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from the college

CLPNA is 
committed to 

ensuring the LPN 
profession continues 

to provide safe, 
competent, ethical 
and relevant care 

to a changing 
demographic within 
an evolving system.

PRePaRiNG alBeRTa lPNs foR 2024
alberta is aging. By 2030, it is estimated 17.3% of our population will be over 
65 with significant growth in the 85-plus category1. as the population ages, 
seniors care is increasingly in focus for government, educators, employers and 
the public. in the next 10 to15 years, nurses will experience a greater number 
of seniors in most care settings. This makes understanding excellence in senior 
care critical for our profession. 

in our 2014 strategic Plan and the three-year Business Plan, ClPNa commit-
ted to ensuring lPNs are prepared to continue providing competent, safe and 
ethical care for a rapidly-changing demographic. With this goal in mind, ClPNa 

was pleased to be part of an alberta based study group to Denmark and Holland to witness the impact of these 
world leaders in senior care.

in Denmark, we observed person-centered government philosophy in a society that values the elderly - where no 
matter how old or how sick, a person’s right to choice is respected. There is a focused effort to keep people inde-
pendent and in their homes as long as possible. a diagnosis of loneliness qualifies for home care visits. family and 
volunteers have a role. The government no longer builds nursing homes. some traditional nursing homes are being 
repurposed to rehabilitation centers focused on maximizing function for hospitalized seniors once the acute phase 
of an illness is past. When seniors can no longer stay at home, care is provided in private suites in an apartment 
-style complex. These apartments are integrated into communities resembling any other apartment complex on the 
street. Restraints are illegal and pharmaceuticals are used sparingly. Denmark is on their third national dementia 
strategy with focus on public education and equipping people, caregivers and staff, and valuing the work.

a tour of the Dementia village outside amsterdam showcases an innovative design where those with 
severe dementia are cared for within a philosophy of normalization, reminiscent therapy, freedom and 
respect. The residents live in groups of six to seven in homes with others with similar lifestyle. There 
are no locked wards. There is freedom to wander. With their caregivers, they shop for groceries at the 
supermarket, they attend live theatre and dine in a restaurant. all shop keepers, employees and the 
large contingent of volunteers have specialized training in dementia care. as in Denmark, residents 
are never restrained and use of pharmaceuticals is kept to a minimum. There are multiple activities 
for residents. attired in street clothes, residents of the Dementia village are active throughout the 
day and no one spends the day in their bed. Rehabilitation is a focus and occurs within the home 
environment. The residents live a full life to the extent they are able and often die either at the village 
or after only a brief hospitalization. average length of stay in the village is 2.5 years. 

The impact of the approach to seniors care in these two countries was palpable. There was calm, 
quiet and a very real sense of respect for the individual. Both countries focus on the education 
and continuous learning of their staff. success results from the intersection of government policy,          
societal commitment, innovation and appropriate staff training. 

for us at home, the learning continues. Council is hosting a Think Tank this fall focused on seniors 
Care, Dementia, and innovation. Participants including government, employers, educators, associations, regulatory 
bodies and lPNs will hear experts from Denmark, Holland, the u.K. and alberta. The minister of Health and alberta 
Health services will present current plans for moving seniors care forward in alberta.

ClPNa is committed to ensuring the lPN profession continues to provide safe, competent, ethical and relevant 
care to a changing demographic within an evolving system. The Council and executive Team are excited to apply 
the learning to our strategic direction. This fall, consultation sessions with educators, lPNs and employers will     
occur throughout the province from the far north to the very south, reviewing and updating lPN competencies as 
the start point. all lPNs in alberta will have opportunity for input, and we encourage your involvement. 

in addition to supporting continued planning for the lPN profession, it is hoped through collective learning by 
a broad group of participants, the Think Tank will contribute to further collaborative initiatives on seniors care in 
alberta. 

These are exciting times and the ClPNa looks forward to working with lPNs and all stakeholders toward a       
preferred future for healthcare and seniors in alberta.

Jo-Anne Macdonald-Watson, President and Linda Stanger, Executive Director

1 lai, v. (2014). Demographic trends and impact on service delivery. Retrieved from http://www.clpna.
com/wp-content/uploads/2014/03/vivian-lai-Dec-5-2013-Think-Tank-Presentation.pdf
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CAREER OPPORTUNITIES
Licensed Practical Nurses

For more information email careers@albertahealthservices.ca

Alberta Health Services provides the highest quality patient care by placing the 
needs of our patients, families and communities first. At AHS, you’ll discover a 
culture of care based on collaboration and values. Working at AHS enables a 
better quality of life, not only for our staff, but for their families. AHS values 

the diversity of the people and communities we serve and is committed to 
attracting, engaging and developing a diverse and inclusive workforce.

We are currently seeking LPN’s for rural and rural remote locations.

New grads – nursing in rural communities could qualify you for up to 
$20,000 in Canada Student Loan Forgiveness.

www.albertahealthservices.ca/careers

Free resources & forum promote 
Canadian Patient Safety Week, 

October 27-31
In Canada, between 9,000 and 24,000 people die each year from 
preventable adverse events in hospitals. More deaths result each 
year from patient safety incidents than from breast cancer, motor 
vehicle accidents and HIV combined. 

