
boards in your areas or 

check the Manitoba web 

pages at www.caccn.ca for 

all details and additional 

registration forms for any 

and all educational events.  

The annual Manitoba  Chap-

ter CACCN Critical Care 

Conference “Edge of Excel-

lence 2013” was  held on 

February 19, 2013 at the 

Norwood Hotel. Attendees 

had the opportunity to min-

gle with fellow critical care 

nurses while enjoying a vari-

ety of topics and good food.  

The day began with the An-

nual General Meeting, 

where we heard form our 

current executive, followed 

by the election of the 

2013/2014 executive.   

Read further for information 

on how you can win tuition to 

Dynamics 2013. 

CACCN Manitoba Chapter  

Executive 2013/2014 

President: Tannis Sidloski 

Vice President: Sara Unrau 

Secretary: Gahmeng Khuu 

Treasurer: Sarah Gilchrist 

Programs: Marjorie Chody 

and Colleen Sacrey 

Membership: James Danell 

Newsletter: Lissa Currie 

Member at Large: Joy 

Mintenko  

Hello everyone and welcome 

to all new and current mem-

bers.  The sun is rising earlier 

and we can hope to see 

spring blooms in the near 

future.  

In June of 2012 the execu-

tive met and formulated 

goals and objectives for the 

2012/2013 year.  We have 

continued to focus on reten-

tion and  recruitment of the 

Manitoba Chapter member-

ship, as well  as provision of 

educational events to allow 

for ongoing local networking, 

learning and sharing togeth-

er.  

Educational events continue 

to be offered. Watch for 

emails of education sessions 

to come in the Spring and 

Fall of 2013.  You can also 

find information on your 

CACCN communication 

Manitoba Chapter Executive Greetings 

Introducing New Manitoba Chapter Executive Members 

 

 

Lissa Currie: I am excited to 
be returning to the executive 
and working with you, the 
members, as newsletter 
chairperson. I have been in 
critical care for 23 years, in a 
variety of roles, from work-

ing at the bedside, a variety 
of educator roles both at 
community and tertiary sites 
and currently as Coordinator 
Critical Care Education for the 
WRHA. I am very fortunate to 
have found my passion, criti-
cal care nursing and am 
proud to be a part of such a 
wonderful group of profes-
sionals who are always striv-
ing to provide the best possi-
ble care to their patients and 

families.  On the home front I 
am a mother of 4 children, 
teenagers to young adults, 
coming to work is a vacation 
some days.  

Colleen Sacrey: Hello!  I am 
very excited to join the 
CACCN Executive as program 
co-chair.  I have been a criti-
cal care nurse since 2005 and 
have worked in MICU and 
SICU at HSC and ICMS at St. 
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Boniface.  Currently I hold the 
positions of CRN in MICU and 
mom to two young adult boys 
and three amazing pug dogs.   I 
have had the opportunity to 
attend the last seven Dynamics 
conferences and plan to attend 
several more!  I am also part of 
an education committee and am 
looking forward to sharing my 
ideas and knowledge to meet 
the needs of our membership. 



For those of you who enjoy 

the snow . . . WOW what a 

fabulous winter!  

We have had a rewarding 

year with Programs. Our 

goal is to organize educa-

tional events that are rele-

vant to our Manitoba Mem-

bers, utilizing topics suggest-

ed by members, and bringing 

these events to you by host-

ing events at various hospitals 

around the city.  

Our Annual Dinner Seminar, 

titled “The Gift of Life – Ex-

periences of Transplant Re-

cipients” was well received.  

Due to unforeseen events Dr. 

Darren Freed was unable to 

attend and Dr. Allan Menkis, 

Director of Cardiac Sciences 

at St. Boniface Hospital, 

stepped in on short notice.  

He provided an excellent 

presentation on the surgical 

technicalities of cardiac trans-

plantation.  

Our two guests of honour 

were the highlight of the 

evening. Kristen Miller and 

Jodi Trapper, two young 

women from Winnipeg, held 

the audience captive with 

their stories of worsening 

illness and what it was like to 

be on a “transplant waiting 

list”.  They provided excellent 

insight for nurses in how we 

provide care in the ICU. The 

event was will attended with ex-

cellent reviews.  

