to patient care, to 
staff and team relationships, 
and to the goals of the 

organization. 

Completing CNA Certification 
in Critical Care Nursing was a 
goal Gladys achieved in 
2011.  She continues to be an 
active participant in her own 
learning and development.  
Her belief that ‘every nurse is 
a life-long learner’ is well 
demonstrated in her own practice.  
She attends every educational 
opportunity available to her, and 
contributes actively to the learning 

of others. 

Gladys is also well known in her 
residential and church communities as a 
willing and cheerful supporter, advocate 
and resource for friends, family and 
strangers alike.  She is regularly 
involved in activities in these settings.  It 
is apparent to everyone that she is most 
often the strength of others.  Her nursing 
and interpersonal skills are frequently 
called-upon outside the workplace.  She 

never hesitates to help where she can. 

Staff Relationships:   

Gladys has positive relationships with 
staff, colleagues and superiors. She is 
well liked and respected by the 
interdisciplinary team that she is 
involved with. She is approachable and 
uses coaching techniques to promote 

learning and critical thinking.  

Communications and Teamwork: 

 Gladys is inclusive and consistently 
contributes to meetings, committees and 

discussions.  

It is indeed a pleasure to work with her 

at the Grace ICU! 

2014 Critical Care Nurse of the Year   

CONGRATULATIONS  

“GLADYS ENS” 

Spring 2015 



 

 

The Brandon ICU is a 9 bed unit, 

complete with 2 negative pressure 

isolation rooms. Brandon Regional Health 

Centre (BRHC) is the referral center for 

the southwestern half of Manitoba, and 

service an area of over 100,000 people. 

We are located on the 4th floor of the 

BRHC.  The unit is a general ICU 

providing care to fresh, unstable ACS, 

CVA patients post thrombolysis, medical, 

surgical patients and even the occasional 

pediatric patient. Three of our beds are 

outfitted to accommodate hemodialysis, 

but we also have 2 CRRT machines for 

those patients who are unable to tolerate 

Hemodialysis. We have a Code Team 

and a Rapid Response Team. We are 

also responsible for telemetry monitoring 

in the acute care center, managing up to 

16 patients. We regularly perform 

outpatient procedures (i.e., elective 

cardioversions, and diagnostic Swan 

Ganz insertions).   

Generally, we are staffed to provide 1:1 

care to 4 – 5 patients, with 5 nurses 

(including the charge nurse), a unit clerk 

and nurse aide, all led by our CRN.  We 

have 6 physicians who rotate through,  

an ICU pharmacist and a respiratory 

team.  Although not dedicated to the 

ICU, we count our dietitian, speech 

language pathologist, physiotherapist, 

occupational therapist, social worker 

and spiritual care as important 

members of our team.   

We take pride in the quality of care 

provided to our patients and their 

families. In recent years, we’ve 

incorporated our VAP Care bundle 

and have made great strides in 

reducing the incidence of 

ventilator-acquired 

pneumonia and have made 

early mobility a priority.  It is 

not uncommon to see a 

ventilated patient up walking 

in the unit with an entourage 

of a respiratory therapist, 

physiotherapist, nurse and 

nurse aide.   

In the last couple months our 

facility, along with the rest of 

the province, was pushed to 

extremes to meet the 

demands of the recent influenza 

outbreak.  Our unit was filled to 

capacity. I’m so proud of the way our 

team pulled together in a difficult 

situation to provide quality care to our 

patients.  Everyone who was available 

stepped up to work extra shifts and 

overtime to make sure we met the needs 

of our patients, their families and our 

colleagues.  

