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Care is a quarterly publication and is 
the official publication of the College of
Licensed Practical Nurses of Alberta.
Reprint/copy of any article requires prior 
consent of the Editor of Care magazine.
Editor - T. Bateman
Signed articles represent the views of the
author and not necessarily those of the
CLPNA.
The editor has final discretion regarding 
the acceptance of notices, courses or 
articles and the right to edit any material.
Publication does not constitute CLPNA
endorsement of, or assumption of liability
for, any claims made in advertisements.
Subscription
Automatic for CLPNA members.
$21.00 for non-members.

CLPNA Council

President
Hugh Pedersen

District 1 (RHA Regions 1, 2)
Marie Boczkowski

District 2 (RHA Region 3)
Donna Adams

District 3 (RHA Regions 4, 5)
Jo-Anne Macdonald-Watson

District 4 (RHA Region 6)
Peter Brown

District 5 (RHA Region 7)
Jenette Lappenbush

District 6 (RHA Region 8)
Kristina Maidment

District 7 (RHA Region 9)
Kristen Shardlow

Public Members
Peter Bidlock / Robert Mitchell  
To contact Council members please 

call the CLPNA office and your 
message will be forwarded to them.

Staff

Linda Stanger
Executive Director / Registrar

linda@clpna.com

Tamara Richter
Director of Operations
tamara@clpna.com

Teresa Bateman
Director of Professional Practice

teresa@clpna.com

Sharlene Standing 
Director of Regulatory Services

sharlene@clpna.com

Linda Findlay 
Practice Consultant

lindafindlay@clpna.com

CLPNA Office Hours

OUR MANDATE
The College of Licensed Practical Nurses of Alberta is mandated through the
Health Professions Act, the Licensed Practical Nurses Profession Regulation,

the Bylaws, and the Standards of Practice to regulate the profession of 
Practical Nursing in a manner that protects and serves the public.

To fulfill this mandate, the College has identified four primary areas of 
responsibility: Regulation, Education, Advocacy and Leadership. 
Each area has established priority outcomes which are dynamic 

and will likely evolve and change.

OUR MISSION
To lead and regulate the profession in a manner that protects and 

serves the public through excellence in Practical Nursing.

OUR VISION
Licensed Practical Nurses are a nurse of choice, trusted partner and 

a valued professional in the healthcare system.

The CLPNA embraces change that serves the best interests of the public, 
the profession and a quality healthcare system.

By 2012 the CLPNA expects:

• To be a full partner in all decisions that affect the profession

• LPNs to embrace and fully exploit their professional scope of practice 
and positively impact the nursing culture

• LPNs actively involved in planning and decision making within the 
profession and the healthcare system

• LPNs to assume leadership and management roles provincial, nationally 
and internationally within the profession and the healthcare system

• An increase in LPN registrations to 12,000 by 2012

• LPNs to actively promote and support the profession

• Employers fully utilizing LPNs in every area of practice

• The scope of practice to evolve in response to the unique and changing 
demands of the healthcare system

~ Revised December 2007 ~

Regular Office Hours
Monday to Friday 

8:30am to 4:30pm

Thanksgiving Day
October 13 – Closed

Remembrance Day
November 11 – Closed

Holiday Season
December 24

8:30am to 12:00pm

December 25, 26 - Closed

December 29 & 30 - Regular Hours

December 31 
(Last day to register without fines)

8:30am to 12:00pm.

January 1, 2009 - Closed

January 2, 2009 - Regular Hours

Check out the 
NEW CLPNA Website
www.clpna.com

• Regulations and Standards
• Practice Statements
• CLPNA Publications
• Education Funding

and more…

New CLPNA Bylaws Now Available
Members wishing to receive a copy, 

please contact CLPNA at info@clpna.com, 
1-800-661-5877, or 780-484-8886.
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When I finished school, I
promised myself never
again would I make shad-

ows in the halls of learning.
Shamefully, I kept that promise for a
long time. “It’s OK to do what you
do, until you find what you are
called to do.” Wish I had said that.
It’s from the movie “The Rookie”.
My background is in the mechanical
trades. My wife often told me I need-
ed to be near people. I eventually lis-
tened and found my place in nursing. 

Recently, I did a study with the
Gallup organization. It was a process
to help people discover their
strengths. My primary strength is
“Belief”, namely in people. Secondly,
I’m a “Developer”. It is exactly those
core values that have charted my
path to nursing. I have learned to
build on my strengths, not on my
weaknesses, and never accept ordi-
nary. I challenge you to find for
yourself what it is that makes your
engine roar and pursue, persist and
persevere until your passion over-
powers you. Learn, unlearn and re-
learn again until you find it. Then
you won’t need Red Bull to provide the
kick. You will be self-propelled by your
purpose. 

Our membership is strong. We are not
average. Nobody likes average nor is aver-
age successful. Eggshell white, brown trim
with green, even cut grass are poor adjec-
tives for the LPN of today. I have been
guilty of standing there yelling at the fire-
place to put out more heat until someone
pointed out it needed some wood. The
CLPNA has been stacking wood in the
fireplace for a long time. The fire is hot.
We are not “just LPNs”, we are a nurse of
choice. We will continue to run the hur-
dles of this health care system. We have
learned to change thinking processes and
attitudes. It is exactly because we are
strong that we have not only survived, but
moved from followers to leaders. Our
time has come.  

Our membership is adaptable. Within our
training, there is the science of nursing

The Servants Heart of Compassion

and the art of nursing. These nursing
themes are basic cornerstones and both
equally important. Today those with the
heart for leadership have new opportuni-
ties to explore.  One example is the
Program directing opportunities that are
emerging within the Community Health
system. I think Health care is the most
dynamic of all the professions. What we
see today is not the model we will see
tomorrow. Our former Premier made the
comment that the present health care sys-
tem is not sustainable. So adapt we will.
We will keep both the science and art of
nursing in place and build on them. Check
out the book “Who Moved My Cheese”.
It was not written specifically for us, but it
certainly applies. It is a short read about
maintaining principals while going
through change, portrayed from a
mouse’s point of view.

It is very exciting for me to be involved in
such a vibrant group of health care work-
ers. First, to be an LPN, then to be includ-

ed on Council is an absolute thrill.
Thousands of Albertan’s are shown
unnoticed care and compassion by
LPNs everyday of their stay.
Newspaper headlines do not
announce the mundane, but we give
warm blankets, ice chips, or a gentle
touch. Sometimes we wipe away
tears of pain, fear and loneliness
without expecting to be on the front
page. Albert Einstein said, “The
most important thing is to keep the
most important thing... the most
important thing.” Be careful in this
metamorphic system that you don’t
lose the servants heart of compassion
for the most important thing. 

As President, one of the most impor-
tant things is to continue to work
with Government, employers, stake-
holders and you the membership to
ensure new opportunities continue to
be available. My goal is to continue
to see our numbers grow. The
demand for our skilled LPNs is vir-
tually open-ended today. “One is to
small a number to achieve great-
ness,” says John Maxwell, “It takes
a lot of input from a lot of people!”

What an incredible profession. 

So, on behalf of the council, thank you.
Thank you for giving without notice, for
working nights when the only body part
that doesn’t hurt, doesn’t work. (Give it a
few more years and you will understand
that statement.) And thank you for leav-
ing your babies and spouses and caring
for an unknown soul that rang the bell
eighteen times from midnight to 0500
hours. We get stretched, don’t we? Our
emotional bank accounts are often in an
overdraft situation. Draw on the strength
of a friend or a co-worker, stay focused
on the most important thing and remem-
ber no one can do the job like you do.
The Council and I believe in you and I
look forward to working with you as we
each do our part in the promotion of
excellence in practical nursing.

From one LPN to another, 
Hugh Pedersen, President
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“The illiterate of the 21 Century are not those who cannot read or write; it is those who
cannot learn, unlearn and re-learn” says Alvin Toffler. 

Hugh Pedersen, President



Excitement is in the air. As the leaves
turn, signalling the beginning of a
new season there are exciting new

beginnings at the College as well. We
have moved into a new home! This sum-
mer, the CLPNA moved to 13163 146
Street (access from St. Albert Trail, just
north of the Yellowhead). The space is
bright, modern, very functional and,
although smaller, actually has more
room for expansion of staff than our pre-
vious location. The new site is easily
located and more accessible for member-
ship.

Our Council has recently undergone sig-
nificant change. We have three new
members, and a new President – Hugh
Pedersen. I look forward to working
with Hugh and the Council in meeting
the challenges ahead as we fulfill the
mandate of the College.

Thanks to our retiring Council members
and Past President Ruth Wold for your
tireless efforts on behalf of the profes-
sion.

Exciting as well is the progress we’re
making in our Internationally Educated
Nurse project with Capital Health and
NorQuest College, licensing Philippine-
trained RNs to work as LPNs in Alberta.
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Currently, we have 250 IENs at some
stage in the licensing process. These nurs-
es are integrating well and have reported
excellent support from our members on
the units. Thanks to each of you for
extending your professional support and
warm hospitality. Our collective efforts
in this project are helping to make a posi-
tive difference for health care in Alberta.

New and exciting this Fall is the expan-
sion of our Continuing Competency
Program. The role of the College, as
directed by the Health Professions Act of
Alberta, is to implement and maintain a
Continuing Competency Program
designed to ensure that members main-
tain the level of competence necessary to
provide safe and effective care. Our pro-
gram has been in place for several years,
and members have been diligent in com-
pletion of self-assessment and learning
plans. This year, the College is taking the
program to the next step – validation of
continuous learning by membership.
Members will be selected randomly to
participate and will be required to pro-
vide proof of participation in continuing
education activities focused on meeting
identified learning needs from previous
learning plans. In preparation for the
possibility that you may be selected, it is
important to ensure your competency
files are complete and up to date. To sup-
port members, CLPNA has posted the
Competency Profile, Self Assessment
Tool and Learning Plan with instructions
for the CCP process on our website. 

Fall also brings a gentle reminder of the
upcoming registration season.
Registration Renewal packages have
been sent out, so if you don’t receive
yours soon, contact the College. In an
effort to promote early registrations, the
College is sponsoring an Early Bird Prize
package. One lucky member registering
on or before November 15 will win two
nights at the Fantasyland Hotel, and
reimbursement of your 2009 registration
fee! 