The College of Licensed Practical Nurses of Alberta (CLPNA) is 
proud to endorse Canadian Patient Safety Week, October 27-31. 
Along with the Canadian Patient Safety Institute (CPSI), we’re 
spreading the message of ASK. LISTEN. TALK. CPSI invites you to 
join us in creating a safer healthcare system for all Canadians by 
bringing awareness to the importance of patient safety. 

This year, Canada’s Forum is being held in Edmonton on October 29-30. If you’re unable to make the trip, you 
can still register to watch online. Become a patient safety advocate for your team and register for both of these 
events. Registration is easy and free. Visit www.asklistentalk.ca. 

By registering, you’ll receive a complimentary package filled with items such as innovative posters, tent cards and 
a patient safety magazine that showcases incredible individuals and their tremendous contributions to patient 
safety and quality improvement.

These events are just some of what is coming up during Canadian Patient Safety Week. Let’s make patient safety 
a priority. Register today at www.asklistentalk.ca 
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WORKSHOPS COMING TO ALBERTA IN
2014-2015 FALL/WINTER

      info@ctrinstitute.com                            www.ctrinstitute.com                                 204.452.9199

HELPING COMMUNITIES AND ORGANIZATIONS 
WITH ISSUES OF CRISIS AND TRAUMA

DE-ESCALATING POTENTIALLY VIOLENT SITUATIONS™
Edmonton;  October 14 & December 10;  Calgary:  October 16
CRITICAL INCIDENT GROUP DEBRIEFING
Edmonton:  October 15;  Calgary:  October 17
HELPING CHILDREN - Practical Tools for Engaging and Supporting
Calgary:  November 12-13;  Edmonton:  November 19-20
MINDFULNESS COUNSELLING STRATEGIES - Activating Compassion and Regulation
Edmonton:  December 8-9;  Calgary:  December 10-11
CHALLENGING BEHAVIOURS IN YOUTH - Strategies for Intervention
Calgary:  December 15
ANXIETY - Practical Intervention Strategies
Calgary:  February 10;  Edmonton:  February 12
DEPRESSION - Practical Intervention Strategies
Calgary:  February 11 
MOTIVATING CHANGE - Strategies for Approaching Resistance
Edmonton:  March 9-10;  Calgary:  March 11-12
AUTISM - Strategies for Self-Regulation, Learning and Challenging Behaviours
Calgary:  April 7-8;  Edmonton:  April 9-10

TRAIN-THE-TRAINER Certification Workshop 
DE-ESCALATING POTENTIALLY 
VIOLENT SITUATIONS™
Edmonton:  December 10-12, 2014

Due to the high demand for this workshop and its relevance to 
many workplaces, CTRI offers a train-the-trainer program for our 
De-escalating Potentially Violent Situations™ workshop. Training an 
internal trainer to deliver this workshop both enhances organization 
know-how and saves costs at the same time. Please visit our website 
for details and fee information.

Register early for public workshops and save 10%.  
Pay online and save an additional 5%!

TO REGISTER OR FOR 
MORE INFORMATION:

    204.452.0180          www.achievecentre.com          info@achievecentre.com  

Register early and save 10%.  
Pay online and save an additional 5%.

 To Register:

Promoting Leadership and 
Organizational Performance

ALBERTA PUBLIC WORKSHOPS FALL/WINTER 2014-2015

TO REGISTER OR FOR 
MORE INFORMATION:
www.achievecentre.com            
204.452.0180            
info@achievecentre.com

ASSERTIVE COMMUNICATION
Calgary:  October 8;  Edmonton:  October 16

CONFLICT RESOLUTION SKILLS
Calgary:  October 9;  Edmonton:  October 17

MANAGEMENT AND SUPERVISION 
- The Crucial Skills
Calgary:  November 6;  Edmonton:  November 7

DEALING WITH DIFFICULT PEOPLE
Calgary:  December 8;  Edmonton:  December 10

COACHING STRATEGIES FOR LEADERS 
- Conflict, Performance, Change
Calgary:  December 9;  Edmonton:  December 11

LEADERSHIP - The Essential Foundations
Edmonton:  February 5;  Calgary:  February 6 

EMOTIONAL INTELLIGENCE - Expanding Influence
Edmonton:  March 3;  Calgary:  March 5

WEBINARS
No matter where you live, 
you can easily access some 
of our workshops right from 
your desk. Our one-hour 
webinars offer you the 
opportunity to hear, view and 
engage with our trainers.

Visit our website for details.
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Healthcare Quality: 
Coordination and Integration of Care

Canadians give high ratings to the quality of care they personally receive.  
But poorly-organized care is still common in our country. CARE presents a second look 
at the Health Council of Canada’s survey into Canadian experiences with healthcare.

Results from the 2013 Commonwealth Fund International Health Policy 
Survey of the General Public
Canadian Health Care Matters, January 2014, Bulletin 8, Pages 6 – 7
http://www.healthcouncilcanada.ca/rpt_det.php?id=806

SCREENING

Three of four Canadians say 
no to seasonal flu shots.

PATIENT-CENTRED CARE

One in two feels their doctor spends 
enough time with them.

More than half of patients say their 
doctor knows their history, explains 
things clearly and involves them in 
decision-making.

COMMUNICATION 

The majority of Canadians say 
test results arrive on time for an 
appointment with a specialist.

Yes No

83%
17%

Yes No

53% 47%

Yes No

60%
40%

No

73%

Yes

27%
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Travelling west out of Edmonton, the bustle of the city 

gives way to the stands of tall trees and canola fields that 

surround Parkland County. This is a rural district anchored 

by the larger centres of Stony Plain and Spruce Grove. 

