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Move ahead with  
NorQuest College 
YOUR PARTNER IN LIFELONG LEARNING

Explore the continuing education opportunities  
with courses designed specifically for LPNs.  
You have lots of choices:
▶  Adult Health Assessment (AHAN 1000)

▶  Dementia Studies (DEMC 1001)

▶  Infusion Therapy (IVTH 1010)

▶  Math Refresher (MRMA 1000)

▶  Medical Administration – IM/ID (MEDA 1001)

▶  Mental Health Nursing (MHNL 1000)

▶  Nasogastric Tube (NASO 1000)

▶  Pharmacology Therapeutics and  
Medication Administration (PTMA 1000)

▶  Quality Documentation  
Workshop (XHLT 1025)

▶  Urinary Catheterization and  
Bladder Irrigation (UCBI 1000)

▶  Applying Research into  
Nursing Practice (NURS 1040)

▶  Wound Care – Using a  
Standard Approach  
(WCSA 1001)

FIND OUT MORE  
TODAY!
GENERAL INFORMATION:  
LPN.ConEd@norquest.ca  
780-644-6470

To register, call 780-644-6000  
or toll-free 1-866-534-7218

www.norquest.ca
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from the college

The “tipping point” is a concept first identified by Malcolm Gladwell in 2000 as “the 
moment of critical mass, the threshold, the boiling point.” 

For many years, we have heard about inadequate funding of the health system, 
serious provider shortages, our aging workforce, heavy reliance upon part-time and 
casual staffing, low morale and productivity, streamlining the health system, and 
improving the quality of health services, patient safety and access to the system. 
Numerous initiatives have been implemented, with some having success in improving 
the health system’s effectiveness and efficiency. 

These initiatives and our work are set against the backdrop of the health system’s 
increasing lack of affordability and the fear that, at some point, we will “hit the wall.” 
The health system’s ever increasing costs are rapidly consuming other worthy 

public expenditures, particularly social programs such as education and training, personal and family supports, and 
community and recreation.

The recent Canadian Institute of Health Information (CIHI) report notes that health care costs have reached $5,800 
per year per person. “Total spending on health care in Canada is expected to grow by more than $7 billion this year 
to reach a forecast $200.5 billion in 2011. Spending is expected to increase by 4% over last year, the lowest annual 
growth rate seen in the last 15 years. The average annual growth in health care spending between 1998 and 2008 
was 7.4% – higher than inflation and population growth.

CIHI’s President and CEO, John Wright stated, “…In light of global economic uncertainty and efforts (in Canada) to 
address government deficits, it’s important to examine what’s been driving health care costs in order to better plan 
for the future of the health system” (CIHI).

When do we reach the tipping point – that is, when our expenditures on health care leave no room for 
any other public expenditures? Given that nearly three quarters of health care expenses relate to human 
resources, are there not possibilities to be far more effective and efficient? Can health care be delivered 
more safely and with higher quality at the same time? 

The Health Profession Act’s fundamental concepts (in 2000) of competencies and overlapping authorities 
to perform restricted activities have yet to be realized. Instead, we continue to focus on “scopes of practice,” 
which often belie poor utilization of regulated nurses (LPN, RN and RPN), workplace issues, morale, 
collective bargaining and inter-professional tensions.

LPN’s could contribute far more regulated nursing competencies in the public health system. In the 
summer of 2011, one half of respondents to the CLPNA’s survey observed that they were fully utilizing 
their knowledge, skills and clinical judgment at work. This is a modest improvement from the CLPNA survey 
in 2002, when only one third of respondents indicated that they were fully utilizing their competencies.

The current circumstances are not fiscally responsible. They are not in the interest of quality care and safety. They 
reduce pride in the nursing professions, and contribute to significant and expensive burnout and turnover.

We must truly demonstrate progress on a system-wide, as opposed to “demonstration project” scale. Let’s begin 
by abandoning the old terminology – scopes of practice, turf battles, territoriality, my tasks versus your tasks, inter-
professional rivalries, staff mix, etc. 

The CLPNA is heartened in its recent discussions with Alberta Health and Wellness, Alberta Health Services, the 
three nursing regulatory colleges, educators and other stakeholders to create a compelling vision and action plan 
for collaborative practice.
 
We must avoid reaching the tipping point with our precious health system and nursing health human resources.

Hugh Pedersen, President and Linda Stanger, Executive Director
 

LPN’s could 
contribute 
far more 

regulated nursing 
competencies 
in the public 

health system…

WHEN DO WE REACH THE TIPPING POINT?

References: Canadian Institute of Health Information (CIHI) retrieved from www.cihi.ca.



 care | SPRING 2012   5



6  care | VOLUME 26  ISSUE 1

403.314.2451  |  www.rdc.ab.ca/employment

Educate. Inspire. Engage.
The next generation of nurses are looking to 
you. Red Deer College has excellent teaching 
opportunities available within our Nursing 
Department for 2012/2013. We offer:

• Bachelor of Science in Nursing, Practical Nurse  
   and Health Care Aide programs

• Small class and clinical group sizes

• Mentoring and coaching for new instructors

• Exceptional professional development

Join our Learning Community  
– Apply today! 

Applying Research to  
Nursing Practice (NURS 1040)
Learn how to use research to improve the quality of your nursing practice. 
This new course covers essential elements of the research process,  
ethical considerations associated with involvement in research,  
and selected features of qualitative and quantitative research.

Call 780-644-6358 or email LPN.ConEd@norquest.ca  
for more information

www.norquest.ca

THIS COURSE ALIGNS WITH THE CLPNA  
COMPETENCY PROFILE W – PROFESSIONALISM
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research

AHS: 
Foot care 
device 
sterilization 
crucial

The proper sterilization of medical instruments, especially for reusable foot 
care devices, is the focus of a recently released Alberta Health Services 
article aimed at Licensed Practical Nurses, especially those with the 
Advanced Foot Care education. 

“Processing Foot Care Devices” shares 18 key points intended to raise awareness 
of Alberta Health and Wellness requirements from “Standards for Cleaning, 
Disinfection and Sterilization of Reusable Medical Devices for all Health Care 
Facilities and Settings”. The standards came into effect for the province on 
February 1, 2008.

The document states, “all critical devices, including foot care devices, shall be 
sterilized and maintained sterile until point of use.” It continues:

“Reprocessing of medical devices (instruments) used to provide patient care is 
an important, but often misunderstood area of infection prevention and control. 
Reprocessing is defined as preparing a used device for use.
 
Critical medical devices present a high risk of infection if the device is contaminated 
with any microorganisms including bacterial spores. Examples of critical devices 
include but are not limited to needles, syringes, scalpels and invasive/surgical devices, 
all implantable devices, biopsy forceps and all instruments used for foot care. 

The purpose of the article is to provide information for foot care nurses on 
reprocessing. It is essential that licensed practical nurses understand and apply 
the standards for reprocessing of medical devices in order to ensure safe and 
competent practice when providing foot care.”

In January 2012, nearly 300 Alberta LPNs hold an Advanced Foot Care standing, 
indicating they have completed an education program containing theory and 
supervised lab practice beyond that in the basic practical nurse program. Advanced 
Foot Care involves the removal of tissue below the dermis and is considered a 
restricted activity according to the Health Professions Act, LPN Regulation 2003 
(5[a]).

The College of Licensed Practical Nurses of Alberta (CLPNA) encourages all 
nurses, and especially those with Advanced Foot Care, to be familiar with the 
“Processing Foot Care Devices” document. 

“Processing Foot Care Devices” and “Standards for Cleaning, Disinfection and 
Sterilization of Reusable Medical Devices for all Health Care Facilities and 
Settings” are available from www.clpna.com under “Resources”. Links to the 
documents were emailed to members. n

Communication Skills for 
Health Professionals

For internationally educated 
nurses, midwives and 

physicans who want to improve 
their language, professional 

communication skills and 
intercultural competence.

12 week performance
 based course

Funded seats available for eligible applicants with 
Permanent Resident status

For more information:
mtroyal.ca/cshp

Majority of areas surveyed have 
improved or remained stable since 
2007/08

CALGARY, Jan. 18, 2012 /CNW/  - 
The Health Quality Council of Alberta 
(HQCA) released the results of its 
second survey that captures the experi-
ences of family members who have a 
resident living in a long term care facility 
in Alberta. In the majority of areas sur-
veyed in 2010/11, results have improved 
or remained stable since 2007/08. On a 
scale of 0 to 10, 47% of family mem-
bers surveyed rated the care at the long 
term care facility as 9 or 10 out of 10 in 
2010/11 compared with 44% in 2007/08. 
This represents a modest but significant 
improvement in the global rating of qual-
ity of care. The provincial results and the 
highlights are available at www.hqca.ca. 

Long term care
survey shows
improvement
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BY CHRIS FIELDS

Collaborative Care at St. Therese Villa     

“This is my home…it’s not a facility,” says 48 year old                   
St. Therese Villa resident Russell Tyo, “with the added             

benefit that people here look after you.” “The only thing                    
I don’t look forward to is a friend who passes away.”

Much is wrapped up in Russell’s words that describe the largest assisted living facility 
in Lethbridge (216 residents). The majority of residents are aged, but residents range 
in age from 24 to 103. End of life is a reality, but day to day life and caregiving at St. 

Therese is a matter of quality of living. There is a spirit of place that nurtures connection and 
friendship between people.  Caregiver collaboration is deep and seamless because it’s driven by 
a philosophical foundation: be resident-centred.

“You have choice,” says Dolores Campbell, RN, Administrator of St. Therese Villa. “A 
prospective resident, often in consultation with family, chooses to live here.” 

Consumer choice drives the look and feel of St. Therese. Beyond the reception area, the 
building has the appearance of a well-lived in house on a grand scale. There are atmospheric 
dining rooms, a stained glass adorned chapel, a large main floor sitting room complete with 
piano, generous light-generating windows, and even a decadent wood-panelled Irish pub. 
Resident rooms look like memento-filled living rooms. Here and there, residents can be seen 
doing jigsaw puzzles or talking to each other in soft tones. A housekeeper can be heard saying 
to a resident, “And how was your sleep last night?” 

“The first impression people who are looking at moving into the facility have is physical 
building design,” Dolores says. “Then perception quickly moves to the people here, and the 
service they provide to residents.”