Greetings from 
the Executive Director

We look forward to a smooth and
uneventful registration season, and look
forward to meeting those of you who
complete the process in the office.

Have a great Fall!
Linda Stanger
Executive Director

CLPNA Office Moves

On July 2, the CLPNA office moved
to its new store-front location: 

St. Albert Trail Place, 13163-146
Street, Edmonton AB T5L 4S8. Only
the address has changed; all phone

numbers, fax numbers and email
addresses remain the same. 

The new location allows CLPNA to
grow into the future with a more 
efficient layout that decreases 
overall square footage while 

increasing the number of future 
staff desks. There is improved 
signage on St. Albert Trail and 
above the entry featuring our 

recently redesigned logo.
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COUNCIL HIGHLIGHTS

Meeting Dates: June 19 & 20, 2008

• Ted Langford, Bonnie Stickney and Hugh Pedersen were recognized 
for serving two terms on Council. Robert Mitchell, Jenette 
Lappenbush and Glen Herbst were recognized for serving their 
first term on Council.

• The CLPNA’s Provincial Council Election closed on May 31. 
Jenette Lappenbush was re-elected for District #5 and Marie 
Boczkowski was newly elected into District #1.  No nominations 
were received for District #3.

• The Council conducted a presidential election and elected Hugh 
Pedersen. This leaves District #7 with a vacancy.

• 2009 Spring Conference has been confirmed for the evening of 
April 15 and April 16 and 17, 2009. This year’s conference will be 
held in Calgary at the Telus Conference Centre.

• Council approved amendments to the Code of Ethics, Standards of 
Practice, Bylaws, and Strategic Plan Review. 

• The Grant MacEwan Perioperative Nursing Program for LPNs 
received a five-year approval from June 2008 to May 2013.

Council Election
Results

The CLPNA Council is proud to announce
the election of a new President, Hugh
Pedersen, and the combined election/

appointment of four new Council members.
Council terms begin September 1 for two years. 

Hugh Pedersen, LPN, was elected by Council
members at their June 18-19, 2008 meeting. Hugh
has been a member of the Council since 2005,
most recently representing District 7 (Northern
Lights Health Region). He succeeds Ruth Wold,
LPN, who completed her second two-year term as
President on August 31, 2008. 

The following candidates for Council were elected
by acclamation: Marie Boczkowski, LPN repre-
senting District 1 (Chinook Health Region &
Palliser Health Region), and Jenette Lappenbush,
LPN representing District 5 (Aspen Health Region)
for her second term. Kirsten Shardlow, LPN repre-
senting District 7 (Northern Lights Health
Region), and Jo-Anne Macdonald-Watson, LPN
representing District 3 (David Thompson Health
Region & East Central Health Region were each
appointed for  two year term. 

For more information about the Council, see the
Council page under “About CLPNA” at
www.clpna.com. 

Marie Boczkowski, LPN - District 1
(Chinook Health Region & Palliser Health Region)

Following graduation from the Licensed Practical
Nurse program at Lethbridge College in May 2002,
I was employed with St. Michael’s Care Facility in
Lethbridge; an opportunity that  laid the foundation
for the nurse I have become. Since 2003, I have
worked in Community Care for Chinook Health
Region, providing nursing care to clients in their
own homes. I have seen the scope, duties, and
responsibilities of the LPN’s who are employed here
grow and develop. I value the opportunities I have
to mentor and foster growth within the profession,
including speaking with classes of PN students
about what it means to be an LPN, and assisting
with the orientation of new hires to Community
Care (both LPN and RN). 

I take every opportunity available to advance my
own education and believe we should never stop
learning new things. I am fortunate to assist in col-
lecting medical and other needed supplies for a clinic

continued next page
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in Playa del Carmen, Mexico called “Angel Notion”. On a local
level, in 2008, I helped with a campaign for City Council. 

My goal for this term on the Council is to serve my fellow LPN’s,
and to have a hand in creating an even prouder profession where
each nurse works to their full scope and has a clear understanding
of what that full scope is. I desire to give back to the profession
that has given so much to me. I want to make a difference by being
proactive for my profession. I believe that as LPNs, we need to pro-
mote ourselves as valued nurses and we need a college that will
assist us in this endeavor. I believe that the formal education that
we receive through a post-secondary institution should not be the
last education we seek. As professional nurses, we should always
be striving to better our practice, and to become better informed
about the area of nursing we have chosen to embrace. I take a keen
interest in promoting the LPN profession. 

The CLPNA is a guiding force for nursing in the province of
Alberta. I consider it a great honor to be able to serve such a great
institution and its members.

Jo-Anne Macdonald-Watson, LPN - District 3
(David Thompson Health Region & East Central Health Region)

I have been a LPN for five years at Red Deer Regional Hospital.
My first few years were on a surgical unit and for the last year, I
have been working in the Emergency Department. Pursuing my

dream of nursing has taken
many years and included
twelve years as a unit secretary.
The wait was well worthwhile. 

Nursing is very fulfilling and
challenging. I have learned and
grown from the mentors in my
career, particularly my mother,
who was an exceptional diplo-
ma Registered Nurse who
achieved great professional suc-
cess, and who understood the
very essence of nursing: that it
was about the care you gave,
not about the letters behind
your name. 

My recent challenge, and one
of which I am very proud, was a decision to complete the
Orthopedic LPN specialty program which has resulted in me work-
ing in the Red Deer Emergency Department in a full scope role.

I was raised in Calgary, Alberta and moved to Red Deer in 1987.
My husband Kevin and I have two beautiful daughters, Jillian and
Erin, and our faithful dog, Lexus. I enjoy gardening, running and
traveling.

I look forward to participating on Council as we address the chal-
lenges within an ever-changing provincial health care system and
the important role of the LPN.

Kirsten Shardlow, LPN - District 7 
(Northern Lights Health Region)

I would like to take this oppor-
tunity to introduce myself as
the new council member repre-
senting District 7. I am 31 years
old and currently reside in Fort
McMurray with my husband
and two children.

I completed the LPN program
in 1998 at AVC Edmonton and
began my nursing career in a
rural hospital in Cold Lake,
Alberta. I was very fortunate to
begin my career in rural Alberta
gaining experience in medicine,
surgery, pediatrics, palliative
care and labor/delivery. In
2001, our family relocated to

Red Deer where I gained valuable team nursing experience on an
Orthopedic/Urology unit. In 2002, I obtained a permanent position
on the Maternal/Child unit at Red Deer Hospital where it became
apparent to me very quickly that I had a passion for Maternal/Child
nursing.

In 2004, our family relocated again to Fort McMurray where I
worked casually on the Surgery unit of Fort McMurray Regional
Hospital. The opportunity arose for me to take a position in a pri-
vate Occupational Health clinic in December 2004 and there I
gained some valuable experience with vision and hearing screening,
mask fit testing, drug and alcohol testing, spirometry, pre-employ-
ment nurse medicals as well as some supervisory and office manage-
ment responsibilities.

I currently work full time with Fort McMurray Public Health. This
position allows me professional growth in the areas of Health
Promotion, Adult and Child Immunization, School Health, Child
Passenger Restraint Safety and Healthy Beginnings. The Healthy
Beginnings program has allowed me to visit new moms and babies
following their arrival home from the hospital. 

One of my best experiences in Public Health was in Health
Promotion when I established a program for teen girls in Fort
McMurray to address high risk behaviors. In coordination with the
Family Life Educator from High Level, I was able to plan, imple-
ment and evaluate the Go Grrrls program for Grade 7 girls in Fort
McMurray schools. The program was very well received in the
community and continues to be offered each school year.
Throughout the development of this program, I met many partners
in health in our community and have had the opportunity to partic-
ipate in a yearly Youth Conference on multiple occasions.

I am both honored and excited to begin my new role with the
CLPNA Council and I look forward to familiarizing myself more
with the practices of the College. I see this appointment as an excel-
lent opportunity for both personal and professional growth and I
believe that my experience in diverse areas of nursing will be a posi-
tive influence on the forward direction of Licensed Practical
Nursing in Alberta.

Council Elections…
continued from page 5
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The PANDA Project:
Helping People with Diabetes
Lead Healthier Lives 
In recent years, the rise in diabetes cases has been staggering. In
Ontario, there’s been a 69 per cent increase among adults from 1995
to 2005 (Lipscombe & Hux, 2007). Most of these new cases are
Type 2 diabetes. Similar statistics are expected for the rest of Canada.

There is strong evidence that people with Type 2 diabetes can
improve their health by eating a well-balanced diet and maintaining a
physically active lifestyle. The 2003 clinical practice guidelines of the
Canadian Diabetes Association (CDA) suggest that a well-balanced
diet and a physically active lifestyle result in: 
• better control of blood glucose levels 
• weight loss 
• less use of medications 
• fewer health complications associated with diabetes 

The CDA guidelines provide practitioners with specific, evidence-based
physical activity and diet recommendations for people with Type 2 
diabetes. Although the guidelines make specific recommendations, 
they only address generally how the recommendations can be met. 

For example, the guidelines recommend “people with diabetes
(including elderly) should be encouraged to perform resistance exer-
cise three times per week” (CDA, 2003). But there is no specific
advice about how to accomplish this. Although the guidelines are
beneficial, many people do not succeed in following them. 

A significant gap in health care delivery could be covered through
community-oriented intervention programs that would help people
with Type 2 diabetes live healthier lifestyles. Currently, there is insuf-
ficient rigorous research to support the widespread adoption of any
community-based intervention program. 

WHAT IS THIS PROJECT ABOUT? 
PANDA (Physical Activity and Nutrition for Diabetes in Alberta) is
about creating a set of community-based diet and physical activity
intervention modules that are simple to understand, cost-effective,
practical to implement, achievable and effective over the long-term. 
Together these modules would constitute an intervention program
for people with Type 2 diabetes that could run in communities
throughout Alberta.

In the initial phase of research, practitioners will test modules by
working with project participants who have Type 2 diabetes. In time,
PANDA may build modules that people with diabetes could use by
themselves without the aid of a practitioner. 

PANDA will utilize a team of basic and clinical researchers, front-line
health care professionals and experts in behaviour, health assessment
and health economics. To address the lifestyle issues faced by many
people with diabetes, a multidisciplinary intervention is required. 