Wendy K Mattison, RN  CRN 

 

Spot Light On…….Brandon Intensive Care Unit  

Meet the Brandon Intensive Care Team 
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The National CACCN conference this 
year was held in Quebec City, 
September 21st to 23rd. The 

presentation that this 
article will focus on is 
“Top 10 Problems that 
Anesthesia Creates for 
Critical Care Nurses” 
presented by Penelope 

S. Benedik PhD, CRNA, RRT, Associate 
Professor of Clinical Nursing at 
University of Texas Health in Houston, 
Texas. Penelope Benedik, discussed 10 
problems that anesthesia can create for 
you and your patient. The first problem 
she presented was anesthesia induced 
atelectasis. As many as 90% of 
patients will develop atelectasis post 
an anesthetic induction (Coussa, 2004). 
The patient is generally placed supine, 
given sedatives, take smaller breaths, 
and within seconds atelectasis can 
begin to occur. This can be minimized 
with a short period of CPAP prior 
to induction. She then identified 
problems with the endotracheal 
tube. She discussed the “normal” 
occurrences of endotracheal tube 
(ETT) misplacement during 
transport, ETT cuffs over or 
underinflated, fresh tracheostomy 
displacements, bleeding and 

inappropriate tube size. The type of 
tube used has been associated with 
reduction in VAP rates, for example the 
use of an ETT with continuous aspiration 
of subglottic secretions (Bouza, 2008) 
or the use of silver coated ETT (Kollef, 
2008). These ETTs are currently not 
being used in the Winnipeg Regional 
Health Authority.  
The third problem she discussed was 
inadequate pulmonary humidification. 

If your patient has received non-
humidified gas, cilia become 
“inhibited and depressed” (Benedik, 
2014), leading to decreased 
secretion mobilization. Inhaled 
anesthetics such as sevoflurane, 
compared to Propofol, have a higher 
likelihood of slowing/decreasing 
bronchial mucous transport. She also 
discussed lack of oral care during an 
operation.  
Intraoperative fluids: how much and 

what type? Anesthetic agents can 
cause a decrease in blood pressure, 
actual blood volume and blood loss, 
hypovolemia and fluid overload are 
all difficult to measure accurately in 
the moment and the patient is often 
treated aggressively with fluids. Too 
little or too much fluid leads to 
problems with decreased perfusion 
or fluid overload and edema.  
The sixth problem she discussed was 
the development of venous 
thromboembolism (VTE) with 
prolonged immobility. There are 
many risk factors that can increase 
the risk of a patient developing VTE 
which can include but are not 
exclusive to: type and site of surgery, 
type and duration of anesthesia, 
patient characteristics (such as age, 
past history of VTE, obesity) and 
comorbidities (such as hypertension, 
diabetes, increased cholesterol). “A 
single risk factor is usually not enough 

for VTE event to 
occur” (Benedik, 2014).  
Residual drugs in IV lines 
or catheters . . . “Residual 
anesthetics or adjuncts left 
in the line should be 
suspected whenever a 

patient suffers a sudden collapse or 

cardiac arrest after a peripheral or 
central line is flushed” (Benedik, 
2014), (Bowman, 2013). The dead 
space of a peripheral IV alone can 
hold enough medication to cause 
significant respiratory depression 
when the catheter is flushed. Other 
issues with medications can include 
the classic “spaghetti” of lines and 
stopcocks, multiple medications with 
poor labeling and fluid flushes  

 
running through the same line as 
medications.  
She then discussed inadequate pain 
control during the operation. There 
continue to be case studies of 
patients requiring high doses of 
narcotics in the immediate post-
operative period, when the patient 
may still have residual anesthetic, 
increasing the risk for respiratory 
arrest.  
The ninth problem she 

discussed was post-
operative residual 
neuromuscular blockade. 
Neuromuscular blockades 
are still used in many 
surgical cases and in the 
immediate post-operative period, if 
not completely reversed, the patient 
may be left with “small degrees of 
residual paralysis”, (Benedik 2014).  
Last but not least and definitely a 
concern is post-operative nausea 
and vomiting. There are several 
major risk factors that will increase 
the likelihood of a patient 
developing post-operative nausea 
and vomiting, including: being 
female, history of PONV or motion 
sickness, being a nonsmoker, use of 
post-operative opioids and the 
duration of the anesthetic. A 
combination therapy which could 
include Dexamethasone, 5-HT3 
antagonists, Metoclopramide, 
Promethazine in small doses, 
haloperidol, Diphenhydramine, or 
scopolamine is recommended for the 
high risk patient (Apfel , 2004).  
The presentation highlighted some 
of the issues we see in our post-
operative patients and provided 
some clarification/rationale behind 

some of the issues we see on 
occasion in the patient’s immediate 
recovery period. Dynamics, the 
National CACCN Conference is a 
great way to meet up with other 
nurses across the country and opens 
doors to discuss what we are doing 
well and what we could improve on. 
Hope to see you at the next 
conference . . . Dynamics 2015, 
Winnipeg, Manitoba! 
 