Parkland County’s mix of small towns and big spaces has 

presented the opportunity for a practice long believed 

to be endangered, if not extinct, in both rural and urban 

settings: healthcare that makes house calls.

Bringing
 Care Home

by Holly Budd

Photography by Owen Murray
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A shley Ermineskin, Licensed Practical 
Nurse (LPN), fulfilled her childhood 
dream of becoming a nurse when she 
graduated from NorQuest College two 

years ago. She came to work with Dr. Sunil Datar a 
year ago and is his partner in the home visit model 
of care. Ashley’s innate friendliness and compas-
sion make her a good match for this work. Her su-
perior organizational skills and kind temperament 
ensure that patients who reach her are comforted 
by her manner and feel assured that there will be 
appropriate followup on their request. Dr. Datar 
says that matching staff with positions that let their 
natural abilities shine is important and is key to this 
model of care’s success.

Dr. Datar came to Canada from India in 1980 with 
the intention of being a cardiologist. A five-year 
stint at the Cross Cancer Institute introduced him 
to the concept of palliative care - where compassion 
and kindness are foremost in dealing with people 
who are dying – and changed everything for him.
   
“This is not a book you read. This is not a certificate 
you acquire. This is something that needs to come 
from your heart. If it comes from your heart, it is 
a true passion. That is where this concept of home 
visits came from,” said Dr. Datar. “This is a simple 
concept. It stems from common sense. If the patient 
is immobile or the family structure is complicated 
and it is difficult for a caregiver to transport the pa-
tient or get time off work to bring the patient to the 
clinic, it makes logical sense for the team to visit.”
   
Over the last ten years in his general practice out of 
the Symphony Medical Clinic in Spruce Grove, Dr. 
Datar has refined his home visit model of care for 
his geriatric and palliative patients. Completing the 
model are the LPNs he employs and engages with 
in either home care or assisted-living facilities. 
   
Ashley’s multi-faceted role begins in the clinic of-
fice. She triages the calls that come in for Dr. Datar 
from nurses at various healthcare facilities, Dis-
charge Planning Services at Edmonton hospitals, 
home care nurses, and families and caregivers of 
patients. Some patients may require something 
simple like a prescription refill, and Ashley can ar-
range that with Dr. Datar. 
   
Other requests are more urgent and Ashley, in con-
sultation with Dr. Datar, will schedule a home visit 

(From top) Ashley Ermineskin, LPN, triaging 
information from a patient; Dr. Sunil Datar, 
Symphony Medical Clinic, Spruce Grove.



ing as a Case Manager in home care 
out of Alberta Health Services’ West-
view Health Centre in Stony Plain 
for the last 11 years. The last two and 
a half years, she has been part of the 
team that assists people with a pal-
liative diagnosis who want to have a 
home death. This can involve help-
ing to arrange all of the supports the 
patient may need from occupational 
or physical therapy, to ordering a 
hospital bed, to teaching family 
members how to manage the medi-
cal equipment or give injections. 

Carol has seen LPN responsibili-
ties change considerably during her 
eleven years of practice. In home 
care alone, LPNs now administer 
injections, monitor vitals, do blood 
draws, manage line flushes and 
PICC lines, and much more. Car-
ol says that her practical nursing 
knowledge and expertise is an excel-
lent fit with palliative care at home, 
as the patients’ needs and complexi-
ties are well-managed within the 
LPN scope of practice.

“A lot of these people aren’t able 
to come into the doctor’s office or 
into a clinic so it’s good to be able 
to see them in their home. Then 
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Sometimes you’re treating the family and not the patient. 
You’re making the patient comfortable but you’re 

providing a lot of psychosocial support to the family.

(From left) Members of the home visit 
team en route to a patient’s home; 

Carol Potter, home care LPN

for the patient with Dr. Datar and 
herself. This visit also includes the 
patient and sometimes their fam-
ily, their home care nurse or other 
healthcare provider involved in the 
patient’s care. What truly sets this 
home visit model apart is the inclu-
sion of all of these people relevant 
to the patient’s care and the oppor-
tunity for firsthand exchange of in-
formation.

Ashley confirms, “It’s nice having 
the family there too because then 

you get the whole picture. Some-
times the patient isn’t saying every-
thing that’s wrong, and this way the 
family feels like everyone is heard. 
There’s an open discussion about 
the care. It’s really collaborative. Ev-
eryone gets firsthand information 
from the healthcare team and that 
saves a lot of phone calling. It makes 
everyone feel more comfortable.”
   
“Each person is contributing their 
expertise to the patient’s care in-
cluding the family,” said Dr. Datar. 
“Everybody gets to ask questions. 
Everybody gets to offer an opinion.”
   
Carol Potter, LPN, has been work-

you’re actually seeing where they 
are convalescing. You see the actual 
environment. Even over the phone 
it’s difficult to tell what their ac-
tual living conditions are like and 
what help they have available,” said    
Carol. 

For Carol and other home care nurs-
es like her, the relationship with the 

family physician is important be-
cause all the medical orders come 
through the doctor.
   
“A good rapport with the family 
doctors is important so we have all 
our orders in place ahead of time, so 
there are no surprises. So that some-
one isn’t all of a sudden having a 
seizure and we have no medication 
to give them. In that case, we’d have 
to call an ambulance and have them 
come in through Emergency and 
that’s not where somebody who is 
passing away wants to be. ER doc-
tors are there to save your life, not 
ease your way out of it,” she said.
   