A rigorous analysis of the cost and benefit of intervention modules
will be part of PANDA as well as long-term follow-up with partici-
pants and long-term assessment of program impact. To be truly effec-
tive, an intervention program should not only improve health in the

short-term but also be sustainable by both the organization(s) deliver-
ing it and the program participants. 

The PANDA project has three objectives. 

Objective 1: The Alberta Diet 
The first objective is to develop a dietary plan, the Alberta Diet. The
Alberta Diet will emphasize foods local to Alberta and will meet the
requirements of Canada’s Food Guide to Healthy Eating and the
CDA’s clinical practice guidelines. Part of this objective is also devel-
oping agricultural strategies for improving food products so that it’s
easier for people to get the recommended amounts of nutrients in the
food they eat. 

Objective 2: Physical Activity Tool Kit 
The second objective is to develop a tool kit of physical activity inter-
vention modules.

PANDA will begin with the First Step Program, a successful walking
program that was developed by members of the PANDA team
(Tudor-Locke et al., 2004). Brisk walking meets the CDA guideline
to engage in moderate-intensity physical activity. Additionally, the
project will incorporate aerobic exercise and resistance training to
further improve glycemic control. 

The expertise of behavioural scientists and kinesiologists will also be
integrated to help participants select, adopt and adhere to physical
activity intervention modules. 

Objective 3: Health Message Resources 
Working with participants and practitioners, PANDA will create
health message resources that will help people with diabetes maintain
their motivation for a healthy lifestyle and help ensure that practi-
tioners can sustain the delivery of PANDA modules.

The process for creating the health message resources will include
examining how the CDA’s clinical practice guidelines are currently
used by practitioners and how they are perceived by people with dia-
betes. PANDA will also examine the time required and the monetary
costs for changing diet and physical activity, both for people with
diabetes and for practitioners.

This information will then be used to develop effective PANDA
implementation guidelines for practitioners and educational materials
for participants.

WHAT DO WE HOPE TO ACHIEVE? 
The project findings will help establish a set of intervention modules
effective over the long-term in community health settings.

The modules will be tested in effectiveness trials. This will ensure that
the interventions can be implemented in communities and bring
about beneficial effects for people with Type 2 diabetes: improved
glycemic control, reduced risk of cardiovascular disease and better
quality of life. 

PANDA may eventually be used as a model for other provinces.
Factors such as regional differences in food availability and access to
facilities would need to be taken into account. 

Results from PANDA will be shared in a variety of ways such as
peer-reviewed journals, health message resources, reports to key
stakeholders in health programming, fact sheets and a website. 
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To avoid paying the late fee, ensure your
2009 Registration Renewal form is post-
marked or received by CLPNA on or
before December 1, 2008.

Registration Renewal forms received after
December 31, including incomplete forms
returned to the member for completion, 
will be charged a Reinstatement fee. 

2008 Practice Permits expire December
31. If you have not renewed your 2009
Registration, you are no longer authorized
to practice as a Licensed Practical Nurse
in Alberta, as per Section 43 of the HPA.
Fines will be levied on members found 
to be practicing without a valid practice
permit. 

December 1
Deadline 
for 2009

Registration
Year

2009 REGISTRATION FEES 
FOR ALBERTA LPNs

Active Practicing Registration  $ 250.00 
• Allows members to practice and use the title LPN in 2009.

Registration Renewal form received by CLPNA on or 
before 1-Dec-08.

After 1-Dec-08 (Late Filing Fee)  $ 280.00
• Registration Renewal form received by CLPNA after 

1-Dec-08 and prior to 31-Dec-08. Fees include: 
Registration Renewal Fee and Late Filing Fee.

After 31-Dec-08 (Reinstatement)  $ 300.00
• Registration Renewal form received by CLPNA after 

31-Dec-08. Fees include: Registration Renewal Fee 
and Reinstatement Fee.

After 31-Dec-08 (Fine)  $ 800.00
• If found practicing without a 2009 Practice Permit. 

Fees include: Registration Renewal Fee, Reinstatement 
Fee and Fine.

Associate Member  $  50.00
• Non-practicing LPN. 

The following pages are intended
to help guide you through the

registration process and answer
frequently asked questions

regarding your renewal.
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IMPORTANT INFORMATION

Did you know?
It is a serious offence to practice as an LPN without a valid
Practice Permit. In addition, you are taking a personal risk as
you do not have any liability coverage from CLPNA when you
do not hold an Active Practice Permit. 

Members found practicing without a valid practice permit in
2009 will pay a fine of $500.00, plus registration ($250.00)
and reinstatement fees ($50.00), totalling $800.00.

This year, registering early could make
you a winner! Register on or before
November 15, 2008 and you’ll be
entered to win a two-night stay at 
Fantasyland Hotel in Edmonton 
and receive reimbursement for 

your registration fee! 

Your name will be entered automatically 
when you submit your completed 

Registration Renewal Form by

November 15, 2008. 

Renew 
Early 

&
WIN!

2009 Registration
Renewal Reminders:

• Expect your 2009 Registration Renewal form to 
arrive in the mail before September 30. If you do not 
receive it, contact CLPNA at 1-800-661-5877, 
780-484-8886 or email info@clpna.com. 

- According to the Health Professions Act, 
members have a responsibility to notify 
CLPNA of any changes to their contact 
information such as address, phone number 
and email address.

• Members on the Pre-Authorized Payment Plan are 
required to submit a complete 2009 Registration 
Renewal form on or before December 1, 2008. A 
late fee will apply if received by CLPNA after 
December 1, 2008.

• Practice Permits cannot be issued to members 
who submit an incomplete Registration Renewal 
form. Incomplete forms will be returned to the 
member by mail, and will therefore experience a 
delay in processing until a complete Registration 
Renewal form is received.

• Continuing Competency Program requirements are 
mandatory for all members. Be prepared to identify 
your learning objectives - a Learning Plan is manda-
tory for registration renewal. See tips on page 10 
for more information about CCP requirements. 

• A $30 late fee will be charged on Registration 
Renewal forms received after December 1, 2008,
this includes Registration Renewal forms with 
post-dated cheques.

• If your Registration Renewal form is received after 
December 31, 2008, and you have not practiced 
in 2009, you will be required to pay a Reinstatement 
fee of $50.00 in addition to the Active Practicing 
Registration fee of $250. 

• Duplicate Practice Permits and tax receipts are 
available for an $11 administrative fee. 
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Tips For Success in
Continuing Competency

Program

If you have not already put your mind in the direction of
Continuing Competency, START today.

1. Complete Self-Assessment and Learning Plan.
2. Choose your Learning Plan Objectives for 2009 using 

the Competency Profile.
3. Complete all columns of the Learning Plan with 

Learning Objectives, Resources and Strategies, 
Target Date for completion of objectives and 
Evaluation of learning

4. Complete your Registration Renewal Form and 
declare that you have met Continuing Competence 
requirements.

5. Maintain records of learning for a minimum five years.

Random Validation (Audits) begins January 2009. Be pre-
pared. Keep good records of your learning to make your
Validation process easier. Watch the next issue of CARE
for more information about the Validation Process.

If you have any questions, need further clarification or
need assistance in completing the process, see
“Continuing Competency Program” under the “Members”
tab at www.clpna.com or contact Linda Findlay,
Continuing Competence Coordinator, at
lindafindlay@clpna.com or 780-484-8886 ext 225.

Tips to Achieve
A Complete Registration

Renewal form:

• Read the Registration Renewal form carefully. 
Confirm your address and employment 
information and make any necessary changes.

• Enter LPN Practice Hours, excluding vacation 
and sick time.

• If you are retiring, going on maternity leave, 
changing your career, or you are on long term 
disability, please complete and submit your 
Registration Renewal form so that our records 
are accurate.

• Your Registration Renewal form is a legal docu-
ment. By signing the form you are declaring that all 
the information on the form is true and correct.

• During Registration Season there is a high volume 
of faxes.

- It is the responsibility of the registrant to 
ensure the form is received by CLPNA.

- Many faxes are illegible or incomplete 
(missing one page) and are returned to the 
member by mail, further delaying your renewal.

- If you do not receive your permit within 
1 week of faxing your registration renewal, 
contact CLPNA.

• All members and employers can easily verify 
registration status by accessing our “Public 
Registry” at www.clpna.com. 

• Even if you are not planning to renew your registra-
tion, you are still required to complete your 2009 
Registration Renewal form prior to December 1. It 
is important for CLPNA to understand why you are 
not renewing thus ensuring we have key informa-
tion about your 2008 practice year. This will also 
ensure that you maintain good standing with your 
regulatory body.

Make renewing your practice permit easy!

Complete your 2009 Registration Renewal 
form when you receive it in the mail, and 
submit it to CLPNA as soon as possible.

If you have any questions about your current 
registration or renewing your registration, please

contact CLPNA’s Registration Department at 
780-484-8886, toll-free at 1-800-661-5866, or 

email info@clpna.com.
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Pay 2010 
Registration Fees 

through the 
Pre-Authorized 

Payment Plan (PAP)

What is the Pre-Authorized Payment Plan (PAP)?

PAP is a pre-payment option that allows members to pay
their next year’s Registration fee in 10 equal monthly pay-
ments of $25 withdrawn from your bank account. PAP
allows for advance payment for the next registration year.
Members subscribing to PAP in Fall 2008 will pay for their
2010 Registration fee in 10 monthly withdrawals starting
February 1, 2009 and ending November 1, 2009. New
subscribers to PAP cannot use PAP to pay for their 2009
Registration fee.

How can I subscribe to PAP?

The PAP form is mailed to members with the 2009
Registration Renewal form or can be requested from
CLPNA until January 15, 2009. To subscribe, return a com-
pleted PAP form and a void cheque with your completed
Registration Renewal form no later than January 15, 2009
to be enrolled for the 2010 Registration year. 

IMPORTANT: The Registration Deadline for CLPNA to
receive your 2009 Registration Renewal form is December
1, 2008. Registration Renewal forms received after
December 1 will result in additional fees and may result in a
serious fine.

Do I have to sign up for PAP every year?

Once you have signed up for PAP, payments will continue
until CLPNA receives written notice from you to stop PAP.  

