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from the college

Two years ago we basked in the warmth of a boom – housing prices
were skyrocketing and jobs were plentiful.

Now Iris Evans, Alberta’s Finance Minister, is forecasting a recession and
job losses of up to 15,000 this year, with spending outpacing revenues in
Alberta by $1 billion dollars.

This is a time of great change in Alberta. With change comes great
uncertainty. And uncertainty can lead to fear.

John F. Kennedy once said, “When written in Chinese the word ‘crisis’
is composed of two characters - one represents danger and the other rep-
resents opportunity.”

Economic downturns can lead to opportunities for innovation. Innovation
can occur by rethinking the way we, as nurses, function in the health sector. Alberta Health Services has
already set the groundwork for restructuring, based on the focus of quality care, accessibility, and sustain-
ability.

Coupled with that, management and government are increasingly aware that the LPN has a vital role on
the health team. Emerging provincial research (see page 6) on Job Redesign has demonstrated that for
RNs to work to their full scope LPNs must be part of the team. Based on this realization, new opportuni-

ties will arise for LPNs in areas where managers are open to implementing best
practices. Increasingly LPNs are assuming new and different roles; demonstrat-
ing leadership in new and different ways.

CLPNA sees leadership development as a priority for education of our mem-
bership. Leadership training is still earmarked for funding, despite the impact on
the amount of monies available through the Frederickson McGregor Education
Foundation for LPNs. Seize the opportunity to take positions on committees in
your work unit, step up to a formal leadership role in your workplace, in your
College, in your community.

Another area the Foundation is supporting is LPN attendance at the 2009
Spring Conference. Details are on the website. Consider joining us in Calgary on
April 15 at 6:30 pm for the Annual General Meeting to hear what the CLPNA
has been up to; what we have planned for 2009 and to give us your thoughts!
Then stay on for two more days of valuable learning, networking, and fun at
the Conference.

The Honourable Ron Liepert, Minister of Health and Wellness, will be sharing
the vision for health in Alberta, and Paddy Meade, Executive Operating Officer,

Continuum of Care, Alberta Health Services will be providing insights on Alberta Health Services plan to
operationalize this vision. And of course there are host of other motivational and informational presentations
planned.  We hope to see you there!

Finally, some wise words from Anais Nin:
There came a time when the risk to remain tight in the bud 
was more painful than the risk it took to blossom.

Seeking out and trying new and different roles including developing and exercising your skill as leader is a
way for nurses to blossom. We encourage you to keep pace with current times, accept a new challenge,
and show your colleagues and managers what you, as a nurse, are capable of…

Hugh Pedersen, President and Linda Stanger, Executive Director

Be the Change We Wish To See

…new opportunities 

will arise for LPNs 

in areas where 

managers are open 

to implementing 

best practices…

A WINDOW OF OPPORTUNITY FOR ALL NURSES
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The following is a summary of the final
report of a research project funded by
the Alberta Heritage Foundation for
Medical Research (AHFMR) involving
Registered Nurses, Licensed Practical
Nurses, and Health Care Aides. The
College of Licensed Practical Nurses of
Alberta was involved on the Steering
Committee for this project.

There is evidence to suggest that reg-
istered nurses spend insufficient
time performing key functions asso-

ciated with their defined role. The current
practice of registered nurses is largely
focused on the performance of tasks and
activities related to meeting patients’ bio-
medical needs, and implies that  insuffi-
cient attention is given to enabling
patients and families to attain maximum
health and well-being, which is the
essence of professional nursing practice.
The lack of focus on optimal role enact-
ment represents an underutilization of
nursing knowledge and skill and poten-
tially compromises the quality of care. 

The design of work can contribute to
underutilization of professional knowl-
edge and skills. The primary objectives in
this research were to optimize enactment
of the roles of registered nurses (RNs)
and health care aides (HCAs) through job
redesign and to determine the impact of
job redesign on patient, provider, and
unit outcomes. This study was conducted
on two general medical patient care units
in the Calgary Health Region in Alberta.

Quantitative and qualitative methods
were employed and data were collected
on the “Redesign” and “Control” Units
prior to and following the implementa-
tion of redesign initiatives. 

Although some structural and func-
tional changes were made to work
processes over the course of the study, the
goal of achieving optimal enactment of
registered nurses’ role was not accom-
plished. Progress was made in improving
the utilization of HCAs and enhancing

their perception of being valued as mem-
bers of the nursing team. While the study
failed to accomplish many of the intend-
ed goals, much was learned about the fac-
tors that are critical to the success of any
initiative aimed at improving utilization
of the health workforce. 

The use of a population needs based
approach to examine nursing providers’
roles (i.e., RNs, licensed practical nurses
[LPNs] and HCAs) helped validate the
gap that existed between ideal (i.e., opti-
mal) and actual nursing practice and
enabled staff to better understand how
optimal enactment of their respective
roles could positively influence patient
and family outcomes. This, combined
with observation data that revealed that
RNs spent a considerable amount of their
time performing work that could in many
instances be performed by other members
of the health care team reinforced the
inefficiency and ineffectiveness of the
service delivery model (i.e., modified pri-
mary nursing) that characterized the
Redesign Unit. The conclusion drawn

from this study is that a collaborative
practice model incorporating RNs, LPNs,
and HCAs is most likely to optimize the
utilization of all members of the nursing
team, at least for the type of patient pop-
ulation that was the focus of this study. 

A key lesson learned is that engage-
ment and commitment of leaders at all
levels of the organization is needed to
address the current underutilization of
health care workers. As the study
evolved, it became clear that significant
change in the utilization of the health
workforce cannot occur as long as the
focus of the change initiative is a single
patient care unit or program. A systems
approach to workforce optimization is
needed, guided by a clear vision that is
understood and championed by leaders
at all levels and a well articulated strate-
gic plan. Failure to recognize in advance
the extent of organizational support that
would be needed to effect any change in
role enactment at the service delivery
level limited the job redesign approach
that was attempted in this research. 

Enhancing Nursing Job Effectiveness 
through Job Redesign

at issue
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KEY MESSAGES

Optimal nursing role enactment requires an understanding
of the characteristics and health needs of the patient 
population receiving care 
• Nursing providers’ roles in preventing illness and injury 

and promoting health and well-being requires elaboration 
of the profile of patients being served on the patient care 
unit or in other health care settings. Preventing avoidable 
complications or injuries requires an understanding of real 
or potential risk factors associated with particular 
population groups such as the elderly. 

• Provider knowledge, skills, and abilities must be 
“matched” to the health needs of the population served in 
order to mitigate real or potential risk factors and prevent 
avoidable complications and injuries. 

• Staffing decisions (i.e., determining the right number and 
mix of personnel) must be based on an understanding of 
population health needs. 

• An understanding of the health needs of the patient 
population enables providers to make care decisions that 
are focused on meeting patient health needs rather than on 
simply “doing the tasks.” 

An all RN staffing model does not promote optimal 
nursing role enactment 
• When there is no potential to redistribute to other members

of the health care team regulated work activities such as 
routine medication administration or treatments, as well as
unregulated activities such as personal care, those tasks and
activities must be performed by RNs. Routinely performing
tasks and activities that could be done by others takes RNs
away from essential role functions such as comprehensive 
assessment, patient and family teaching or support, 
discharge planning, and coordination of care. 

Optimal nursing role enactment requires a collaborative
practice approach to care delivery 
• Optimal nursing role enactment is enhanced in an 

environment in which care is provided collaboratively with 
other providers and with patients and families. 

• A collaborative practice approach requires that providers 
understand each others’ role accountabilities and their 
respective contribution to the care of patients and families. 

• A collaborative practice approach requires that providers 
have knowledge and skill related to shared decision-making
(e.g., providers and patients are involved in decisions about
the plan of care), communication (e.g., what information 
needs to be communicated), conflict resolution, and 
negotiation skills. 

Successful job redesign at the unit or program level is 
contingent upon a systematic approach to change and
expertise in change management at all levels of leadership
• When embarking on job redesign, it is important that 

leaders at both the local (unit) and system (organization) 
levels have a clear vision of the goal to be accomplished and
the outcomes to be achieved. 

• Job redesign requires system support and often, redesign of
system-wide structures and processes if change is to be 
implemented and sustained at the unit or program level, as 

well as throughout the organization. Substantive change in 
the utilization of health care providers cannot be achieved 
from a purely “bottom up” approach. The involvement and
commitment of executive leaders is a critical success factor. 

• Job redesign requires a participatory approach involving 
patients and families, staff, managers, and senior leaders. 
A network or alliance of providers, managers, and other 
leaders who share ideas, expertise, experiences, and practical
approaches is a useful mechanism for engaging providers in
the process of reconsidering how they work together in 
delivering patient care. Redesign teams can be a powerful 
structure to help motivate staff and provide knowledge, 
skills, and support for change initiatives. 

• Strategies aimed at optimizing the utilization of health care 
providers (i.e., optimal role enactment) should incorporate a
concrete and explicit focus on creating opportunities for all
providers to acquire the knowledge and skills needed to 
engage in collaborative practice. 

Deborah White, RN, PhD – Principal Investigator
Karen Jackson, RN, Med – Co-Investigator, Project Manager
Jeanne Besner, RN, PhD – Co-Investigator
Esther Suter, PhD, MSW – Co-Investigator
Diane Doran, RN, PhD – Co-Investigator
Linda McGillis Hall, RN, PhD – Co-Investigator
Karen Parent, RN, PhD (c) – Co-Investigator

For a listing of references or the full report please visit
www.clpna.com.
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view is action-packed on the Edmonton
Municipal Airport’s tarmac through the picture windows of
Advanced Paramedic Limited’s (APL) base – planes taking
off and landing, ambulances driving around, and patients
carefully shuttled between both modes of transport. 

Occasionally an incubator is unloaded from a plane
from rural Alberta, followed by a concerned new parent,
and Neonatal Intensive Care Unit (NICU) staff are there
waiting with APL staff to meet up with their young patient.
The emergency services staff provides ground support to
transport the baby safely to either the Stollery Children’s
Hospital or the Royal Alexandra Hospital. The view out the
window gives a clear snapshot to the world of pre-hospital
care. 

APL is the Emergency Medical Services provider for
Alberta Health & Wellness’ Air Ambulance Program based
in Peace River. They have a base and staff in Edmonton for
air and ground support, and also provide on-site industrial
medical services across western Canada. APL contracts
services throughout Alberta, BC, Saskatchewan, the N.W.T,
and the Yukon for both air and ground support for patients
going to or from the hospital, with two air ambulance air-
craft and three ambulances. They also offer a full range of
private medivac services.

The APL team includes EMRs (Emergency Medical
Responders), EMTs (Emergency Medical Technicians),
EMT-Ps (Paramedics) and LPNs (Licensed Practical Nurses)
like Charles Way and Lynn Cole. 