Palliative care has a different pur-
pose than most other forms of nurs-
ing. In a hospital, you are treating 
someone to get better. When you are 
attending to someone in palliative 
care, they are not going to get better. 
The best you can do is to treat the 
symptoms and help them cope. And 
often, helping them cope extends 
beyond just the primary patient.
   
“Sometimes you’re treating the 
family and not the patient. You’re 
making the patient comfortable but 
you’re providing a lot of psycho-
social support to the family,” said 
Carol. “It’s a huge undertaking for a 
family to look after somebody who 
is passing away in their home.”
   

No Substitute for 
Being There

John and Margaret Henderson 
say that home visits by doctors 
were common in their native Scot-
land long ago, but this practice is 
thought to be nearly archaic today. 
When John told their children that 
Margaret’s doctor made house calls, 
their children reacted with utter dis-
belief. Given John’s jocular nature, 
you could forgive his offspring for 
wondering if their father was spin-
ning a yarn. John is absolutely se-
rious about what home visits have 
meant to him and his wife who is in 
end-stage chronic obstructive pul-
monary disease (COPD) and wishes 
to remain at home.
   
“It’s made a big, big difference in 
my life. I sleep well now. I was wor-
ried before. I didn’t know what to 
do,” said John, who is Margaret’s 
primary caregiver.
   
John and Margaret met nearly 50 
years ago - “I was working at a nun-
nery!” says Margaret. John says they 
met at a dance, part of the annual La-
nimer festivities in Lanark, Scotland 
where William Wallace once lived.
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“Do you know Braveheart?” John 
asks. “I have William Wallace to 
thank for meeting my wife!” 
   
“He’s been trying to get rid of me 
since!” chimes in Margaret.
   
The two have made Parkland Coun-
ty home for the last forty years. 
COPD damages a person’s airways, 
making it difficult to breathe. Mar-
garet’s frail frame is often wracked 
by violent coughing fits and she re-
quires oxygen 24/7. John cares for 
Margaret in their home and both 
say that the support they receive 
at home makes this possible. John 
says there are days when getting to 
the living room is too much for her. 
Margaret hasn’t had the strength 
to leave the home in about a year. 
She is grateful to have medical help 
come to her.
   
“It means everything. I’m in pain 
a lot. It makes it so much easier 
when they come to see me rather 
than having to go to the doctor’s of-
fice because I just wouldn’t go. I’m 

one of those people that don’t like 
hospitals,” said Margaret. “It helps 
John a lot. He doesn’t need to worry 
about me as much.”
   
During this particular visit, Dr. Da-
tar, Carol and Ashley join Marga-
ret and John in the bedroom where 
Margaret is resting. Dr. Datar and 
Margaret discuss how she is doing 
today. They both agree she has im-
proved since his last visit. 
   >

(clockwise from top right) Carol Potter, LPN; 
home care patient Margaret Henderson; 
the home care team in discussion at the 

Henderson home; John Henderson.
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“I have a bit more pep,” Margaret 
offers. Carol asks Margaret and John 
some questions about how they are 
faring with Margaret’s care. Both 
Margaret and John say that things 
are manageable. Carol suggests 
some options that might offer some 
financial assistance to cover the cost 
of medications. 
   
“Our role is not necessarily just 
physical nursing care, we can help 
you navigate through the system 
a little bit,” Carol tells 
them. Dr. Datar encour-
ages them to pursue Pal-
liative Blue Cross, and 
he and Carol explain 
how they can arrange 
for the paperwork. “It’s 
an extension of the Blue 
Cross you have. This is 
end-stage. The cost goes 
down further, almost to 
nil,” explains Dr. Datar.
   
“Now you’re speak-
ing my language,” says 
John. Everyone laughs 
and Dr. Datar declares 
this a victory for Indo-Scottish        
relations.
   
“I think Dr. Datar has started to set 
a bit of a precedent because we do 
have a few family practitioners who 
will do home visits now,” said Carol.
   
Reflecting on the home visit model, 
Dr. Datar comments “My biggest 
concern is that I will be busy and 
my patients can’t reach me. If that 
happens, they can reach Ashley, and 
Ashley was here, in the home and is 
familiar with them. You just cannot 
create a substitute for firsthand in-
formation.”
   

Value in Collaboration

Carly Luz, LPN, graduated from 
NorQuest College in 2012 and has 
spent most of her nursing career to 
date at Copper Sky Lodge, a new, 

beautifully-appointed assisted-liv-
ing facility in Spruce Grove.
   
“I love being with people and help-
ing care for them. I love getting to 
know the residents here, hearing 
their stories and getting to know 
their families,” said Carly. When Dr. 
Datar comes to Copper Sky, Carly is 
part of the visit for residents that she 
cares for. She sees the value in this 
collaborative model of care.
   
“We have all the charts ready. We tell 
him our concerns. The RN and LPN 
nursing team is there. We go with 
the doctor to the room and talk to 
the resident. Sometimes their family 
is there. It’s really nice because you 
get everyone’s opinion. The family’s 

thoughts, our assessment plus the 
doctor’s recommendations and any-
one else who is there… it makes the 
care more fluid,” said Carly. “It’s a 
lot easier to have everyone together 
in the same room rather than com-
municating through phone calls and 
trying to get other people from oth-
er fields involved. It’s much faster.”