What if I’m already a subscriber?

For current subscribers, there are three options available on
the 2010 PAP form:
• Continue on PAP; banking information remains the same.
• Continue on PAP; banking information has changed. 

Enclose new banking information with the PAP form.
• Cancel PAP for the 2010 Registration year.

If I’m currently on PAP, am I automatically 
registered for the 2009 Registration year?

No. Subscribers who have paid their 2009 Registration fee
through PAP are not registered until your 2009
Registration Renewal form is received, assessed and
approved by the CLPNA to ensure you meet the require-
ments for an Active Practice Permit. 

What happens if payment is refused by my bank?

If payment on the 1st of the month is returned by your
bank, a second withdrawal attempt will occur within five
banking days. Non-sufficient funds, a change in bank
accounts or a closed account will result in a $15 NSF
charge for each occurrence. If two payments are returned
by your bank within the year, you will be removed from PAP
for the balance of that year, and your payments to date will
be refunded. 

What if my bank information changes?

Send a void cheque or new banking information with your
name, your CLPNA Registration Number and address by
mail or fax to CLPNA’s Finance Department at least four
business days prior to the 1st of the month. 

How do I stop PAP?

To stop PAP, send written notice with your CLPNA
Registration Number and current address by mail or fax to
CLPNA’s Finance Department or email
angeline@clpna.com. Fees paid to date will be refunded.

CLPNA
Public Registry

The CLPNA website, www.clpna.com, hosts
a public registry of Licensed Practical Nurses
in Alberta. Following the Health Professions

Act (HPA) and the guidelines of the Personal
Information Protection Act (PIPA), 

the on-line registry can be accessed by the
public and does not compromise personal
information of our membership. Available 

information includes the member’s 
registration number, name, practice permit

expiry date, specialties and restrictions.
Employers may validate registration at any time

without having to contact the CLPNA.



care12

In an age of integrated multi-professional health care teams this feature is intended 
to guide LPN understanding of the other regulated professionals on the team.

Knowing Your Healthcare Team

The College of Registered Dental Hygienists of Alberta
(CRDHA) regulates the dental hygienists profession under
the Health Professions Act (the HPA). There are over 2,000

dental hygienists registered to practice in Alberta. Dental hygien-
ists follow the CRDHA’s practice standards and code of ethics
and, like LPNs, must maintain and enhance their competence
throughout their careers by meeting requirements of the
CRDHA’s continuing competence program. 

Dental hygienists have been providing oral health services to
Albertans through community health settings, dental practices,
military dental clinics and hospital dental clinics since 1951. In
October 2006, implementation of the Dental Hygienists
Profession Regulation under the HPA facilitated the delivery of
dental hygiene services in a wider variety of settings. Now you
will also see dental hygienists in interdisciplinary health centres,
continuing care facilities, home care settings and independently
owned dental hygiene practices. 

Dental Hygiene Education

Dental hygiene education in Alberta is attained through a three
year diploma or four year degree program at the University of
Alberta. The program includes a range of courses that support
evidence-based practice. Dental hygienists in administrative and
teaching positions complete graduate education at a Masters or
PhD level.

What do dental hygienists do?

Dental hygienists work with people of all ages and through all
stages of their lives to address oral health needs specific to each
stage, from early childhood to older adulthood.

Dental hygienists in Alberta:
• practice with a foundation of evidence-based knowledge 

and theory. 
• practice collaboratively with clients, colleagues and other 

health care professionals. 
• provide client-centered services to treat and prevent oral 

disease and promote wellness. 
• assess, diagnose and treat oral health conditions through the 

provision of therapeutic, educational and preventive dental 
hygiene procedures and strategies to promote wellness,

• provide services as clinicians, educators, researchers,
administrators, health promoters and consultants.

Under the HPA, dental hygienists are authorized to perform
restricted activities including: 
• scaling and root planing for periodontal therapy and 

maintenance,

The following article has been submitted by the College of Registered Dental Hygienists of Alberta

DENTAL HYGIENISTS

• ordering and exposing dental x-rays,
• prescribing the subset of Schedule 1 drugs used in dental 

hygiene practice, and
• administering local anesthetic by injection

Dental hygienists with the advanced training required by the
CRDHA may be authorized to: 
• prescribe and administer nitrous oxide/oxygen conscious 

sedation,
• determine the preliminary fit of orthodontic and periodontal 

appliances, in collaboration with a dentist, and
• perform restorative procedures of a permanent nature, in 

collaboration with a dentist.

Considerations when working with dental hygienists

Dental hygienists work as part of a collaborative health care
team, which includes dental assistants, dental laboratory technol-
ogists, dentists, denturists, dietitians, nurses, occupational thera-
pists, oral pathologists, pharmacists, physicians, and speech lan-
guage pathologists. Each profession possesses unique expertise
and by cooperating and collaborating we can ensure the client
receives the best care possible. 

Dental hygienists and licensed practical nurses are most likely to
work collaboratively in community health, hospital, long term

continued next page
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care and home care settings. Working together, we can help our clients
achieve their health goals.

Oral health is essential to well-being, regardless of age. Oral diseases
are generally preventable but when not prevented they are progressive,
cumulative and become more complex over time. Poor oral care and
resulting poor oral health impacts individuals in a variety of ways
including:
• Pain and infection (e.g. dental decay, periodontal disease),
• Changes in taste / bad breath,
• Difficulty biting, chewing and swallowing leading to inadequate 

nutrition,
• Reduced ability to speak and communicate effectively,
• Social isolation, 
• Oral cancer, and 
• Increased risk of systemic infection and disease. Research findings 

point to associations between chronic oral infections and diabetes, 
heart and lung diseases, stroke, and low-birth-weight, premature 
births. 

Clients and health care professionals need to know that oral disease is
a disease like any other — and in and of itself is deserving of treat-
ment. Secondly, everything in the body is connected. Having a chronic
oral infection is a serious problem that you should not ignore. It can
make you systemically sick.

Dental hygienists have the competencies (knowledge, skills, attitude
and judgement) required to prevent, assess and treat certain oral
health conditions. However, in many settings, it is LPNs and other
providers, not dental hygienists, who have daily contact with persons-
in-care and can effectively contribute to the improved oral and general
health of these clients. 

With their background in health promotion, education and clinical
care, dental hygienists can be a resource to support the essential care
that LPNs provide to clients. Dental hygienists can provide in-service
and/or continuing education sessions related to oral care as an impor-
tant component of nursing practice. In some areas of Alberta a dental
hygienist operating a mobile dental hygiene practice is available to
provide bedside oral health services to the home-bound or residents of
long term care facilities. When seeing clients in their homes or long
term care settings, dental hygienists will look to LPNs to learn more
about the client’s medications, cognitive status, responsive behaviours,
communication, sensory and functional impairments, dysphagia
or other conditions which might affect provision of dental hygiene
services. 

LPNs can help their clients reduce oral disease risks by:

• Encouraging able clients to continue daily oral care
• Assisting dependent clients by removing plaque from their teeth 

daily using a soft bristled toothbrush. Sponge “Toothettes” are not 
effective for removing plaque.

• Being aware that one of the most common side effects of many 
medications is dry mouth. Dry mouth increases the risk of oral 
disease. 

• Avoiding use of lemon glycerine swabs, mouth-rinses with alcohol 
or sodium lauryl sulfate, Vaseline, and candies or mints. These 
products make dry mouth problems worse. Instead, use special dry 
mouth products and toothpastes, offer sips of water or ice chips, 
use water-based lip lubricant, sugar-free candies, and artificial 
saliva products. 

Interdisciplinary care is critical to managing the oral health-general
health interface.

Alberta Nursing Education Administrators (ANEA)

Award for Leadership in 
Practical Nurse Education

Dawn Ansell ,  the
2008 Practical Nurse
recipient of the Alberta
Nursing Education
Administrators Award
for Leadership in
Nursing Education, is a
nurse educator in the
Practical Nurse program
at NorQuest College.
Dawn developed the
first hybrid delivery pro-
gram for Practical Nurse
students at NorQuest
College, allowing them
greater access and flex-
ibility in pursuing their
education. 

Recently, Dawn has undertaken research to find ways to
improve the socialization of students within the profession,
making the transition from student to practicing health care
professional easier. Dawn is keenly interested in helping
other instructors and staff make use of technology. She is
always teaching, and teaching others to teach as well.

Dawn has been involved in program development at almost
every level of health care education, from developing book
chapters on nutrition and pediatric nursing to working on
course development and improving WebCT communica-
tion. She has also been asked to assist in the development
of courses for NorQuest College Allied Health Careers and
Health Care Aide programs. Her involvement attests not
only to her extensive knowledge base, but also to her abili-
ty to work effectively with others. Regardless of the project,
her goal is always the same: to make it better.

Dawn also makes herself available to her peers as a men-
tor. She is keen to share her knowledge and skills in rela-
tion to nursing and distance delivery with others. Attesting
to her efforts are the continued success of nursing pro-
grams at NorQuest College and the number of graduates
of the program who have returned to the College to teach.

Dawn is known for her enthusiasm, her passion, and her
ability to relate to students and fellow educators through
stories and examples.  Whatever the means of course
delivery, she knows that the positive comments and sup-
port she gives will stay with her students throughout their
studies and, indeed, through their lives. 

Dawn has demonstrated outstanding leadership in nursing
education. Her never-ending dedication to all facets of
nursing education will result in a legacy of thoughtful, com-
petent, and strong LPNs throughout the province.
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Preparing for the Worst
SEASONAL INFLUENZA AND

PANDEMIC INFLUENZA
As the seasonal influenza season approaches it is a good time for health
professionals to be prepared to answer questions and concerns the public
may have. Alberta Health and Wellness has an excellent website outlining
the differences between seasonal influenza and pandemic influenza and
provides learning resources that can be shared with patients regarding
many topics associated with influenza. Here is an excerpt from the site
with a link for further information. 

Preparing for Pandemic Influenza

Pandemic influenza (world-wide flu) happens when a new influenza virus
spreads easily from person to person throughout the world. Since people
have no protection against the new virus, it will likely cause more illness
and a larger number of deaths than the type of influenza virus seen each
winter (seasonal influenza).