As Dolores states, “Caregivers are 
facilitators and enablers who support and 
respect choice. Our role is to ensure there 
is understanding of the potential outcomes 
of their choice.”

No stones that engender the comfort and 
attachment to ‘home’ are left unturned. 
“Our goal is to get to know each resident…
something as simple as honouring their 
request to have their door partially ajar at 
night to let light in is addressed,” Dolores 
says. We treat the person in a holistic 
sense, not just a medical sense.”

This holistic care approach generates a 
broad and inclusive collaborative structure: 
occupational therapist, social worker, 
physician, RN, LPN, RA, recreational 
therapist, and pharmacist. There are 
additional services available, as determined 
by resident needs, such as a Best Practice 

Group that works with geriatricians on 
challenges related to the aged.   

As Lauren Bell, Pharmacist notes, 
collaboration is a circle care approach 
where everyone overlaps and intertwines 
a bit and the circle gets a little bigger 
or smaller depending on resident need. 
Lauren is also quick to include cleaning 
staff, food preparation, facilities 
maintenance staff, and even the reception 
area administrative assistant who does 
the small but important things like help 
residents make appointments on time, 
as important elements of care provision. 
“Everyone is on equal footing given 
our common goal is patient safety and a 
positive living environment.”  

What the nursing collaborative model 
looks like might best be described using 
a football analogy: a big huddle (there is 
in fact a regular LPN ‘huddle’ to support 
the leadership role of the LPN and provide 
learning opportunities around medical 
conditions). The coach - the RN - calls the 
play with the care plan. The LPN is the 
quarterback, running the plays with day to 
day caregiving. RAs, who report to LPNs, 
are running backs who meet the daily 
needs of the residents. Doctors and the St. 
Therese management team are the General 
Manager – the off-field leadership that 
anchors quality of care. The collaborative 
approach is facilitated through a 
partnership with Alberta Health Services’ 
home care RNs, and the Covenant Health 
LPNs and RAs employed at St. Therese.

As the day to day nursing presence at 
St. Therese, the LPN is responsible for 
ongoing resident assessments, directing 
resident care, liaison between residents, 
families, physicians and pharmacy, and 
conducting of regular reviews of the 
care plan. If conditions change, there is 
active collaboration between the RN and 
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Collaborative Cornerstones

The collaborative model is formed 
around Covenant Health’s commitment to 
‘Healing the Body, Enriching the Mind, 
and Nurturing the Soul.’ Service delivery 
centres on a comprehensive care plan for 
each resident. The care plan is developed 
by a home care RN in consultation with an 
LPN and involves assessment, planning, 
and setting of outcomes and goals. No two 
care plans are alike and there is no cookie 
cutter care. The resident is ultimately in 
control of care plan content and is the hub 
of decision making. With the care plan 
in place, an LPN pulls out information 
for Resident Assistants (RA) (known as 
Health Care Aides outside St. Therese) 
to ensure that all of a resident’s identified 
needs are met by creating an in-room care 
plan. 
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the LPN to build changes into the care 
plan. An RN is on-call 24 hours a day to 
troubleshoot challenges and there is open 
collaboration between RN and LPN if 
an LPN requires the support of an RN. 
LPNs administer narcotics, address pain 
management, assess behaviours, and 
perform specialized procedures (e.g. PICC 
dressings and complex wound dressings). 
In short, it’s important to St. Therese that 
LPNs work to their full scope of practice. 

The productiveness of the collaborative 
dialogue and the efficacy of LPNs in 
their role at St. Therese has been enabled 
structurally: 

•	 The Resident Care Supervisor 
is an LPN (Karen Olshaski) 
because as Dolores says “Who 
better to lead LPNs than an 
LPN?” Karen’s 38 years of 
experience and deep working 
knowledge of community care 
contribute to her competence in 
this leadership role. 

•	 Dolores and Karen see their 
positions as complementary 
and inter-twined, and there is 
deep collaboration between the 
two. Dolores, an RN, oversees 
the operation (hospitality, 
maintenance, HR, building 
operations, recreation), and 
supports Karen’s role in 
managing nursing care of the 
residents. 

•	 The management role in 
nurturing the collaborative team 
is focused on mentorship. This 
includes full support for team 
needs, learning opportunities, 
and an open door support and 
encouragement system. 

•	 There is an on-site full-time 
position for an LPN as an  
Educator. 

Effort has also been made to accommodate 
office space on site for a pharmacist, 
physiotherapist, and RNs to provide 
continuity of care. For residents and 
care providers alike, it means faces have 
names, and those names have a connective 
humanity.  

For Nicole Martin, LPN who recently 
trained to become a nurse following ten 
years spent as a flight attendant, “Getting 
older means discovery that human 
relationships are at the core of living 

well.” She adds, “The reality is that the 
nature of care is enhanced when you 
grow attached to people. Residents are 
friends, and I treat them like they are my 
own mother, father, or grandparent.” Or 
as a staff person recently said to Dolores, 
“Everyone should be treated like they are 
staying in a five star hotel.”

Nicole says there might be perception that 
the LPN role in an assisted living facility 
is to hand out pills. “In reality,” Nicole 
says, “work is challenging and rewarding 
because of the convergence of holistic 
care, a wide variety of complex medical 
conditions, bedside care of people you 
come to know well, full scope LPN 
practice, and continuing expansion of the 
LPN role and responsibilities. “We all 
want to go somewhere where we can use 
all of our skills. Here, I get to use them.”

Karen indicates there is a younger LPN 
demographic at St. Therese (average age 
– 28). When asked why, Karen responds 
that “LPNs like the leadership role here. 
The LPN is in charge on the floor. They 
are responsible for RAs. They carry big 
case loads. Holistic care treats broad 
conditions rather than a single acute 
condition.”

By account of the various medical 
professions that work at St. Therese, the >

positive culture of the collaborative model 
has a single descriptor – communication. 

Carolyn Gouw, RN, Home Care Manager 
indicates the collaborative approach is 
established by St. Therese’s process and 
communications protocols. Beyond that, 
there is a comfortable and open rapport 
between the professions, creating an 
environment where “not knowing” is not 
something to fear, and the professionals 
are open to learning together.

Eighty year old resident Audrey 
Giovinazzo, who has lived at St. Therese 
for one year and sees LPNs and RAs on 
a daily basis, says that while staff is not 
family per se, she has a strong feeling that 
people really care about her. Be it staff or 
residents, “The friendships are far more 
than I expected to find,” Audrey says. 
Ruth Bates, RN indicates that caregivers 
and residents function on a first name 
basis, and there is purposeful effort to 
really get to know not only residents, but 
families of residents – to really understand 
likes and dislikes. In other words, there is 



heartfelt effort to create a home that is a 
unique reflection of each resident’s vision 
of what their home should be. Nurses and 
RAs have specific suite and building wing 
assignments to generate continuity of care 
via a familiar face - a face that enters into 
a trust relationship.

Trust lies at the beating heart of a time 
when life’s journey comes to an end. Ruth 
talks about two of her residents (they are 
not called patients here) that passed away 
during the Christmas break. The families 
wanted their loved ones to end life on 
peaceful terms at home, not in a hospital. 
So St. Therese, as it typically does, 
brought in extra equipment to palliate 
residents in place. “Our goal is to make 
end of life more comforting,” Ruth says. 
“We expand our collaboration to include 
family. We work closely with doctors on 
comfort care. At the end of days, ethical 
decision making is all focused on one 
word: dignity.” 

Karen and Dolores talk about two quality 
of life goals: 1) to have people remain as 
independent as possible; and 2) as resident 
care needs change, to meet those changing 
needs in the comfort of their own home. 
The goals are setting new benchmarks and 
best practices in operation of an assisted 
living facility. 

Pioneering

St. Therese has identified conditions 
that represent highest incidence of 
transfers to hospital, and is working on 
developing protocols to lower incidence. 
The Lethbridge Heart Function Clinic 
approached St. Therese to conduct a pilot 
(2010-2011) to design and implement 
a team-based heart function protocol. 
A team (LPNs, pharmacist, the Heart 
Function Clinic, home care RNs, doctors, 
management) trialed, provided feedback, 
tweaked, and finalized a protocol. Now 
being adopted Lethbridge-wide, the 
protocol is reducing hospital visits.

A collaborative pilot to reduce incidence 
of urinary tract infections has been 
initiated. Protocol development for ulcer 
prevention, fall prevention, and wound 
management is envisioned. St. Therese 
also stepped into a gap they saw by having 
Karen create an ‘on the job’ Health Care 
Aide training program to teach applied 
skills. Each of these students has gone on 
to obtain their Health Care Aide certificate 
through an approved College. 
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The benefit of the advances extends 
beyond St. Therese’s residents; other 
organizations from Alberta and 
Saskatchewan have expressed interest in 
St. Therese’s operational, building design, 
and caregiving model.

Matters of Faith

St. Therese Villa builds on a legacy of the 
Sisters of St. Martha of Antigonish (Nova 
Scotia), whose caregiving roots date to 
1929 in Lethbridge. While some people 
choose St. Therese based on faith, St. 
Therese is non-denominational. Choice 
as often as not reflects quality of service, 
proximity to family, side of town, and 
facility appearance.  

Talk to Sister Josephine for a few 
minutes and it’s apparent that faith is a 

complicated word with many dimensions. 
There are scripture readings and a weekly 
communion for those of the Catholic 
faith, but Sister Josephine’s perspective 
on faith boils down to what she perceived 
her role to be: “I’m a listener,” she says. 
“Religious faith is only one element of 
making a person whole, and there doesn’t 
need to be religious connection to wipe a 
tear, hold a hand, be a presence, and be a 
companion.”

Spirit takes on broad definition in Sister 
Josephine’s eyes. “For some residents, it’s 
a matter of connecting back to faith at end 
of life. For other residents who tend to 
be more introverted there can be feeling 

of loneliness, isolation, or anxiety, while 
some residents appreciate matchmaking 
of interests with others who share those 
interests.”

And then there was a man she was 
introduced to one day, who said “Sister I 
don’t want to talk about God. Go away.” 
The second time she ran into him led to 
a half hour talk about the picture of the 
farm on his wall.  “That led to a discussion 
about hard paths he had walked in life, 
which put his life story into place for me,” 
Sister Josephine says. “On my way out I 
asked if he wanted me to come by again. 
He said, ‘Yes.’ He died the following 
week, perhaps a bit more comforted.” 
At St. Therese, spiritual support is at its 
core about being a friend…listening to a 
story…sharing in life.