 

Top 10 Problems that Anesthesia Creates for Critical Care Nurses 

By: Sara Unrau 
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Oral Care in ICU 
By: Basil Evans 

Oral hygiene is an activity of daily 

living.  Most of us brush our teeth at 

least once or twice daily, and some of 

us brush three or more times every day.  

We can choose from a variety of oral 

care products which include toothpastes, 

teeth whiteners, gum stimulators, manual 

and/or electronic toothbrushes, 

specialized tongue cleaners, mouth 

washes/rinses and interdental brushers/

flossers.  We appreciate white teeth 

and fresh breath but what happens 

inside our mouth when we are unable to 

brush our teeth?  What oral care would 

you expect to receive if you were a 

patient in the ICU?        

Approximately 700 to 1000 different 

microorganisms live in the mouth.  The 

normal flora of the oral cavity may 

contain up to 350 different bacterial 

species, with a tendency for specific 

groups of bacteria to colonize different 

surfaces in the mouth.  For example, 

Streptococcus mutans/sanguis colonizes 

the teeth whereas Streptococcus salivarius 

colonizes the dorsal aspect of the tongue 

and Streptococcus mitis is found on both 

buccal and tooth surfaces.   

Colonization of dental plaque is 

associated with a variety of nosocomial 

infections, including ventilator-acquired 

pneumonia (VAP).  VAP occurs in 9% to 

28% of patients treated with mechanical 

ventilation and is a leading cause of 

death (mortality rates related to VAP 

range from 24% to 50%) in the ICU.  

VAP prolongs length of stay, increases 

the overall costs of care and has a direct 

impact on a patient’s quality of life.     

Critically ill patients are vulnerable and 

require the assistance of nurses to 

maintain good oral health.  Poor oral 

health can affect 

a patient’s 

nutrition, 

hydration and 

their ability to 

recover from 

critical illness.  

Pathogenic micro

-flora play a 

significant role in 

the development of several systemic 

diseases but good oral care can help 

reduce the number of these microorganisms 

in our mouths thereby reducing the pool of 

organisms available for oropharyngeal 

colonization and translocation to the lung.  

The vulnerability of critical care patients to 

nosocomial infections highlights the 

importance of developing patient-centered 

strategies which emphasize best practices 

for improving oral hygiene.    

Improving the quality of oral care is a multi

-layered task.  Canada’s Safer Healthcare 

Now recommends integrating oral 

decontamination into the care plan of all 

intubated patients.  They also encourage 

the use of preprinted order sets for 

optimizing compliance with oral care.  

Similarly, the American Association of 

Critical Care Nurses (AACN) recommends 

implementing written practice documents 

which describe the procedure, frequency 

and documentation of oral care in every 

ICU.   

By comparison, the Centers for Disease 

Control encourage the development and 

implementation of comprehensive oral 

hygiene programs which promote wellness.  

Comprehensive programs support 

knowledge translation and provide nurses 

 



 

 

with evidence based best practices for 

helping to reduce the risks for 

developing hospital-acquired pneumonia 

(HAPs) and VAP in the ICU.  But what is 

the definition of comprehensive oral 

care?   