It is not known which strain of influenza virus will trigger a pandemic.
The spread of avian influenza is currently being monitored because it has
the potential to mutate and become pandemic influenza.

There is currently no pandemic influenza in Canada or in the world.
However, it is important for all Albertans to be prepared and ready to
respond when pandemic influenza does occur. 

A pandemic plan 

Alberta has a plan to respond to pandemic influenza, called Alberta’s
Plan for Pandemic Influenza. This plan aims to slow the spread of disease,
minimize serious illness or death and avoid disruptions to essential com-
munity services. The provincial plan will reduce the impact of the disease,
but not eliminate it. The plan outlines the coordinated and phased-in
responses for the Government of Alberta, the health system, municipali-
ties and other partners to work together to assist Albertans. 

View the Alberta Health and Wellness website for more information
about seasonal influenza and pandemic influenza. www.health.alberta.ca 

Information retrieved from http://www.health.alberta.ca/influenza/pandemic_influenza.html

There’s a dreadful disease called the Flu
It fills us with fear through and through

It closes the schools
And it sends home the fools,

And gives us more work than ‘skidoo’.
The Sheaf, 1918 (U of S publication)

In the Fall of1918, the University of Saskatchewan
is an island of academic quiet in a world torn by
war and disease. The 120 students and faculty

quarantined from the Spanish Flu epidemic at the
University amuse themselves by composing
limericks for the student paper, The Sheaf.

On October 16, 1918, Saskatoon’s mayor,
MacGregor Young, announces that there is no
cause for alarm in Saskatoon - though there are 
150 cases and 10 deaths in Regina. The next day
the city ‘closes’. The Provincial Bureau of Public
Health closes all public venues - theatres, bowling
alleys, and billiard halls. Public meetings are banned.
Schools are closed. Church services are cancelled
indefinitely.

The flu spreads like prairie fire. People are seized 
by sudden weakness, headaches, pains, fever, and 
a chill - like cold water running down the back.
Otherwise healthy people collapse on the street 
or at work. Some are dead within 24 hours.

On November 16 the University records its first flu
death. William Hamilton dies after contracting the
flu while working as a volunteer orderly at 
Emmanuel Hospital. President Murray uses the 
most comforting analogy he can find in his 
condolences to Hamilton’s parents: “Your son gave
his life for others, and his sacrifice was as great as
that of any soldier who died on the field of battle. 
It will ever be an inspiration for the young men 
and women who come to the University.”

Hamilton’s sacrifice becomes more poignant when 
it is revealed that he is a widower with three young
children. His mother replies to Murray that she has
two sons fighting in France and that she has been
anxious about them, but not about Willie. The global
pandemic of 1918-1919 paints a broad swath
across the world’s canvas - claiming 25 million lives
globally - double the dead on the WWI battlefields 
of Europe. Thirty thousand die in Canada, and 5,000
in Saskatchewan. More than 50 per cent of all 
victims are between 20 and 40 years old. North
American lifespan drops by 10 years. It is regarded
as the deadliest epidemic in recorded history.

The epidemic ebbs in 1919. Where Spanish Flu
came from and where it disappeared to remain a
mystery. Between the war and the flu, the vitality 
and strength of a generation is sapped.

Interpreted from:
http://www.usask.ca/communications/ocn/Oct17/archives.html

Printed with permission from author Chris Fields
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HOW TO REGISTER AT NURSEONE: 
1. Go to the website www.nurseone.ca.  
2. On the left hand side of the screen, find and click on 

“Register”. 
3. On the Registration page, enter your “Name” exactly as it 

appears on your CLPNA Practice Permit. 
4. After you “Send Registration”, your User Name and 

Password will be sent to you by email. 
5. Please note that, because of the unique interface between 

NurseONE and the CLPNA database, the system might 
have difficulty verifying your name. If you do not receive the 
above e-mail within 24 hours, contact NurseONE directly at 
registration@nurseone.ca or info@nurseone.ca. CLPNA 
does not have computer access to the portal. 

6. Once you receive the e-mail, please follow the directions 
outlined to activate your account. 

7. During your first visit to the portal, take the opportunity to 
change your password to something that is easy to 
remember. To do so, click on “My Profile” on the left-hand 
side of the page. The change of password is half-way down 
the page.  

 

 

 

 

 

 

NURSEONE’S e-THERAPEUTICS+ 

e-Therapeutics+ is Canada’s authoritative source 
for prescribing and managing drug therapy at the 

point-of-care.  

Inside e-Therapeutics+ you will see six tabs that 
correspond to the six major sections of e-
Therapeutics+. 

Home 
This tab highlights what’s new in e-Therapeutics+. 
It also provides: 

- Links to new safety information from 
Health Canada 

- Links to public drug programs, criteria, 

and forms for government drug plans 
- Additional suggested resources in the 

recommended links portlet 
- Access to the Product Tour for the e-Therapeutics+ portal and mobile applications. 

Therapeutics 
This tab features content from Canadian 
Pharmacists Association's Therapeutic Choices, 

providing treatment options on conditions and 
diseases written by experts. The information is 
extensively reviewed to ensure it's objective and 

unbiased. You can access content using the 
Search Therapeutic Topic or Select Therapeutic 
Topic function. 

e-CPS 

Search for drug monographs from the 
indispensable online Compendium of 
Pharmaceuticals and Specialties, e-CPS, on this 

tab. The e-CPS includes current monographs 
from Canada's trusted source of drug 
information, plus Clin-Info drug interactions 

tables, directories and the Product Identification Tool. 

Drug Interactions 
The Drug Interactions tab connects you to Lexi-Comp's™ Lexi-Interact™ Online, a 
comprehensive drug-to-drug, drug-to-herb and herb-to-herb interaction analyzer. 

Info for Patients 
Info for Patients provides printable self-care information from CPhA's Patient Self-Care. 
Content is written in plain language and is available in English and French to give to your 

patients. 

In addition, you will find four global links at the top right corner of the site (Feedback, 
Contact Us, My Profile, and Log Out) to assist you. 

For a complete tour of the product, please click on Product Tour on the Home tab.   

Fact Sheets 
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continued next page

An oncology nurse is watching news
on television at home when he learns
of an armed robbery at a local bank. A
man reportedly approached a teller for
cash, revealing a gun and stating that
he was dying and had ‘nothing to
lose’. Shots were fired although no
one was injured. Footage from the
bank’s surveillance equipment was
shown and the police asked the gen-
eral public for assistance identifying
the robber.

The nurse believes that the robber is
a patient he recently treated at the
oncology clinic. The next day, the

nurse seeks advice from his manager.
Together they determine that the nurse
should contact the police and disclose the
identity of the individual. The key factors
to the decision are that (1) the nurse rea-
sonably believes that the information
relates to an offence (the bank robbery)
and (2) that disclosure would enable the
police to further investigate the crime –
the nurse fears that if he does not disclose
the patient’s identity to the police, the
patient will engage in further violent crime
and endanger other members of the com-
munity. The nurse and the manager are
not required to inform the patient of a dis-
closure made (Alberta Health and
Wellness, 2007, s. 37.3) and do not plan
to do so.

This is the scenario used by Alberta
Health and Wellness to illustrate when
health care professionals (HCPs) governed
by Alberta’s Health Information Act
(HIA) may decide to disclose confidential
information about their patients to police
without consent under a newly added sec-
tion to the Act (HIA, 2000/2006, s. 37.3).
Prior to the recent amendments to the
HIA, information could be disclosed to
police if served with a subpoena, warrant
or court order (s. 35(1)(i)), if the disclo-
sure was to avert or minimize an immi-
nent danger to a person (s. 35(1)(m)), if it

was in the best interests of an individual
who lacked capacity (s. 35(1)(n)), or if
police were investigating an offence
involving life-threatening injuries to an
individual (s. 35(1)(j); this last section has
now been repealed).

The new section provides HCPs with dis-
cretion to disclose information to police if
they reasonably believe that:
• The information relates to a possible 

commission of an offence under a 
statute of Alberta or Canada, and 

• The disclosure will protect the health 
and safety of Albertans 

HCPs can decide to provide police with
the following information:
• Name 
• Date of birth 
• Nature of injury or illness 
• Date on which a health service was 

sought or received 
• Location where health service was 

sought or received 
• Whether any samples of bodily sub-

stances were taken from the individual 

At first glance, the example used above
may seem like a reasonable scenario in
which a HCP ought to exercise discretion
to disclose. This nurse believes he recog-
nizes the individual on the video as his
patient. However, there are several parts
of this example which will send shivers up
the spine of anyone who believes in the
protection of patient confidentiality unless
there is a justifiable basis in both law and
ethics for its breach.

To provide good care to patients, HCPs
must establish a relationship of trust with
their patients. If trust does not exist, infor-
mation that may be crucial to proper
treatment may not be forthcoming. The
assurance of protecting confidentiality
may be necessary to acquire full and accu-
rate information from a trusting patient to
provide good care. The potential of dis-
closing sensitive confidential information
may deter patients from seeking care at
all.

It is a HCP’s ethical and legal obligation
to protect the confidentiality of a patient’s

Should Health Care Professionals Heal or Squeal? 
Disclosure to Police under a New Section of Alberta’s Health Information Act 

Tracey Bailey, LLB Executive Director, Health Law Institute, University of Alberta 
Steven Penney, LLB, LLM Associate Professor, Faculty of Law, University of Alberta
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information1. A HCP should not disclose
confidential information without consent
unless the law and ethics provide for this
under exceptional circumstances.

Case law and codes of ethics have made it
clear that while HCPs may owe obliga-
tions to others, their primary duty is to
their patient. “Consider first the well-
being of the patient”, for example, is the
primary ethical obligation of physicians in
Canada according to the Canadian
Medical Association (CMA, 2004) Code.
A breach of confidentiality should only
occur in those cases where it has been
demonstrated to be legally and ethically
justifiable (for example, to prevent future
serious harm to an individual).

Canadian case law has also made it very
clear that while police and HCPs each
have important roles in our society, they
are distinct and there are good reasons for
them to remain so2. Health care profes-
sionals should provide competent care;
they should not be part of the law-
enforcement machinery of the state.