LPNs are a fairly new introduction to
the field of pre-hospital care in Alberta.
Charles Way’s path to the field of emer-
gency services began when he was young.
“I used to watch the show Emergency
when I was a kid. Remember Squad 51?
Ever since then, I knew what I wanted to
do,” he says. 

Charles first became an EMR
(Emergency Medical Responder) and
medic for the Army Reserves in 1993.
From there he completed his EMT certi-
fication and worked for many years for
ambulance services throughout rural
Alberta. He was one of the first respon-
ders to the 2000 Pine Lake tornado dis-
aster from his base in Eckville. 

He moved steadily from being an
EMR to EMT to LPN. “I decided to
become a nurse because my wife was
looking to become an RCMP officer.
EMT certification does not cross provin-
cial borders if I was to move, but as a
nurse I could move more easily,” explains
Charles. He takes a pause, and says,
“Plus there’s more job security as an LPN
and better money.”

Ironically, his wife is now taking her
RN in Medicine Hat. Although she did

the

LPNs 
in 

Emergency
Medical
Services

>
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not become an RCMP officer, her path to
nursing also led Charles there. Charles
went to NorQuest College in 1995, and
loved it. “At NorQuest, the instructors
were so great, and there’s lots of hands-
on practical time.  

The combination of LPN and EMT
qualifications is a rare and in-demand
combination. Charles found that his
practice as an EMT changed once he
became a nurse. 

“Being an LPN has made me a better
EMT. I understand more of the patient’s
care, and can monitor chest tubes, suc-
tion trachs, and insert catheters – things
my EMR/EMT colleagues cannot do.”

Because the knowledge of LPNs is
grounded through the nursing process,
they bring added value to emergency
services. “My training as an LPN drilled
into me that patient care is number one. I
have a good anatomy and physiology
background, and I think nurses in emer-
gency care are a big benefit to the hospi-
tal staff when we bring a patient in. We
understand the hospital terminology and
can help out in the Emergency
Department.” 

Now Charles has his pick of jobs.
He’s working in Thorhill, north of
Edmonton, with Associated Ambulance’s
ground ambulance service, he’s casual
with APL at the base in Edmonton, and
he picks up shifts at the Misericordia
Community Hospital’s Emergency
Department. Clearly, he is the type of per-
son who looks for variety in his work.

Pre-hospital care isn’t for everybody.
But those who work in the emergency
field love it. Charles explains the process
of being on call.

“When I’m on call, I carry both a
phone and a pager. I get paged by Peace
River dispatch and I call back and I’m
given information about the call – like
when the plane is coming in, the call sign
that identifies the plane, and the condi-
tion of the patient.”

He has to make sure he’s within thir-
ty minutes of the Municipal Airport, and
there he meets the plane, gets a report
from the flight crew, and either accepts
the transfer of the patient to an
Edmonton hospital, or accompanies the
flight crew to the facility. Depending on
the condition of the patient, Charles and
others on the APL team may accompany
the patient, or a Paramedic, Respiratory
Technician or Physician may also be
involved with the transfer. Dispatch staff

at APL determine which health profes-
sionals are involved based on the infor-
mation they have about the patient. 

Once at the hospital, Charles stays
with the patient, completes the chart, and
then returns to the base. At the base, APL
staff restock and clean equipment to be
ready for the next call.

“I breathe, eat, and sleep work when
I’m on call. I put on my uniform and
remain in it for 24 hours so I’m ready to
respond,” Charles confesses. “You don’t
make many plans when you are on call.
I’ve been paged when I’m sitting in a
movie theatre – I make sure I’m sitting on
an aisle so I can make a quick exit.”  

When Charles was on call on
Christmas Day, he was home for only an
hour. The rest of the day was spent
accompanying two flights and seven
ground support transports. It is safe to

say that the turkey went cold that
Christmas.

“People have to be flexible and will-
ing to use their scope of practice as far as
it can go,” explains Carl Damour, who is
the General Manager at APL’s main
office in Peace River. “They are very
autonomous and independent practition-
ers.”  

Up in the air, there is no cell phone
communication. Decisions have to be
made by the attending staff without any
consultation.

“The staff have to be very good deci-
sion makers - a lot can happen on a ten
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hour plane ride to Halifax. For instance,
the plane might have to land in Montreal
to refuel and there’s a delay on the
ground. The nurses need to care for the
patient for hours at a time,” Carl contin-
ues.

Lynn Cole is a new recruit to APL.
She’s an LPN who started last December,
and she sees differences between pre-hos-
pital and hospital care. 

“In pre-hospital care, you don’t have
an eight patient workload, so it is not as
physically demanding. But even though
you only have one patient to care for, you
have to be confident and comfortable
with troubleshooting on your own.
There’s no ‘go-to’ person in the air like
there is in the hospital.”

Lynn works at Leduc Community
Hospital in the medical-surgical ward,
and while she works to her fullest in this
smaller hospital, she was interested in
investigating a different setting. 

“I was hired by APL to accompany
patients on flights, but I also did one day
of ground support training to transport a
patient who had a heparin drip. The
EMTs/EMRs could not monitor the drip,
but I can as an LPN.”

She has been a nurse for four years,
and worked as a nurse’s aide for ten years
before that. The profession of LPN
attracted her because she wanted to work
in a hospital environment, and to care for
the patient as a whole. Now she’s ready
for the challenge of emergency services.

She didn’t know there were opportu-
nities outside of the hospital environment
for LPNs, until she saw APL’s ad on the
CLPNA website. She read the small print
that said although APL’s main office is in
Peace River, they were hiring for flight
and ground support based out of
Edmonton. 

“I was interested in working in emer-
gency care because it was out of my
everyday routine. This job gives me extra
responsibility, and I like seeing the other
side of hospital care,” says Lynn.

“You have to be not afraid to fly in
small planes,” she adds. And a good
bladder is important too – some flights
are up to four hours, with no bathroom
facilities on board. 

Carl Damour gives the history about
introducing LPNs to the pre-hospital
field. 

“Two years ago, we thought – why

are we not using LPNs in our company?
I contacted the CLPNA to ask if there
was anything preventing us from hiring
LPNs. And no, there wasn’t.”

“LPNs are a perfect fit for longer
flights because they are used to treating

patients for longer periods of time. They
know to do things like reposition patients
so they don’t get bedsores, while other
emergency staff might just be used to see-
ing patients for a few minutes at a time in
an ambulance before they get to the hos-
pital,” Carl continues.

Charles Way has a clear sense of the
type of nurse who would enjoy emer-
gency services. He says the biggest attrib-
utes are to be a quick thinker and a good
troubleshooter. Assessment skills have to
be top notch, too. 

He finds the work very rewarding
because he can see his treatment working
right away. Charles has seen all sorts of
patients in his career, from minor medical
to major trauma. He’s even assisted in
delivering five babies. He likes working
in rural communities because sometimes
there is up to a 45 minute response time

to bring a patient into the hospital, so
there is opportunity to use all his nursing
skills to care for a patient.

The advantage to bringing LPN skills
to pre-hospital situations is obvious to
this owner of ground and air ambulance
contracts in Alberta. 

Carl from APL says, “We need both
young LPN grads with new skills who are
eager to learn, and mature LPNs who can
use their knowledge and experience in the
hospital when they are doing transitions
with hospital staff. All our LPNs have to
be interested in learning, have some hos-
pital experience, and believe in the whole
team concept – that everybody has a role
in caring for the patient.”  

Successful nurses in the emergency
world have to be both self-starters and
team players. The nature of pre-hospital
care is that the team works with other
emergency staff, like fire fighters and
police officers at the scene, other emer-
gency personnel in the ambulance, plus
they work with hospital staff when they
arrive at the hospital. But sometimes
these nurses can work virtually alone,
and that’s when the creative and critical
thinking skills come into play. 

Having some emergency services
training can help identify if this is the
right field for you. There is the 16 hour
International Trauma Life Support
Certification to start and Charles feels
that having an additional EMR certifica-
tion on top of being an LPN is invaluable
(see sidebar).

“I’d really recommend that if LPNs
are interested in emergency work they get
their EMR training,” Charles says.
“There is a very high demand for my type
of skills. I could work whenever and
wherever I wanted to.”

The types of learning picked up in
pre-hospital training includes stretcher
lifting, how to get patients out of their
homes, and how to use the different types
of equipment that are developed for the
ambulance environment. Pumps may be
hand pumps instead of the wall version,
and all their equipment is of the portable
variety. Most staff also have their Class 4
driver’s licence so they can drive the
ambulance. 

Charles has had some interesting
experiences working on air ambulance
flights.

There’s no ‘go-to’ person in the air like there is in the hospital.

>
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Emergency Medical Education
A good way to investigate if pre-hospital work is
right for you is to enroll in an ITLS (International
Trauma Life Support) course. The next step is EMR
certification – the combination of an LPN/EMR
professional is hotly sought after in the emergency
services field.

ITLS Courses
This program teaches skills in rapid assessment,
resuscitation, stabilization, and transport of trauma
patients. The 16-hour course is designed for
providers who are first to evaluate and stabilize the
trauma patient. Hands-on stations include: basic 
airway, spine management/rapid extrication, short
back board, helmet management, log roll and long
back board, traction splints, patient assessment 
and management.

There is also an advanced 16-hour course 
certification available. 

For more information, contact the Alberta ITLS
Chapter Coordinator at 780.733.3675 or 
SAIT’s Advanced Life Support Coordinator 
at 403.210.5966. 

Alphabet Soup
EMR – Emergency Medical Responder.
The entry-level position in the Emergency Medical
Services field, EMRs take 160 hours of theory and
practical classes – some of which are available by
distance education.

EMT – Emergency Medical Technician. 
This is a 10-month course for those with EMR 
certificates that covers all aspects of pre-hospital
emergency care.

EMT-P – Emergency Medical Technician –
Paramedic.  This is an intensive two-year full-time
program.  You must be an EMT to enroll in the
EMT-P program.

These programs are offered by a number of private
colleges, public schools and organizations in
Alberta. For more information about Emergency
Medical Professionals view the “Know Your
Healthcare Team” Feature in this issue of CARE or
visit the Alberta College of Paramedics website at
www.collegeofparamedics.org for a list of approved
EMR, EMT and EMT-P programs.

“There is opportunity to see different parts of Canada and the
States. Since the pilots need at least 8 hours sleep time on the
ground, but we can sleep on the plane on the way back because
we are flying back empty, there are opportunities for some
sightseeing,” he says. Charles has been to Nova Scotia,
Newfoundland, and Minnesota. The US trip was to transport
a patient in a Lear jet to the world-famous Mayo Clinic in
Rochester. 