A practice alert released by AACN in 

2010 defined comprehensive oral 

hygiene as brushing the teeth, gums and 

tongue with a tooth brush twice daily, 

providing oral moisturizer to the oral 

mucosa and lips every 2 to 4 hours and 

use of oral Chlorhexidine gluconate 

(0.12%) twice daily during the 

perioperative period for cardiac surgery 

patients.  It is important to note that 

although the AACN identifies 

Chlorhexidine for use with cardiac 

surgery patients, both the Canadian 

Patient Safety Institute (CPSI) and the 

Institute for Healthcare Improvement (IHI) 

identify oral care with Chlorhexidine in 

their VAP prevention “Bundles” for use 

with every patient intubated on a 

ventilator.  However, most organizations 

which promote the use of Chlorhexidine 

provide nurses with little guidance on 

how to use Chlorhexidine effectively in 

the ICU.    

What is “Chlorhexidine”?  Chlorhexidine 

is an antimicrobial oral rinse containing 

0.12% Chlorhexidine gluconate.  Side 

effects include staining of oral surfaces, 

increased calculus formation and 

alteration in taste perception.   

Does Chlorhexidine have any 

“contraindications”?  Chlorhexidine 

should not be used with patients who are 

known to be hypersensitive to 

Chlorhexidine gluconate or other formula 

ingredients.  Discretion should also be 

used when treating patients with 

exposed root surfaces or anterior facial 

restorations with rough surfaces or 

margins.   

Research evidence suggests that tooth 

brushing reduces dental plaque 

colonization and Chlorhexidine reduces 

oropharyngeal colonization and VAP, 

but how should nurses perform these 

interventions in the ICU ?  Critical care 

nurses need to know how often to 

perform oral care interventions and how 

to assess their effectiveness but there are 

currently no standard assessment tools 

which determine oral care frequency 

and/or procedure in critical care.  In 

addition, oral care policies vary 

between hospitals and individual nurses 

utilize a variety of techniques and 

different supplies at the bedside.  For 

example, a toothbrush with toothpaste is 

more effective in removing debris and 

plaque yet 

many of us 

continue to 

use 

inadequate 

instruments 

such as 

disposable 

foam sponges to perform oral care.   

Most comprehensive oral care programs 

include a daily assessment to evaluate 

oral dysfunction, routine teeth brushing, 

oral cleansing every 2 to 4 hours, use of 

an antiseptic rinse (i.e. Chlorhexidine), 

routine suctioning and the application of 

a water-based mouth moisturizer which 

helps maintain the integrity of the oral 

mucosa.  The benefits from frequent oral 

care activities however, are thought to 

be lost when oral care has not been 

provided for 4 to 6 hours. 

Oral Chlorhexidine is an antimicrobial 

that has been used in dentistry since 

1976.  Patients capable of managing 

their own oral care activities are 

typically instructed to swish the medicine 

in their mouths twice daily for 30 

seconds before spitting it out.  Clearly, 

ventilated patients are incapable of 

managing this task, so how should nurses 

be directed to use oral Chlorhexidine in 

ICU?    

In 2008, researchers from the Mercy 
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Medical Center in Springfield, MA presented 

their strategies for successfully reducing VAP 

in ICU at the APIC (Association for 

Professionals in Infection Control and 

Epidemiology) Annual Conference.  Mercy’s 

implementation of an oral care protocol and 

ventilator bundle led to an 89.7% reduction 

in their VAP rates.  Their oral care protocol 

identified 6 key elements:  

1. Use of suction swabs with hydrogen 

peroxide solution every 4 hours to clean 

teeth and tongue 

2. Brushing teeth twice daily with 

Chlorhexidine for 1-2 minutes using a suction 

toothbrush, and gently brushing the surface 

of the tongue 

3. Application of mouth moisturizer to mucous 

membranes, buccal cavity, and lips every 4 

hours after completion of oral care 

4. Deep-oral pharyngeal suctioning with 

disposable oropharyngeal suction catheter 

every 12 hours 

5. Replacing suction liner, tubing and 

covered oral suction device every 24 hours 

6. Use of suction catheters to assist in 

controlling secretions prior to major position 

changes, extubation, cuff deflation and 

repositioning of tube  

The researchers at Mercy identified the use 

of time-specific directions as a key element 

in their comprehensive oral care program.  

Encouraging nurses to brush the patient’s 

teeth and tongue with Chlorhexidine for 1-2 

minutes provides important guidance for 

using Chlorhexidine effectively in the ICU.  