Please watch for details on the 

next evening event . . . To be 

held the end of May, beginning 

of June.  

We welcome any suggestions for 

future topics and locations.  

 Please email Colleen Sacrey at   

csacrey@exchange.hsc.mb.ca  

or Marjorie Chody at   

 marjorie_077@hotmail.com.  

Update on Education Events 

Recruitment and Retention 

One of the many benefits 

would be to win tuition to the 

next CACCN conference of 

your choice!  

Read further if you are plan-

ning on attending the next 

national or local conference.  

The focus for the 

2012/2013 executive was 

to develop strategies to 

increase the number of new 

and returning members. The 

focus of recruitment was to 

offer a combined member-

ship/conference fee with 

Edge of Excellence 2013. 

This was a success as we 

have acquired 16 new 

members with this option! 

Membership Recognition 

Have you ever wondered . . . 

what are the benefits of 

membership?  

The benefits of membership 

are many, including a peer 

reviewed journal, access to 

many different awards and 

educational funds. 
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SUBMIT YOUR  

NAME FOR A 

CHANCE TO  

WIN TUITION!  

DEADLINE . . .  

MAY 15, 2013 

 

 

Develop a      
passion  

for learning.  

If you do, you  

will never  

cease to grow. 

ANTHONY J. D'ANGELO      

If you have been a  

CACCN member  

for greater than 2 years  

and are interested  

in attending  

Dynamics of Critical Care 

2013, in Nova Scotia 

 please submit your name to  

tsidlski@sbgh.mb.ca  

to be drawn for free tuition. 

If you have been a  

CACCN member 

for 2 years or less  

and are interested  

in attending  

Edge of Excellence 2014  

in Winnipeg Manitoba, 

 please submit your name 

to  tsidloski@sbgh.mb.ca               

to be drawn for free tuition.  

http://www.brainyquote.com/quotes/authors/a/anthony_j_dangelo.html


Edge of Excellence 2013 was 

held on February 19, 2013 

at the Norwood Hotel, in 

Winnipeg. The day was a 

success with a variety of 

speakers and topics.  

The day started with a 

presentation on “Fetal Ori-

gins of Adult Diabetes and 

Heart Disease” by Debbie 

Fraser.  

This was followed by 

“Withdrawal of Treatment: 

From Bedside to the Su-

preme Court” where Marie 

Edwards presented how care  

of a critically ill patient can 

go from the bedside to the 

courts.  

The “presentation medley” 

included presentations on 

“QT or Not QT” by Lissa 

Currie, “PTSD in the ICU: Do 

we need to do anything 

about it?” by Darren Klassen, 

and “Critical Care Nurses’ 

Role in Family Conferences” 

by Marie Edwards.  

After a fantastic pasta lunch, 

James Danell and Katie Reid 

shared a shared “A TENs Situa-

tion”, a fascinating case study.  

tient Care Team Manager for 

the Seven Oaks Intensive 

Care unit.  

Cris is a leader in Critical 

Care Nursing in the WRHA 

and at Seven Oaks Hospital. 

Cris’ leadership style has 

shown that she is proficient in 

providing critical nursing care 

and it has also been effective 

in “modeling the way for her 

team”. Cris can be seen with 

her sleeves rolled up, work-

ing shoulder to shoulder in the 

ICU with her team to get the 

job done in busy times.   

Cris’ strong professionalism 

has enabled her to be instru-

mental in advocating for CRN 

positions to be funded for the 

community ICU’s in the 

WRHA.  She was the first 

Patient Care Team manager 

to successfully integrate and 

mentor the new CRN role into 

the staff mix.   

Through Cris’ support and 

guidance and the hard work 

with the Seven Oaks Intensive 

care team, she has led 

changes to develop a culture 

Crisanta (Cris) graduated 

from nursing in 1968 and 

came to Canada in February 

1969.  Once she completed 

an “Orientation to Canadian 

Nursing” she went to work at 

Dauphin General Hospital.  