He’s realistic about some of the challenges of working in the
emergency field. “Being on call can be 95% boredom and 5%
excitement. But when you do get a call, there is an adrenaline
rush from being under pressure, and things moving so quickly.
It can take from 6-8 months for someone new to get comfort-
able with this job. Everybody is nervous and scared at first
when that pager goes off. But working with veterans will help
calm you down.”

The team passes the “waiting-for-a-call” time by practicing
their skills, prepping the ambulance and equipment, and, in
Charles’ case, training EMRs and EMTs. 

Pre-hospital care doesn’t include the patient’s family as
much as hospital care, but emergency staff have more time to
listen to the patient, because they are often in the air or on the
ground with them for hours at a time. LPNs then have the time
to utilize their patient education skills.

As the pre-hospital area snowballs in growth, the demand
is high for the unique skills of the LPN professional. 

“We’d like to recruit more LPNs,” says Carl. “We need the
type of person who can think outside the box, and work com-
fortably to their full scope of practice.”

Nurses like Charles Way and Lynn Cole will not be lacking
in work. Every call is different, and as LPNs, they step up to the
challenge with a full complement of essential knowledge and
skill and are respected as professionals on the team. 

The action on the tarmac has settled down for now. But
Charles’ pager and phone are at the ready for the next call, and
he’s ready to spring into action at a moment’s notice. Such is
the life of a nurse working emergency services, an adrenaline-
fueled profession with a great many rewards. 
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EXECUTIVE SUMMARY

Workplace violence is an unfortu-
nate reality in the lives of
Canadian health care workers,

with evidence suggesting that incidence
rates in Canada are significantly higher
than other countries with similar models
of health care. It is defined by World
Health Organization 154 as “the inten-
tional use of physical force or power,
threatened or actual, against oneself,
another person, or against a group or
community, that either results in or has a
high likelihood of resulting in injury,
death, psychological harm, maldevelop-
ment or deprivation”. Workplace vio-
lence is often considered part of the job in
the health sector and has therefore been
more frequently overlooked than in other
sectors until recently. Nurses in particular
are at risk of being physically and emo-
tionally abused at work.

It is clear that there is an immediate need
for effective programs to reduce work-
place violence towards nursing staff in
Canada. This study involved a compre-
hensive literature review of workplace
violence prevention programs utilized in

health care and in nursing practice in par-
ticular, and an evaluation of the effective-
ness of these prevention programs on
their impact on the incidence of violence.
The objectives of the study were to: 1)
analyze and synthesize the research liter-
ature which proposes or evaluates the
impact of workplace violence prevention
programs, and 2) develop recommenda-
tions for a comprehensive approach
towards violence reduction. The report’s
findings will provide the framework for
program initiative recommendations to
be considered by policy makers.
Additionally, areas in need of further
study will be suggested on the basis of
gaps revealed in the literature review.

Study procedures involved conducting a
literature search for articles relating to
workplace violence prevention programs.
According to the reviewed literature,
patients constituted the main source of all
types of violence, and co-workers were
an important source of non-physical vio-
lence. A number of risk factors that have
been linked to workplace violence
include patient characteristics (e.g., sub-
stance abuse, mental health conditions),
nurse characteristics (e.g., age, level of

A Review &
Evaluation of
Workplace
Violence

Prevention
Programs in
the Health

Sector 
by Sping Wang, 

Laureen Hayes, and 
Linda O’Brien-Pallas 

Nursing Health Services
Research Unit, Lawrence S.

Bloomberg Faculty of Nursing,
University of Toronto. 2008. 

This report is funded by 
Ontario Ministry of Health and 
Long-Term Care (MOHLTC).
The report reflects solely the
view of the authors, not that 

of Ontario MOHLTC.

at issue



care | SPRING 2009 15

nursing experience), organizational fac-
tors (e.g., understaffing, night shifts, cul-
ture and climate of work environment),
physical design of work environment
(e.g., poor security, inaccessibility, crowd-
ing), and community and social factors.
Understanding contextual factors to
workplace violence incidents is vital to
curb violence against health care workers
when conducting a risk assessment.

The literature identified two broad cate-
gories of workplace violence prevention
strategies: 

a) pre-incident strategies, which capture
legislation/management (e.g., zero toler-
ance policies, organizational policies,
work design), the environmental design
of the work environment, education and
training on the management of work-
place violence; and 

b) post-incident strategies, which include
some administrative functions (e.g., inci-
dent reporting) and psychological inter-
vention for affected staff (e.g., CISD,
counseling).

The main tenet of a zero-tolerance policy
is that workplace violence in any form is
unacceptable. It is suggested in the litera-
ture that implementation of a zero-toler-
ance policy may have a negative impact
on the staff’s confidence and skills in
dealing with aggression.

Individually focused strategies to reduc-
ing violence typically involve educating
staff on recognizing the warning signs of
violent behaviour, preventing, diffusing,
or resolving violent conflicts, familiariz-
ing staff with organizational policies and
procedures, as well as their legal rights
and responsibilities. Post-event strategies
also have a preventative role, given that
appropriate intervention can avert future
incidents. Previous studies have stressed
the importance of continuous monitoring
of violent events, seeing this as a neces-
sary prerequisite for better understanding
the violence and the establishment of pre-
vention programs.

Many of the evaluation studies used
questionnaires to measure educational
impact of training sessions directed at
prevention of violent or aggressive behav-

iour. Some measured perceptions of con-
fidence or feelings of self-efficacy in man-
agement of aggressive patients. In these
studies, participants were mostly small
samples of nurses (registered and/or prac-
tical) and/or nursing aides, at times con-
venience samples of staff members who
are exposed to risk of violence. Study set-
tings were often hospital acute care psy-
chiatry units exhibiting high rates of vio-
lent behaviour. Studies were often quasi-
experimental with a pre-test/post-test
design; however, not all of these studies
employed control subjects in measuring
impact of the intervention.

Studies that measured program impact
on managing aggressive behaviour gener-
ally found positive changes in test scores
and observed behaviour following train-
ing. Increased knowledge test scores
reflect positive learning outcomes includ-
ing risk factor identification, informed
attitude changes and management of
aggressive behaviour. The evidence sug-
gests that relevant training programs also
promote increased feelings of confidence
in managing aggressive clients. 

As to training’s impact on incidence of
violence, most but not all evaluation
studies found a reduction in incidence of
reported violent episodes. It was suggest-
ed that training may serve as a form of
encouragement to report violent events
by creating a more accepting, non-puni-
tive attitude regarding violence towards
staff. Despite its overall positive effect,
there were concerns over the over-empha-
sis on training in curbing workplace vio-
lence as it places the burden of minimiz-
ing and managing violence onto the
shoulders of individual nurses after train-
ing.

Important methodological limitations of
the evaluation studies were identified.
Sample sizes were small and often self-
selected. In addition, study settings were
typically small-scale and often involved
only one or two organizations as study
sites. With the additional limitation of
low response rates, generalization outside
assessed groups was usually not possible.

Recommendations

Policy
• A clear organizational policy towards
workplace violence is a necessary
antecedent for a prevention program to
be maximally effective. The presence and
publication/dissemination of a policy lets
the employees know that management is
committed to reducing violence in the
workplace.
• Although zero-tolerance policies have
been recently adopted by several health
care organizations, caution should be
taken in this approach. There is difficulty
with fully implementing the ‘zero toler-
ance’ approach as it implies an attitude of
punishment toward any aggressive
behaviour, thereby negatively impacting
aggression management.
• The great diversity of health care itself
requires that the development of a policy
towards workplace violence encompass
all of employment situations. For exam-
ple, policies for community care should
be developed to address particular risks
associated with that sector.

Risk Assessment and 
Environmental Modifications
• Prior to the implementation of any
workplace violence prevention program,
a risk assessment should be completed.
Integration of effective threat and risk
assessments will help to ensure that any
interventions that are employed will be
best suited to the particular situation.
They can also highlight any necessary
environmental modifications that may
curb violence, and address how manage-
ment and administrative practices can
reduce violence.
• Frequency of assaults may be associat-
ed with a broad range of factors includ-
ing staffing levels. Work reassignments,
short staffing and temporary staffing
have been associated with increased inci-
dents of violence in health units.
• A risk assessment highlights the
importance of accurate documentation of
incidents. This documentation is invalu-
able to substantiate the need for novel
programs and the identification of action
plans. Some staff members view incident
reporting as an implicit admission of pro-
fessional failure. Risk assessment and a
commitment from management demon-
strate that the antidote to denial and

>
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resistance to incident reporting is a con-
tinual effort to learn from incidents and
to provide timely feedback. However,
incident tracking and high-risk patient
identification are only part of a larger
violence reduction initiative and requires
organizational commitment to coordi-
nate the components.

Training/Educational Strategies
• Nurses need to be empowered to build
confidence in their ability to manage
potentially violent situations. This is best
accomplished through aggression man-
agement programs and frequent refresh-
ers that involve several components:

- Methods for recognizing and 
identifying potentially violent 
situations
- De-escalation strategies and other 
verbal engagement strategies for 
defusing potentially violent situations
- Where appropriate, physical self 
defense techniques and patient 
restraint methods
- Incorporation of aspects of risk 
assessment (i.e., environmental 
security processes)

• Leadership training needs to be pro-
vided to supervisors. This includes train-
ing in recognizing conflicts and in conflict
resolution skills, the importance of early
intervention, and supervisory/coaching
skills.

Organizational Intervention
• Organizations need to take on a more
active role in organizational change
including staffing, workload, work cul-
ture and climate. High priority should be
given to organizational intervention in
preventing workplace violence.
• Work design modifications include
increasing autonomy, enhancing commu-
nication about job duties and expecta-
tions, and clarifying supervisory chains of
command.

Horizontal Violence
• A comprehensive policy for reducing
workplace violence cannot exclude hori-
zontal violence. A number of factors have
been identified that affect the work cli-
mate and that may contribute to bullying
and harassment in the workplace:

- Lack of role clarity
- Low job control or autonomy

- Poor social support
- Poor communication
- Ineffective leadership/supervision
- Strained and/or competitive work 
environments
- Impending changes in the work
place have all been associated with 
higher levels of staff conflict, 
stress/burnout, turnover, and 
psychological and physical health 
complaints

Evaluation Research
• There is a need to collect longitudinal
measures in order to assess the extent to
which training effects may dissipate over
time to identify optimum periods for pro-
viding refresher training.
• Future research needs to investigate
effects of training on the number, type
and severity of aggressive incidents, the
number of assaults and injuries to staff as
well as financial costs to organizations as
a result of sick leave and overtime to
replace injured staff.
• Sophisticated evaluation studies are
needed based on designs employing larg-
er samples and control groups, and
allowing for the use of advanced statisti-
cal techniques so to properly examine the
effectiveness of prevention programs.
• A national database should be devel-
oped using consistent operational defini-
tions of workplace violence events.
• The majority of research on workplace
violence prevention is focused on educa-
tion and training program evaluation.
Other aspects of violence prevention have
not received the same level of attention
and little is known about their effective-
ness in isolation or their impact on the
effectiveness of the training programs.
• Evaluation studies should include
comparisons of different programs to see
which one has the greatest relative utility.