Further research however, is still needed to 

identify which evidence based best practices 

should be supported as standards of 

excellence in the ICU.   

In summary, critical care teams are 

encouraged to discuss the risks and benefits 

of different oral care interventions, including 

the safety and side effects of Chlorhexidine 

with ventilated patients in the ICU.  Oral care 

assessments and procedures must be 



 

 

appropriate for critically ill patients, 

easy for nurses to use at bedside and 

tested for their reliability and validity 

before the process of applied 

knowledge begins.   

Oral care is an important part of overall 

health.  Providing nurses with 

standardized protocols and appropriate 

tools at bedside will help desensitize 

nurses from the often-perceived 

unpleasantness of cleaning oral cavities.  

Our smiles depend upon good habits 

like brushing and flossing our teeth, but 

the oral health of critically ill patients 

depends upon the oral care they receive 

when ventilated in the ICU.    

Basil Evan, RN, BA, BN, TQM 

WRHA Critical Care Quality 

Improvement Officer 
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Winnipeg Critical Care Nursing Education Program 

Front Row:  Meghan Courcelles, Love Joy Ladera, Francis Cobarrubias, Kay Balajadia, Mary Rose Malana 
Middle Row: Caitlin Bloxom, Ashleigh Krainyk, Vanessa McGuire, Christine Pineda, Laura Wickstrom, Katrin Ann Param, 
Jocelyn Donato 
Back Row: Rikki-Lee Fletcher, Carolyn Bergeron , Kaitlyn McDonald, Yira Gomez, Joan Dyhaylungsod 

CACCN Manitoba Chapter 

would like to recognize 

Kaye Balajadia 
and  

Meghan Courcelles 
on being the recipients of the 

Manitoba Chapter Recognition 

Award 

Graduation ceremonies were held on February 21, 2015 for the graduates of the 

WCCNEP.  Their achievement was celebrated with family, friends and fellow colleagues. 

The Manitoba Chapter of CACCN is proud to celebrate the success of these hardwork-

ing and deserving nurses.  

Spring 2015 
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Manitoba Chapter Education Fund 

CRITICAL EYE 2015 

April 27, 2015 

Registration fee: $75.00 

Canad Inns Polo Park 

For more information contact 

Colleen Sacrey: csacrey@hsc.mb.ca 

 

THE 2015 CRITICAL CARE IMPROVEMENT SYMPOSIUM 

May 21, 2015 

Registration fee is $75.00. 

Canad Inns Regent Avenue 

Email: croque@hsc.mb.ca  
 

 

THE 2015 KEEPING CURRENT WITH CARDIOVASCULAR CARE CONFERENCE 

APRIL 25, 2015 

Registration fee is: 

  CCCN members  $75.00. 

  Non-members $100.00 

Norwood Hotel 

For more information contact  

Betty Thomson: bthomson@sbgh.mb.ca  

If you are planning on attending any of these great education opportunities there are numerous 
educational funds available to you to help off set registration costs.  
For example, the Manitoba Chapter of CACCN annually allocates funds to promote professional 
development and financially support members attending short-term critical care educational ses-
sions. 

Funding covers costs such as tuition, registrations, flights and hotel accommodations. The Education 

fund does NOT cover personal costs such as food and entertainment.  For further information 

please go to our website at www.caccn.ca  

Upcoming Educational Events 



 

 

Dynamics 2015…... in Winnipeg 

Spring 2015 

Dynamics 2015 will be held in Winnipeg September 27-29, 2015 at the RBC 

Convention Centre. Book your time off now!! You do not want to miss this great 

opportunity to attend a fabulous conference expanding your knowledge, meeting 

fellow colleagues from across Canada and having a great time. Winnipeg’s very 

own Marie Edwards  is the conference planning chair. Marie along with her very 

enthusiastic and creative planning committee are sure to put on an outstanding 

conference, Winnipeg Style.  

“Bridging the Nation with Compassion, 

Imagination, and Innovation”  

September 27 to 29. 2015 

 RBC Convention Centre, Winnipeg, Manitoba 