She received further educa-

tion and was re-assigned to 

be part of a team to open a 

two bed Intensive Care Unit.   

Once Cris moved to Winni-

peg she held a variety of 

nursing positions throughout 

her career. This has included 

working in personal care 

homes; at the bedside and as 

a Staff Development Coordi-

nator and Director of Care/

Assistant Administrator, man-

aging a central processing 

department, being an Oper-

ating Room Supervisor and 

teaching health care aides.  

Cris briefly retired and de-

cided to go back to ICU nurs-

ing.  In 2003 she took the 

Community Intensive Care 

Unit course and was very 

excited to be back at the 

bedside at Seven Oaks ICU.  

In 2008 she became the Pa-

of patient safety and quality; 

including spearheading the use 

of line bundles which has led to 

incredible results for our pa-

tients.  

Cris Gomez is a leader in critical 

care nursing. She can be seen at 

every graduation of the Winni-

peg Critical Care Nursing Educa-

tion Program celebrating the 

successes of the entire class.  She 

is also seen giving flowers to the 

graduating nurses who will work 

in Seven Oaks Intensive care 

unit. Cris encourages staff in-

volvement in professional devel-

opment which includes member-

ship in CACCN.  She supports her 

staff to attend local and national 

CACCN conferences. 

Congratulations to Cris 

Gomez on being awarded 

CACCN Manitoba Chapter 

Nurse of the Year 2012, as she 

is truly deserving of this honour. 

Tannis Sidloski 

 

 

 

Edge of  Excellence 2013 

Critical Care Nurse of  the Year 2012 - Crisanta Gomez 
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CONGRATULATIONS 

CRISANTA GOMEZ! 

Lori Donnelly presented 

“CSI 2013”. Attendees 

had opportunity to specu-

late on diagnosis and 

management of the pa-

tient in this case study.  

Thank you to all the 

speakers and the Edge of 

Excellence 2013 planning 

committee.   



One thing is a 
constant in health 
care; change to 
improve patient 
outcomes. St. 
Boniface Hospi-
tal (SBH), Neo-
natal Intensive 
Care Unit (NICU) 
is no different. 

We are a 30 
bed, plus 2 iso-
lation, combined 

Level 3 nursery. The nursery is sup-
ported by a multidisciplinary team 
consisting of a variety of health 
care disciplines to provide compre-
hensive care to the infants and 
their families. We are one of two 
high risk neonatal care centers in 
the province. The number of births 
each year at SBH is 5000+ and 
NICU admits >500 infants annual-
ly. The nursing assignments range 
from caring for a group of 4 sta-
ble growing premature infants and 
discharge teaching, to caring for a 
critical 25 week gestation infant on 
a ventilator with central lines and 
inotropes infusing, to palliative 
care, assisting with surgical proce-
dures, attending high risk deliver-
ies, stabilization and admission. In 
2010 NICU at SBH recorded 

49,354 ventilator hours.  

In 2009 St. Boniface Hospital was 
chosen as one of 15 sites across 

North America to participate in the 
Association of Women’s, Obstetric 
and Neonatal Nurses; Late Preterm 
Infant Research Based Practice 
Project. As a part of this study our 
NICU implemented practices such 
as placing a hat on baby’s head to 
improve temperature stability, 
doing vital signs every 30 minutes 
for the first 2 hours, encouraging 
skin-to-skin contact whenever possi-
ble, ensuring the baby is fed by 1 
hour of age and performing a 
Ballard Gestational Assessment to 
help determine accurate gestation-

al age.  

SBH is one of the centres par-
ticipating in Evidence-based 
Practice for Improving Quality 
(EPIC) with the Canadian Insti-
tute of Health Research. As 
part of EPIC, we chose to initi-
ate a program called Oxygen 
with Love. Visual cues were 
placed at the bedside for 
every premature baby who 

was receiving oxygen and 
strict guidelines were imple-
mented on the use of alarm 
settings. The goal was to de-
crease the rate of retinopathy 
of prematurity, a disease of 

the premature eye.  

