
 

 

Introducing the New Manitoba Chapter Executive 

fiscal year. We certainly will 
continue to focus on 

membership recruitment and 
retention. Read further for 
information on how to get 
free tuition to a workshop 
and win your tuition to 
Dynamics 2014 and Edge of 

Excellence 2015. 

 

 

Spring has arrived! As soon 
as the snow melts we will 
start to see regrowth as our 

trees and flowers bloom. 
What a great time to be a 
member of CACCN. 
Together we can experience 
continued and renewed 
growth in knowledge and 
passion in critical care 

nursing. 

As requested by our 
membership, our Spring 
workshop will be a session 
on trauma critical care 
nursing. See more details in 
this newsletter. Look at your 
areas communication boards 
and the CACCN website 
www.caccn.ca on the 
Manitoba Chapter pages for 
all details of educational 

events. 

The annual Manitoba 
Chapter Edge of Excellence 
2014” was held Monday 

February 24, 2104 at the 
Norwood Hotel. The day 
began with our Annual 
General Meeting where 
membership voted on the 
new Manitoba Chapter 
Policies (see website for 
document) and voted in the 
Chapter Executive for 2014-
2015 Executive. Our Critical 
Care Nurse of the Year for 
2013 was awarded to 
Cathy Ferguson and all the 
attendees had an excellent 
day of education, 
networking and visiting with 

our sponsors. 

In April 2014 our executive 
will be meeting to discuss 
and plan our goals for this 

Manitoba Chapter Executive Greetings 

Trudy Nernberg: Hi There, I 

am thrilled to be joining a 

strong and knowledgeable 

team on the CACCN MB 

executive, with a specific 

role as Programs Co-Chair 

with Colleen.  We plan to 

continue to bring you 

informative, engaging and 

timely opportunities to 

expand your critical care 

knowledge.  I love everything 

(well, almost) about critical 

care, have worked at the 

Grace ICU since 1991, and am 

currently the educator there.  

The Grace is my family, often 

appreciating me more than the 

teenagers I actually live with!  

(It truly is an experience you 

have to live through in order to 

understand…) I am looking 

forward to meeting new friends 

and learning together.  And, if 

anyone has tips specific to 

surviving the teenage years, I’m 

listening! 

Monica Whiteway: When I 

graduated from the WCCNEP 

in 2010, I didn’t realize what 

an impact critical care would 

have on me.  I have truly found 

a passion in all that critical 

care has to offer, and look 

forward to developing an 

extensive career in such a 

dynamic field.  My role as 

Secretary for the CACCN-

Manitoba Chapter, will allow 

me to bring my ICU bedside 

nurse role forward, and 

together with a group of 

experienced and intellectual 
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individuals that make up this 

Manitoba Chapter, bring about 

amazing opportunities for nurses 

in Manitoba.  I have two beautiful 

boys and an amazing supportive 

husband at home.  I currently am 

on maternity leave, after the birth 

of my son in September 2013, 

and look forward to coming back 

to St. Boniface ICMS in September 

2014.  

Welcome Aboard! 

President: Tannis Sidloski 

Vice President: Sara Unrau 

Secretary: Monica Whiteway 

Treasurer: Sarah Gilchrist 

Programs: Trudy Nernberg  and 

Colleen Sacrey 

Membership: James Danell 

Newsletter: Lissa Currie 
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We had two very successful evening 
workshops this past year.  Both of 
which were sold out due to capacity 
of the facility.  Our first event held 
September 30, 2013 at the Victoria 
General Hospital heard Dr. Gregg 
Eschun present on Physician Assisted 
Suicide.  Dr. Eschun is a Respirologist 
and an ICU attending and currently 
the Director of ICMS at St. Boniface 
Hospital.  At the time he was the 
Director of the ICU at VGH.  This 
presentation was very well received 
by the seventy five attendees and 

there was lots of very thought 
provoking discussion. Our annual 
dinner was held December 5, 2013 
in the IH Asper Center of St. 