The nurse in our example must have a
reasonable belief that information about
his patient relates to a possible commis-
sion of an offence. Clearly, an offence has
been committed, but is there sufficient
basis to believe it has been committed by
his patient? Eyewitness evidence is notori-
ously unreliable. In this case, the nurse
was not even at the bank. He saw a few
seconds of what was likely a low quality
surveillance clip on the television. Is this
enough to say that he has a reasonable
belief that the robber is his patient? At
best, this is a long stretch. Reasonable
belief means much more than a suspicion.

He must also have a reasonable belief that
his breach of patient confidentiality and
subsequent disclosure will protect the
health and safety of Albertans. In the
example used, it seems to say that because
the nurse has a belief that his patient will
engage in further violent crime that this
criteria has been satisfied. But on what
basis does he form this belief? There is
nothing to suggest that this nurse has any
information which would lead him to
form such an opinion.

The example ends with the comment that
the nurse would not need to tell his
patient that he had breached his duty of
confidentiality. While it is true that under
the HIA there is no such requirement,
there is a duty in the Act to consider a

patient’s wishes before disclosure is made
(HIA, 2000/2006, s. 58(2)). As well, and
likely more significant in this example, are
the ethical obligations that exist. At least
for physicians, the CMA Code of Ethics
states:
Disclose your patients’ personal health
information to third parties only with
their consent, or as provided for by law,
such as when the maintenance of confi-
dentiality would result in a signifi- cant
risk of substantial harm to… In such
cases, take all reasonable steps to inform
the patients that the usual requirements
for confidentiality will be breached.

The HIA also requires the HCPs to dis-
close information only that is necessary
for the recipient’s (the police’s) intended
purpose (HIA, 2000/2006, s. 58(1)). To
fulfill this statutory obligation, what ques-
tions should the HCP ask the police offi-
cer prior to disclosure? Are they seeking
enough information to obtain a warrant?
Something more? A HCP is hardly in a
position to assess the amount and type of
information necessary. Neither are they as
insulated from police influence as a court
would be. It is likely that in those situa-
tions where a HCP is faced with a request
or demand from police, many HCPs may
feel pressure to comply and may not have
time to consider all of the relevant con-
flicting duties they face.

In addition to these concerns, we believe
this new section of the HIA to be uncon-
stitutional3. As a result, if information is
provided to police under this section in an
attempt to assist police with an investiga-
tion leading to charges being laid, disclo-
sure under this section could lead to the
information being excluded as evidence in
court.

This new section of the HIA gives HCPs
the discretion to disclose without the con-
sent of their patient. But does not require
it. We have called for the repeal of this
section. We have also recommended that
regional health authorities and others who
are currently working on guidelines inter-
pret this section narrowly. We urge HCPs
to recall their ethical and legal duties to
their patients, and the effects of such dis-
closure, before deciding whether to breach
confidentiality under a section aimed not
at the health and well-being of patients,
but at law enforcement. We hope they
keep in mind the many Albertans whose
health and safety may be threatened by
the knowledge that their once-trusted
HCP may rat them out. 
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A Profile of Dave Dearden
By Sue Robins, Contributing Writer

D ave Dearden is a big burly guy with a
soft-spoken and gentle manner. He’s a
Licensed Practical Nurse with an ortho-

pedic specialty who works throughout
Edmonton and area. 

Whether he’s in the cast clinic at Health First
Strathcona’s Primary Care Centre, the Stollery
Children’s Hospital’s Surgical Clinic or the
Pediatric Spasticity Clinic at the Glenrose
Rehabilitation Hospital, Dave skillfully applies
casts and splints, all while calmly reassuring his
young patients. 

You’d never guess he used to be a long-haul
trucker.

Dave’s life path has been a long and winding
road. He was a trucker for 16 years, until he
switched careers and became an LPN. Then he
continued with his schooling and became an
LPN with an orthopedic specialty.

“Being a truck driver and nurse are two jobs on
either end of the job spectrum,” he says. His
decision to trade in his trucker’s hat for
hospital scrubs was based on a very personal
experience.

“When my dad, Eric, was in the hospital with
Alzheimer’s, I saw how hard the nurses were
working to care for all their patients.
Everything couldn’t get done, so I’d come in to

changing gears

continued next page
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help wash my dad up and get him ready
for breakfast, and the nurses so appreci-
ated that a family member came in to do
that work,” he continues. 

And while his dad passed away before he
started the LPN program at NorQuest,
Eric Dearden was clearly Dave’s inspira-
tion for switching careers. 

Dave is reflective on his career change.
“People do say to me, ‘wow, that’s such
a big turnaround in careers.’ But it is for
the better. The work I do now as an LPN
is so much more rewarding, and I get to
make a difference in people’s lives. Seeing
that positive change in people is very ful-
filling for me.”

The contrast between nursing and truck-
ing is substantial. “Trucking is very hard
on your body. There is pressure and
deadlines to meet. You are sleeping irreg-
ularly, and you don’t always make
healthy food choices,” he explains. “The
food on the menus at truck stops isn’t
always the healthiest.”

He also admits, with a wry smile on his
face, “Sometimes I miss the solitude of
being a truck driver.”  Coming from a
quiet guy who works at the Stollery’s

continued next page

Pediatric Surgical Clinic in a
team with five women and one
other man, this is understand-
able.

“Now I’m surrounded by people
every day. But if you are driving
by yourself for hours at a time,
you have a chance to dwell on
things more. Like if I was having
a bad day and I encountered a
dangerous driver, that would put
me in a bad mood for the day.” 

“But when you are surrounded
by people all the time, and you
see patients who have a lot more
problems than you do, well, that
puts your own life in perspective.
I see kids with multiple broken
bones and injuries that mean
they have to put their whole life
plans on hold. And this affects
their whole family, too,” Dave
shares.

“While I went to school, I still
drove trucks part-time. I did long
distance driving, either to
Tacoma, Washington or

Saskatoon on the weekends and then
went to school on Mondays.” Trading in
his trucker’s hat one day for a nurse’s
uniform the next required stamina and
flexibility. 

And while he admits he took a pay cut
when he started as an LPN 13 years ago,
and he just recently caught up to his pre-
vious pay scale as a truck driver, Dave
has no regrets. 

THE LONG 
AND WINDING ROAD

In July 1995, Dave graduated and was
ready for the world of nursing. He spent
15 months in home care before signing
up for the Orthopedic specialty course. 

“At that time, there were only casual
positions for LPNs in acute care. I want-
ed to work with Alzheimer’s patients,
but there were no full-time jobs in 1995.
The only way to work in acute care was
to get more training,” he explains. 

Dave enjoys learning and growing, so
enrolling in the Advanced Education in
Orthopedics at NorQuest College in
1996 seemed like a natural progression

to his LPN work. Orthopedic LPNs are
in high demand in health care. 

“When I was an LPN student, I went
down to the cast clinic for a day and
found it very interesting. I saw people
post-surgery, through their recovery, and
all the different casting techniques.”
Dave was intrigued by the technical
knowledge required to have an orthope-
dic specialization and received in-depth
teachings on anatomy and physiology. 

He then worked for seven years in the
Emergency Department at the Royal
Alexandra Hospital and the Misericordia
Community Hospital before joining the
inaugural team at Health First
Strathcona Urgent Care Centre in
February 2004.  

PRIMARY 
CARE OPPORTUNITY

Health First is located in Sherwood Park,
just outside of Edmonton, and provides
after hours care for illness and injuries
that are non-emergencies. The Centre is
equipped to deal with anything from
bruises to broken bones. Health First is
staffed by local family doctors and nurs-
es, and is open for care from 5:30 p.m.
until 1:00 a.m., seven days a week. Dave
now works casually at Health First, and
mans the Thursday evening cast clinic.
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He enjoys the team atmosphere that is
nurtured in primary care.

“Everybody on the team brings some-
thing to the table. We work well togeth-
er, and learn from each other. I’ve really
worked to the greatest of my ability here
at Health First as an LPN.”  

Now Dearden splints, casts and sets up
traction for his patients. His cast clinic at
the Health First Strathcona Urgent Care
Clinic in Sherwood Park is a recheck
clinic, where he works with a team con-
sisting of a family physician, nurse prac-
titioner and registered nurses. 

Dan Marchand, the Operations Manager
of Health First Strathcona’s Urgent Care
Clinic, speaks to the value of LPNs with
orthopedic specialization.

“Orthopedic specialists provide tremen-
dous value to professional LPN roles
within an interdisciplinary team. There is
a great need for their expertise in prima-
ry care, and their specialized skills at
applying casts and splints are
unmatched,” Marchand says.

Marianne Stewart, Capital Health’s Vice
President and Chief Operating Officer
for Primary Care shares a regional per-
spective on the value of Orthopedic
LPNs.

“There is great value in the role of LPNs
and those with an orthopedic specialty
are fundamental members of the health
care team in primary care, emergency

rooms and clinics. The Alberta health
system has many rewarding opportuni-
ties for LPNs with this type of expertise
and the options are growing all the
time,” Stewart says. 

For Dave, the switch to working with
pediatric patients from adults happened
naturally at Health First. There, Dearden
sees a lot of sports injuries – from snow-
boarding, softball, football, soccer, and
skateboards because Sherwood Park is a
young, active community. 

He shares some of his secrets to working
with kids. “It is important to gain a
patient’s trust if you are going to effective-
ly manage their injuries, or cut off a cast.
Getting to know the patient helps - as
does using techniques to distract them.” 

To share his orthopedic knowledge with
other professionals, Dearden has done
inservices to train his team on how to
put on splints. 

“Dave is very generous with his time and
knowledge,” explains Marchand, “He’s
taken great initiative in setting up educa-
tion sessions with the Urgent Care team.
He educates the team through hands-on
learning stations and keeps abreast on
the latest splinting and casting products.
The feedback from his sessions has been
very positive.”

“Dave is a highly respected member of
the team, and is valued for his expertise
and professionalism,” Marchand adds.
In fact, Dearden is often asked by physi-
cians and nurse practitioners for his
opinion on x-rays because of his depth of
orthopedic experience.

“I liked working at Health First because
I started there when they first opened.
We got to try new things as we were
building our team. There was no hierar-
chy there, and everybody worked togeth-
er on balance – everybody was equal. It
was such a team environment that you
just did what needed to be done. ”

Dave is always looking for an opportuni-
ty to grow and learn. He tackles new
challenges head-on, and began working
0.7  FTE earlier this year at the Stollery
Pediatric Clinic and is also filling in for a
medical leave at the Glenrose
Rehabilitation Hospital’s Pediatric
Spasticity Clinic. 