In 2010 we became part of 
the Winnipeg Critical Care 
Nursing Education Program in 
which the neonatal and pedi-
atric nurses joined their coun-
terparts of the adult intensive 
care areas to attend the theo-
ry portion of the program and 
then directed their learning to 
the neonatal population spe-
cific care in their labs and 
clinical placement. Upon com-
pletion of this program the 
graduates are able to care 
for critically ill, intubated & 

ventilated babies. 

A program of instituting “Mock 
Neonatal 99 Codes” was im-
plemented in 2001. Motor 

skills used in NRP deteriorate 
within six months without regu-
lar practice. Effective resusci-
tation requires a high level of 
both individual and team per-
formance and results in better 
resuscitation outcomes for our 

babies.   

In 2011 work began on the 
design and implementation of 
an inter-professional simula-
tion based education day at 
the University of Manitoba 
Clinical Learning & Simulation 
Facility. The Canadian Pediat-
ric Society, in conjunction with 
the American Academy of 

Pediatrics, has set a target 
date of September 2012, for 
the NRP course to be taught 
using simulation-based educa-
tion. This also fit in with our 
previously instituted “Mock 

Neonatal 99 Code” initiation. 

In each simulation session, half 
of the day was spent on the 

practice of implementing ap-
propriate interventions for 
infants born at < 32 weeks 
gestation. The first minutes to 
hours after a baby is born are 
a critical period; termed the 
Golden Hour of transitioning 
that can have a long term 
impact. It is important to have 
the appropriate skills, training, 
and teamwork to support in-
fants during this critical period 
by providing the appropriate 
resuscitation steps as needed.  
Utilizing the appropriate steps 
will minimize potential long-
term morbidities and promote 

wellness.   

The second half to the day 
was devoted to general prin-
ciples of neonatal resuscitation 
along with NRP updates.  A 
total of 166 multi-disciplinary 
participants attended the sim-

ulation education day! 

As of late 2012 we have an 
EPIC coordinator, Deb Fraser; 

an advanced practice nurse 
from NICU who will oversee 
our practice improvement initi-

atives.  

We look forward in 2013 to 
more changes that move our 
practice in providing best care 
for our premature/sick ba-

bies. 

Respectfully submitted 

Ceceile Porter, CEI 

NICU, St. Boniface Hospital 

 

Spotlight On . . . St. Boniface Hospital NICU 
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“THE FIRST 

MINUTES TO 

HOURS . . . 

TERMED THE 

GOLDEN      

HOUR” 



Question: I have been 
seeing APRV used in our 

ICU . . . What is it? 

 

Airway Pressure Release 

Ventilation (APRV) 

Airway Pressure Release Ventilation 
(APRV) is the application of Continuous 
Positive Airway Pressure (CPAP) to 
encourage spontaneous breathing 
while maintaining optimal functional 
residual capacity (FRC). The intent is to 
improve alveolar capillary gas ex-
change with the addition of occasional 
pressure releases to augment carbon 
dioxide removal. A high and low CPAP 
level is set with interval pressure de-
creases occurring from the high CPAP 
level to the low CPAP level. The CPAP 
levels primarily facilitate oxygenation 
and the timed release facilitate carbon 
dioxide clearance. Spontaneous 
breathing may occur and is ideal at 
any time during the cycle enabling the 
patient to augment oxygenation and 
carbon dioxide clearance throughout 

the respiratory cycle. 

Advantages 

Spontaneous breathing 

Better dependant ventilation 

Decreased requirement for seda-

tion/paralytics 

Improved muscle tone 

Control of peak airway pressures 

A continuous lung recruitment ma-

noeuvre 

Shorter ventilator days 

Indications 

Mechanical ventilation – (exclusive 

of contraindications) 

Acute lung injury 

Acute respiratory disease syn-

drome 

Other forms of acute restrictive dis-
ease that involves recruitable lung 

elements. 

Relative Contra-indications  

Obstructive airway disease 

(Obstructive airway disease shall be 
defined as the inability for the ex-
piratory flow to decrease to 50% of 
the peak expiratory flow in 1.0 se-

conds.) 