Time for a Story

Sister Josephine witnesses the power of 
the story every day. “We all want to share 
our experiences and have people hear us. 
That someone will wait and hear a story or 
two is everything to residents.” For Sister 
Josephine, a day in her life is “To stay 
long enough for residents to say what they 
feel, or to pray. The resident chooses.”

Arnie Arma, LPN says that in an assisted 
living facility, one has to be comfortable 
with the fact that nursing is a social 
activity and mental health and well-being 
is a soft skill with hard-edged benefit. “The 
challenge is often not medical, it’s family 
or life challenges, and residents want you 
to be with them to provide comfort. As 
much as we can stop to talk we do.”

Russell Tyo has a story to tell. Russell ran a 
trucking company in Alberta for 25 years, 
until a car accident left an animated spirit 
in a crumpled body. With determination 
and the help of a nurse Russell can venture 
a bit with a walker. Botox injections every 
six months loosen the fingers on his left 
hand to the point he can use it. A three year 
resident of St. Therese, Russell “loves 
where he’s living,” and the people living 
within. He knows roughly 50 residents by 
first name, and just the other day motored 
his battery-operated scooter to the grocery 
store to buy asparagus (“a special treat”) 
to bring back home and cook for three 
fellow residents who love asparagus. 

“We talk about daily life, our past, and 
our future in our stories,” Russell says. 
Russell mentions WWII veterans whose 
memories are as vivid as yesterday: 
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a Lancaster pilot; a soldier in a German prisoner of war 
camp; a lady in a band on the front lines sent there to boost 
morale. There are many who bore witness to the Great 
Depression as children and talk about how it affected lives. 
There are many farm stories told about the tough years with 
no crop. 

Russell describes the good care he receives as he talks 
about Milet, an LPN who came to Canada to make a better 
life, who works hard, and helps family back home. “He’s a 
good man about my health,” Russell says.

Paths forward are being established by St. Therese – an 
important guidepost for others to follow given our rapidly 
aging demographic. If aging feels a bit like falling, St. 
Therese feels like a place where you fall more slowly, more 
gently, and with dignity and pride intact. 

In the front yard of St. Therese Villa sits a children’s 
playground. It’s colourful. It’s a place for the grandchildren 
who visit to play. It has been adopted by the neighbourhood 
kids. The ebb and flow is watched from inside by wise 
eyes who have seen much of life. In the contrast of young 
and old, of caregiver and resident, of younger and older 
resident, lies the passing of a torch called legacy. It’s a 
spirit within at St. Therese Villa. It’s a spirit grounded in a 
desire for residents to live lives ‘full of grace.’ n

www.gss.org Full time, part time and casual positions

We Need Licensed 
Practical Nurses!

Are you a LPN looking for a position that offers competitive 
wages, comprehensive benefits, a variety of shifts, and the 
opportunity to improve the quality of life for individuals 
and their families? 

The Good Samaritan Society is in constant need of 
skilled LPNs who can deliver quality resident care.  
As one of Western Canada’s largest voluntary, not-
for-profit, caregiving providers, we believe that a 
balanced work life contributes to healthy and happy 
employees, who in turn provide the best care to our 
residents, which is what matters to us the most.

•  Visit www.gss.org to view all our job 
opportunities

•  Please submit all resumes to: 
careers@gss.org

The Good Samaritan Society is an equal opportunity employer.  
We encourage applications from all qualified individuals registered 

with CLPNA who have current First Aid and CPR.

06140-CPLNA CARE Mag ad_r1.indd   1 2/23/11   3:22 PM



Tell us a little about your nursing background            
& your current position.
My career as a Registered Nurse started over 30 years ago when I graduated from 
the Royal Alexandra Hospital School of Nursing in Edmonton. Subsequently, I 
earned a Bachelor of Science in Nursing (with Distinction) at the University of 
Alberta and Masters of Science in Administration (Health Services) at the Central 
Michigan University. I also hold the designation of Certified Health Executive 
(CHE) with the Canadian College of Health Leaders (CCHL), and I am currently 
the Vice Chair of the Southern Alberta Chapter of the CCHL.

I have extensive experience in the Alberta health system including remote, rural, 
regional and urban health settings, focusing on acute care, continuing care, 
aboriginal health, seniors’ health, public health and administration.

When AHS was established in 2008, I moved into the role of Regional Liaison 
for Calgary and then the Senior VP role for Metropolitan Hospitals in Edmonton 
and Calgary until this past June. At that time I started in my current role as SVP, 
Calgary Zone. 

What has been your experience with                                
Licensed Practical Nurses? 
I have worked with Licensed Practical Nurses my entire career. At the beginning 
of my nursing career I recall the LPNs who orientated me on an Orthopedic Unit 
at the Royal Alexandra Hospital – my first nursing (RN) position after graduation. 
I considered those LPNs to be mentors to me during the entire time I worked on 
that unit. We worked together on all shifts caring for 32 patients in what was at 
that time considered to be a team-based and collaborative care environment. We 
provided safe and effective care, each working to our full scope of practice. I 
learned many things from my wonderful LPNs colleagues that have stayed with 
me my entire career. 

What can you tell us about the intention and future    
direction of AHS regarding the inclusion of LPNs in 
the Calgary Zone? 
The role of the LPN as a member of the care teams throughout AHS is integral 
for the success and sustainability of the health care system. The sustainability of 
our system will come from all health care providers, including LPNs, working 
to their full scope of practice within the context they are practicing in. We are 
striving to continue to create practice environments in Calgary Zone where this 
will continue to occur. 
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Q
&
A

Q&A presents a quick, 
personal profile of 

significant Albertans in 
the healthcare industry 

as they relate to Licensed 
Practical Nurses.

Brenda Huband
Senior VP Calgary Zone
Alberta Health Services
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Interprofessional collaboration in 
healthcare is all the talk right now. 
What’s your perspective?
Within AHS, there is already a high degree of commitment 
to collaborative practice. This is supported by a growing 
body of evidence demonstrating positive patient and 
system outcomes from collaborative care. From my 
perspective, I can see the role of the LPN growing in 
most areas across the health system and I firmly believe 
that LPNs are well positioned to assume their role on the 
collaborative care team.

What AHS initiatives do you think 
LPNs should be excited about? 
Alberta Health Services continues to plan models of care 
for the new Calgary South Health Campus (SHC) which is 
scheduled to open over the next several months. Staffing 
at SHC will focus on collaborative care models, and this 
will include LPNs. All disciplines will be expected to 
work to the full extent of their “competencies” as defined 
in the Health Professions Act. SHC will be a brand new 
building and an opportunity to demonstrate innovation in 
a dynamic progressive culture. I am excited that the new 
health campus will demonstrate progressive models of 
care and staff mix.   

How can LPNs prepare for the future 
of healthcare in Alberta? 

The key principles of interprofessional collaboration 
focus on the meaning of scope of practice. Namely, that 
everyone on the team understands their own role and 
scope of practice, and understands and respects the roles 
and scopes of practice of other clinical colleagues on the 
team. Be clear about your scope of practice, work fully 
within it, and understand how your role fits within the 
full healthcare team.

Any closing thoughts? 
We need to determine staffing models that result in 
effective differentiation of roles, and, above all, safe and 
positive patient outcomes. However, it is also important 
to understand that one size does not fit all – the right 
staffing model must match the type of care required on 
the unit or by the program. Patient acuity, the needs of the 
patients and families and safety considerations will drive 
the appropriate collaborative model. n  

The CLPNA thanks Brenda Huband for sharing herself 
and her perspectives with our members.

MacEwan’s Centre for Professional Nursing 
Education offers distance certificate programs 
to help you take your career to the next level.

Wound Management 
Post-Basic Certificate – 
Get your post-diploma certificate by 
completing five courses specialized in 
managing complex wounds. 
www.MacEwan.ca/Wound

Perioperative Nursing for LPNs – 
Complete this four-course certificate and 
acquire the skills you need to work in the 
challenging and team-oriented environment 
of the operating room.
www.MacEwan.ca/PeriopLPN

Centre for Professional Nursing Education
www.MacEwan.ca/RN
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W hen you board an airplane, do you ask who the pilot is in command of the flight? Of 
course not – because they all operate the plane using the same checklist, and competency 
is routinely assessed. But when your spouse or child is going to hospital, do you ask 

who the ‘best’ surgeon is? Or request that a certain nurse care for your loved one? Yes. Because 
everyone in the healthcare culture knows that some people are ‘better’ than others. We ask 
because people will tell us the answer. This is one of the norms of our healthcare culture.

Both healthcare and aviation, along with nuclear power and high rise buildings, are examples 
of high risk organizations – high risk because of the chance that one human being making 
a mistake can have a potentially lethal effect. We call them HRO’s. These professions have 
learned from experience that even the best captain can make a horrible mistake; and that only 
by forming a team where everyone feels respected and valued can they catch human error. What 
was that experience?

Two airplanes crashed on take-off in the Canary Islands on March 27, 1977 and 583 people died. 
The cause of the accident was the culture in the cockpit – the second officer felt embarrassed that 
he had challenged his captain, which in his mind, was a stupid thing to do. So he failed to stop 
the takeoff after suspecting something was very wrong. That culture was a culture of hierarchy 
with the captain always having the last word because, after all, he was the captain and it was 
understood that because of this position, he was more important and infallible.

Today, you would be hard pressed to look into any cockpit and be able to discern which individual 
was the captain by their behavior. Aviation calls this CRM- or crew resource management. You 
would see two people working side by side, respecting and depending on each other; knowing 
that their title doesn’t exempt them from feedback, or reminders, or suggestions. Not so in 
healthcare. How many times have you wanted to say something, but held yourself back? Or 
been intimidated into not sharing all your knowledge? Or had your very keen observations not 
taken seriously…or been made to feel ‘less’ than who you are?

The healthcare culture is still primarily a hierarchy with some of the ‘team’ feeling more 
important than others. Understanding our stressors and how humans act when there is an 
imbalance of power can help us anticipate and understand many behaviors we experience every 
day- and not take them personally. Eye rolling, sarcasm, gossiping, refusing to help someone 
etc. are all examples of nurse to nurse hostility. These overt and covert behaviors undermine 
teamwork. We simply must rise to another level of understanding to keep our patients safe – 
the level of HRO’s where every single member feels a strong sense of belonging…where you 
know that every time you speak you will be heard, acknowledged and valued. Who can lead 
this cultural change from a hierarchy to a collegial team? Your patients, your peers and your 
profession are counting on YOU! 