Boniface Hospital.  The sixty five 
in attendance listened to Dr. 
Heather Smith’s excellent 
overview of Severe ARDS.  Dr. 
Smith completed her ICU 
fellowship last year and is 
currently the Director at the VGH.  
Prior to going in to medicine, 
Heather was a fellow nurse.  Her 
presentation was followed by a 
special guest – Carolyn 
Brandis.  Carolyn was a patient in 
the ICU who not only developed 
Severe ARDS but was on ECMO 

for thirty days. She suffered 
numerous complications that 
resulted in loss of digits on her 
hands, bilateral below the knee 

amputations and she suffered from 
delirium while in the ICU.  Her 
courage, strength and 
determination were an inspiration 

to us all!  

Stay tuned for more exciting 
evening workshops coming your 
way. We welcome any ideas for  
topics you would like to learn 

about.  

Please contact: Colleen Sacrey at 
ssacrey@exchange.hsc.mb.ca or 
Trudy Nernberg at 

tnernberg@ggh.mb.ca. 

 

New or returning members who 

register for membership with 

CACCN between May 15 to 

June 30th, 2014 will receive a 

complimentary paid 

registration for one evening 

educational session.   

Your membership not quite 

ready to renew but you would 

like to take advantage of this 

opportunity. Not to worry, 

National will extend your 

current registration.  

Sign up and get a free night 

out with your fellow 

colleagues. Manitoba Chapter 

Executive will send you your 

complimentary paid 

The benefits of membership are 
many, including a peer 
reviewed journal, 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 our members, we 
have brought back our free 
tuition incentive.  
Submit your name for a chance 
to win a conference tuition!  
DEADLINE  is JUNE 15, 2014. 
If you have been a CACCN 
member for greater than 2 
years and are interested in 
attending Dynamics  of Critical 
Care 2014, in Quebec City 
please submit your name to 

manitoba@caccn.ca to be 
entered in our free tuition 
draw. 
If you have been a CACCN 
member for 2 years or less 
and are interested in 
attending Edge of  Excellence 
2015 in Winnipeg Manitoba, 
please submit your name to 
manitoba@caccn.ca  to be 
entered in to the draw for a 
free tuition. 
Our way of saying thank you 
for your support. Good luck to 
you all! 
 
 

One of the many benefits of 
being a member of CACCN is to 
win tuition to the next CACCN 
conference of your choice! 
One of the main focuses for the 
2013/2014 executive was to 
develop strategies to increase 
the number of new and 
returning members. To support 
this, we continue to offer a 
combined membership / 
conference fee with Edge of 
Excellence 2014. This was a 
success as we have acquired 18 
new members with this 
opportunity! 
 
Membership Benefits Have you 
ever wondered . . . what are the 
benefits of membership? 

Recruitment and Retention 

Update On  Educational Events 

Complimentary Registration     

Enter Your Name 

to Win a Free 

Conference 

Tuition 

Deadline: June 

15th, 2014 

registration coupon in July. 

Don’t miss out. 

Spring 2014 

“Complimentary  

Registration” 
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Recruitment and Retention 

Edge of Excellence 2014 was held 
on February 24, 2014 at the 
Norwood Hotel, in Winnipeg. The 
day was a success with a variety of 
speakers and topics. The day 
started with a presentation and 
inspirational message from Tim 
Hague, Winner of the “Amazing 

Race” Canada. 

This was followed by Dr. Michael 
Moon presenting “ ECMO: The 
Manitoba Experience. What do the 
Tin man and Ice man have in 

common?”  

We were all educated on the 
pathophysiology and practical 
implications for the resurgence of 
Patient Proning in “Face Down in 

Adversity” by Kim Webster. 

Olsen Jarvis discussed clinical 
applications in his talk on “End 
Tidal CO2, Using a Wave to Care 

for Your Patients”. 

Just prior to lunch we were 
educated about “Intravasular 

Cooling” by Sarah Gilchrist. 

Following lunch there was a thought 
provoking panel discussion on 
“Family Presence in Rounds”. Dr. 
Kim Wiebe (Adult ICU), Sarah 
Mankelow RN (CRN PICU) and 
Trina Brule (family member) were 

our panel of experts who answered 
questions and shared their 
experiences and visions of family 

presence during rounds. 

Ruth Dondo presented an energetic  
and interactive “CSI 2014”. 
Attendees had opportunity to 
speculate on diagnosis and 
management of the patient in this 

case study. 

Thank you to all the speakers 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. For those of 
you who are first time presenters, it’s 
a wonderful opportunity to test the 
waters with the support of your 

fellow colleagues. 

Dynamics Conference, being one of 
a regular trio who have attended 

the last eight conferences together.  