Other Recommendations
Several implications that are highlighted
in the reviewed studies and that can be
considered in development of recommen-
dations for workplace violence preven-
tion programs are as follows:
• Human Resources. Positive results of
interventions should be considered with-
in a broader context of human resources.
Studies have suggested a relationship
between reduction in aggressive incidents

at issue

and human resources policies including
support and educative initiatives such as
clinical supervision, an increase in regular
permanent staff, and retention of experi-
enced staff members, who tend to display
greater tolerance attitude and better vio-
lence management skills.
• Faculties of Nursing. The literature has,
for the most part, focused on nurses who
are already in the workforce. However,
given the high likelihood that student
nurses will be exposed to workplace vio-
lence (either during their educational pro-
gram or once they graduate), it would be
prudent for nursing programs to develop
awareness training in the identification
and management of workplace violence.
• Sector specific interventions.
Prevention strategies need to be sector
specific, especially in sectors such as long-
term care home care where workers are
not as prepared as nurses in the hospital.
• Violence-type specific interventions.
Develop programs that are violence-type
specific so as to prepare health care
workers to handle different types of vio-
lence situations ranging from assault,
emotional abuse, to sexual harassment.
For example, a zero-tolerance policy,
inappropriate for external violence, may
be effective in the case of horizontal
violence.

The full report on this study is available
at www.nhsru.com 

Submitted by:
Co-Principal Investigators
Dr. Sping Wang
Nursing Health Services Research Unit
University of Toronto

Co-Investigators
Dr. Laureen Hayes
Nursing Health Services Research Unit
University of Toronto
Dr. Linda O’Brien-Pallas
Nursing Health Services
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T he Alberta College of Paramedics is
a self-governing body currently
designated under the Health

Disciplines Act. Provincial legislation
requires all active Emergency Medical
Responders (EMRs), Emergency Medical
Technicians (EMTs), and Emergency
Medical Technologist-Paramedics (EMT-
Ps) to be registered with the College. The
College’s primary responsibility is to
ensure its practitioners provide safe, com-
petent, and ethical care to the citizens of
Alberta. 

Although currently designated under the
Health Disciplines Act, the College will
soon fall under the Health Professions
Act (HPA), and so is setting strategic
direction and implementing changes to
align with and ease the transition to the
new legislation.

To fulfill its responsibilities as a regulato-
ry body, the College provides direction
for and regulates the practice of para-
medic practitioners; establishes, main-
tains, and enforces a code of ethics as
well as standards for registration, prac-
tice, and continuing competency; and
performs related duties in support of reg-
ulating the paramedic profession in the
public interest.

All registered practitioners with the
College are bound by the Code of Ethics,
which defines ethical behaviour of a reg-
istered practitioner, the responsibility of a
practitioner to his or her patient, and the
responsibility of a practitioner to the pro-
fession. The Code of Ethics serves as an
ethical compass directing a practitioner’s
decisions regarding patient care and pro-
viding expectations by which to review a
practitioner’s practice.

EDUCATION
The College regulates over 7,000 practi-
tioners across three levels of practice:
EMR, EMT and EMT-P. Each level is

defined by its own scope of practice and
has specific educational requirements.
EMRs provide basic medical treatment,
such as oxygen and spinal immobiliza-
tion, and are qualified to provide care to
a level greater than that of an advanced
first aider. EMTs provide intermediate-
level care referred to as Basic Life
Support, and EMT-Ps provide Advanced
Life Support, administer medications and
perform advanced cardiac monitoring as
well as invasive techniques.

Paramedic practitioners work in a variety
of settings throughout the province.
From urban to rural settings, hospitals to
the remote oilfields, paramedic practi-
tioners fill an essential role in Alberta’s
health care industry.

In order to be eligible for registration
with the College, applicants must either
complete a certificate or diploma pro-
gram approved by the College for the
appropriate category of the practice of

paramedicine, or receive approval
through an equivalency process adminis-
tered by the College’s Registration
Committee. 

The College’s Educational Institutions
Program Approval/Audit Working
Subcommittee provides support and pol-
icy advice to the Registration Committee,
and ultimately to Council, in regard to
the process and methodology used to
determine if a program of study is
deemed an “approved program” by the
College for the purpose of registration
of applicants. On an ongoing basis, the
subcommittee conducts audits of previ-
ously approved programs and makes
recommendations to the Registration
Committee regarding programs retaining
“approved program” status. Subcom-
mittee work may be accomplished sepa-
rately from or in conjunction with the
Canadian Medical Association for EMT
and EMT-P programs.

know your healthcare team

The following article has been submitted by the Alberta College of Paramedics

Profile: Paramedics

>
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Programs are available from a variety of
approved private and public educational
institutions located throughout Alberta
and British Columbia. Course length
varies and depends on the school and the
level of emergency medical education
being completed. Once an applicant has
successfully completed an approved pro-
gram of study, he or she can then apply to
write the provincial registration exam
administered by the College. Exams are
administered in Edmonton a minimum of
three times per level throughout the year.
Upon receiving a passing mark, appli-
cants are then eligible for registration
with the College.

CONTINUING COMPETENCY
As part of the annual registration renew-
al process, all practitioners must com-
plete continuing competency require-
ments. The Continuing Competency pro-
gram supports practitioners in building
their knowledge and abilities and ensures
practitioners are competent at the time of
registration and remain so throughout
their careers. As a result, the public can
depend on a standard level of competence
from practitioners; this assurance of com-
petence bolsters the integrity of the pro-

fession while advancing practitioners’
personal and professional development.
The program includes completing self
assessments and developing learning
plans. Learning plans are made up of
planned activities such as courses, self-
study, or classroom instruction, and are
aimed at improving or maintaining a
practitioner’s level of competency to
practice. An accompanying audit process
ensures practitioners are using effective
training materials to accomplish their
continuing competency goals. 

Continuing competency goals are devel-
oped in relation to the scope of practice

for practitioners in Alberta, which is
defined under the HPA by the Alberta
Occupational Competency Profile
(AOCP). The AOCP provides a complete
description of the knowledge, skills, atti-
tudes and judgments expected of practi-
tioners ranging from novice to expert.
The AOCP was developed to comply
with the requirements of the HPA and
created through the consensus of practi-
tioners registered with the College. 

To ease the transition for practitioners

and ensure public safety, the College has
designed a Gap Training program to
ensure that registered practitioners who
completed the provincial registration
exam prior to 2004 meet the required
competencies outlined by the AOCP.
Training received prior to February 2004
does not meet the broadened scope of
practice introduced under the HPA, and
training modules address each area in
which additional training is required.

FUTURE OF THE PROFESSION
Under the HPA, the College’s role as reg-
ulatory body is advanced and refined.
The HPA requires the College to carry
out its activities and govern its regulated
members in a manner that protects and
serves the public’s interest. To do this, the
College relies on the involvement of its
practitioners on College council, which
upholds the interests of both the public
and the profession. The Council repre-
sents the voices of those in, and those
impacted by, the profession, and sets the
strategic direction for the future.

Part of this future includes addressing the
growing need for emergency medical
service practitioners and addressing
labour shortages in our health care sys-
tem. The College has recently taken a
lead role in working with counterparts in
British Columbia to review regulatory
requirements for practitioners in both
provinces. The recent Trade, Investment
and Labour Mobility Agreement between
the Governments of Alberta and British
Columbia seeks to enhance labour mobil-
ity between the two provinces, and the
College has the goal of removing any bar-
riers that may impede a practitioner from
transitioning their career between Alberta
and B.C. Similarly, the College is also
working with counterparts at the nation-
al level to discuss labour mobility for
paramedic practitioners.

As emergency medical services in Alberta
continue to evolve, the College will con-
tinue its focus on governance under the
HDA while looking forward to legisla-
tion under the HPA.

know your healthcare team
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Health Quality Council of
Alberta releases findings of
first provincial Long Term 
Care Resident and Family

Experience Surveys

In December 2008 the Health Quality Council of Alberta
(HQCA) released the results of two surveys that exam-
ined the experience of long term care residents and their

families across Alberta. Overall, 50% of those residents
surveyed rated the care they get from nursing home staff as
9 or 10 out of 10. The survey found that from the residents’
perspective, items related to communication and respect
had the strongest relationship to the overall care rating.

Overall, nearly half of the family members surveyed (45%)
also rated the care at the nursing home as 9 or 10 out of
10. The survey found that the items that had the strongest
relationship to family members’ overall care rating were
related to staffing levels, care of residents’ belongings and
the nursing home environment. In addition, the survey found
that family members rated smaller nursing homes (those
with fewer than 100 beds) more positively than large
facilities.

This is the first provincial survey of its kind undertaken in
Alberta and it establishes a baseline for measuring the
experience of long term care residents and their families.
The results provide Alberta Health Services, long term care
operators and management, direct care providers, health
professionals and Alberta Health and Wellness with the
information they need to improve the quality of resident care
and services as well as aspects of residents’ quality of life.

Residents and family members associated with over 170
long term care facilities across Alberta participated in the
surveys. For the resident survey, nearly 3,500 face-to-face
interviews were conducted, covering about 25% of Alberta’s
long term care residents. For the family survey, 7,943
families completed a mailed survey for a response rate of
70.2%. This high response resulted in a low margin of error
of ±1.1%.

The provincial technical reports and a summary of the
findings are at: www.hqca.ca.

For more information about the HQCA’s long term care
resident and family experience surveys, please contact
Pam Brandt at 403.297.4091 or pam.brandt@hqca.ca.
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AN OPEN LETTER TO ALL 

CURRENT AND PROSPECTIVE

NURSING HOME CARE GIVERS, 

THEIR SUPERVISORS, 

FUNDING AGENCIES AND 

SENIORS’ GROUPS

I Have a N
I’m in a nursing home not because I want to be, but because

my daughter, who cared for me for over 28 years, is no
longer able to look after me with the safety that my severely

frail and osteo-arthritic body requires. She nursed me through
two cataract and two knee replacement surgeries, second
degree burns from scalding bath water, a nasty leg ulcer, a frac-
tured rotor cuff and pneumonia. And while my family and I
would prefer me to be home, the simple fact is that my daugh-
ter, at almost 70 years, receiving inadequate help to give her
much respite from taking care of me twenty-four hours a day,
365 days a year, was no longer able to lift me without endan-
gering her own back and health. 