Kathleen Bartholomew is an internationally known speaker for the nursing profession. 
With a nursing practice history including clinical, teaching, and management, 
Kathleen’s passion for nursing is infectious. Every nurse that hears her is inspired. 
Don’t miss your chance at the CLPNA 2012 Spring Conference. 

A preview of keynote 
speakers at the CLPNA 

2012 Spring Conference in 
Edmonton, Alberta. 

www.clpnaconference.com

Healing Nurse-to-Nurse Hostility 
Kathleen Bartholomew
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Have you ever thought about how much you could accomplish 
in your week (and I mean really get done) if you could shut 
off the voices of self-doubt and worry that pop up? You know 

the voices I’m talking about. They say things like, “You can’t do 
that. Who are you kidding? You’re not smart enough, others are more 
qualified, you don’t have what it takes, there’s no time, you have no 
energy, you don’t have enough drive...besides, who will take you 
seriously?” Some days, don’t you just want to tell the voice to zip it?

Small thinking is something that plagues all of us at one time or 
another. Even the most confident and successful people you know 
will come up against their inner saboteur now and again. It’s 
perfectly normal to have moments of doubt and wonder, but if small 
thinking gets in the way of your forward progress maybe it’s time to 
take a closer look at that pesky inner-saboteur and have a few words 
with them?

On May 3, 2012, I will be presenting a session at the CLPNA 2012 
Spring Conference that will help you silence your inner critic and 
find the leader within you. The session I’m presenting has the same 
title as this article and it’s one of my favorites.

In this upbeat and energizing session, I will talk about the things 
we do that hold us back from experiencing higher levels of health, 
happiness and success and how much of that can start with our own 
small thinking. 

So let me ask you a question. What gets you fired up? What gets 
you excited about getting out of bed and getting on with your day? I 
want you to really think about that. If there were no barriers in your 
way, what great and exciting things would you do with your life? 
It’s a big question but it’s a good starting point for finding your own 
Everest. So, here’s a taster to get you thinking bigger. Grab a piece 
of paper and answer this question:
       
What one great dream would you dare to dream if you knew you 
could not fail?

That means censorship buttons are off. Time and energy are 
abundant; you’ve got support from family and friends; money is 
not an issue; childcare is taken care of; you’ve got the education 
and experience you need; so really, you can do whatever your heart 
desires. What will it be? Write it down. When you do this, you will 

likely have one of two reactions. You may say to yourself, “Just 
one? I have several great dreams,” or you will have trouble coming 
up with even one answer. If this second scenario sounds familiar, 
don’t fret, it’s more common than you know. 

The leader within gets nurtured when you take care of yourself 
physically, pursue goals that are meaningful, and trust that you 
are capable of everything you set your mind to in work and in life. 
When you push aside the small thinker, you make room for the 
leader within you to step forward and shine. Imagine how your life 
will change when that happens. So what do you want more of? When 
I present for you in May, I’ll look forward to hearing your plans and 
sharing ideas and motivation to help get you there!

Recharge your Passions
• Do one thing every day that excites and thrills you.
• Think out-of-the-box about new experiences. Plan outings that  
 spark your interests in unique ways.
• Try something new.
• Reconnect with something you used to enjoy doing.
• Talk to someone who inspires you that is doing work you’re  
 interested in.
• Instead of saying “It can’t be done”, re-frame to “How can I  
 make it happen?”
• Join a club that does what you love; cycling, dance. books, art,  
 science, stamp-collecting…
• Write down 10 things you love to do. Post them where you can  
 view them daily. Do one tomorrow.
• Take time for yourself to do something just for you.
• Volunteer with an organization in line with your passions.
• Feel the fear and do it anyways.

Michelle Cederberg is a speaker, author and life coach 
who is passionate about helping people live a fully-
charged life. Her shoot-from-the-hip style is a testament 
to the energy she brings to her work. Her speaking and 
coaching integrates realism and compassion that will 
help you charge toward a truly inspired and healthy life. 
To learn more about Michelle, visit www.worklifeenergy.
com and attend her rousing keynote session at the 
CLPNA Spring Conference

But I’ve Never Climbed Everest?! 
Setting Aside Small Thinking to Find the Leader Within You
Michelle Cederberg

over  >
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W hen I was ten years old, I was hit by a car suffering a 
compound fracture of my femur. During my second 
night in the hospital, the nurse came to give me a 

shot. She slung my good leg over my bad leg and slammed 
the needle into my back side. I’m not sure what hurt more, 
the leg slinging or the shot. The medication may have been 
administered correctly but the process was not much fun.

When my father was dying, a nurse came in to take his blood 
pressure. But she put the cuff on his arm backwards and as the 
pressure in the cuff built up, it flew off his arm. That was funny 
even though she didn’t do it correctly.

Excellence without fun is bland - and even painful!  Fun 
without excellence may be entertaining but lacks integrity. 
Nursing needs excellence and a bit of fun. 

“Do it Well, Make it Fun” combines two important concepts 
and relies on the idea that everything in life (and work) is 
a process, every process has steps, and every step has the 
potential to be improved and more fun.

Do it Well.
 
Stephen Covey’s book The 7 Habits of Highly Effective People 
is one of my favorite books. It explains how to become a 
excellent person. But applying these principles to our own 
circumstances is often a challenge.

We need self-awareness as the first step to excellence. We 
cannot improve if we don’t know what to improve. To do things 
well, we must constantly seek insightful feedback and look 
objectively at the things we do to determine where we need 
to get better. Do we show up on time? Do we follow through? 
Do we leave the toilet seat down? If we constantly seek to do 
things well, we will not only achieve success, we will enrich 
the lives of those around us. That’s the power of excellence.

Make it Fun. 

I’ve been studying the benefits of humor and laughter for more 
than 20 years. And while there is a slight difference between 
humor and fun, I believe humor is one of the most effective 
ways of having fun. 

But why is fun important?

Fun provides balance to the seriousness in our work. I once 
read that work is defined as “when you’d rather be doing 
anything else.”

That’s not very inviting. On the other hand, if we can make 
the experience of our work more fun, it won’t feel so much 
like work. 

If you’ve ever had a supervisor who was really good at what 
she did but was also fun to be around, you would probably go 
out of your way to do a good job for her. That supervisor made 
the experience of work more pleasant.

And that’s the power of combining excellence and fun. Do it 
well, make it fun. It’s all about integrity and enjoyment. And 
who couldn’t use a dose of that?

Ron Culberson is the author of Is Your Glass Laugh Full? 
and My Kneecap Seems Too Loose. As a speaker and 
humorist, his mission is to help staff and managers 
achieve a new level of success by understanding the 
power of Do it Well, Make it Fun. Ron’s third book, Do 
it Well. Make it Fun. The Key to Success in Life, Death, 
and Almost Everything in Between will be published 
in the spring of 2012. Ron is a former hospice social 
worker, middle manager, and senior director.

Do it Well. Make it Fun.
The Key to Success in Nursing
Ron Culberson

For full conference details visit us at
www.clpnaconference.com
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www.clpnaconference.com

CREATING THE LEADER WITHIN

Join us for dynamic speakers who focus on creating leadership within you, your team, 
and your work!

Alongside our roster of dynamic keynote speakers, this year’s conference showcases nine 
presenters, each of whom will challenge delegates personally and professionally.  Visit 
the conference website to learn more about storytelling, developing leaders, progressing 
patient care, and blazing new trails!
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www.clpnaconference.com

CREATING THE LEADER WITHIN
APPLY FOR
$100 OFF*

 Early Bird closes April 2

Kathleen Bartholomew
Healing Nurse-to-Nurse Hostility

The expression “Nurses eat their young” is so far removed from our idea of the 
caring and nurturing nurse that we shudder to think it could possibly be true. But 
the truth is, nurses are hurting each other. Only by understanding the origin and 
reasons for our behaviors can we even begin to create the healing environment 
that is so desperately needed in nursing- for ourselves, as well as our patients.

SPEAKER HIGHLIGHTS

Michelle Cederberg
But I’ve Never Climbed Everest!?  
Setting Aside Small Thinking to 
Find the Leader within YOU 

*Eligible CLPNA members attending both days of the CLPNA Spring Conference can reduce their Registration Fee by $100 through an Education Grant 
from the Fredrickson-McGregor Education Foundation for LPNs. An online Grant Application Form is included as part of the registration process. Applicants 
must meet the Grant Guidelines eligibility requirements.

Ron Culberson
Do it Well. Make It Fun®

Fred Horne
Minister of Health and Wellness

Mr. Horne will open our Spring Conference on Thursday, May 3 bringing 
greetings from the Province and his own special message to LPNs. Mr. Horne 
was elected to his first term as a Member of the Legislative Assembly for 
Edmonton-Rutherford on March 3, 2008 and was sworn in as the Minister 
of Health and Wellness on October 12, 2011.
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efforts to inform the public about 
health, nursing issues and treatment 
options. Health-care consumers expect 
nurses to be knowledgeable, competent 
and “flawless” in the delivery of 
their care. Therefore, it is absolutely 
necessary that high quality care is 
reflected in all nursing documentation. 
Because of the increased acuity 
of hospitalized patients who have 
complex and chronic issues, including 
the frail elderly, the need for timely 
and accurate documentation is vital. 
There is also an increased emphasis 
on outcomes. Budgets and cost 
containment, medical malpractice suits 
and limited health-care resources have 
had an impact on the quality of health. 
Documentation has become the main 
mechanism to gather expenditure data.

Recognizing “red flags” 
Nurses also need to know when 
and how much to chart. Can they 
recognize “red flags” or sentinel events 
in health-care delivery that could entail 
legal proceedings? Sentinel events, 
as identified by Hager and Munden 
(2008), include:
• A patient or visitor fall
• Equipment failure

This is the second of three articles from 
the instructor of NorQuest College’s 
documentation course. 

In the last issue of CARE, Arlene 
Wolkowcyki explained in “Rethinking 
Documentation” that experience and 
practice are required to become skilful 
at quality charting. In “Considering The 
Law”, she reminds nurses to consider 
the legal reasons for charting.   