WORKING WITH KIDS 
WITH DISABILITIES

At the Glenrose, Dave does serial cast-
ings for kids with Cerebral Palsy after
they have had Botox injections. The kids
come in once a week, allowing him to get
to know the kids well. 

“I love my work at the Glenrose too. I
get to see the change in the kids. Some
kids are very contracted when they first
come in, with no range of movement.
After three weeks of injections and cast-
ing, they walk out of the clinic.”

Working with kids with disabilities holds
a special place in Dave’s heart. Despite
his burly appearance, Dave is a man with
a big heart. 

“The kids I see with disabilities have
such a great attitude. While we see every-
thing in the world as black and white, I

continued next page
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believe that these kids see the world in
color. There’s a cheerfulness about the
world that kids have.”

Dave contrasts the joy he has in working
with kids with disabilities with the chal-
lenges of health care. 

“One thing that upsets me about work-
ing in health care, are others who just see
the ‘disabled person’, or the ‘patient with
the broken leg’, or the ‘person in room
10’ and not the person themselves. Even
if they are in the hospital, or have a dis-
ability, people are still people.”

He continues with an example.
“Sometimes when I worked in ER, there
would be people who came in who were
drug addicts or people who were suici-
dal. I believe that there’s always a reason
that this happened. They could have
been abused or had a bad childhood. If
you take the time to get insight into peo-
ple, I think you can give them better
care.”  

“My parents were divorced, and I was
rebellious. I think it helps me relate to
people with troubles,” he says softly.

There is something calming about talking
to Dave. He is warm and a good listener.
He jokingly says that both his wife and
he have complete strangers come up to
them to tell them their troubles. There
must be something about his manner, or
the energy he gives out, that tells people
that he cares.

DAVE AND DELLA

Dave met his wife Della at NorQuest
College, when they were both taking the
LPN course. Della is now an RN who
works evenings at the Pulmonary Unit at
the University of Alberta. Since Dave
works days and she works evenings, they
are often ships who pass in the night.
Dave’s two dogs (a toy poodle and schi
tzu-cross - who he terms as ‘spoiled rot-
ten’) and cat help keep him company. 

He also has a son and daughter – Zach,
age 16 and Christina, age 25, and three
grandchildren. 

CHALLENGES OF
ACUTE CARE

Dave literally has his fingers in all aspects
of health care – primary care, tertiary

care and rehabilitation. Working at a ter-
tiary level children’s hospital like the
Stollery provides yet another learning
challenge. 

At the Pediatric Surgical Clinic, the team
consists of seven LPNs with orthopedic
specialty, three RNs, four admission
clerks, and two NAs. The clinic follows
up with pediatric patients that are
referred to an orthopedic specialist from
a hospital, clinic or physician’s office.
The clinic sees newborn babies who are
born with club feet, kids with orthopedic
injuries and general orthopedic condi-

tions, and post-operative trauma
patients.

The LPNs also travel in twos to the OR
to do casting during surgeries – for
instance, for children who have hip dys-
plasia, they do hip spica casts right in the
OR. And to round out the variety in a
shift, LPNs also go to the inpatient floors
at the Stollery to change cast and splints.

In their travels, they connect with
Orthopedic Surgeons and a Nurse
Practitioner who specializes in orthope-
dics.

continued next page 
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Joking around with the young patients also helps.
You wouldn’t necessarily guess by looking at
Dave, but he has a wicked sense of humor. 

Kids respond well to humor, and Dave wants to
let them know that he isn’t a big scary guy. And
while he won’t share his favorite knock-knock
joke, he says some good-natured teasing about
girlfriends and boyfriends helps. And being a dad
of two and grandpa to three helps him relate to
kids.

The practice at the Stollery is family-centered, as
Dave believes that it is most important to let the
parents know what they are doing and the reason
they are doing it. That sets everybody’s mind at
ease.

Often the tools involved with casts are loud, sharp
and scary looking, so Dave and the team show the
kids and parents what tools they will be using, and
especially emphasize that the cast saw does not cut
skin. To combat the high pitch whir of the cast
saw, kids are offered earmuffs that help muffle the
sound. 

“I love working with kids. I think they are easier
to work with than adults. If you explain to parents
and the kids what you are doing, they know you
are acting in the best interest of the kids. Adults
can be much more non-compliant than kids!  I
think parents listen carefully because they want
what is best for their kids down the road,” Dave
explains. 

“My boss is the patient, and they come first,” he
confirms. 

DAVE’S PHILOSOPHIES

An advantage to a mid-life career change is that
one approaches the new position with increased
maturity and life experience. Dave Dearden is
thoughtful and reflective on what it means to be
an LPN.

“It can be challenging to do problem-solving for
every person – to look at each patient individually,
and to talk to the doctor, the Nurse Practitioner,
the other team members to ask for their sugges-
tions.’”  

“I’m all about what’s best for the patient, and I
don’t mind speaking up on their behalf. We have
service logs, which tell us how much time we
should be spending on tasks, but I’d rather spend
more time talking with patients. If I have extra

Changing Gears…
continued from page 21
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time, I’ll go in and sit and talk to a patient who is waiting in a room. It
is important to let them know that you are human, too.”

He shares his team philosophy. “The thing about working in a team
environment is that I’m only one individual. I don’t know everything.
Everybody has a role and everybody contributes to making decisions,
including the patient and their family.”

Dave then provides a stellar example of family-centered care. “When a
child comes into clinic, we try to give them choices. We ask what color
of cast they want. If they can’t decide between blue and red, we offer
half a blue cast and half a red cast. We have glow-in-the-dark casts, and
can put on glow-in-the-dark bands. Don’t forget – these kids are my
bosses.”

Dave’s philosophy to nursing comes in the form of a story from a
patient. 

“I was taking care of this elderly gentleman who was 82 when he said ‘I
know how to do things, but I’m not the smartest man in the world.
There are garbage men and street cleaners, and I don’t know how to do
their jobs. There’s always someone who knows more than you. And
there’s nothing wrong with admitting you don’t know everything.’” 

Dave has adopted this life philosophy, and while it might seem humble,
acknowledging that you don’t know everything actually forms the foun-
dation for a solid professional practice. It opens one up to learning and
growing, and being flexible and fluid in one’s nursing practice. 

Having worked in home care, ER and clinic environments, Dave
believes that if you try something different, it opens up another door to
you in life. 

“Every step you take opens up another opportunity. I was scared when
I first walked into Health First and the Stollery. I was going into some-
thing new. At Health First, it was a brand new facility and a new con-
cept of an after-hours clinic. The Stollery was a new challenge of going
to the OR. I had never put a hip spica cast on someone before. But I
keep on learning.”

“As LPNs, we cannot be afraid to continue to learn. I’ve learned about
new techniques, new surgeries and new products. It is important to
keep up with innovations,” Dearden says. He believes that orthopedic
LPNs share the same ideals about patient care and learning.

“Being an LPN is about lifelong learning. What I love about my job is
that every patient is different – because of the nature of their injury or
their circumstances. As a team, we look at each patient individually and
work together to come up with a solution that is going to work for
patients,” he concludes.

And sure enough, Dave Dearden keeps on learning, and growing,
and living. We all can learn from him, especially when the fear of
change paralyzes us and keeps us in unhealthy personal and
professional situations. 

Just think:  If a man who was a trucker was inspired to become a
nurse, and quit his secure job and took a big pay cut to follow this
dream, what possibilities are out there for each of us?
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LABOR FOR A LIFETIME

There were 100 little babies laying three and four to a card-
board box, strapped in the belly of a gutted cargo jet. It
was 1975, Saigon was falling to the Communists, and I

was accidentally caught up in the Vietnam Orphan Airlift.

A stressful situation. If you don’t have coping skills, you learn
them fast!

As our plane took off, I was haunted with the image of three days
before when I had stood on the runway and watched as the first
planeload of orphans crashed after takeoff, killing half of the
adults and children on board. I clutched our newly adopted baby
boy to my chest. Would this plane be blown out of the sky too? I
trembled so hard I could barely hold our son. To cope, I started
slow, deep easy breathing…the kind I’d learned from our Lamaze
classes several years before. The same breathing I used to bring
our daughters into our family, I was using to bring our son.

Since then, my many years as a childbirth educator, convinced me
that those child-birthing techniques are not just labor skills, but
life skills. I taught couples laboring tools: breathing, relaxation,
positive thinking and visualization. These are imperative for cop-
ing with challenges of labor, and are equally applicable in coping
with “labors” in our lives.

Breathing
Like other activities done with a rhythm, rhythmic breathing
releases endorphins, our bodies own pain medication. We have it
to tap every day, but forget to do activities that release it!

I taught laboring moms that when they are afraid, they have
increased adrenalin production which inhibits the release of oxy-
tocin, resulting in poorer contractions and a longer labor.
Rhythmic breathing decreases stress, thereby decreasing adrenalin
production, facilitating a better shorter labor. If stress and
adrenalin do that to labor, what does it do to our everyday lives?

We need to breathe like laboring moms—in 2,3,4 and out 2,3,4.

As we breathe in, think the words “I am” and as we breathe out
think, “relaxed.” It works. When I was en route to Vietnam, the
national officers of our organization met me at the airport with
$10,000 to smuggle into Vietnam!  So with the most expensive
padded bra in world history, I headed through customs. An angry
looking Vietnamese guard with a gun, barked at me, and I feared
he’d take one look at my chest and know this was not an act of
God! Trembling with fright, I knew I’d give myself away. So I
started that deep breathing— in, $1,000, $2,000, $3000, out
$4000…!

Relaxation
It’s said relaxation is 90% of a good labor, and that applies to life
too. Keeping our bodies relaxed keeps our emotions under con-
trol. I told laboring moms, we are only as relaxed as our hands
and our face. We can’t relax if we’re making a fist…or clenching
our teeth… or the steering wheel.

We schedule so many activities into our days, yet seldom schedule
relaxation. Still, we must allocate at least fifteen minutes every
day for relaxation, meditation, or prayer. 