My ailments, all too common for someone of my age, are
also those of many of my fellow residents. I have macular
degeneration, hearing loss, osteoarthritis, peripheral vascular
disease, and I can no longer walk, requiring an uncomfortable
mechanical lift to be transferred from bed to wheelchair. I am
unable to attend to my personal needs, I cannot get out of the
building without assistance and I am, for all intents and pur-
poses, a virtual prisoner in my room. Family photographs are
constant reminders of a former, far happier existence. A dirty
window and partially open shade allow me to see the tree out-
side my window. I am fortunate that I do not suffer from
Alzheimer’s or dementia.

The TV and telephone must suffice to bring the outside
world into my room. I can no longer read a newspaper, but I do
know from the news that the health care system is, once again,

being turned upside down and that there is an acute shortage of
doctors and nursing staff. I also know that my entire pension-
er’s income goes to paying for my residency in this ‘home’.

Aside from my daughter who comes daily for three to four
hours to take me for long walks in my wheelchair, I have few
visitors.

I am that old lady at the end of the hallway, who has trou-
ble adjusting to her new teeth, and who needs help with her per-
sonal care. I do not call for help frivolously. But please under-
stand that my critical lifeline to your care is my ready access to
the call bell. When you so frequently forget to pin it to my blan-
ket, leaving it where I cannot reach it, you deprive me of my
crucial link to obtain help. Your forgetfulness, or is it thought-
lessness, subjects me to unnecessary stress and anxiety. And
when calling out from my room at the end of the hall, you don’t
hear me, I am forced to rely on the possibility of another kind
resident to hear me and be willing to investigate my cries. I am
lucky that I have such a wonderful neighbor. But she should not
have to be in this position. 

Some of you have a ‘calling’ for the nursing profession and
are, what I consider to be ‘naturals’; whereas for others, your
work is merely a ‘job’, not a career. It is attitude, thoughtfulness,
common sense, along with good training, that make the crucial
difference for all my fellow residents who must rely on your
goodwill to take care of our frail, handicapped bodies in as
stress-free an atmosphere as possible.

Some of you treat me with great kindness, dignity, and
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She happens to be 102 years old, but Emma is more like
you than you might think.  Her room at the extended
care facility is lovingly decorated with family photos and

greenery.  Her bed is positioned so she can keep watch on
the weather outside.   She leaves her glasses off when I take
out the camera for pictures.  I do the same thing too – this is
definite proof that a woman’s vanity has no age.

Emma has experienced many of the same things you have in
your own life. She had a career – she was a seamstress in
small town Saskatchewan. She designed figure skating
outfits and graduation gowns.  She created her own patterns,
and did all her own sewing – the long seams by machine,
and all the hems by hand.   

She raised three children, two girls and a boy, and has a boun-
ty of grandchildren and great-grandchildren.  Emma loved to
play the piano, and was an accomplished soloist.  She’d play
Christmas carols on the piano every Christmas Eve beside a
candle-lit tree. Her hands are now fragile with paper thin skin,
but they were once strong and skillful tools of her trades.  

“I have had a rich life,” Emma says.

She loved scenery all over the world, so she travelled often –
across Canada, Hawaii, and all over Europe on annual trips
with her husband.  She continued travelling with her daughter
when her husband passed away, and wintered for almost
twenty years in Arizona.  Emma speaks fondly of a trip to Italy,
and describes a bus trip from Rome to Naples where she
feared for her life aboard a crazy bus careening its way along
the high cliffs of the Amalfi Coast.  

They say the elderly feel invisible, but Emma is a vibrant,
interesting woman who defies her years. She was clearly a
beauty in her youth, and her loveliness shines through her soft
eyes and her mischievous grin.  She just needs a gentle touch
and encouragement to share her wisdom.  

I ask, ‘What advice would you give to younger people about
happiness?’ Emma pauses, and her pale blue eyes well up.
Then she answers. 

“Happy to me means being able to dance.” And though
osteoarthritis has robbed her of waltzing on the dance floor,
she clearly is still dancing in her heart.

Name

respect when you take care of my needs. You say my name. You
help minimize my acute embarrassment of no longer being able
to take care of myself. You touch me gently and tell me every-
thing that you will and need to do so that I can cooperate and
help you where I’m able. I am not surprised by your actions and
welcome your loving care. You hug me, stroke my hand and
help me understand with soothing words. And from time to
time, you pop cheerfully into my room to ask how I am or if I
need anything. You make me feel that my isolated existence is
still worthwhile. You call me by my name. You are my periodic
sunshine and give me hope that after every shift rotation you
will be reassigned to take care of all the residents in my wing. 

Alas, some of you treat me as roughly and coldly as the
rough towels you use to dry me after my weekly bath. You for-
get that my skin is paper-thin and my bones are fragile. You fail
to realize that what works for your young body, doesn’t work
for mine. And when I’m having a difficult, uncomfortable night,
and I had to call you once too often for your liking, you threat-
en me with your raised finger. Your words and actions diminish
my being, making me feel useless and a burden to you. You
frighten me, scare me, and make me wonder why you ever chose
your profession as it seems to give you so little pleasure. I dread
the nights when you are assigned to our floor.

I have lived through two great wars, have been bombed
out, and with my husband and children came to Canada in
hopes to rebuild our lives. We succeeded through hard work
and frugality, and in the process have contributed to the diverse
fabric of our Canadian social, economic and cultural mosaic. I
do not whine or ask for much at this stage in my life. However,
I do ask that you never leave my room without ensuring that I
have my call bell in my hand. In the meantime, my thanks must
be verbal but my gratitude for not being forgotten or ignored,
being dealt with gently and kindly, and called by my name, is
eternal.

I wish it were in my power to reward you appropriately
and to insure that your pay is commensurate with the very dif-
ficult, frequently back-breaking work that you do. Alas, I fear
that time will only come when our elected officials must place
relatives, or even themselves, into nursing homes. Only then can
we hope that they will come to appreciate the true magnitude of
the urgent need for adequate health care and nursing home
funding. I doubt that I will live long enough to see that day.   

I am just shy of my 102 birthday. Please call me Emma.

Emma’s 102nd Birthday was in January 2009.

About Emma… By Sue Robins
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To improve Alberta’s health system into the future, the provincial
government is moving forward on Vision 2020, a report outlining
a number of actions to build Alberta’s health system. 

There are five goals in Vision 2020:
1. Providing the right service, in the right place, and at the right time;
2. Enhancing access to high quality services in rural areas; 
3. Matching workforce supply to demand for services; 
4. Improving co-ordination of care and delivery of care; and 
5. Building a strong foundation for public health.

“A major theme of our Health Action Plan released in April was to
ensure the future sustainability of Alberta’s health system,” said
Ron Liepert, Minister of Health and Wellness. “A commitment in
that action plan was to table a long-term health system sustain-
ability plan, and phase one of the roadmap for achieving that goal
is this Vision 2020 report. By linking the right services, in the right
location, and at the right time, patients will get faster treatment.
These types of efficiencies will, in turn, ensure our health system is
sustainable for years to come.” 

Actions to be implemented from Vision 2020 include: providing
more health care in community settings - including more care
options for seniors; integrating the skills of emergency medical
technicians more fully into the health-care system; changing reim-
bursement incentives for health professionals to align with new
ways of delivering care; and reviewing the role of small hospitals to
ensure they meet local needs.

“Vision 2020 is about a stronger, more efficient and sustainable
publicly-funded health system focused on patient needs,” said
Liepert. “The next step will be to develop a joint implementation
plan in the new year, complete with timelines and targets, between
Alberta Health and Wellness and Alberta Health Services in order
to put the report into action.” Vision 2020 was developed follow-
ing a provincial health services optimization review, which was
conducted to assess Alberta’s health needs and find opportunities to
improve health service organization and delivery for the next 10 to
15 years.

Alberta’s Vision 2020 puts Patients at 
Center of Sustainable Health System

Next step to develop detailed implementation plan with Alberta Health Services 

a healthy approach

Vision 2020 report is available on the Health and
Wellness website at http://www.health.alberta.ca
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Those who work in the helping pro-
fession are more likely than those in
other professions to experience inci-

dents that are often described as traumat-
ic. As such, it is imperative that organiza-
tions develop a process for helping staff
cope with incidents that cause distress.

Critical Incident Group Debriefing
(CIGD) is one such method. CIGD is a
short-term group intervention process
that focuses on an immediate crisis.
CIGD is one method that can be utilized
to lessen the likelihood of participants
experiencing symptoms of trauma and
stress after a critical incident. This group
debriefing process provides a place for
participants to talk and share experi-
ences, and for the facilitator to teach and
provide information about the impact of
critical incidents. 

While CIGD can be very effective in
many instances, there are times where
CIGD may not be appropriate. For
example, because of an issue of trust in a
particular group, it may be more appro-
priate to utilize individual debriefing than
group debriefing. It is important to note
that every crisis situation is unique and
will require thoughtful consideration to
the following questions:
• Is this a safe environment (is there 

trust, is there rank in the room)?
• Who is suited to lead this debriefing? 

What are pros and cons of having an 
outside versus inside facilitator?

• How large will the group be? 
• How soon after the crisis will CIGD 

happen?
• How many facilitators will be in the 

room? If more than one, how will 
they work together?

• Will attendance be mandatory? 
• How long of a time should a group 

last?
• What if participants want to leave?
• Where will the debriefing happen?
• Should some members of the group be

met with individually ahead of time?

The Crisis & Trauma Resource Institute
Inc. (CTRI) is one of several organiza-

tions involved in the training of the group
debriefing process. At their core, the dif-
ferent models of group debriefing have
similarities and are focused on providing
a structured environment for people to
talk about their emotions and reactions
to the event, with the purpose of lessen-
ing the likelihood of participants experi-
encing symptoms of trauma and stress
after a critical incident. While there are
similarities in the different models of
group debriefing, CTRI brings unique
perspectives driven largely by our back-
ground in counselling and therapeutic
practices. We focus on the importance of
providing a safe environment in natural
groups to explore thoughts and experi-
ences and view the teaching component
as key to the debriefing process.

There is much discussion on whether
group debriefing has the desired result of
preventing post-traumatic stress disorder
after traumatic incidents. The premise
behind most of the critiques is that there
is little evidence/research or in some cases
inaccurate evidence/research on whether
these processes work. In fact, on the con-
trary, some suggest there is evidence that
this process has the ability to do more
damage than good.

CTRI’s perspective is to take these cri-
tiques seriously and to not become over
zealous in our use of this model. It is
important to have a thoughtful discus-
sion about whether to use this process or
not in each situation that arises.
Following are some of the problems and
benefits with group debriefing that have
been identified: 

Problems that may be associated
with group debriefing:
• Minimal time for individual help.
• Creating a safe environment is diffi-

cult to accomplish in many situations.
Also, a false sense of safety can result 
in self-disclosure that is regretted.

• Vicarious traumatization - some 
stories expressed may be distressing 
for others to hear.