Besides being involved in CACCN, 
Cathy has taken an active role in 
promoting critical care education at 
the Health Sciences Centre.  She has 
been a member of the Critical Eye 
committee for 4 years with this year 
being the chairperson.  This group 
organizes the Critical Eye 
conference held every spring, 
attended by over one hundred 
people from all of Manitoba who 
come to hear lectures on a variety of 

topics related to critical care. 

Some of Cathy’s other 
accomplishments are being current in 
her Certification of Nursing, Critical 

Care as well as current in ACLS. 

Even though education has been a 

big part of Cathy’s nursing career, 
her role at the bedside has played 
a more important role.  Her surgical 
background plus her leadership skills 
developed in her previous role as a 
CRN have enabled Cathy to excel 
at the bedside as an ICU nurse.  
Cathy has had a major impact on all 
of her patient’s lives, but one that 
stands out occurred when she was 
caring for a critically ill pregnant 

patient, 
diagnosed 
with H1N1, 
in the 
Medical 
ICU.  Cathy 
recognized 
that her 
patient was 
in labour, 
alerted the 
physicians 
who notified the 
Neonatal ICU 
team.  Cathy 
cared for the 
unstable mom in 
labour, 
maintaining adequate perfusion and 
oxygenation for the mom and the 

baby throughout this crisis. 

With her proficiency in critical care, 

plus her promotion of critical care 
nursing in Manitoba, Cathy is 
deserving of this year’s Manitoba 
Chapter Critical Care Nurse of the 

Year Award.   

Cathy began her nursing career at 
the Health Sciences Centre in 1985, 
working on one of the surgical 
wards.  Needing a challenge, 
Cathy became a Clinical Resource 
Nurse (CRN) of D3 (surgery), 
working there until she needed a 
further challenge.  That is when she 
enrolled in the Health Sciences 
Centre ICU course, graduating in 
March 2004.  Cathy was hired into 
the Critical Care Float Pool at the 
Health Sciences Centre upon 
graduation, and has worked full 
time in the float pool ever since.   
Her surgical background plus her 
leadership skills developed in her 
previous role as a CRN have 
enabled Cathy to excel as an ICU 
nurse, both at the bedside and 

away. 

Continuing competency has always 

been an important part of Cathy’s 
ICU career   Cathy became a 
member of the Canadian 
Association of Critical Care Nurses 
(CACCN) in 2005, taking 
advantage of the many educational 
opportunities provided by CACCN.  
She has attended many of the 
dinner and lecture evenings offered 
by the Manitoba Chapter over the 
years, as well as the annual 

Edge of Excellence  2014 Report 

2013 Critical Care Nurse of the Year Award Winner 

CONGRATULATIONS  

CATHY FERGUSON !!! 
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The Intermediate Intensive Care Unit 
(IICU) is a 6-bed unit at the Health 
Sciences Centre, which is part of the 
Adult Critical Care Program.  It is 
currently located on GB5 in the General 
Hospital. Construction for a new space 
for IICU is currently underway in the Ann 
Thomas building on JJ3, next to MICU/
CCU.  This new unit will have an 
improved patient care area with more 
space at each bedside to accommodate 
the bed bike, physio hooks for upper 
body strengthening and ceiling lifts to 
improve patient movement in bed, and to 

and from chairs. 

 The patients admitted to the IICU are 
stable critical care patients from any ICU 
in Winnipeg, whose length of stay can be 
from two months up to ten months in some 
difficult to wean patients. Consults are 
received from the other ICU’s, and a 
group decision takes place to determine 
whether the patients would benefit from 
an IICU admission.  The patient 
population includes, but is not exclusive 

to: 

Traditional difficult to wean patients 

Patients who have been accepted by 

the Long Term Mechanical Ventilation 

program 

Patients who have been extubated 

but still require intensive nursing care 

and/or physiotherapy prior to 
being transferred to a ward 

setting 

Patients that have realistic long 

term achievable goals for health 

Once admitted, the patient and family 
members take part in a nurse initiated 
“Meet and Greet” meeting with the 
Manager, CRN and Social Worker.  
The purpose of the meeting is to 
discuss what IICU has to offer, IICU’s 
expectations of the patient in their 
recovery process, what to expect 
during their stay in IICU, and any 
social issues such as wills, power of 

attorney and/or any financial distress.   