“Very Happy 
with our Care”

Tamara Roth and Gunther, her hus-
band of 56 years, live in Copper Sky 
Lodge. They occupy a room each, 
across the hall from one another.

(clockwise from top left) Carly Luz, LPN; 
the LPNs and physician with patient 

Tamara Roth at the Copper Sky Lodge; 
Tamara Roth; Gunther Roth.
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“We would’ve been in the same 
room but he likes to get up early,” 
Tamara explains. “He puts the lights 
on and opens the curtains. He likes 
to watch TV and I don’t.” They like 
to have dinner together every night.

This setup at Copper Sky Lodge is 
ideal for them, allowing them to be 
together while providing for their 
different medical needs. They were 

patients of Dr. Datar’s before mov-
ing into the Lodge and they are two 
of the several geriatric patients that 
he and Ashley pay home visits to at 
the Lodge.

“I can talk about anything and he 
will listen. He’s a very good doc-
tor. He comes quite often. Then I 
don’t have to wait. That helps a lot.” 
Tamara said. The Roths have two 
daughters and a son, all of whom 
have met Dr. Datar and been part of 
these visits. “Everyone in our family 
is very happy with our care.”
   
Gunther wheels himself across the 

hall. He, Tamara, 
Dr. Datar, Ashley 
and Carly discuss 
how he’s doing. 
Talk turns to an 
infection Gunther 
had that required 
his hospitaliza-
tion. The discus-
sion gets playful, 
indicating the 
closeness these 
patients and pro-
viders feel with 
each other.
   
“She was lonely!” 
Dr. Datar says to 

Gunther, indicating Tamara. Con-
versation carries on and Gunther 
looks at his wife and says softly, “I 
was lonely too.”

   
Job Satisfaction

   
As the team leaves the last home 
visit of the afternoon, there is a 
sense of satisfaction. The issues are 
resolved. The patient and caregivers 
are pleased. The therapeutic rela-
tionships have grown even stronger.

“At the end of the day, you have to 
provide a healthcare service,” said 
Dr. Datar. “How it’s provided is 
what it is all about.”

This model of care integrates age-
old practices with modern science. 
It values the wisdom of every pro-
vider – LPN, RN, and doctor – and 
what they offer to the patient-care 
plan. Client-centred care leads to 
satisfaction for all involved, particu-
larly the patient and family experi-
encing the care, but for the medical 
professionals as well. “When we 
leave, we’re feeling like we’ve ac-
complished something. We leave as 
a team together,” says Ashley -- yet 
another benefit to this compassion-
ate model of care – patient-centered 
and team-centered. n
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M ental illness is often framed as a disease just 
like any other. Unfortunately, this often creates 
confusion between cure and recovery in mental 

illness1. A common understanding of recovery emphasizes 
the elimination or reduction of symptoms, which is indeed 
what happens for many people: research shows that 
anywhere from 25% to 65% of people with a serious mental 
illness make a full “clinical” recovery1. However, assuming 
recovery can only mean cure ignores the growing body 
of research2 showing a person can recover a meaningful 
and satisfying life without necessarily being cured of the 
symptoms of mental illness3.

In the mental health context, “recovery” refers to living a 
“satisfying, hopeful and contributing life, even when there 
are ongoing limitations caused by mental health problems 
and illnesses”4. Historically patients were commonly told 
that their illness would persist or even worsen over time5. 
However, research is starting to show that instilling hope 
and adopting an orientation toward recovery is essential for 
improving individual outcomes6, 7, reducing symptoms8 and 
making better use of healthcare resources9.

BY THE NUMBERS
Researchers have estimated that mental illness affected 
over 6.7 million people in Canada in 201110. As a class of 
conditions, mental illness is responsible for a significant 
amount of health system utilization, reduced productivity, 
and human suffering11. It has been estimated that a whopping 
$42.3 billion was spent directly on services for those living 
with mental illness in Canada in 201110. The widespread 
impacts of mental illness make it clear that an effective 
approach to promoting recovery could yield substantial 
personal, social and economic benefits. 

MOVING TOWARD RECOVERY
Recognizing that a “cure” orientation to treatment can 
overemphasize the biological elements of mental illness, 
a consumer movement that emerged in the eighties and 
nineties sought to demonstrate the value of self-help, 
empowerment and advocacy12. A new philosophy of mental 
health recovery formed13, which stressed that it is possible 
to live a meaningful and productive life despite clinical 

diagnosis3. Commonly dubbed “personal recovery”, this 
approach emphasizes people’s ability to adapt their outlook, 
skills and goals so that they can lead a satisfying and 
fulfilling life, even with the limitations that may be imposed 
by illness3, 12, 14. Regaining self-esteem, empowerment 
and personal control are also emphasized, as these can be 
threatened by a diagnosis of mental illness12. 

A model of recovery in mental illness1 which focuses on both 
clinical and personal recovery is important for consumers 
of services and for the professionals who provide those 
services. While encouraging empowerment, interpersonal 
support and changes in attitudes, it also emphasizes the 
importance of creating positive, recovery-oriented services 
and treatments2. This approach has led to the development 
of many supports and services, such as peer-support and 
self-help, and to changes in clinician-patient relationships. It 
also promotes broader societal change through eliminating 
stigma and exclusion within the community15.