Ideally, we should set up a “relaxation” place at home, where we
can listen to guided relaxation exercises or soothing music while
doing our slow, rhythmic breathing. Involving all five senses is
best, perhaps by lighting a scented candle or gliding in a rocker.
Once we’ve mastered this relaxation technique, we can utilize it in
the break room, the ballpark, or the bedside.

Positive Thinking
I am an absolute believer in the power of positive thinking. We
get what we expect from life. When we expect positive things, we
act accordingly and get positive results in return. When we expect
success we usually succeed; when we expect failure, we usually
fail. When we expect health, we make healthy choices; when we
expect illness, we are often sick.

In childbirth classes, when worried couples doubted their ability
to survive labor, I quoted Henry Ford, “If you think you can or
you think you can’t, you’re right!”

Research shows that emotion—positive or negative—affects
human health. There is mounting scientific evidence that hope,
faith, love, the will to live, purpose, laughter and festivity can
actually help control disease. These aren’t just mental states, but
have electromechanical connections that play a large part in the
working of the immune system. 

Positive thinking also affects our performance. The Texas
Rangers baseball team years ago lost twenty-one straight games.
The manager knew an evangelist was in town and made the team
wait in the dug out while he went to have their bats blessed. He
came back an hour later with “blessed bats.” The team won near-
ly every game after that—- and the pennant! Were the bats
blessed? It doesn’t matter; the team got what they expected.

We can take positive thinking one step farther by incorporating
Positive Imaging. Positive visualization is a powerful and mysteri-
ous force in human nature that’s capable of bringing about dra-
matic improvement in our lives. Einstein said, “Imagination is
more powerful than knowledge.” 

A Sip ofSoup:
Stories to
Honour 

and Inspire
Nurses

LeAnn Thieman 
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I instructed laboring moms to visualize the baby moving down
the birth canal, the cervix opening, and baby in their arms. I liter-
ally watched their bodies respond. We know the expected
response is true in biofeedback, when blood pressure and pulse
rates are reduced with imaging techniques.

Cancer patients say they have less nausea and vomiting when
visualizing a serene white beach of Maui, cascading waterfalls,
peaceful sunsets. But it seems that can work in reverse. One can-
cer patient saw her doctor in the grocery store and it brought
back such intense images of nausea with her chemo, she threw up
on the spot!

Breathing, relaxation, positive thinking and positive visualization
work for sick people and labor patients and it will work for you.
It’s unlikely that you’ll ever be asked to rescue babies in card-
board boxes in war-torn countries, but God knows you rescue
people every day in what you do. Remember to use your labor
tools to affect not only your happiness, but your health.

LeAnn Thieman LPN, CSP, CPAE is a nationally acclaimed professional
speaker, author and nurse and the coauthor of Chicken Soup for the
Nurse’s Soul and Chicken Soup for the Nurse’s Soul, Second Dose. To
learn more about her books or her speaking presentations, see her web-
site at www.NurseRecruitmentandRetention.com , or call her toll-free at
1-877-THIEMAN.

LeAnn is the Keynote Speaker at the 2009 CLPNA Conference in
Calgary. Watch for more details soon at www.clpna.com. 

AS BEDSIDE CAREGIVERS, we have a unique per-
spective because we see health care through the eyes
of those who need it – the vulnerable, the afraid, the

sick. In our interaction
with patients and
medical teams, there
are sure to be heart-
warming, funny,
thought provoking, or
emotionally powerful
stories that can
inspire us all in our
work and in our lives,
and demonstrate 
the spirit, skill and
warmth that is the
heartbeat of the LPN

profession. If you have a “yarn” to tell, send it our way.
The CLPNA will gladly work with you to write your story
if you desire. Stories can be as short as a few lines, or
up to 300 words. The intent is that our homegrown
“soup for  the soul” will appear as a recurring series in
future editions of CARE magazine. Email your stories 
to newsletter@clpna.com, fax to 780-484-9069, 
or mail to CLPNA.

wanted: soup makers
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The Health Quality Council of Alberta (HQCA) recently released the results of
its first provincial survey of patient experience in Alberta’s emergency depart-
ments. Overall, 90% of rural and 84% of urban respondents ranked their

overall care as excellent, very good or good. Wait times in the emergency depart-
ment, especially the time it took to see a doctor, clearly affected patients’ overall
emergency department experience. However, what mattered most to patients, and
what most influenced their overall rating, was the care and communication they ulti-
mately received. 

On releasing the survey, chief executive officer Dr. John Cowell said, “This is the first
provincial survey of its kind undertaken in Alberta and it establishes a baseline for
measuring emergency department experience and provides health care providers with
information needed to improve the quality of emergency department patient care.”

Highlights of the key findings:

Staff care and communication

• Overall, 90% of patients rated the courtesy of the triage nurse who first asked 
them about their health problem as excellent, very good or good.

• 72% of urban and 80% of rural respondents said they were treated with dignity 
and respect while in the emergency department.

• 30% of urban and 24% of rural respondents felt physicians and nurses did not 
always take the time to listen to what they had to say.

• Overall, 36% reported their condition had either not been explained to them in an 
understandable way or was only to some extent.

• 43% of urban and 33% of rural respondents said they were not always involved 
as much as they wanted in decisions about their care and treatment or were only to
some extent.

• On discharge, 64% of urban and 55% of rural respondents said they were not told
or were only told to some extent when they could begin normal activities.

• 40% overall said they were completely informed about what danger signals to 
watch for after they went home.

Accessibility and reassessment – Overall, people who waited longer or experi-
enced extreme crowding were less happy with their emergency department experi-
ence. Wait time issues were more common and had the greatest impact on urban
emergency departments. 

• The time spent waiting to see a doctor was very important to people. The longer 
they waited, the more likely they were to be unhappy with their emergency 
department experience. The shorter the wait, the more likely they were to be 
happy with their emergency department experience.

• 82% of urban and 92% of rural respondents said the overall order in which 
patients were seen was fair.

• Overall, 25% of patients identified that staff were not always checking on them 
while they waited. 

• Overall, 41% said they could not always find a staff member when they looked for
help or could only some of the time.

• The survey showed patients were more likely to leave without being seen if staff 
were not regularly checking on them or if they could not get staff help when they 
needed it.

“Over the next weeks, we will meet with our stakeholders to discuss the findings and
where to go from here,” says Cowell. “The survey results clearly show that regard-
less of overcrowding and wait-time issues, from the patient’s perspective, health care
providers need to develop strategies that provide an optimal environment for com-
munication so that patients can fully share information about their condition, have
enough time to discuss their health concerns and receive information about treat-
ments, test results and discharge instructions.”

Emergency
Department Survey

Finds Albertans Most
Concerned About 

Quality Of Care And
Communication

The report is available at: www.hqca.ca 
For more information about the HQCA’s emergency department
patient experience survey, please contact Pam Brandt at
403.297.4091 or pam.brandt@hqca.ca.
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Maternity Experiences Survey

Just over one-half (54%) of Canadian women who gave birth during a three-
month period last year found their overall experience of labour and birth to be
“very positive,” according to a new survey. Another one-quarter of them (26%)

considered it “somewhat positive,” while the remaining 20% chose a neutral or a
negative rating. These findings come from the first ever national survey of maternity
experiences of women in Canada, a core project of the Canadian Perinatal
Surveillance System. 

The survey covered a large number of issues related to conception, pregnancy,
labour and birth, and post-partum experiences. These included questions on mater-
nal and infant health, satisfaction with health care, infant feeding, smoking, alcohol
and drug use, physical and sexual abuse, stressful life events and post-partum
depression. 

Ratings of the labour and birth experience did not vary much across age groups,
provinces and territories, whether women had a caesarean delivery or a vaginal
delivery, or whether they were having their first baby or a later one. However,
women whose primary caregiver at birth was a midwife rated their labour and birth
experiences as “very positive” more often (71%) than those cared for by obstetri-
cian/gynaecologists, family doctors or nurses and nurse practitioners (53%). 

continued next page
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The majority of women were happy with their caregivers.
About three-quarters were “very satisfied” with the respect
shown to them by caregivers, their caregivers’ perceived
competence, concern for their privacy and dignity and their
involvement in decision-making. 

Fewer women were very satisfied in other areas. Nearly
two-thirds (65%) were very satisfied with the compassion
and understanding they were shown by their health care
providers, while only 62% were very satisfied with the infor-
mation they were given by caregivers. 

When asked about stress, more than half (57%) said the
year prior to giving birth was either “somewhat stressful” or
“very stressful.” The most frequently reported potentially
stressful events were, in decreasing order: moving to a new
address, serious illness of close family members, arguing
more than usual with a partner, the death of someone close
and financial difficulties. 

While about 15% of women in the survey had been previ-
ously diagnosed with depression, 7% of the women report-
ed current symptoms indicative of depression. The preva-
lence of depressive symptoms did not vary significantly by
the timing of the interview, conducted 5 to 14 months post-
partum. Using the same post-partum depression screening
tool, other countries, such as the United States and Sweden
reported between 10% and 20% of women with post-par-
tum depression. 

Note: The Maternity Experiences Survey (MES), conducted
by Statistics Canada on behalf of the Public Health Agency
of Canada, explored Canadian women’s experiences, atti-
tudes and practices surrounding conception, pregnancy,
birth and the early months of parenthood. Its goal was to
identify areas of strength and those in need of strengthen-
ing in Canadian maternity health services from the perspec-
tive of women. Interviews were conducted with 6,421 moth-
ers when babies were, on average, seven months of age.
The average age of the mothers at the time of the interview
was 30. A full report on the MES will be available from the
Public Health Agency of Canada in May 2008. 

“Excerpts from Maternity Experiences Survey, 2006”, 
adapted from Statistics Canada publication The Daily,
Catalogue 11-001, November 27, 2007, 
http://www.statcan.ca/Daily/English/071127/d071127d.htm.

For more information about the Maternity Experiences Survey,
consult the Public Health Agency of Canada website
(www.publichealth.gc.ca/mes). 

Maternity Survey…
continued from page 27
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ON-LINE LEARNING MODULES
www.clpna.com/education_homepage.htm

Intradermal Medication Module
Anaphylaxis Learning Module

Pharmacology & Medication Administration - SA
Patient Assessment - Self Assessment
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