The IICU team consists of nurses, 
doctors, respiratory therapists, 
physiotherapists, speech language 
pathologists, occupational therapists, 
nursing assistants, social workers, 
pharmacists and dieticians.  These 
team members are all dedicated in 
working towards the ultimate goal in 
IICU, which is to have the patient 
recover enough to transfer to a ward 
environment that is capable of 
meeting their needs at the time of 

transfer. 

Dave Silver, Manager, IICU 

 

 

 

 

 

Spot Light On…….Intermediate Intensive Care Unit HSC 

Meet the Intermediate Intensive Care Team 
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Target Temperature Management 

Across Canada each year there are 
roughly 40,000 people who suffer 

cardiac arrest, that is 
about 1 every 12 
minutes.  A lot of time 
and effort has gone 
into basic science 
research and public 
education, trying to 

save these lives and improve their 
outcomes.  As we learn more about the 
underlying disease processes and the 
various treatment modalities that can 
be employed to improve outcomes, our 
job as health care providers has 
become more complicated.  In this 
article, we will try and summarize some 
of this background information and 
focus on treating one of the important 
aspects of post cardiac arrest care, 
“anoxic brain injury”.  We will also 
highlight the use of hypothermia in 
these patients and some important 

changes to our understanding of same. 

We know more about the disease 
process that occurs after cardiac arrest 
than we ever have before.  This has in 
fact been given a name and is a 
recognized syndrome, known as the 

“Post Cardiac Arrest Syndrome”.  This 
essentially describes the anoxic/
ischemic insult and resulting reperfusion 
injury that is a consequence of a 
cardiac arrest. It provides a frame 
work to help understand this complex 
process which in turn helps to focus on 
important areas of care in treating 
people suffering from it.  It can be 

separated into 3 areas of dysfunction:  

Post Arrest Brain Injury 

Post Arrest Myocardial Dysfunction 

Systemic Ischemic/Reperfusion 

Response 
 

There are specific physiological 
changes associated with each of 
these areas and correspondingly, 
specific therapeutic strategies to 
consider when treating your patients 
suffering from this post arrest 

disease.   

The area that is often talked about 
and that has recently been the 
subject of new scientific evidence is 

the area of post arrest anoxic brain 
injury.  We (the WRHA Critical Care 
Program) have recently reviewed our 
approach to treating patients post 
arrest and are in the process of 

updating our guidelines.   

Understanding The Disease Physiology 

In order for us to appreciate the 
important aspects of post arrest care, 
we need to understand what is going 
on at the cellular level post cardiac 
arrest.  When arrest occurs, damage 
to your brain begins almost 
immediately.  Irreversible cell 
damage starts after about 5 seconds, 
as your oxygen stores 
are used up.  
Consciousness is then 
lost.  Subsequent to 
this, tissue energy 
stores are rapidly 
consumed and cells 
start to die.  This is a complex 
cascade of events that ultimately 
leads to a flood of toxic compounds 
that contribute to ongoing cellular 
damage and the so called 
“reperfusion injury”.  These include 
the release of Calcium ions, 
excitatory neurotransmitters, free 

radicals, and other harmful species.  
This injury evolves over a period of 
24 – 72 hours subsequent to the 
return of spontaneous circulation 
(ROSC).  Another component of this 
injury process is the disruption of the 
brain’s ability to auto-regulate it’s 
cerebral blood flow.  Normally we 
can precisely control the cerebral 
blood flow over a wide range of 
blood pressure by either vasodilating 

or vasoconstricting our cerebral 
vessels.  This is lost to some degree 
in the early post arrest period, 
leading to areas of cerebral 
hypoperfusion and leaving the brain 
very vulnerable to global 
hypoperfusion in the setting of 
labile systemic blood pressure.  
There may be an element also of 
cerebral edema that develops 
leading to increased intracranial 
pressure.  This can further 

compromise cerebral circulation.  

Subsequent to these physiologic 
changes and various cytotoxic 
processes, the brain is in a state of 
“chaos”.  It is now very vulnerable to 
further insults, so called “secondary 
hits”.  These are insults that we 
would not generally worry much 
about, but in this situation can 
clearly lead to worse outcomes.  This 
is critical to appreciate.  These 
insults can include brief episodes of 
hypoxemia, hypotension, fever, and 
significant glucose alterations.  
Vigilant bedside care becomes even 

more important during this time. 