Who’s looking?
Nurses know that what they chart 
on their patients can be viewed by 
other health-care team members who 
have been caring for the patient. This 
is so other nurses and other health-
care professionals will have access to 
current and accurate information on 
the patient’s condition. However, there 
are others who legally have access to 
patient charting and documentation 
that nurses may not have considered 
(Hager, L. & Munden, J., 2008). These 
individuals and organizations include:
• Accreditation bodies
• Certifying and licensing
 organizations for health-care
  professionals
• Performance improvement monitors  
 set up by employers that affect   
 budgets and risk management
•  Peer reviewers
•  Coroners
•  Medical insurance company   
 reviewers
•  Lawyers (attorneys) and judges or  
 other members of the legal system
•  The patient and/or his family

What’s the legal viewpoint? 
From a legal standpoint, nurses must 
understand that “legal documentation 
equals legal protection.” There are 
several societal factors that affect the 
requirement for legal documentation 
(Hudson, 2009). The media, popular 
magazines and health-care based 
organizations are putting forth great 

• An unplanned return to surgery
• A medication error that requires
  intervention, although all
 medication errors are reported 
 (as one cannot predict which one  
 will require intervention)
• Hospital acquired infection
• Unexpected death
• Patient injuries as a result of   
 criminal activity

A nurse should also consider the 
complexity of a patient’s medical 
problems, if the patient is stable or 
unstable, the degree of risk with special 
nursing procedures, as well as the type 
of health-care setting. For example, 
an unstable patient in an acute care 
observation unit would require far 
more detail in his or her patient record 
than a resident in a continuing care 
facility who was complaining about 
the quality of food in a facility. n

References
1. Hager, L. & Munden, J. (Eds.). (2008). Complete 
guide to documentation. Philadelphia, PA: Lippincott 
Williams & Wilkins. 
2. Hudson, K. (2009). Legal Documentation. Retrieved 
December 1, 2010 from www.dynamic nursing 
education.com

Charting the Case:
Considering the Law

By Arlene Wolkowcyki, MEd BN

education
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Parkland Community Living and Supports Society
  Employment that makes a 

difference.  
 Parkland CLASS is a certified and accredited not for profit society based in Central Alberta. Our dedicated 

employees provide a wide range of supports to hundreds of individuals with developmental disabilities and 
their families.
Red Deer (AB) – We have a rewarding opportunity for a LPN to be a part of a unique service that involves caring for
children with developmental disabilities living in a small group home. As a LPN you are enthusiastic, have a positive 
attitude & have a genuine desire to work with children & families. We provide mentorship, training & an opportunity to 
give the type of care you have always aspired to.  Hours of work are: Full Time Nights, 42 hours per week 

(2 week rotation; shifts are 9 pm – 9 am; every other weekend off). Wage: 22.50/hour.

Please forward resume to: 6010 45 Avenue Red Deer, AB T4N 3M4
Fax: (403) 342-2677 Email: hr@pclass.org Website: www.parklandclass.org

                               
  
 

 

Providing services to individuals with disabilities since 1963 

Advanced Education in 
Orthopedics Certificate  
for LPNs 
NorQuest’s Advanced Education in Orthopedics certificate  
will open doors for you and provide many opportunities.  
Learn about advanced orthopedic assessment, trauma  
and specialized procedures including casting.

For more information, call 780-644-6366  
or email laura.milligan@norquest.ca 

To register, call 780-644-6000  
or toll-free 1-866-534-7218

www.norquest.ca

Parkland Community Living and Supports Society exists to improve the 
quality of life of the disabled through individual choice, dignity and rights.
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M embers of the College of Hearing 
Aid Practitioners of Alberta are 
committed to the provision of high 

quality care in the delivery of hearing 
services including hearing assessments, 
prescribing and dispensation of hearing 
aids and assistive listening devices, and 
all related follow up care to individuals 
suffering from hearing loss. Our goal 
is to ensure that those individuals 
who are providing hearing services are 
educated and regulated in a manner 
that will ensure that those services are 
provided safely and effectively.
 
Scope of Practice
1) Testing and assessment of human
 hearing, (primarily adults),
 compilation of the testing data
 to determine type of loss and/or
  whether further medical   
 investigation of hearing loss is
 required.
2)  Prescribing and fitting/dispensing of 
 hearing aids including ongoing
 service, adjustment and
 maintenance of the hearing aids
 dispensed
3) Recommendation of assistive
 listening devices.
4)  Counselling and working with hard
 of hearing clients and family
 members to ensure that they
 may derive the best benefit
 possible from the amplification
 dispensed. Counselling may also
 include assistance in teaching
 clients alternative methods used to
 enhance communication and
 referral to sources such as Deaf and
 Hard of Hearing Services, which
 may be of benefit to the client.

The Profession
Prior to its declaration as a College, the 
Hearing Aid Practitioner Profession in 
Alberta was governed by the Alberta 
Hearing Aid Practitioners Association 
(AHAPA). In the early 2000’s, the 
Association set a goal to further 
advance the status of the Hearing Aid 
Practitioner profession and the means 
to that end was to move forward 

toward attaining status as a regulated 
health profession in Alberta.
 
Becoming a regulated health profession 
would further ensure that individuals 
practicing as Hearing Aid Practitioners 
in Alberta would be licensed and 
regulated in a capacity that would 
ensure the best possible level of safety 
in delivery of services to the public. 
This move also helped the College 
develop and implement programs of 
ongoing Continuing Competence and 
continuing education for its regulated 
members.

In 2002, the College of Hearing Aid 
Practitioners of Alberta was declared 
a regulated health profession under 
the Health Professions Act by the 
Government of Alberta.

Membership Requirements
Entrance to Practice Requirements 
(Alberta Applicants):
Graduate of the MacEwan University 2 
year program (or equivalent) in hearing 
aid dispensing. 
a.  Application is initially made as a
 Student Member or Interim
 member of the College of Hearing
 Aid Practitioners of Alberta. 
b.  The Applicant must provide
 proof of successful completion of
 the MacEwan University Hearing
 Aid Practitioner Program, or a 2- 3
 year equivalent program approved
 by CHAPA Council.

c.  Application for full licensure
 must be completed within 3 years
 of completion of the educational
 program.
d. The applicant must provide two
 letters of reference attesting to
 good character and a statement as
 to whether the applicant has ever
 been convicted of a criminal
 offense.

The College also has Mutual 
Recognition Agreements with several 
Canadian Provinces where credentials 
are accepted from those provinces and 
licensed members of one regulatory 
body may become regulated in 
Alberta without further educational 
or examinational requirements. The 
College also has provisions in place 
for accepting applicants that have 
been trained for the Profession out of 
country.

Working with LPNs
Hearing Aid Practitioners often have 
clients referred to them for assessment 
upon the recommendation of Licensed 
Practical Nurses that have been 
working with patients and identify a 
need for assessment. n

For further information on the College 
of Hearing Aid Practitioners of Alberta, 

please contact the Registrar of the 
College, Tannis Johnson at 

1-866-990-4327, or visit our          
website at www.chapa.ca

know your healthcare team

Profile: Hearing Aid Practitioners 

The following article was submitted by the College of Hearing Aid Practitioners of Alberta
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life & death matters

Dying 
Causes 

Delirium!
By 

Katherine Murray, RN BSN CHPCN(C) FT

and 
Dr. Joshua Shadd, MD CCFP

Kath Murray, RN, is a hospice 
palliative care nurse with a 
passion for education. For 
further information and online 
education, contact her at kath@
lifeanddeathmatters.ca or see 
www.lifeanddeathmatters.ca

Joshua Shadd, MD CCFP, is 
Assistant Professor, Centre 
for Studies in Family Medicine, 
University of Western Ontario 
Department of Family Medicine.

Brain:  In order for me to work, the rest of the body parts and organs have 
to work! If they don’t do their job, then I can’t do mine! If the body does not 
work well, then I get confused, I can’t find the right words, pay attention, make 
clear decisions, remember things, or sort out what is past, present or future! 
Sometimes I hallucinate and often I misunderstand. And worse of all, no one 
seems to understand me. Sometimes I am sleepy when I am supposed to be 
awake, and other times I am awake when everyone else is trying to sleep. 
Sometimes I get agitated and upset… and other times I am just sleepy and 
wonder what the fuss is all around me. Sometimes I see things that no one 
else sees, sometimes the things I see make sense, (like the time I mistook the 
nurse for my daughter, or the time I thought the bells were the fire alarm when 
my house burned down) but other times, the images that I see are scary, and 
I am scared.
 
I understand this is called “delirium”. When I am in the midst of this delirium, I 
can’t always answer questions about it, but then, turn around a few times, and I 
might be clear enough to tell you my memories. In fact, we might even be able 
to find themes and reasons for the delirium.

When I ask the nurse why delirium occurs, I am told a whole list of things. But 
one thing that no one mentions is DYING. Do you know, if you look at most of 
the causes of delirium, most occur naturally in the dying process. Medications 
can contribute to delirium, but they are often necessary to help manage common 
symptoms. As I see it - DYING CAUSES DELIRIUM. Let me tell you why….

Me and my body, we are connected. My body is sick right now. As the disease 
progresses through my body, my desire for food, the ability to swallow and the 
ability to digest food decreases (see Summer CARE). My organs, including my 
kidneys, liver and heart are not functioning well. My metabolism is changing. 
I am low on water, low on oxygen and the electrolytes are out of balance! 
The toxins are building up. My immune system is weak! I get more infections. 
Urinary tract infections and pneumonia are my constant companions. The 
antibiotics need a healthy immune system in order to do their best job. I expect 
that at some point the antibiotics will stop working all together! Oh, and on top 
of that, my bladder and bowels aren’t working well, and with the side effects of 
medications,… the bowels gets constipated. Let me tell you, when the bowel is 
constipated, I can’t see straight!

Long and short of it… you can look at the list of all the different things that 
cause delirium… but dying, well dying is the “perfect storm” for delirium.
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Delirium occurs in more than 80% of persons 
at end of life. (Bush & Bruera)

Delirium is one of the most common and distressing 
symptoms in palliative care – distressing for patients, 
families and healthcare providers! Delirium is the 
manifestation of global brain dysfunction characterized by 
impaired cognition (e.g. confusion, inattention, executive 
dysfunction, memory impairment, hallucinations) and 
impaired consciousness (e.g. disturbance of arousal or 
awareness) in the context of a medical illness. Delirium 
is typically acute or sub-acute in onset, and fluctuating in 
course. There are three recognized subtypes: hyperactive 
(agitated), hypoactive (withdrawn) and mixed. Not all 
people with delirium will be agitated!