• Negative energy (depending on what 
happens, people may leave the 
meeting more discouraged than 
encouraged).

Benefits of group debriefing:
• Normalization occurs (one learns that

intense reactions are not just theirs).
• Teaching (learning about reactions 

and coping skills is usually beneficial).
• Time management (sometimes there is

no time or resources to debrief every
one individually in a realistic time 
frame).

• Provides informal assessment 
opportunities.

• Additional resources are made directly
available.

While CIGD is a very important part of
helping organizations respond to unfor-
tunate events, it is also a process that
requires much consideration and reflec-
tion prior to implementing.

at issue

Critical Incident Group Debriefing
ISSUES AND CONSIDERATIONS

By Randy Grieser, MSW, RSW,  Director-Crisis & Trauma Resources Institute Inc.

About the Crisis & Trauma
Resource Institute Inc. 

CTRI provides professional training and
consulting services for individuals, commu-
nities and organizations affected by or
involved in working with issues of crisis
and trauma.  CTRI will offer the workshop
Critical Incident Group Debriefing in
Calgary on May 27, 2009.  For more
details visit their website at www.ctrinsti-
tute.com. The author of this article, Randy
Grieser, will also be presenting on this
topic at the 2009 CLPNA Spring
Conference.
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We nurses have it within our power to end the nursing
shortage. With commitment and determination we solve com-
plicated problems every day, and we can solve this one too.

Think about it. If each nurse recruits or retains just one
nurse, we can end our own shortage in just a few years. We all
know the benefits of that… improved staffing ratios, less
burnout, and most importantly, better patient care.

That’s why, with the release of Chicken Soup for the Nurse’s
Soul, Second Dose, I have initiated my Each One Reach One
Nurse campaign. Look how simple this can be if we Each One
Reach One Nurse:

Endorse nursing as a great career. When someone asks,
“Are you a nurse?” do you share your passion and compassion,
telling them how wonderful this profession of service is? (or do we
complain too  much?) What other career offers such diverse expe-
riences? Part-time, full-time, bedside, boardroom, intensive care,
palliative care,schools, clinics, infant to geriatric…the options are
limitless. Remember to suggest nursing to middle-aged people seek-
ing a career change.

Advise middle or high schoolers to join. This age group
is deciding what they want to be when they grow up. Go to the
school and/or career day. From Johnson and Johnson’s
www.DiscoverNursing.com website, order free posters and videos
to excite them about our profession. Suggest it as a career to
babysitters, boyfriends, and baseball teams.

Counsel HCAs to get nursing designations. We’ve all
worked with health care aides who have the compassion and capa-
bilities to contribute at a higher level. Recognize that in them, and
if possible help them find funding and opportunities to get a high-
er education.

Help a tired nurse stay in. When you recognize that a col-
league is developing achy feet and an achy heart, offer support.
Talk to administration about flexible working conditions. Suggest
a transfer to a less demanding position. Ask him/her what they need
to continue to serve.

One

Recruit a non-practicing nurse to return. When I ask
my audiences, “How many of your know a nurse who is not cur-
rently practicing in our profession?” 20-30% of them raise their
hands. Just think if we could increase our workforce by 20%!
Invite that nurse to return to work in healthcare. Remind him/her
of the many work-place options today. Help them find a refresher
course to update their skills.

Encourage nurses to be instructors. Last year the US
turned away 120,000 nursing students for lack of instructors and
schools. Are you or a colleague ready to leave the demands of the
bedside to teach? Do you know caring people with a Bachelor’s
degree in another field? Help them explore MSN programs quali-
fying them to teach.

Assist and support a new nurse. Were you as appalled as
I to learn that 20% of first year nurses quit? What are we doing to
them? Take a new nurse under your wing. Help your facility set up
a mentoring program. Ask the new nurse what he/she needs and
offer that supportively.

Care for yourself and model that to others. It’s time to
stop bragging or complaining about not taking breaks or eating
lunch or going to the bathroom. Maybe if we role-modeled eating
right and emptying our bladders promptly, our colleagues will too!
Maybe if we stop agreeing to work exhausted doing overtime and
double shifts, other staffing solutions will be found.

Honor and recognize your colleagues. Awards from
administration are reaffirmingand appreciated. We can reward one
another too by acknowledging good work and thanking each other
and all departments for the support they give. Write a note. Speak
up. Ten seconds of expressed gratitude can provide hundreds of
hours of boosted morale.

ONE NURSE
Every nurse can do every one of the strategies above. And when we
do we will achieve what the government, money, and well-intention
programs have not. If each one of us reaches out to one – just one-
- our ranks will grow and thrive from the grass roots level up.

And who better to do it than us? 

a sip of soup

Each One Reach One Nurse
We Hold the Solution to the Nursing Shortage

By LeAnn Thieman

Every LPN has a “chicken soup” story,
from the heart-warming and funny, to the
thought provoking and emotionally pow-
erful. Share yours. Stories can be as
short as a few lines or up to 300 words,
and may be published in a future issue
of CARE magazine. The CLPNA will
work with you to write your story or you
can email it to newsletter@clpna.com,
fax to 780-484-9069, or mail to
CLPNA, Attention: CARE Magazine.

WANTED: “Soup” Stories
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In 2005, the average age of nursing professionals was the highest
it has ever been. Almost 40% of nurses were 50 years or older, out-
numbering those aged 34 years and younger by almost two to one.
A contributing factor to this aging trend is a general increase in the
age of nursing graduates. Among those employed in 2005, 27.1% of
LPNs in Canada were aged 30 or older at the time of graduation
(13.2% of RNs).7

In Alberta, the picture is modestly better.8 The average age of an
LPN in Alberta is down from 45.3 in 2002. The average age at which
most plan to retire is 60.5, up from 59.5 in 2002. However, 30% of
the LPN workforce in Alberta is over 50, and 16.6% are older than
56. Given the CLPNA’s Strategic Plan goal to increase LPN registrants
to 12,000 by 2012, the 26% of the LPN workforce aged 19-30
will not even be enough to sustain existing LPN numbers without
a significant influx of new LPN immigration or LPN education
enrollment if current trends continue.

It’s not just age that poses a challenge

The number of LPNs in Alberta has been increasing every year
since 2000, but remains 20% below figures recorded in 1986.

Employment rates are high. In 2005, most nurses (93.0%) were
employed. 55.4% of LPNs in Canada were employed full-time in
2005. While this suggests labour supply could be generated by shift-
ing more LPNs to full-time status, part-time status is most likely a
choice rather than necessity given the full-time employment rate has
been stable for several years.9

In spite of current economic challenges(which will ease… eventual-
ly), our rapidly ageing population and labour force will amplify longer
term labour shortages in key sectors including healthcare, and create
more employment choice for workers. Job satisfaction is a tool of
choice in being able to compete with forces - from aging to labour
force competition with other sectors - that work against the sustain-
ability of the numbers of people in the LPN profession.

Etched in a stone in Venice Beach, California are the words, “I am
a person who stands against the mountain and thinks of pebbles.”
While demographic and workplace issues present challenges to be
overcome, the CLPNA is actively working on recruitment and
retention initiatives to ensure that the stones of a vibrant future for
the LPN profession are being cast.

# Canadians employed in healthcare

A number of forces are coming together to present a monumental challenge
for us as a nation, as healthcare providers, and as healthcare practitioners:

Healthcare is a Big Ticket Item in Canada

We spend a lot on healthcare - $172 billion,
10.7% of GDP, or $5200 per person in Canada in
2008.1 Approximately four of every 10 provincial
budget dollars in Alberta are spent on healthcare.2

We’re going to spend a lot more on healthcare:

• Our population is aging. The baby boomers 
(born between 1945 and 1965) are retiring. 
Between 2005 and 2010 the number of 
Albertans aged 45 and over will grow more 
than twice as fast as those under 45 years of 
age, and the fastest growth will occur in the 
55 to 64 age group.3

• It costs more to provide healthcare for an aging 
population. With today’s per capita health 
expenditure held constant, health expenditures 
are expected to increase by 30% in the next 
30 years from the effect of aging alone.4

• We’re living longer with chronic conditions. 
Over the past 20 years, the proportion of 
Canadians with hypertension has risen by 
36%, with diabetes 75%, and with cancer 
200%.5

• Our healthcare expectations are rising as our 
society becomes more prosperous.

The Way We View Healthcare is Changing

Canadians want quality of life – with the best
that medicine and technology can buy. They want
minimum wait times, and access to care closer to, or
even in, the home as they age. In addition to acute
care, Canadians will demand and require far more
extensive community care (e.g. home care, mental
health, primary care, public health, etc.), and long
term care. A public push to decentralize service will
strain many services where there is desire to central-
ize for reasons of cost efficiency.

The technological revolution is advancing so
quickly it enables consideration of the structural
form and function of healthcare: how disease is
treated, where disease is treated, and how healthcare
practitioners interact with technology to provide
patient care.

The Healthcare Workforce Challenge

The larger workforce that will be required to meet
a significantly increased need is aging, translating to
a looming labour shortage. 

1

2

3

1,000,000

33%
44.8

41.2

Nurses (RN, LPN, RPN) as proportion 
of total healthcare workforce

Average age of nursing professionals

Average age of Alberta LPN s in 2008

In 2007…

1 Canadian Institute for Health Information, National Health Expenditure Trends (1975 -2008)
2 Alberta Health and Wellness
3 Human Resources and Employment, Alberta Regional Population Outlook, 2005-2010
4,5 Health Policy Research Bulletin (Vol.1/Iss.1), Health Canada, 2001
6 Canadian Institute for Health Information; CLPNA (Alberta LPN average age)
7,9 Health Canada, Health Policy Research Bulletin, Issue 13, 2007
8 CLPNA Member Survey, 2007

6
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hemorrhage, and almost died. I was
brought to Foothills and met a nurse I
became friends with. She took care of
him. She told me about her impending
trip to Darfur with Doctors Without
Borders. More importantly, I saw what
she was doing for my father. I knew right
there what I wanted to do… what I had
to do.” 

I ask her if he’s proud of her choice. A
tear wells up in her eye and she says “Yes
he’s very proud.” She then goes on to talk
about how she was so excited to buy
scrubs, and the day she received her
Health Region identification badge.

I ask Kristina about a patient interaction
that stuck with her in her practicum
experience at Bow Valley College. She
replies, “It was my first patient – a
woman with Alzheimer’s disease. I spent
six weeks with her, by many accounts a
challenging patient because she would
repeat the same phrases over and over
again. She was easily agitated, and there
were general communication challenges.
Her ‘light’ was mostly dim, but it would

the (new) face of healthcare

There are just a handful of
times in life when you meet
someone who in talking about
change and transformation in
their life, change you. That
person is Kristina McGuire.
Born in Montreal, Kristina is
articulate and engaged in telling
the story of healthcare through
her eyes. She wears her heart
on her sleeve. Her words and
her passion inspire.