What Can You Do To Mend An 

Injured Brain? 

There has been a lot of research 
and effort devoted to trying to 
address and treat these issues.  
While there has not been 
discovered to be a “magic bullet”, 
the most researched modality of 
treatment has been in the area of 
the use of hypothermia or 
“temperature modulation”.  There 
are perhaps 2 aspects of 
temperature management to 
consider, and both are equally 
important.  The first of these being 
the concept of “cooling” the brain to 
protect and prevent further injury.  
The second, being to avoid elevated 
temperature in the sub-acute phase 

of care following acute resuscitation. 

It has been noted throughout the 
history of Medicine that cooling the 
body can help preserve and protect 
it from various forms of disease, 
most notably those involving 
ischemic insults.  Based on mounting 
evidence that hypothermia can 
protect the brain, in 1960’s the 

Post Cardiac Arrest Care in 2014—A Focus On Anoxic Brain Injury 

“There is 

one cardiac 

arrest every 

12 minutes” 

“Irreversible 

brain damage 

begins in just 

5 seconds” 
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Father of modern resuscitation, Peter 
Safar, included in his scheme of the 
“ABC’s” of Resuscitation the idea of 
inducing hypothermia 30 minutes post 
arrest if the patient was not waking 
up.  What more do we know now 50 
years later?  We have a better 
understanding of the underlying 
foundations of why cooling the brain 
may help preserve and protect it post 
arrest.  A simple way to look at it is 
that as the body is cooled, cellular 
metabolic rate decreases, attenuating 
the release and subsequent damage 
of the toxic mediators.  Less cellular 
energy is required, and this 
subsequently helps restore the 
balance of supply vs. demand .  It 
likely also helps in suppressing the 
diffuse inflammatory response that is 
going on in this early phase, 
something that can fuel the fire of 

reperfusion injury.   

In 2002, two “landmark” trials were 
published comparing the use of 
“therapeutic hypothermia” in survivors 
post cardiac arrest.  They essentially 
used 2 groups – one targeting a 
temperature of 32-34 C and 
maintaining it for 12-24 hours and the 
other was “normal” care, and had no 
temperature modulation at all.  This 
trial clearly demonstrated improved 
mortality and CNS outcomes in the 
patients that were cooled.  
Subsequent to this, national guidelines 
have been modified to reflect that the 
use of hypothermia be part of 
standard care in post arrest 
management.  This idea has been 
slightly challenged in the last few 
months with the publication of another 
“landmark” trial.  This has lead to 
some confusion perhaps in the 

treatment of these 

patients. 

Ten years later we 

now are talking about 
Targeted 
Temperature 
Management or 

“TTM” for short, thanks to a large, 
well done trial published in the New 
England Journal of Medicine, 
December 2013.  In brief – this was 
another study examining the role of 
temperature modulation in the post 

arrest period.  This time it looked at 2 
groups – one cooled to a goal of 33 C 
and another kept at 36 C – both for 
essentially 36 hours.  They found no 
difference in outcomes!  This trial has 
spurned a lot of debate in the medical 
community, and has caused its 
fair share of confusion.  Don’t 
worry, it is still “cool to cool”…
One key aspect of this study 
was that in the period 
subsequent to the initial “cooling 
phase”, the temperature was 
aggressively controlled for a further 
36 hours such that is was not allowed 
to go over 37.5 C.  This aggressive 
prevention of fever in the post arrest 
period is felt to be one of the key 
aspects of preventing further 

neurologic damage and subsequently 

leading to better outcomes.  

Given all of this background, our local 
guidelines for post arrest care are 
going to be modified to reflect this 
latest evidence and we will adopt the 

protocol used in this trial. 

It is not all about temperature 
management though.  Other aspects of 
care are equally important and those 

include the following: 

Oxygen:  Too much of anything is not 
good thing, including ubiquitous 
oxygen therapy.  An elevated pO2 is 
harmful in the immediate post 
resuscitation phase.  With the rapidly 
expanding research in this area, we 
know this better now than we have 
ever known before.  The simple story 
here is that excessive oxygen drives 
the production of toxic free radicals, 
which only fuels the toxic fire going on 

in the brain.  There is enough evidence 
that recommendations strongly suggest 
aiming for an oxygen saturation in the 
94-96% range, or pO2 <100 mmHg 
for at least the first 24 hours.  This is 
described as “controlled re-

oxygenation. 
 