Assessment

Because the presence of delirium is usually not self-reported 
by the patient, proactive assessment by healthcare staff is 
critical to early identification of this distressing symptom. 
The Fraser Health Symptom Assessment Acronym (FHSAA) 
provides a framework for nurses to assess delirium. (See 
Cancer Care Ontario)  Investigation should be based on the 
patient’s goals of care. No investigation should be initiated 
if treatment is not wanted or warranted. The burden of 
investigation needs to be balanced with the potential for 
the patient to benefit from the information gathered. 

Information Sharing and Decision Making

Following the initial assessment, in which potential 
contributing causes are identified, it is important to educate 
the patient (if possible) and/or substitute decision makers 
about possible causes as well as disease progression to 
help them determine if they want further investigation and 
treatment of underlying causes. If there is little hope of 
reversing the underlying causes, then the only realistic goal 
may be to provide relief from the symptom.
 
FAQs… 

Is delirium reversible?
In most circumstances, delirium is considered to be a 
reversible condition. In palliative care delirium may be 
reversible (e.g. UTI, opioid toxicity, dehydration), but this 
becomes less likely with recurrent episodes of delirium, 
and when death is imminent. It also may not be part of the 
person’s goal of care to have further treatment even if/when 
it is possible.

What is ‘terminal delirium’?
‘Terminal delirium’ is irreversible delirium in the last days/
weeks. By definition, it is a diagnosis of exclusion: you don’t 
know that a delirium is irreversible until you have tried, 

and failed, to reverse it. Of course, it is only appropriate to 
investigate and treat when this approach is consistent with 
the patient’s goals of care.

What is the pharmacologic approach to managing 
delirium in palliative care?
Antidopaminergics (eg. haloperidol) are the mainstay of 
pharmacologic management of delirium. Benzodiazepines 
are not a treatment for delirium per se, but are often a 
helpful adjunct for managing the agitation caused by the 
delirium. (Guidelines for using these medications can be 
found on the Cancer Ontario Website.)

How do I make this decision “to treat or not to treat” 
without Dad’s input?
Perhaps the most difficult part of delirium is that we have 
“lost the patient as the decision maker”! This is difficult! 
Some people find it helpful to imagine your Dad is here 
at the table, thinking clearly. Imagine asking him the 
questions that you are facing now. What do you think he 
would say about this decision? You might even reflect on 
what he would have said a year or two ago about this type 
of dilemma. 

What can we, as family do to provide comfort?
Provide a safe environment, minimize sounds and avoid 
excess light or dark. Arrange for continuity of care if 
possible. Companion. Arrange family/volunteers to sit with 
him/her through the night. Orientate when appropriate 
while allowing your loved one to share their ‘reality’. Tailor 
comfort measures to your loved one - consider massage, 
Reiki, reflexology etc.. 

Care Planning

It is only after sharing information and supporting informed 
decision making that the care plan can be developed. If a 
plan is developed and implemented without input from 
patient and/or substitute decision makers, then once 
delirium has cleared, it will be important to meet with those 
involved and make a plan for the “next time”. 

In the next issue we will explore common causes of death, 
and “allowing natural death”. n 

Recommended Site

Cancer Care Ontario Symptom Management 
Guidelines on Delirium

https://www.cancercare.on.ca/cms/One.
aspx?portalId=1377&pageId=58189

 
To investigate or not to investigate that is the question!



Three things
every nurse needs to know to
provide excellent care for the
dying and their loved ones
Visit Kath’s blog www.lifeanddeathmatters.ca
or visit our exhibit at the CLPNA conference

PUTTING DEATH ONTHETABLE

lifeanddeathmatters.ca
1 888 788 6781 | info@lifeanddeathmatters.ca

Education,Resources & Online Courses –
helping you provide excellent care

for the dying & bereaved

L&DM_fullp_ad:Layout 1  2/9/12  11:04 AM  Page 1

28  care | VOLUME 26  ISSUE 1 



I am your patient.  
I am your client.

Learn how to talk with me 
about quitting tobacco.

You can double my 
chances of success.

Help people  
quit tobacco.  

PRoFessionAl develoPmenT 

TRAC

Help me save my life.
Register now!

780-422-1350  
tru@albertahealthservices.ca

TRAC sessions are available 
throughout Alberta. 

DEMENTIA CARE – 
Interactive and Online!
LEARN THE BASICS OF DEMENTIA CARE –  
WHEN AND WHERE YOU WANT 

This dynamic course is designed for caregivers in a variety of settings. 
Whether you’re part of a multi-disciplinary team or caring for a loved 
one at home, you will acquire skills to enhance your care giving.

“OUR RESIDENTS HAVE BENEFITED FROM THE STRATEGIES I LEARNED IN 
THIS COURSE. I FEEL MORE CONFIDENT AND AM ABLE TO HELP MAKE THIS 
FACILITY MORE OF A HOME FOR THEM.”

To apply or for more information about Dementia Care ONLINE: 
call: 780-644-6358 
email: dementia.program@norquest.ca 

www.norquest.ca
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The Learning Nurse Resource Network is a free, 
independent, clean and safe website offering 
informal learning and professional development 
opportunities for all types of nurses. 

Join the 120,000+ nursing students, LPNs, 
RPNs and RNs from over 50 countries who 

are already using LearnNurse.com! 

Nursing Quizzes

Competence Self-Assessment Tools

e-Learning Modules and Simulations

Personality Diagnostic Tests

Learning Nurse Newsletters

And much more ... 

Published 3 times a year with original research 
findings (e.g. how well nurses manage conflict, 
stress and time at work) plus news and statistics 
about the Learning Nurse website. 

LearningNurse.com

Links to medical videos, podcasts, research reports, 
nursing jobs (world-wide), nursing associations and 
nursing schools. 

Eight self-scoring personality diagnostic tests on 
diversity, analytics, conflict resolution, empathy, 
listening, learning styles, time management and 
work stress. See how you compare to other LPNs.

Assess yourself on up to 644 basic / core, 
advanced and specialized nursing competencies 
using our 26 forms. The self-assessment forms 
are available in both print and online versions.

Includes Learning Nurse “Nuggets” describing 50 
common nursing errors and how to avoid them, 
as well as a simulation where you interview 
talking avatars as patients / clients. 

We have 136 quizzes with 9,120 questions (more 
coming) available to test and refresh your nursing 
knowledge. This is our most popular component 
with 300 - 500 quizzes being completed every day!  

As a rapidly growing DAL (Designated 
Assisted Living) operator in Edmonton, we 
have full-time opportunities for additional 
day/evening shift Resident Care Managers.
 
Under the direction of the Director of Care, 
the RCM leads, supports & mentors the 
Care Team in day-to-day operations; orga-
nizes & manages NP & Physician Clinics; 

liaises with other disciplines; works directly with Residents &  families for 
concern resolution.
 
We reward our Team Members with a very competitive income, excellent 
benefits, RRSP matching, innovative incentives including facility usage perks 
plus a remarkably supportive working environment. We live our core values 
& ethics daily.
 
Required Qualifications:
•  Current Registration with the College of Licensed Practical Nurses of AB
•  Previous management experience is a definite asset
•  Experience working with senior, young, disabled & those requiring mental  
 health support
•  Comprehensive knowledge of nursing skills & best practices
•  Strong leadership, team building & organizational skills
•  Positive attitude with a strong personal work ethic
•  Ability to work well & meet deadlines in a time sensitive environment
• Clear Criminal Record Check with Vulnerable Sector within the last six (6)  
 months
• Current CPR level ‘C’
 

Contact Us Today To Become Part Of Our Extraordinary Team
 

Please email resume to: job1@ihsc.ca or fax to: 780-451-2267
Attention HR Team, quoting Competition #CLPNARCM09272011

Innovative Housing Society
Visit our website at http://www.ihsc.ca 

Creating Supportive Communities Where People Want To Live &
Where Our Team Members Want To Work

 
 
 

Resident Care Manager

CLPNA Magazine 
March 15, 2012 issue 
Cost:  ___________ 

 
 

Does your job  
smile back? 
Come and be part of a great team! 
 

We are currently recruiting: 
 

Licensed Practical Nurses 
(Full-time, Part-time and Casual) 

   
Come and work for an organization with diverse programs in 
continuing care.  Where you can hear “Your kindness led us 
through a very difficult time. We heard numerous times how you 
were ’just doing your jobs’, but to us you meant the world.” 
 

CapitalCare is the largest public continuing care organization in 
Canada, with 11 sites in Edmonton and Sherwood Park.  We 
provide compassionate care to the frail elderly and disabled adults.  
Come and make a difference!   
 

CapitalCare offers: 
*Competitive Wages *Comprehensive Benefits *Ongoing 

Training & Development *Opportunities for Advancement 
*Scholarships & Bursaries *Work-l ife Balance *Respect 

and Recognition. 
 

Visit our “Careers Section” for current postings:   
www.capitalcare.net 

or call 780.425.JOBS(5627). 

 

Fax your résumé to 780.413.4711 or email 
careers@capitalcare.net 
or mail: 6th Floor, 10909 Jasper Avenue, Edmonton, AB  T5J 3M9 
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Member Information  -  College Activity  -  Best Practices

clpna.com

Celebrating National
Nursing Week – May 6-12

During National Nursing Week, celebrate the profession 
of nursing with your team as we recognize the birth 
of nursing and Florence Nightingale’s birthday (May 
12). Share your “competent – committed – care” and 
enthusiasm online as well by joining us on social media 
and watch for directed opportunities to share with your 
friends and colleagues. 

Watch www.clpna.com for National Nursing 
Week ideas, and find us on Facebook at 

www.facebook.com/clpna and on 
Twitter as @clpna (www.twitter.com/clpna).  