To understand her perspective, one must
understand Kristina’s history. Her parents
were both nurses. Her Dad is an RN
trained in the Philippines. Her Mom is an
LPN. Her Dad worked as an O.R. nurse
at Calgary General and transferred to
Peter Lougheed when the General closed.
Her Mom worked in home-care for a
long time as a nursing coordinator. Her
sister is an LPN, completing the course at
Bow Valley College in 2003, and present-
ly working at Peter Lougheed Hospital.

We quickly arrive at her motivation for
entering the nursing profession (after
chatting about her husband Drew who
she describes as her motivational coach) –
her Dad. “He’s my hero,” she says with
emotion. She says her Dad told her not to
pursue nursing… it was an overworked
and underpaid profession. “But he loved
it,” she says, affectionately calling him a
walking contradiction. “You could
always see his love for nursing in his face.
He was a storyteller about life and times
in healthcare. He would always say edu-
cation is the most important thing in life.
Someone can take away a house and
money, but they can’t take away your
education. I remember family driving
trips… Dad would quiz me on the names
of the bones in the ears, the function of

the liver, and any other matter of medical
amusement.”

She also notes that her Dad comes from a
family of 18 brothers and sisters – many
of whom are nurses. I ask why that is.
Kristina quickly answers, “Nursing is an
honoured profession that plays a central
role in Philippines life. Service and caring
for fellow human beings is a part of the
culture – where there’s no job that’s
below you.” She adds, “Acts of service
make you feel good. It’s rewarding to do
something for someone else.”

We move on to talk about Kristina's life.
She says she tried to avoid becoming a
nurse. She had tested waters elsewhere
for years… teacher, working at a bank for
five years, and working with film studios.
But she says in retrospect she was waiting
for a catalyst, and it was her Dad.

“In November, 2005, just months after I
got married, Dad was working an
evening shift and got a bad headache. He
was sent to the E.R. as a precaution, and
had a CT scan. He had a subarachnoid

Interview by Chris Fields

Kristina McGuire

Graduate 
(and Class Valedictorian), 
Bow Valley College,
January, 2009
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I ask Kristina what kind of nursing role
she wants to take on. She says she wants
to go everywhere. ICU. E.R. She adores
children. “As a girl, I would do home vis-
its with Mom – mostly kids. I would
watch her do tube feedings. The visits
were recurring, so I would get to know
the kids. So I grew up with kids with
everything from cerebral palsy to seizure
disorders. I saw nothing wrong with
them … they were friends.”

And for the next ten minutes of our inter-
view we transition to a world that is
deeply personal… and informs wisdom.

I suggest to Kristina that she might find
working with children too heart-breaking
because I see her as a deeply empathetic
person. She nods, but thinks she could do
a world of good there. She then describes
the details of a rebellious childhood, and
it’s so different than who I see sitting
across from me that I facetiously suggest
that she's lying. But she’s not… because
there’s tears in her eyes. As she describes
it, she learned behaviour modification at
13 years old, and she struggled for sever-
al years. It’s made her who she is.

There’s quiet for a moment – and I twist
an analogy around in my mind related to
metamorphosis - that a caterpillar is quite
an interesting creature with all those
synchronous legs, but it’s just a stepping
stone to something even more beautiful.
When time dictates, the caterpillar winds
itself into a cocoon and later reveals one
of nature’s great inspirations – a butterfly.
Perhaps Princess Diana said it best – “If I
am to care for people in hospital I really
must know every aspect of their treat-
ment and to understand their suffering.”

Suffice it to say that Kristina has learned
nursing from the other side, and it
grounds her in her driven nature, and the
emotional investment she has in it. “She
gives hope to others,” adds Ann-Marie
Simpson, LPN, an Instructor at Bow
Valley College, who is sitting in on the

turn on and off. I was assigned to her
because a nurse felt I could spend more
time with her. She was a war-time nurse
who was shipped to the beaches of
Normandy. There she nursed injuries.
After the war, she went on to nursing
management at an 80 bed hospital in
Toronto, followed by work in a larger
facility. She wrote a book and several
articles.”

Kristina’s ability to connect more deeply
with people reveals itself in what follows.
“Her room was full of war-time para-
phernalia. Her daughter encouraged visi-
tors to write notes in a journal in the
room. I read through those. There is a
window box beside the room doors, and
in hers is a wartime nursing uniform and
cap. I could picture her life and the
significance of it. I got to know her from
the memories in her room, and could see
the world as she saw it through her eyes.
It's humbling, and easy to care just a
little more when you can step outside
yourself.”

I ask her what different perspective she
brought to the patient interaction. “I’m
patient,” she says. “We hit it off. I took
her for walks when she became agitated.
I got stories out of her. She loved cookies
and tea. I would give those to her when
she became agitated. I would ask her for
advice – what should I do as a nursing
student? She would reply – ‘study your
books.’ All she wanted was a friend.”

Kristina also talks about “a giant farmer
from Saskatchewan” with a broken tibia.
She says she was lucky to be able to
follow him through surgery and recovery.
“He was a nice salt of the earth farmer –
big and tough on the exterior. But going
into surgery I could see the beads of
sweat on his face…and he was shaking. I
had a rapport with him, and he quietly
said to me ‘I’m really scared’. I said, ‘I’ll
be here when you wake up.’ He said,
‘That’s good.’ He humbled me. He had
the same fears as everyone else.”

EMPLOYED: 

Adult - Vascular Surgery
CALGARY

Pediatric - Cardiology, Respiratory and GI 
CALGARY

It’s humbling, and easy to care just a little
more when you can step outside yourself.

interview. “She even recently offered me
advice that was both timely and wise
based on her own life experience.”

When Kristina made the decision to pur-
sue nursing, she was all in. She paid out
of her own pocket to upgrade math and
biology, and obtain a math tutor. She
took a medical terminology course at
Bow Valley College. She turned in her
life’s RRSP savings to pay for the LPN
course. She worked a night shift as a
Nursing Aide at Foothills Hospital in
oncology and sub-acute care while
attending college.

Given her family background, I ask her
why she pursued LPN as opposed to RN
designation. “I wanted more than a text-
book education… I wanted a hands-on
education,” she says.

Kristina wants to work to her full scope
of practice, and worries a bit about what
she feels is a breakable glass ceiling for
the LPN in situations where they’re not
used fully. “I don’t want to have someone
say to me I can't do what I'm trained to
do because I have different letters. I’d
hate to think I can’t provide the best care
possible to the best of my abilities.”

While the vibrancy of people like Kristina
will continue to open the door wider for
LPNs to walk through in terms of the
ambitiousness of the work itself, it’s one
of her last comments that provides a win-
dow to the soul of LPNs. “You have to
love this. It's not for the money.”
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ANNUAL 
GENERAL MEETING 

The CLPNA hosts their Annual
General Meeting on Wednesday, April
15 at 6:30pm at the Calgary Marriott
Hotel. Presentations include an
overview of the 2008 Annual Report
and the College’s future goals. 

Resolutions can be filed until April 14
at 4:30pm. For forms and instructions,
please contact Executive Assistant
Sherri McLellan at sherri@clpna.com,
or 780-484-8886 Ext. 243.

the operations room
clpna.com

CLPNA seeks 
Council Members
The College of LPNs of Alberta seeks LPNs interested in

becoming involved in College affairs. Members residing in
three election Districts are invited to let their name stand

for election to the CLPNA Council by submitting a Nomination
Package before May 31. This opportunity allows direct participation
in the College’s Mission: “To regulate and lead the profession in a
manner that protects and serves the public through excellence in
Practical Nursing.” In June, LPNs in the election Districts will
select their representative by mail-in ballot. 

The Council is responsible for the overall general direction of
the College operating on a broad policy and overall planning level.
In particular, the Council is responsible for ensuring the College
operates on a sound financial basis. The Council does not manage
day to day operations, or the “means” of achieving outcomes.
Formally, the Council deals with College business through the
Executive Director. Further information about Council duties is
available from www.clpna.com under “About the CLPNA”. 

Council members attend two-day meetings every three months
to review reports of College business and to plan upcoming goals. 

SUBMITTING A NOMINATION

To place a name on the ballot for the Council election, interested
members must submit a Nomination Package to the CLPNA before
May 31. Nomination Packages and more information is available
from www.clpna.com or by contacting the CLPNA. The College 
prepares and distributes ballots by mail to each member of the 
election District within 14 days following the close of nominations. 

Become a part of this dynamic team!

Member Information  -  College Activity  -  Best Practices

7

6
5

3

2
1

4

Districts up for election 
in 2009 are:

District 2
Calgary Health Region

District 4
Capital Health Region

District 6
Peace Country Health Region

District 7
Northern Lakes Health Region

CLPNA
District Map



The CLPNA Council recently implemented two changes to
scope of practice for Licensed Practical Nurses (LPNs) in
Alberta:

Intravenous (IV) Push Medications 
Effective immediately, LPNs in appropriate environments, can administer
medications via peripheral intravenous push. 

BACKGROUNDER
This change is based on the evolving role for LPNs with IV medication
administration and practice changes making IV push medication adminis-
tration more common in a variety of settings. For several months now we
have been engaged in conversation with several health regions examining
the possibility of allowing LPNs in some acute care environments to 
administer specific medications via direct push, intravenously (IV). 

LPNs in acute care are part of a multidisciplinary health team and many
are now competent in medication administration via a peripheral IV. Some
settings are moving away from the use of mini-bags and buretrols for 
dilution of medications for intravenous administration and are utilizing
direct push methods for a wide range of IV medications. 

The Health Professions Act, LPN Regulation 2003 - 13 (3), authorizes
LPNs to administer fluids or medications via intravenous lines. The
CLPNA Competency Profile 2nd Edition (2005) notes parameters 
around direct peripheral IV push medications (V-2-11). CLPNA currently
authorizes the Renal Dialysis Specialty areas to administer direct peripheral
IV medications due to the nature of this practice area and the advanced
skill and expertise of those LPNs who have obtained the Specialty. 

Because of these changes in practice and the fact that there are high levels
of support in practice settings the competency of direct IV push is now 
considered an “Additional Competency”. This competency must be 
appropriate and supported within the specific practice setting through 
policy, procedure, and education (including theory, lab, and clinical 
supports) to ensure safe practice.

Intravenous Initiation (IV starts) 
Effective 2010, all graduates of Practical Nurse programs will have 
achieved competence in IV initiation. 

BACKGROUNDER
Initiation of a peripheral intravenous (IV) has been part of the Licensed
Practical Nurse (LPN) scope of practice since 1997 and has been taught
through on the job certification or post basic education. As the LPN role
has evolved under the Health Professions Act more LPNs are assuming this
competency to further compliment their role. Recently several large tertiary
care sites have been providing widespread education for all their LPNs in
intramuscular injections, IV medication administration, and IV initiation. 