Initiation 

High and low CPAP levels are set 
based on the patient’s mean airway 
pressure (MAP) from the previous 
mode (pressure control, volume con-
trol) or the patient is started with a 

Phigh of 28 cm H2O.  

The Plow  (or PEEP) is set at 0 to 5 cm 

H2O.  

The high and low pressures are 
timed to prevent derecruitment and 

to obtain a suitable tidal volume.   

THigh= 4 – 6 seconds  

Tlow = 0.5 – 0.8 seconds 

I:E ratio at least 8:1(the respiratory 
rate should be 8 – 12 breaths per 

minute, never more) 

Neuromuscular blockade should be 
avoided as the patient breathing 
spontaneously is beneficial, to facili-
tate oxygenation and carbon diox-

ide release.  

APRV WEANING 

Decrease PHigh by 1.0 – 2.0 

cm H20 or as the patient tolerates 

Increase THigh by 0.5 – 1.0 

second or as the patient tolerates. 

Patient may be extubated from 

APRV once PHigh of 5 – 10 cm H20 has 

been reached with 4 or fewer releases 

and patient meets extubation criteria 

Patient may be placed on pressure 

support prior to extubation 

Closely monitor the mean airway pres-
sure during this process to prevent de-

recruitment of the lung.  

APRV BENEFITS 

Preservation of spontaneous breathing and 
patient comfort with most of the spontane-
ous breathing occurring at higher CPAP 

levels assists to:  

↓WOB 

↓ Barotraumas 

↓ Circulatory compro-

mise 

 

***Resulting in better V/Q 

matching*** 

 

REFERENCES 

http://www.frca.co.uk/
documents/HABASHI%

20ARTICLE%20APRV.pdf 

http://ccforum.com/

content/15/1/115 

http://www.bmc.org/Documents/

BMC_APRV_protocol.pdf 

http://www.vuburncenter.com/

professionals/PDF/APRVBasics.pdf 

http://www.youtube.com/watch?

NR=1&v=j3dcf1WHxyo&feature=fvwp 

Submitted by: 

Dalibor Gavranovic, RRT 

Clinical Specialist for Adult ICU 

St. Boniface Hospital 

ASK THE EXPERT . . .  
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“WHAT IS       

APRV . . . 

WHAT ARE THE 

BENEFITS OF  

USING THIS 

VENTILATION 

MODE?”  

http://www.frca.co.uk/documents/HABASHI%20ARTICLE%20APRV.pdf
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http://www.bmc.org/Documents/BMC_APRV_protocol.pdf
http://www.vuburncenter.com/professionals/PDF/APRVBasics.pdf
http://www.vuburncenter.com/professionals/PDF/APRVBasics.pdf
http://www.youtube.com/watch?NR=1&v=j3dcf1WHxyo&feature=fvwp
http://www.youtube.com/watch?NR=1&v=j3dcf1WHxyo&feature=fvwp


Revelations in Managing Fever 

in the ICU - Some Like it HOT! 

Dynamics of Critical Care 2012 in Van-

couver was an amazing adventure of 

like minded health care professionals 

striving towards the common theme of 

Critical Care Advocacy: Speak Up, 

Speak Out, Be Heard. The conference 

last September consisted of three inspir-

ing days of presentations, as well as 

talented Keynote speakers. I had the 

privilege of attending an insightful 

presentation by Vini Bains RN BSN 

CNCC(C) who introduced us to Revela-

tions in Managing Fever in the ICU - 

Some Like it HOT! 

She began the presentation discussing 

normal thermoregulation, physiology of 

fever, costs and benefits of fever, and 

when and how 

to treat a 

fever. We 

understand 

that ther-

moregulation 

is vital for 

body function-

ing. The body 

has a hypo-

thalamic set 

point, giving 

us perception 

of hot or cold. 

Thermoregulation occurs whether a per-

son is febrile or afebrile. Our warm 

sensitive neurons (WSN) tell our hypo-

thalamus whether to shiver or sweat. 