CREATING THE LEADER WITHIN

May 2, 2012 at 6:30 pm
Edmonton Marriott at River Cree Resort

300 East Lapotac Blvd, Enoch Alberta T7X 3Y3

Your Profession, Your College

ANNUAL GENERAL MEETING
COLLEGE OF L ICENSED PRACTICAL NURSES OF ALBERTA

Presidential Address
Hugh Pederson, CLPNA President

College Activities
Linda Stanger, 
Executive Director/Registrar

Resolutions may be filed until April 27, 2012
Resolution Forms available by contacting info@clpna.com 

or 780.484.8886

PROGRAM:

2012 Registration season launched with the second year of online 
renewal on October 1, 2011. More than 9000 members renewed, with an 
overall online participation rate of 93%. CLPNA is very pleased with this 
result. “LPNs have adapted well to the technology change,” says Sharlene 
Standing, Director of Regulatory Services.

The online service provides immediate access for members to update 
their profile throughout the year, and has merged with the Continuing 
Competency Program Validation.

More information about Registration Renewal is available at 
www.clpna.com under “Members”, “Registration Renewal”.

 

ONLINE 
REGISTRATION 

RENEWAL 
A SUCCESS
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The Collaborative Practice and Education Steering 
Committee (CPESC) was formed in 2010 with a 
mandate to develop and implement a framework for 

collaborative practice and education in healthcare in 
Alberta. Organized by the Government of Alberta, CPESC 
includes representatives from Alberta’s post-secondary 
institutions, health sector employers, professional colleges 
and government. 

The overall objective of this project is to improve quality 
of care and patient safety in Alberta. Leading to the 
formation of CPESC several projects were initiated by 
Alberta Health and Wellness to discuss health workforce, 
common core curriculums, and inter-professional 
education. 

November 17, 2011 provided an opportunity for groups 
such as CLPNA, to participate in a CPESC Stakeholder 
Engagement Symposium and engage in meaningful 
discussion around Collaborative Practice with focus on 
practice, learning, and regulatory environments. Some of 
the many drivers of this initiative include improved patient 
outcomes, patient safety, optimized professional practice, 
increased job satisfaction and retention, and a person-
centered care focus. 

The Continuing Competency Program Validation (CCPV) is an annual event, with 
20% of eligible membership randomly selected to participate in this online process 
in June of each year. 

The objective of CCPV is to review your participation in the Continuing Competency Program 
(CCP) over the previous two years. CCPV is an opportunity to qualify the validity of your 
learning through your CCP documents and assess the transfer of learning within your nursing 
practice. Through self-assessment and reflection, you measure how learning changed your 
nursing knowledge and what effect this knowledge has had on your professional practice.

CCPV 2011 is in final stages of completion. The current results show 99% of 1087 
participants completed last year’s CCPV process. This included 15% Basic Validation and 
5% Full Validation for 20% of membership. The timeline to complete was compressed by two 
months, with higher overall compliance rates than in 2010.

Everyone will have the opportunity to participate in the CCPV, as outlined in the Health 
Professions Act, at least once within a five year span. To be prepared, CLPNA recommends 
that you track your learning through an ongoing reflective journal or workbook, a certificate, or 
by filling out a concise Record of Professional Activities. Feedback from your peers indicates 
that the CCPV process is much easier if education records are filed and managed in an 
organized manner, so you’re ready when it’s your turn to participate.

Don’t delay! Organize today. Be prepared. 

CONTINUING 
COMPETENCY 

PROGRAM 

2012 
VALIDATION

Alberta health care 
stakeholders commit to 
collaborative practice initiative

“Employers, educators, regulators and government all need 
to be working together to advance collaborative practice and 
improve the health system” (CPESC Stakeholder Engagement 
Symposium, November 17, 2011).

There is strong support from CLPNA and other stakeholders 
for this project. The challenges will be to plan innovative ways 
of facilitating inter-professional education including health 
professional who are educated at the college, university, and 
employer levels and to manage this within the hierarchical system 
that we learn and work in. CLPNA is committed to working with all 
stakeholders in addressing the challenges as this project moves 
forward.
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Nominations for 
Council Elections Open
An opportunity to guide and advise the College of Licensed 

Practical Nurses of Alberta (CLPNA) comes available in March 
with the opening of nominations for District Representatives to 

Council. 

Members residing in three Districts are invited to let their name 
stand in the June Election for the September 2012 to August 2014 
term. Nominations Packages must be submitted by May 31, 2012. 

The Council is responsible for the overall general direction of the 
CLPNA operating on a broad policy, planning and financial level, 
including: 
• Setting Bylaws, Regulations, Standards of Practice, and 
 Code of Ethics 
• Setting CLPNA strategic direction including Mission, Vision,  
 Values, Mandate and expected Outcomes 
• Approving practical nurse education programs 
• Reviewing annual financial statements

The Council does not manage day-to-day operations of the CLPNA, 
which is administered by the Executive Director and staff. 

Council members attend two-day meetings every three months to 
review reports of College business and plan upcoming goals for a 
total of 10 days per year. Travel expenses and an honorarium for 
meeting attendance is provided. 

In June, LPNs in the election Districts will select their representative 
by electronic ballot. 

2012 ELECTION DISTRICTS:

NOMINATION PACKAGES

Job Descriptions and Nomination Packages are available from www.
clpna.com under “About CLPNA”, “Council”. Or contact the CLPNA 
office at info@clpna.com, or 780-484-8886 or 1-800-661-5877 
(toll free in Alberta). 

7

6
5

3

2
1

4

DISTRICT 1: 
SOUTH ZONE 
(Lethbridge, Medicine Hat & area)

DISTRICT 3: 
CENTRAL ZONE 
(Red Deer & area)

DISTRICT 5: 
PART OF NORTH ZONE 
(Edson, Whitecourt, Lac La Biche & area)

Donations needed 
for Silent Auction 

fundraiser 

I
ndividuals, organizations and businesses can 
support Licensed Practical Nurses and their on-
going post-basic education by donating items or 
services to the largest fundraising event of the 

year, the Silent Auction. The Fredrickson-McGregor 
Education Foundation for LPNs hosts the auction 
annually at the CLPNA 2012 Spring Conference on 
May 3. It is expected that over 400 attendees will 
participate. 

Donations typically include gift certificates, gift 
baskets, electronics, trips, resort stays, clothing 
items, spa days, household goods, garden/yard 
accessories, jewellery, sports/theatre tickets and 
handcrafted items, etc.

In 2011, the Foundation raised $6584 through 
the event, and along with additional grant funds, 
proceeds were distributed through education grants 
to 388 Licensed Practical Nurses. Since 2006, the 
Foundation has distributed over $460,000 to Alberta 
LPNs for post-basic education. 

The Fredrickson-McGregor Education Foundation 
for LPNs is a non-profit organization that raises, 
manages and distributes educational grants, awards 
and bursaries in accordance with established 
guidelines to members of the CLPNA to enhance 
their nursing knowledge, skills and ability, and honor 
their achievements.

To donate, contact the Foundation at 
780-638-6704 or info@clpna.com, or visit 

www.clpnaconference.com.  
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What is autonomous nursing practice for a 
Licensed Practical Nurse? 

Autonomous nursing practice authorizes an LPN, through 
education, registration, and continuing competence, to provide 
the full range of nursing care within the LPN scope of practice. 
LPNs are accountable and responsible for their nursing practice 
in accordance with the Health Professions Act (legislation), 
Schedule 10 of the Act, which describes an LPN’s practice, and 
the LPN regulation. The LPN Standards of Practice & Code of 
Ethics and scope of practice for the profession are mandated by 
the regulatory college, the College of Licensed Practical Nurses 
of Alberta (CLPNA). Essentially, no other health professional holds 
overall responsibility for the nursing care that LPNs provide.

As professional nurses, LPNs are expected to apply nursing 
knowledge, skills and judgment to assess patient needs, and to 
provide nursing care for families and patients. LPNs are expected 
to do so based on their own level of competence and the role and 
responsibilities expected in the practice setting. If the care needs 
of a client assignment extend beyond a LPNs competence, she/
he is expected to seek support and guidance from the health care 
team to ensure patient safety and well being. 

As regulated health professionals, LPNs understand that 
continuing education is part of professional development 
and licensure requirement. LPNs choose learning within the 
professional parameters of nursing, through self-reflection and 
self-assessment of their current role or knowledge. Through 
continuing education, the LPN will implement the steps to achieve 
these goals, as well as the opportunity to evaluate the learning for 
successful transfer into nursing practice. 

Autonomous nursing practice enhances professional functioning 
within interprofessional collaborative teams. Autonomous nursing 
practice provides opportunity for nursing scopes of practice to be 
enabled to their full degree, supporting client assignment based on 
client complexity, nurse competence, and environmental supports. 

In our health care system, LPNs are working almost everywhere 
nursing services are provided. Today’s LPN has the knowledge, skill, 
and clinical judgment to work independently and interdependently 
as part of the health care team to provide competent, committed 
patient care.

Contact our Practice Consultants at 
practice@clpna.com or 780.484.8886

Ask a 
Practice 

Consultant

Q.

The following are 
frequently asked questions to 

CLPNA’s Practice Consultants by 
our members, managers, 

educators, or the general public 
that could provide valuable 
information for you in your 

practice environment.
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This feature is intended to 
enlighten LPNs in conduct-
related concerns through 
fictionalized case studies. 

Any information associated 
to real people or actual 

events has been changed, 
however the context of the 

case study represents 
real life situations. 

W ine bottles are discovered wrapped up in staff garbage can, but 
facility management can’t determine who is disposing of them. At the 
same time, an LPN on staff is noted as acting bizarrely on occasion, 

and making more nursing errors than the average. When questioned, the 
nurse is adamant that she’s not getting enough sleep and says the smell on 
her breath is mouthwash. The incidents are investigated by management 
and, ultimately, a complaint of unprofessional conduct is reported to the 
CLPNA. After an appearance in front of a Hearing Tribunal, the nurse is 
found guilty of unprofessional conduct for matters related to lack of skill 
and judgement. The member is ordered to complete educational courses 
related to the nursing errors. Unfortunately, the likely cause of those errors 
is not addressed, because it could not be proven that she was intoxicated 
while practicing. 

13% of Albertans have a problem with substance use according to a recent 
study by the Canadian Journal of Psychiatry. There is no reason to believe 
this statistic is any different among nurses. And when nurses affected by 
substance use disorder are on the job, it’s likely to affect their work. 

“Nurses with an untreated addiction can jeopardize patient safety because of 
impaired judgement, slower reaction time, diverting prescription drugs from 
patients for their own use, neglect of patients and a making a variety of other 
errors.” National Council of State Boards of Nursing (NCSBN, 2011.)