RECOVERY IN PRACTICE
In addition to positive mental health outcomes for 
participants6, 16, evidence indicates that peer-support can 
reduce the length of hospital stays and readmissions9. 
One example of a successful peer-led initiative in the 
United States is called WRAP (Wellness Recovery Action 
Planning). WRAP has been used to educate people living 
with mental illness, and has improved attitudes toward the 
possibility of recovery17. It has led to increased hopefulness, 
enhanced quality of life and symptom reduction8, 18. Self-
help has delivered impressive results as well. Research 
shows that by allowing individuals to take control of their 
own recovery plan, they enjoy more days in the community, 
exhibit better functioning, and are more likely to reach their 
recovery goals, such as living independently or finding 
employment19. Community supports are also important for 
achieving recovery goals, including access to affordable 
housing, education, and work4. The At Home/Chez Soi 
Initiative of the Mental Health Commission of Canada is 
just one example of a project exploring the positive mental 
health outcomes associated with meeting people’s basic 
needs and supporting their recovery4.

USING EVIDENCE TO DEBUNk COMMON 
MISCONCEPTIONS IN CANADIAN HEALTHCARE

The CLPNA presents this ongoing series on Canadian healthcare myths to provoke thought and engage our readers.  
The opinions presented are not necessarily those of the CLPNA.

MYTH: PEOPLE LIVING WITH MENTAL ILLNESS 
NEVER REALLY RECOVER

Myth Busted!
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Clinicians and other service-providers have an essential 
role to play in the process of personal recovery. While 
practitioners have often assumed the role of authority 
figures, the recovery model encourages clinicians to become 
“partners” to individuals on the road to recovery13. The 
expertise and support clinicians offer makes them invaluable 
for providing individuals with the information and resources 
they need to manage their conditions and live full lives13. 

Strategies for improving clinician attitudes and practices 
regarding recovery are being developed across Canada, 
including at the Centre for Addiction and Mental Health 
(CAMH) and the BC Forensic Psychiatric Hospital (FPH) 
in Canada.* CAMH has started a speaker series in which 
clients of CAMH with schizophrenia (past and present) 
share stories with staff about their recovery process inside 
and outside of the clinical setting20. The BC FPH project has 
encouraged improved client-engagement and participation 
in the design, delivery and evaluation of services at BC 
FPH through peer-support programs, client-engagement in 
decision-making and peer-to-peer research teams21. Both of 
these projects have been valuable in encouraging improved 
client and staff attitudes about recovery. 

CONCLUSION

At its worst, living with a mental illness can be devastating, 
particularly if healthcare delivery systems reinforce the 
myth that there is no hope for improvement. But a growing 
body of evidence is showing that recovery of a meaningful 
life despite the limitations imposed by illness is possible and 
likely1. People with lived experience have known for some 
time that, with hope, support and empowerment from others, 
recovery is possible. Promoting a mental health system that 
views both personal and clinical recovery as the objective 
can reduce healthcare costs, enhance quality of life, promote 
social inclusion, and help those living with mental illness 
lead full and productive lives. n

*These projects are being supported by CFHI. 
More information is available on our website: 
http://www.cfhi-fcass.ca/WhatWeDo/Collaborations/
PatientEngagement.aspx

Mythbusters articles are published by the Canadian Foun-
dation for Healthcare Improvement (CFHI) only after review 
by experts on the topic. CFHI is dedicated to accelerating 
healthcare improvement and transformation for Canadians 
and is funded through an agreement with the Government 
of Canada. Interests and views expressed by those who dis-
tribute this document may not reflect those of CFHI or the 
Government of Canada.© 2013

Reprinted with the permission of the Canadian Foundation for 
Healthcare Improvement (CFHI) and may not be reproduced 
without their permission. Production of this Mythbuster has 
been made possible through a financial contribution to CFHI 
from the Canadian Health Human Resources Network. 

References available on request from info@cfhi-fcass.ca. 
For more Mythbusters, please visit www.cfhi-fcass.ca.
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T he Canadian Interprofessional Health Collabora-
tive responded to the need for increased collabora-
tion by forming an Interprofessional Competency 
Working Group in 2008, with funding from Health 

Canada. The resulting National Interprofessional Compe-
tency Framework identifies six core competencies needed 
for optimum healthcare: respectful interprofessional com-
munication, client-centred care, role clarification, healthy 
team functioning, collaborative leadership and constructive 
conflict resolution. 

It’s one thing to identify what’s needed to turn a ship as 
large as healthcare – quite another to make sure every per-
son involved lives out the qualities needed to set a more 
collaborative course. That will require a significant shift in 
how healthcare professionals are educated, Scott Reeves, 
director of the University of California’s Center for Inno-
vation and Interprofessional Education, notes. “It’s very 
complex to move curriculum from standalone isolation to 
offer joint activities. To do it effectively is cultural change, 
and we know cultural change takes decades. We’re still at a 
relatively early age, and we don’t yet have strong evidence 
about what really works.” 

That said, Reeves has seen positive outcomes from some in-
terventions, including lunchtime sessions that pulled togeth-
er newly-qualified staff nurses, pharmacists and physicians 
to learn about issues that affect them all, such as discharge 
protocol, pain management and meeting patient needs. “We 
did an evaluation over six months, and the sessions really 

Common Goals –
Champions of 
Change

This is the last of a series on collaboration among healthcare professionals. In parts one and two, writer 
Cheryl Mahaffy identified the barriers to interprofessional practice, and discovered that improving 
interprofessional skills can improve outcomes for patients. Now she looks at how organizations are trying 
to make this a reality.