Shivering begins when the core body 

temperature is 1° - 2.5 °C below the 

hypothalamic set point and can increase 

basal metabolic rate equal to an aero-

bic workout! Shivering in response to an 

altered hypothalamic set point can 

change vasomotor control. It can also 

initiate brown adipose tissue thermo-

genesis and cardiac thermogenesis. Our 

vasomotor control responds to cold with 

vasoconstriction, causing a decrease of 

blood flow, and less heat loss - a cuta-

neous thick coat. With heat, we become 

vasodilated increasing blood flow and 

heat loss - like a radiator. 

Brown adipose tissue’s (BAT) primary 

job is thermogenesis - to make heat. BAT 

contains specialized mitochondria that 

do not make adenosine triphosphate 

(ATP). This tissue is highly vascular and 

innervated and can inhibit WSN. It is 

located in the neck, clavicular area, 

tucked around organs and spine and 

turns thermogenesis on with cold and up 

with a fever. Cardiac thermogenesis is 

innervated parallel with BAT. Our sino-

atrial node is stimulated to increase 

heart rate which increases blood supply 

to meet the body’s demand 

(tachycardia with fever).  

The cost of a fever is increased basal 

metabolic rate, increased myocardial 

workload, and if there is neurological 

insult - worse outcomes. The benefits of 

a fever are direct action on bacteria. 

Replication of bacteria and viruses are 

altered >38°C. Microbes are more sus-

ceptible to antibiotics at this higher tem-

perature. Our immune system is stimulat-

ed and releases heat shock proteins 

(HSP). HSP can repair damage within a 

cell and help regulate the inflammatory 

response. 

To treat a fever is to find the cause, and 

administer appropriate antimicrobial 

therapies. Optimize oxygen supply and 

demand (use nutrition!). Never cool a 

patient without sedation or you will in-

crease their metabolism and defeat the 

purpose. When the cost outweighs the 

benefit, it is time to treat the fever. 

References:  

Abraham, E. (2010) Hot times in the 

intensive care unit. Critical Care, 14(4), 

178-179. DOI:10.1186/cc9092 

Au-Yong I.T.H., Thorn N., Ganatra R., 

Perkins A.C. & Symonds M.E. (2009) 

Brown adipose tissue and seasonal 

variation in humans. Diabetes, 58(11), 

2583-2587. 

Belaj, K.J. & Eller P. (2012). The fate 

of fat. Gerontology, 58(2) 120-122. 

Discussion 123-125. 

Benarroch E.E. (2011). Heat Shock 

Proteins. Multiple neuroprotective 

functions and implications for neuro-

logic diseases. Neurology, 76, 660-

667. 

Fraga D., et. al (2008) Endogenous 

opioids: role in prostaglandin-

dependent and independent fever. 

American Journal of Physiology – 

Regulatory, Integrative and Compara-

tive Physiology, 294, R411-R420. 

DOI:10.1152/ajpregu.00465.2007. 

Cannon B. & Nedergaard J. (2012) 

Yes, even human brown fat is on fire! 

The Journal of Clinical Investigation, 

122(2), 486-489. 

Cypess A.M., et. al (2009). Identifica-

tion and importance of brown adipose 

tissue in adult humans. New England 

Journal of Medicine, 360, 1509-

1517. DOI:10.1056/

NEJMoa0810780.  

Greenberg R.S., Chen H. & Hasday, 

J.D. (2010) Acetaminophen has limited 

antipyretic activity in critically ill pa-

tients. Journal of Critical Care, 25(2), 

363.e1-363.e7. DOI:10.1016/

j.jcrc2009.07.005. 

Shido O. & Sugimoto N. (2011). Possi-

ble human endogenous cryogens. Cur-

rent Protein and Peptide Science, 12, 

288-292. 

For additional references or to view 

this presentation in full please visit the 

CACCN website, or email Vin-

inder.Bains@vch.ca 

Submitted by: Nancy Vokey RN BN 

CACCN Education Fund Article Submissions . . .  
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“TO TREAT 

A FEVER  

IS TO 

FIND THE  

CAUSE . . .” 



Basic Parameters are They 

Enough? 