“Substance abuse may be a root cause in competence problems,” says 
Sharlene Standing, CLPNA Conduct Director. She continues, “The CLPNA 
is responsible for public safety, so we would rather get at the core problem 
than just deal with the competence issues that arise from it.” Every nurse 
should be aware of the signs of a substance use disorder and understand their 
responsibility to report. 

SIGNS OF SUBSTANCE ABUSE DISORDER

In addition to the common signs of substance abuse disorder, there are 
signs unique to nurses and other healthcare workers due to their workplaces 
and accessibility to drugs. Common signs include defensiveness, isolation, 
irritability, and difficulty following through on work assignments. For alcohol 
impairment, watch for slurred speech, lack of coordination, impaired memory 
or attention, leaving the workplace (to consume alcohol), smell of alcohol on 
the breath, frequent tardiness or unexplained absences. (Griffith, 1999; Sloan 
& Vernarec, 2001)

IDENTIFYING SUBSTANCE USE 
DISORDER AT WORK

the operations room

 >
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Performance Signs:
•  Deterioration in performance
•  Non-compliance with policies
•  Taking extended breaks during a shift without 
 telling co-workers
•  Sleeping on the job
•  Excessive absenteeism
•  Involvement in an excessive number of incidents 
 or mistakes
•  Providing implausible excuses or taking a defensive  
 attitude when challenged
•  Sloppy, illegible, incorrect or lack of charting
•  Changes in charting practice, including excessive  
 or overcompensatory charting about medications 
 or incidents
•  Inadequate reporting, discrepancies between what  
 is charted and what occurred

Drug Diversionary signs:
•  Waiting to be alone before opening narcotics   
 cabinet
•  Performing narcotics count alone
•  Frequent reports of lost or wasted medications
•  Lack witnesses to verify wasting of unused   
 medications
•  Working on days off or volunteering for overtime   
 (May indicate need to divert drugs from clinical   
 supplies.)
•  Consistently volunteering to administer medications
•  Requesting assignment to patients who receive   
 large amounts of pain medication
•  Combination or excessive administration of PRN   
 medications to patients and reports of ineffective  
 pain relief from the same patients
•  Reports that patients’ medications from home have  
 gone missing

(NCSBN, 2011; Canadian Nurses Association, 2009.)

REPORTING A LPN WITH A 
SUBSTANCE ABUSE DISORDER
 
“Occurrence of a critical incident (error or overt sign 
of faulty nursing practice) is a signal it is time to take 
appropriate and immediate action.” (NCSBN, 2011) 
If a substance abuse problem is suspected, failure to 
do something is not the answer. CLPNA Standards of 
Practice states LPNs must, “Act to prevent or minimize 
adverse events through identification and reporting of 
situations that are unsafe or potentially unsafe for clients 

or health providers.” For Alberta LPNs, there are multiple 
professional obligations to report under the Health 
Professions Act, the CLPNA’s Standards of Practice and 
Code of Ethics, and employer guidelines. Use the simple 
reporting process listed below, and check with your 
employer for their particular process.
 
Reporting Process
1. Identification of suspected substance use problem
2. Documentation of observations, nursing errors, etc
3. Report to manager 
4. Report to regulatory college (CLPNA for LPNs)
5. Follow up

DISCIPLINARY OUTCOMES

Complaints of unprofessional conduct due to substance 
use disorder often end in the hands of the CLPNA’s 
Hearing Tribunal whose priority is to rehabilitate the 
individual and, therefore, the problem. “We want our nurses 
healthy to practice,” states Sharlene Standing. “The intent 
is not to see a nurse with a substance abuse issue never 
practice again, but to have the nurse understand and 
acknowledge they have an illness and take the necessary 
steps to get treatment and overcome their illness.”

Recent Hearing Tribunal orders when substance use 
disorder is indicated include enrolment in substance 
abuse clinics, regular drug monitoring, counselling, group 
therapy, fitness to practice certification from physician, 
referral to employee assistance programs, relapse 
management, and any other order necessary to overcome 
the competence issue. In serious cases, the Hearing 
Tribunal has restricted or suspended practice, often 
pending completion of an investigation or a residential 
drug treatment program. 

Standing concludes, “We’re pleased that, in the majority 
of cases, the LPN successfully completes the required 
orders and goes on to achieve wellness in their lives and 
success in their nursing practice.” n

In future fictionalized stories, we’ll share other common 
examples of the wide range of behaviours and 
situations which may be reported to CLPNA’s Conduct 
Department. 
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1998       1999       2000        2001       2002       2003       2004      2005       2006       2007       2008       2009       2010       2011

YEAR
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94%

Average Age:   2009 - 41.2   
 2010 - 41.4   

 2011 - 41.1

statistics
2011 CLPNA Registration Data

LPN Registration Trends

Out of Province 
& International
Registrations

membership

Registrations

LPN Gender
Distribution

Age of Active LPNs

6%

19-25         26-30         31-35        36-40         41-45        46-50         51-55        56-60        61-65+

AGE GROUPS

9.4%
906

17.8%
1716

13.8%
1329 11.8%

1136
10.5%
1011

9.9%
956

9.7%
936

8.4%
808

8.8%
854

2011
2010
2009
2008
2007
2006
2005
2004
2003
2002
2001
2000
1999
1998
1997
1996
1995
1994
1993
1992
1991
1990
1989
1988
1987
1986

9652
9015
8531
7859
7264
6863
6533
6037
5575
5172
4848
4431
4342
4606
4723
4963
5562
6196
6378
6545
6651
6736
6956
7225
7894
8643

7.0%
5.7%
8.6%
8.1%
5.8%
5.0%
8.2%
8.3%
7.8%
6.7%
9.4%
2.0%
-5.7%
-2.5%
-4.8%
-10.8%
-10.0%
-2.9%
-2.6%
-1.6%
-1.3%
-3.2%
-3.7%
-8.5%
-8.7%

Number 
of LPNs

Percentage of
Loss/Increase

19-25         26-30         31-35        36-40         41-45        46-50         51-55        56-60        61-65+

AGE GROUPS

9.4%
906

17.8%
1716

13.8%
1329 11.8%

1136
10.5%
1011

9.9%
956

9.7%
936

8.4%
808

8.8%
854

2011
2010
2009
2008
2007
2006
2005
2004
2003
2002
2001
2000
1999
1998
1997
1996
1995
1994
1993
1992
1991
1990
1989
1988
1987
1986

9652
9015
8531
7859
7264
6863
6533
6037
5575
5172
4848
4431
4342
4606
4723
4963
5562
6196
6378
6545
6651
6736
6956
7225
7894
8643

7.0%
5.7%
8.6%
8.1%
5.8%
5.0%
8.2%
8.3%
7.8%
6.7%
9.4%
2.0%
-5.7%
-2.5%
-4.8%

-10.8%
-10.0%
-2.9%
-2.6%
-1.6%
-1.3%
-3.2%
-3.7%
-8.5%
-8.7%

Number 
of LPNs

Percentage of
Loss/Increase

Edmonton

Central

Calgary

South

North

AHS ZONES

Distribution of Active LPNs*

*Jamaica     TOTAL - 482

In Migration Breakdown

 2010 2011

Alberta Initial Graduates 721 769

Re-Entry LPNs 4 1

Other Canadian LPNs 264 442

Non Canadian LPNs 34 40

Renewals 7992 8400

TOTAL 9015 9652

AHS Zone Totals  %

North Zone  1085  11.2%

Edmonton Zone  3331  34.5%

Central Zone (Red Deer)  1418 14.7%

Calgary Zone  2378 24.6%

South Zone (Lethbridge & Medicine Hat)  859 8.9%

Out of Province/Country  581 6.0%

TOTAL  9652 100%

*By LPN mailing address     
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the operations room

Log On 

to clpna.com
• CLPNA Publications
• Learning Modules
• Competency Profile
• Job Listings
• 2010 Annual Report

and more…

Regular Office Hours

Monday to Friday 
8:30am to 4:30pm

Closed for
Statutory Holidays

CLPNA Office Hours

CLPNA Council
President

Hugh Pedersen

Executive Director/Registrar
Linda Stanger

lstanger@clpna.com

District 1 (South Zone)
Carla Koyata

District 2 (Calgary Zone)
Linda Coatsworth

District 3 (Central Zone)
Jo-Anne Macdonald-Watson

District 4 (Edmonton Zone)
Joshua Martynuik

District 5 (Part of North Zone)
Lorraine Strelezki

District 6 (Part of North Zone)
Roberta Beaulieu

District 7 (Part of North Zone)
Dieda John

Public Members
Robert Mitchell / Allan Buck

Ralph Westwood 
To contact Council members please call the CLPNA 
office and your message will be forwarded to them.

CLPNA Staff
Tamara Richter

Director of Operations
trichter@clpna.com

Teresa Bateman
Director of Professional Practice

tbateman@clpna.com

Sharlene Standing
Director of Regulatory Services

sstanding@clpna.com

Linda Findlay
Practice Consultant/CCP

lfindlay@clpna.com 

Sandy Davis
Complaints Consultant
sdavis@clpna.com

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 2015, the CLPNA expects to see:

• Increased demand for Licensed Practical Nurses
 generating continuous growth in the profession.
• Full utilization of Licensed Practical Nurses throughout the  
 health care system.
• All Licensed Practical Nurses embrace and fully enact their  
 professional scope of practice.
• Increased public understanding of the role and 
 contributions of Licensed Practical Nurses.
• The College initiate and support research relevant to the 
 Licensed Practical Nurse profession and health care system  
• Enhanced collaborative opportunities provincially, nationally  
 and internationally.
• The College and Licensed Practical Nurses fully engaged  
 in all decisions affecting the profession. 

COLLEGE OF LICENSED PRACTICAL NURSES OF ALBERTA
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www.clpnaconference.com

MAY 2 - 4, 2012
EDMONTON MARRIOTT AT RIVER CREE RESORT

CLPNA
2012 SPRING
CONFERENCE

CREATING THE LEADER WITHININ
APPLY FOR
$100 OFF*

Early Bird 
closes April 2

*Eligible CLPNA members attending both days 
of the CLPNA Spring Conference can reduce their 
Registration Fee by $100 through an Education Grant 
from the Fredrickson-McGregor Education Foundation 
for LPNs. An online Grant Application Form is included as 
part of the registration process. Applicants must meet the 
Grant Guidelines eligibility requirements.