Interprofessional 
Collaboration By Cheryl Mahaffy



helped incoming professionals get a sense 
of key issues and roles and relationships 
with other colleagues that they hadn’t been 
aware of.”
 
The MacEwan University study aims to 
build on what Reeves and others have 
learned, says the MacEwan University 
study’s principal investigator Dr. Irene 
Coulson, with the goal of developing “a 
robust, sound, rigorous, evidence-based 
framework for interprofessional collabora-
tive education, with 
curriculum to 
match.” The team 
will ground its re-
search in the real 
world of nursing 
homes, first learning 
how staff and resi-
dents interrelate and 
then providing an 
educational program 
that incorporates 
simulation with the 
hope of increasing 
interprofess ional 
collaboration and 
person-centred care. 
Over time, they’ll 
examine whether the 
education results in 
improved resident 
satisfaction, safety 
and health – and 
whether this way 
of learning can be 
transferred to other 
settings, providing a 
template for collab-
orative education.

Simulation has power to change behaviour 
because it combines immersive hands-on 
learning with emotional involvement and 
deep reflection, says Colette Foisy-Doll of 
MacEwan University’s Clinical Simulation 
Centre, who recently became one of the 
world’s first Certified Healthcare Simula-
tion Educators. “When you have that emo-
tional experience, it creates a connection 
your brain just never forgets. Impactful 
simulation learning occurs in a psycho-
logically safe environment, where you’re 
encouraged to make mistakes. It grounds 
people in common goals. Then when that 
team is out in the real world doing their 
thing, they can together remind each other 
what they want to achieve.”
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Her own Harvard simulation experience 
provides a case in point. “We went from 
preconfigured assumptions about each oth-
er’s roles and place in the hierarchy to real-
ly flattening that – from being in somewhat 
adversarial roles to being equal partners 
who all had something valued to contribute 
to patient safety and effective care. We re-
ally coalesced as a team,” she says. “It im-
pacted me so much that I realized I would 
devote the rest of my career to formalizing 
a way for nurses to know the value of other 

healthcare provid-
ers and to interact 
in meaningful ways 
– one little step at a 
time.”

Even the best inter-
professional simu-
lations function like 
“little droplets in 
the ocean” when 
training as a whole 
remains disjointed, 
Reeves cautions. 
Yet he has reason to 
hope the MacEwan 
University research 
will bear fruit. 
“They’ve started 
off well in terms of 
thoughtfully fram-
ing and underpin-
ning their approach 
with theory. I am 
also pleased that 
the plans for the 
interventions they 
deliver and evalu-
ate will be done in 

a rigorous fashion. It’s great to see really 
good academic work. Because we all want 
patient care and well-being to improve.”

The MacEwan University team under-
stands the need to offer a range of edu-
cational programs that involve multiple 
professions in collaborative learning. Re-
search, work experience, classes and labs 
all could become opportunities for profes-
sions to learn together rather than in isola-
tion as they do now, Coulson notes. “One 
of the challenges is redesigning education 
across all healthcare fields so we’re not 
teaching in silos and then expecting these 
professionals to go out and collaborate. We 
need to pull the thread of interprofessional 
collaboration through the entire curricu-

Interprofessional 
Collaboration

Simulation has 
power to change 

behaviour because it 
combines immersive 
hands-on learning 

with emotional 
involvement and 
deep reflection... 
When you have 
that emotional 

experience, it creates 
a connection your 
brain just never 

forgets.
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lum and healthcare system.” 

Students also need coping tools for 
those times when they enter the work-
place with high hopes of collaborating, 
only to be met with walls of resistance, 
Foisy-Doll says. “They can become 
disempowered very quickly. So it’s not 
only a matter of teaching skills to a 
new culture, but of imparting knowl-
edge, skills and attitudes that empower 
students to deal with the old culture, 
which is still very strong and very pow-
erful. It’s a huge task we have ahead 
of us.”

Fortunately, the sociological lens gives 
the MacEwan University team a tool 
to explore the root causes of siloed 
healthcare at a time when there is hun-
ger for a better way, says RN Shirley 
Galenza, M.Ed., director of the Cen-
tre for Professional Nursing Educa-
tion and a member of the study team. 
“You can talk about collaboration all 
you want, but if you’re not looking at 
the factors that influence it from a re-
lational perspective, you’re probably 
not going to have a long-lasting effect 
on how people work together. Some of 
the models we’ve used in the past don’t 
capture that. There is a real opportuni-

ty now to champion change and make 
a cultural difference.” 

Remembering her transformative ex-
perience of a decade ago, Foisy-Doll 
agrees. “Collaboration has to begin 
somewhere, and the best way is to edu-
cate people who are populating your 
system. That’s where change happens, 
really. From the grassroots.” n
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From article one in this series:

Colette Foisy-Doll of MacEwan 
University’s Clinical Simulation 
Centre participated a decade 
ago in a simulated pediatric 
emergency during a Harvard 
“train the trainer” course. A 
founding faculty member in 
MacEwan University’s Clinical 
Simulation Centre, she can still 
picture working alongside a 
surgeon in the bustling simula-
tion room as specialists crowd-
ed around a child in distress, 
and later debriefing with other 
team members under the prob-
ing of Harvard experts. “I was a 
nurse of 15 years or more, yet 
that day I learned things about 
other professions’ training and 
scope of practice that I had no 
clue about,” she says. “What I 
learned is that we never really 
interact meaningfully with other 
professions on the job.” Nor was 
she alone in that sad realization. 
The surgeon expressed thanks 
for all she’d done and then ad-
mitted tearfully that in decades 
of practice he had not truly 
thanked a nurse on his team 
until that day.