There has been a lot of discussion 
amongst critical care practitioners re-
garding best practice for fluid resusci-
tation and its affect on morbidity and 
mortality. But what is the best clinical 
indicator of response to fluid resuscita-
tion?  Like many of my fellow col-
leagues, we obtain our hemodynamics 
and then record a few of the numeric 
values reported but what about the 

ones we don’t record. 

While attending Dynamics 2012 in 
Vancouver, BC I had the opportunity to 
attend the session “It’s Relevant! The 
DYNAMIC Duo: Stroke Volume (SV) and 
Stroke Volume Variation (SVV)” pre-
sented by Jan Headley. Jan is the Di-
rector of Strategic Alliances and Pro-
fessional Education for Edwards Lifesci-

ences. Her 

presentation focused on the use of 
dynamic measures of SV and SVV 
verses the more commonly used static 
pressures of central venous pressure 
(CVP) and pulmonary capillary wedge 

pressure (PCWP).  

SVV can be easily measured through 
an arterial line connected to a cardiac 
output monitor such as the FloTrac/
Vigileo system or through a femoral 
arterial catheter such as the PiC-

COplus.   

Several clinical trials have studied SVV 
with mixed reviews however the differ-

ences in results have been attributed more 
to the accuracy of the method used to 
collect the SVV and the appropriate clini-
cal indication for use and not the fact that 
dynamic numbers are better than static 

numbers at assessing fluid responsiveness. 

CVP and PCWP are considered static 
indices as they are poor indicators of 
changes in preload and do not reliably 

predict fluid responsiveness.  SVV on the 
other hand is considered dynamic indices 
that look at how preload is affected by 
intrathorasic pressure changes during me-
chanical ventilation which becomes ampli-
fied in hypovolemic states. CVP/PCWP 
are pressures that we use to infer volume 
status however they do not tell us any-
thing about flow or SV (the amount of 
blood ejected with each heart beat). To 
make this more relevant, a patient whose 
heart is not beating may have an ade-
quate volume and therefore filling pres-
sures but has no forward flow. I, like 
many others was of the belief I could de-
termine the volume status of my patients 
using physical signs and compensatory 
methods but my literature review has 
made me realize this is not a reliable 
method as systemic hypo-perfusion has 

already occurred.   

Numerous studies conducted have shown 
that only 50% of critically ill patients still 
have a cardiac reserve and therefore are 
able to respond to volume expansion with 
an adequate increase in cardiac output. 
The term “fluid responsiveness” refers to a 

patient who will have an increase in their 
cardiac output as a result of a fluid chal-
lenge. The magnitude of SVV broadly 
correlates to the degree of responsiveness 
in that a high SVV predicts a larger in-
crease in SV in response to a fluid chal-
lenge. Less than 10% SVV is considered 
normal and anything greater than 10-

15% is considered fluid responsive.   

Although the usefulness of SVV is clearly 
demonstrated in the literature, its clinical 
usefulness has certain limitations. This mon-
itoring method is only recommended for 
use in controlled mechanically ventilated 
patients without arrhythmias and is not 
recommended for use in patients with 

valvular heart disease, intracardiac 
shunts and decreased ejection fraction. 
Additional studies are also needed to 
clarify the influence of vasoconstrictors 

on these dynamic variables. 

Volume expansion remains a very im-
portant therapeutic intervention in the 
management of circulatory failure how-
ever fluid overload can cause significant 

compromise and increases morbidity and 
mortality. Thus, the optimization of vascu-
lar volume is very important and makes 
a case for finding predictors of fluid 
responsiveness. There are still some ques-
tions regarding indications and limita-
tions before this dynamic variable of 
fluid responsiveness may be routinely 

used in daily clinical practice. 
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Melissa Brambilla 
Rochelle Closas 
Crystal Da Sylva 
Carly Ewert 
Rebekah  Grenkow 
Lauren Ladd 
Shawnette Lawson 
Sarah Milks 
Alissa Neufeld 
Cyndi Perales 
Mark Perez 
Charmaine Rona 
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CACCN Manitoba Chapter 
would like to recognize 

 
Rebekah Grenkow 

and  
Mark Perez 

 
on being the recipients of the 

Manitoba Chapter Recognition 
Award 

Winnipeg Critical Care Nursing Education Program 
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Graduating Class October 2012 

The Winnipeg Critical Care Nursing Education Program (WCCNEP) is an intense program, with 14 weeks of theory, 

laboratory, and clinical practice to prepare nurses for providing care to the critically ill patient. This is followed to a 

comprehensive Specialized Orientation period in the critical care units at the hospitals the nurses have taken positions.  