Ventilation:  The ventilation 
strategy is important to consider in 
order to ensure that cerebral blood 
flow is not compromised further.  

Remember that “hyperventilation” and 
low pCO2 results in cerebral 
vasoconstriction and reduced blood 
flow. In the post arrest period, there 
are already areas of hypoperfusion as 
a result of the loss of cerebral auto-
regulation and other factors.  The 
target should be to maintain the pCO2 
in a “normal” range. 
 

Blood Pressure:  Remember that 
cerebral perfusion and auto-regulation 
is disturbed in the post arrest phase.  It is 
unclear whether augmented perfusion 
by targeting an elevated blood 
pressure during first 24 hours helps 
restore or ensure adequate brain 
perfusion.  This has not been clearly 
settled yet in scientific literature.  Some 
believe keeping the MAP 80-100 mmHg 
in the first 24 hours improves an 
otherwise disturbed blood flow but this 
is controversial.  The general 
recommendation is to keep the MAP 
>65 mmHg.  Remember that every 
episode of hypotension leads to further 
insult of the brain. 
 
Glucose:  High glucose has a bad rap in 
critical care, and its effect on the brain is 
no different.   Elevated glucose levels 
are associated with worse CNS damage 
and outcomes.  The ideal value is still 
unclear, but keeping it < 10mmol/L is 
generally recommended. 

 

What we do matters.  Providing vigilant 
and focused care directed towards 
treating the post arrest syndrome can 
and will improve outcomes.  We have 
seen survival from out of hospital 
cardiac arrest slowly improve over the 
last few years.  Centers now report 
survival rates (with good neurological 
outcomes) around 50%.  This is not only 

Spring 2014 

“TTM Target 

Temperature 

Manage-

ment” 

“Fever 

Prevention 

is Key...” 

3333

OrOr  

36°36°  



 

 

“Improve 

Neurological 

outcomes post 

Cardiac 

Arrest…..Minimize 

the Brain  Insult” 

due to good medical care, but also the strides 
we have undertaken to improve our pre-
hospital systems and public access to 
defibrillation.  If any center would like to learn 
more about our guidelines of care in this area, 
please contact the WRHA Critical Care 
Program.  We are always happy to help 

improve patient care and outcomes. 

 

Dr. Dave Easton, Attending HMO-EMO  
Grace General Hospital 
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Transradial approach for percutaneous 
coronary interventions (PCI) has been 

increasing in the heart catheter 
laboratories. Approximately 50 % of all 
patients are now being done utilizing the 
transradial approach. The big 
advantage of this approach is that it 
allows for earlier mobilization and 

quicker recovery time. 

The Terumo TR Band™ is a device 
specifically designed to achieve 
hemostasis of the radial artery after a 
transradial approach has been used for 
cardiac catheterization. It is a 
transparent device that allows for direct 
visualization of the puncture site while 
checking on the progress of hemostasis. 
It can be used for both right and left 
radial artery access and is available in 

2 different sizes a:   

24 cm (standard size) 

29 cm (large size) 

 
The Terumo TR 
Band™ has dual 
compression 
balloons that can 
only be inflated 
by using the 
Terumo TR 
Band™ inflator 

provided in the kit. This is to ensure 

adequate air compression which can not 
be achieved with other syringes. The 
balloons hold 13mL to a maximum 

amount of 18 mL of air.  

With increased use and research we 
have been able to decrease the length 
of time that the patient is required to 
have the TR Band™ on and inflated. For 
diagnostic cardiac catheterization cases, 
the Terumo TR Band™ should be left on 
and inflated for a minimum of 60 
minutes post-procedure. For 

percutaneous coronary interventions the 
Terumo TR Band™ should be left on and 
inflated for a minimum of 90 minutes, due 
to the additional anticoagulation utilized 
for these patients. Nursing responsibilities 
include assessments of the affected 
extremity every 15 minutes while the band 
is in place including checking the puncture 
site for signs and symptoms of bleeding 
and the extremity for color, warmth, 

sensation, circulation and movement. 

The nurse must also ensure that the TR 
Band™ is in the correct position by having 
the green marker on the center of the 

compression balloon proximal to the 

puncture site over the radial artery. 