Currently, LPN students in Alberta learn all components related to periph-
eral intravenous care with the exception of initiation of the intravenous.
Several other LPN jurisdictions in Canada include IV initiation in their
basic education. Alberta PN programs will be introducing this new 
competency into curriculum for all 2010 graduates.

IV Push Medications 
& Intravenous

Initiation

Scope of
Practice
Change
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How do You get 
Your DUCKS in a Row?
CONTINUING COMPETENCY PROGRAM
(CCP) VALIDATION IS HERE!!

The CLPNA recently mailed out 400 CCP Validation packages
to actively practicing LPNs across Alberta through a random
selection process. In these packages, LPNs are expected to
complete a four-part Validation that includes verification of 
learning completed in the past two years. This article is 
intended to clarify Part 1 and Part 2 of the Validation form.

Part 1)  Verification of Participation in Learning

In this section, you tell us exactly what you did to complete the
learning. Resources and strategies must be presented for
every learning objective, i.e., course name, website address,
journal or magazine name, article title, conference name.  
To verify the learning, documentation may include; certificates,
letter of attendance, transcripts, conference agenda, or a 
concise Record of Professional Activities, including date of
learning and hours involved. 

Part 2)  Transfer of Learning

This section is where you tell us how the learning changed the
way you think about your practice.  Has the learning changed
your attitude, perception, or awareness about the particular 
competency? Did you acquire new knowledge and skill or just
review areas you were already aware of?

The Validation process examines to what extent your learning
has occurred and how you’ve applied this to your practice. Do
you have a new understanding of the concept or techniques
taught? Are you now looking at practice differently because of a
new attitude or enhanced critical thinking? These signs indicate
you successfully transferred your learning.

Watch for the Summer, 2009 issue of CARE for information on
Part 3 and Part 4 of the CCP Validation where we examine
changes in professional behavior and the declaration process
that confirms your professional commitment.

NSF FEE 
INCREASED 
At the December 2008 meeting 
of the CLPNA’s Council, the 
Non-Sufficient Funds (NSF) fee was
increased from $15.00 to $25.00.
This fee is applicable if any payment
to the CLPNA becomes NSF. 

As per CLPNA Bylaws, Section 16, the
Council of the CLPNA is responsible to
establish fees, costs, levies or assessments.

Donate to Silent Auction
Consider donating handcrafts or other 

quality items to this year’s Silent Auction! The
Fredrickson-McGregor Education Foundation for
LPNs once again hosts their annual Silent Auction 

in conjunction with the CLPNA’s 2009 Spring
Conference. This is a fun and exciting event where
everyone can participate, out-bidding your fellow

colleagues and receiving fantastic items! New items
such as household goods, home decor, books, 

electronics, gift certificates, scrapbooking 
materials, handcrafted items, etc, are welcome. 

Donations can be dropped off or mailed to the
CLPNA office: St. Albert Trail Place, 13163 - 146
Street, Edmonton, AB, T5L 4S8, or brought to the
Spring Conference Registration Desk on April 15 

or the morning of April 16. Read more at 

www.clpnaconference.com

{
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Council Meeting of December 4-5, 2008:

• The 2009 Budget was presented and approved. 
• Intravenous initiation was included into all basic practical nurse 

programs in Alberta for graduates completing after January 1, 2010.
• Intravenous push was added as an additional competency for Licensed 

Practical Nurse practice in Alberta effective immediately.
• The Extended Registration fee was eliminated from the fee structure 

effective January 1, 2009.
• The new fee for Consent to Release was established at $55.00 

including GST effective immediately.
• The Non-Sufficient Fund (NSF) fee was increased from $15.00 to 

$25.00 effective January 1, 2009.
• The Diploma Practical Nurse Program offered by Columbia College 

was approved for three years effective December 2008 to November 
2011 as per the recommendations of the Education Standards Advisory
Committee (ESAC).

• Debbie Elliott was appointed as an Employer Representative from 
Edmonton (4th Term) to the Education Standards Advisory Committee
(ESAC) to December 31, 2010.

• Hugh Pedersen, President; Peter Bidlock, Public Member; and Kristina 
Maidment were appointed to be on the Executive Director Evaluation 
Committee for 2009.

• Hugh Pedersen, President; Kristen Shardlow and Robert Mitchell were 
appointed to the Council Appeals Committee to December 31, 2009.

• Peter Brown and Jenette Lappenbush were appointed to the 
Nominations Committee for Spring Conference 2009.

• Kristina Maidment was appointed to compile Council Annual 
Evaluation for 2009.

Regulated Committee Re-Appointments

The following members and individuals re-appointed to the designated
committees to December 31, 2010.

Hearing Tribunal Chairperson – Sheila Green (2nd Term)

Hearing Tribunal - Tobi French (2nd Term)

Hearing Tribunal – Larry Leduc (2nd Term)

Hearing Tribunal – Deborah Reed (2nd Term)

Hearing Tribunal – Kathryn Kennedy (2nd Term)

Complaint Review Committee Chairperson – Anne Lanz (2nd Term)

Complaint Review Committee – Barry Nesterchuk (2nd Term)

Education Standards Advisory committee (ESAC) – Pat Fox, LPN (3rd Term)

Education Standards Advisory committee (ESAC) – Penny Kwasny,
Employer Representative (2nd Term)

Regulated Committee Appointments

The following members and individuals appointed to the designated 
committees to December 31, 2010.

Hearing Tribunal – Jamie Anderson (1st Term)

Hearing Tribunal – Jill Paton (1st Term)

Hearing Tribunal – Shelley Hendrickson (1st Term)

Complaint Review Committee – Margaret Devlin (1st Term)

Registration & Competence Committee – Ashley Holloway (1st Term)

Registration & Competence Committee – Dorothy Wurst-Thurn (1st Term)

LPNs can expect fewer approvals 
of Grant Applications, except for
courses leading to specializations such
as Operating Room, Orthopedics, and
Immunization.

Due to recent economic downturn, the
endowment for the Grant Program of 
the Fredrickson-McGregor Education
Foundation for LPNs has declined in value
and the interest from which Grant funds
are distributed has diminished. Beginning
with the October 31, 2008 Application
period, the Foundation suspended approval
on courses in the categories of Event
Funding (non-credit courses) and Long
Term Funding (Bachelor-degree courses)
pending the growth of the endowment. 

Members are invited to continue applying
for Short Term Funding, especially for
courses such as Operating Room,
Orthopedics, Leadership, Mental Health,
Gerontology, Immunization, IM/ID, Infusion
Therapy, Chronic Diseases, and Foot Care. 

Funding for the Grant Program was
received by the College of Licensed
Practical Nurses of Alberta from Alberta
Health and Wellness to support continuing
education needs of LPNs, and is distributed
by the Selections Committee of the
Fredrickson-McGregor Education
Foundation for LPNs.

GRANT PROGRAM
IMPACTED BY
GLOBAL FINANCIAL
TURMOIL 

COUNCIL HIGHLIGHTS
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the operations room

membership
Registrations

2007 2008

Alberta Initial Graduates 536 487

Re-Entry LPNs 14 13

Other Canadian Registrants 225 238

Non Canadian Registrants 22 363

Renewals 6467 6758

TOTAL 7264 7859

Out of Province 
& International
Registrations

LPN Registration Trends

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

8646
7894
7225
6956
6736
6651
6545
6378
6196
5562
4963
4723
4606
4342
4431
4848
5172
5575
6037
6533
6864
7264

7859

-8.7%
-8.5%
-3.7%
-3.2%
-1.3%
-1.6%
-2.6%
-2.9%
-10%

-10.8%
-4.8%
-2.5%
-5.7%
2.0%
9.4%
6.7%
7.8%
8.3%
8.2%
5.0%
5.8%

8.1%

Number 
of LPNs

Percentage of
Loss/Increase

1998     1999     2000      2001     2002     2003     2004      2005     2006     2007      2008

YEAR

53 34 41 74 90 80 81
124

205
247

601

CLPNA Registration Data

94.3%

5.7%
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[ +1.3% vs 2007 ]
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R9

R8

R7

R6
R5

R4

R3 R2

R1

Age of Active LPNs

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

13.1%
1031

15.1%
1182

11%
866

10.8%
845

10.3%
810

11.9%
936

11.7%
919 8.9%

700 7.2%
570

Distribution of LPNs 
by Health Region

2007 2008

R1 Chinook Regional Health Authority 405 425

R2 Palliser Health Region 285 294

R3 Calgary Health Region 1685 1808

R4 David Thompson Regional Health Authority 843 838

R5 East Central Health 377 380

R6 Capital Health 2399 2784

R7 Aspen Regional Health Authority 414 419

R8 Peace Country Health 374 374

R9 Northern Lights Health Region 127 131

Other Canadian 405 406

TOTAL 7264 7859

Average Age: 2006 - 42.4 2007 - 42.2 2008 - 41.2

statistics
Year ending December 31, 2008
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CLPNA Council
President

Hugh Pedersen

Executive Director/Registrar
Linda Stanger
linda@clpna.com

District 1 (RHA Regions 1, 2)
Marie Boczkowski

District 2 (RHA Region 3)
Donna Adams

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

District 4 (RHA Region 6)
Vacant

District 5 (RHA Region 7)
Jenette Lappenbush

District 6 (RHA Region 8)
Kristina Maidment

District 7 (RHA Region 9)
Kristen Shardlow

Public Members
Peter Bidlock / Robert Mitchell

Ted Langford  
To contact Council members please 

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

CLPNA Staff
Tamara Richter

Director of Operations
tamara@clpna.com

Teresa Bateman
Director of Professional Practice

teresa@clpna.com

Sharlene Standing 
Director of Regulatory Services

sharlene@clpna.com

Linda Findlay 
Practice Consultant /CCP
lindafindlay@clpna.com

CLPNA Office Hours

Regular Office Hours
Monday to Friday 

8:30am to 4:30pm

Closed for
Statutory Holidays

the operations room

Log On 
to clpna.com

• Regulations and Standards
• Practice Statements
• CLPNA Publications
• Learning Modules
• Competency Profile

and more…

OUR MISSION

To lead and regulate the profession in a manner that 
protects and serves the public through 

excellence in Practical Nursing.

OUR VISION

Licensed Practical Nurses are a nurse of choice, trusted 
partner and a valued professional in the healthcare system.

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

By 2012 the CLPNA expects:

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

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

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

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

• An increase in LPN registrations to 12,000 by 2012
• LPNs to actively promote and support the profession
• Employers fully utilizing LPNs in every area of practice
• The scope of practice to evolve in response to the unique 

and changing demands of the healthcare system

COLLEGE OF LICENSED PRACTICAL NURSES OF ALBERTA
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