Graduation ceremonies were held on October 12, 2012. The day was celebrated with family and friends of the WCCNEP 

graduates.  The graduates were presented with a variety of awards and a certificate of achievement.  

The WCCNEP is proud to celebrate the success of these hardworking and deserving nurses.  

"If you can find a path with no obstacles, it probably 

doesn't lead anywhere." - Frank A. Clark 



Graduation ceremonies were held on February 22, 2013. The day was celebrated with family and friends of the WCCNEP 

graduates.  The graduates were presented with a variety of awards and a certificate of achievement.  

The WCCNEP is proud to celebrate the success of these hardworking and deserving nurses.  

CACCN Manitoba Chapter 
would like to recognize 

 

Cheryl Boychuk 
and  

Kristen Vandersluis 
 

on being the recipients of the 
Manitoba Chapter Recognition 

Award 

Winnipeg Critical Care Nursing Education Program 

Graduating Class February 2013 
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Regina Romasanta 
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Pediatric Stream:  
Cara Alston 
Stefani Buleziuk 
Shanna Clark 
Michaela Fetterly 
Tasnim Jagani 
Morgan Ray 
Kristen Vandersluis 
 
 

Adult Stream:  
Elson Alvarez 
Erin Barclay 
Amanda  Bouchard 
Cheryl Boychuk 
Nicole Dalheimer 
Wendy Dziadyk 
Shelley Evenson 
Peter Guanzon 
Mindy Guardado 
Tammy Labossiere 
Eadie Li 
Anna-Marie Marquez 
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THE BIGGEST 

REWARD FOR  

A THING WELL 

DONE IS TO  

HAVE DONE IT. 

– VOLTAIRE 



Registration fee: $70.00 

Registration deadline: April 12, 2013 

For more information contact 

Anna Martin: amartin1@hsc.mb.ca, 204-787-3699 or 

Colleen Sacrey: csacrey@hsc.mb.ca 

 

THE 2013 CRITICAL CARE IMPROVEMENT SYMPOSIUM 

May 23, 2013 

Registration fee is $45.00. 

Please RSVP to Chris Roué 

Phone: 204-787-1634 

Email: croque@hsc.mb.ca  

Upcoming Critical Care Conferences 

CACCN Manitoba Chapter 

Box 2236 

Winnipeg, Manitoba 

R3C 3R5 

Email:  

manitoba@caccn.ca 

CACCN Website 

Your Online Resource 

www.caccn.ca 

CACCN is a non-profit, specialty organization dedicated to maintaining and enhancing the quality 

of patient and family centered care by meeting educational needs of critical care nurses.  

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

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

professional and political issues and provides a strong unified national voice through our partner-

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

critical care.  

CACCN -  The voice for excellence in Canadian Critical Care Nursing 

Spring 2013 

 

 

 

 

“INSTRUCTION  

ENDS IN THE  

SCHOOL-ROOM,  

BUT EDUCATION 

ENDS ONLY  

WITH LIFE.” 

FREDERICK 

W.ROBERTSON 

 

CACCN Mentorship Program 

Do you want to publish an article or prepare a presentation, but would like some guidance? 

Look no further! 

CACCN now offers a mentorship program that is intended for CACCN members who are inter-

ested in advancing their careers, knowledge base or professional affiliations in the specialty of 

Critical Care Nursing. CACCN offers two steams of mentorship:  

Writing for Publication -  Mentor:  Paula Price, PhD, RN 

Professional Presentation Skills  -  Mentor:  Eugene Mondor, MN, BScN, RN 

Go to www.caccn.ca for more information.  