  

 

TERUMO logo on support plate shown 

closest to patient’s little finger: 

 

The TR Band™ must be positioned 
differently when used on the left or right 

wrist. When the device is attached, the 
Terumo logo on the support plate must be 
closest to the patient’s little finger. Patient 
will be on bed rest until Terumo TR Band™ 
is removed however the bed may be in a 
chair position. New  intravenous lines and 
blood pressure measurements should not be 
performed on the arm used for the 
transradial approach for a minimum of 24 

hours.  

Once the minimum amount of compression 
time is reached 2 mL of air is released from 

the TR Band™ every 10 minutes until all the 
air has been removed and there are no 
signs of bleeding. Once the TR Band™ is 
removed the puncture site is covered with a 
bandage. The patient is instructed not to use 
the affected arm/wrist and hand for 48 
hours. They may resume normal activities of 
daily living after 48 hours. Outpatients can 
be discharged as soon as 1 hour after TR 
Band™ has been removed and there is no 

evidence of bleeding.  

The Cardiac Sciences Program has a 
learning module: “Monitoring and Removal 
of the Radial Artery Compression Device” 

for additional information on complications 

and treatments. 

Tannis Sidloski 
Critical Care Clinical Educator 
St. Boniface Hospital 
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Update on Caring for Patients with a Terumo TR BandTM Radial Compression Device 

Minimum Inflation 

Times: Diagnostic 

procedure 1 hr.  

PCI 1 1/2 hrs. 

Spring 2014 
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evening educational event .  

 

Please keep your eyes and 

ears open as more details will 

be coming out soon.  

 

 

Manitoba Chapter executive have 

received a number of requests to 

have an education session on trau-

ma patients in ICU. We are very 

excited to announce Dr. Brendan 

McCarthy will be presenting a 

Trauma related topic at our next 

 

 

Date : Wednesday May 21, 2014 

Location: Health Sciences Center  

Room: TBA 

 

Please check your communication 

boards and the CACCN website at 

www.caccn.ca for further details. 

Trauma Evening Educational Event 

“Improving 

outcomes, 

length of stay 

and patient 

comfort” 

Spring 2014 



 

 

Winnipeg Critical Care Nursing Education Program 

February 2014 Graduating Class  

Front Row: Solomon Tesfamarian, Vicky Wilson, Ted Hurley, Ferlemangne Matic, Chun Man Li 

Middle Row: Darlene Christie, Drea Wise, Emily Philips, Jenna Slobodzian, Amanda Parago, Clarise Boychuk, Hannah Alcudia, 

Allyson (Maria) Alcudia 

Back Row:  Kyla Zinnick, Jennifer Schneider,  Vanessa Dykstra, Alanna Payment, Jessica Hyde, Denise Harms, Holly Brandt, Alison 

Rempel, Miranda Lajoie, Kyle Penner, Laura Erickson, Carolyn Drinnan, Sheila Giron, Heidi Lacza 

Missing: Shauna Gessner 

 

CACCN Manitoba Chapter 

would like to recognize 

Jessica Hyde 
and  

Emily Phillips 
on being the recipients of the 

Manitoba Chapter Recognition 

Award 

Graduation ceremonies were held on February 21, 2014 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 hardworking and deserving nurses.  

Spring 2014 



 

 

Dynamics 2015…... in Winnipeg 

Spring 2014 

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.  

Dynamics 2015 
September 27 to 29. 2015, at the RBC Convention Centre, Winnipeg, Manitoba 

Upcoming Educational Conferences 

CRITICAL EYE 2014 

April 28, 2014 

Registration fee: $75.00 

Canad Inns Polo Park 

For more information contact 

Colleen Sacrey: csacrey@hsc.mb.ca 

Anna Martin: amartin1@hsc.mb.ca 

 

THE 2014 CRITICAL CARE IMPROVEMENT SYMPOSIUM 

May 29, 2014 

Registration fee is $70.00. 

Norwood Hotel 

Email: croque@hsc.mb.ca  

 

CANADIAN NURSES ASSOCIATION BIENNIAL CONVENTION 2014 

June 16-18, 2014 

RBC Convention Centre, Winnipeg Manitoba 

Registration: on line 

For more information visit www.cna-aiic.ca  