New Clinical Practice Guidelines
for Diabetes 
There are more than nine million Canadians currently living with 
diabetes or prediabetes. Finding the right tools can help healthcare 
providers improve the quality of those lives. 

Recognized internationally, and updated every five years since 1993, the 
Canadian Diabetes Association 2013 Clinical Practice Guidelines for the Prevention 
and Management of Diabetes in Canada are a valuable nursing tool. These 
guidelines provide recommendations on screening, prevention, diagnosis, 
education, care, and management of diabetes.

A number of healthcare tools and information are now available for 
the healthcare provider community. These tools, including searchable 
guidelines, slide sets, calculators, case studies, reference guides, and even an 
app for smartphones or tablets, serve to provide quick, immediate access to 
guideline-based tools for use by healthcare providers at point-of-care.

Visit the website to see the full guidelines and more healthcare provider tools, 
at http://guidelines.diabetes.ca.
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W hen medical errors cause lasting injury, the patient 
can sue both the doctor and the nurse. This can re-
sult in a medical malpractice lawsuit. Nurses who 

have been through this experience describe it as extremely 
difficult - as difficult as other catastrophic life events such 
as death, divorce and job loss. The experience of being sued 
affected their work life, personal life, health and well-being. 
Emotions such as shock, shame, anger, depression and fear 
were common. Many nurses felt so isolated by their peers 
that they left their jobs. You don’t want this to happen to 
you. 

The outcomes of malpractice lawsuits affect patients, 
healthcare professionals, public funding and the institutions 
that provide healthcare. But a workplace culture of denial 
and shame can keep us from talking about the errors that 
lead to lawsuits, or using them to learn and improve. So let’s 
start a conversation about the most common nursing issues 
that result in malpractice lawsuits, with a goal of gaining 
knowledge, avoiding errors and improving patient safety. 
Because really, isn’t that why we’re all here?

This article will focus on the source of more medical mal-
practice lawsuits than any other: communication. Commu-
nication issues are so common that research shows that as 
many as 70% of medical errors involve some form of com-
munication breakdown between the doctor and the nurse. 
The courts view communication as a critical part of any 
nurses’ job. The nurse is seen as ‘the eyes and ears’ of the 
often-absent doctor and it is accepted that doctors rightly 
depend heavily on nurses to keep them fully informed of 
the patient’s condition. The nursing and medical experts 
who review malpractice cases say that nurses are required 
to relay important information to the doctor according 
to hospital policy and the standards of care, and then to 
document that they have done so. Professional associations 
direct nurses to communicate appropriate information to 
appropriate members of the healthcare team through des-
ignated channels.

By Chris Rokosh, RN, Legal Nurse Consultant

The first of four articles on the five most common allegations associated with nursing negligence lawsuits.

[ COMMUNICATION ]
Throughout my career as a Legal Nurse Consultant, I have 
reviewed more than 1000 medical malpractice lawsuits, 
many of which focused, in part, on what the nurse did or 
didn’t tell the doctor. The most common scenario involves 
a change in a patient’s condition, and either no communi-
cation with the doctor or a phone call followed by docu-
mentation that simply states ‘doctor aware’. The nursing 
notes do not say what doctor is aware, what they were told 
or what their response was. If the patient later develops an 
injury and launches a lawsuit, the doctor will often say ‘Yes, 
the nurse phoned me. But she didn’t tell me how serious 
the situation was. If she had, I would have attended to the 
patient immediately.’ Without supportive documentation in 
the medical record this can result in a showdown of the 
nurses’ word against the doctors’. It will be up to the judge 
to decide who said what and whether or not the nurse met 
the standard of care. Let’s learn more about this from a 
medical malpractice case involving a lack of communica-
tion between a doctor and a nurse.

CASE STUDY

One summer evening at 7:38 p.m., 17-year-old Will John-
ston was struck by a car as he crossed the street on his 
skateboard. The force of the impact fractured his right tibia, 
threw him onto the hood of the car and smashed the wind-
shield. He was taken to the E.R. by ambulance where it was 
noted that his right leg had an obvious deformity and his 
right calf was very swollen. The toes on his right foot were 
cyanosed. His foot had normal sensation but limited move-
ment and decreased pulses. Will was in a lot of pain and had 
multiple doses of IV morphine. 

At 10:45 p.m., Will was transferred to the O.R. for Intra-
medullary Nailing of the right tibia. Following surgery, the 
incision was covered with Sofratulle and gauze, and his leg 
was stabilized with a back ‘slab cast’ and wrapped with a 
tensor bandage. Will was transferred to the recovery room 
‘in good condition’.
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Shortly before 1:00 a.m., he was trans-
ferred to the nursing unit where he was 
cared for by LPN Donna. 

At 1:45 a.m., Nurse Donna document-
ed that Will was awake, swearing and 
complaining of ‘excessive pain’. His 
right toes were described as ‘pink and 
warm’ with normal movement. Nurse 
Donna noted that Will only had ‘fair 
relief’ from the multiple doses of IV 
morphine he had been given post-op-
eratively.

At 2:00 a.m., Nurse Donna document-
ed that that Will was awake and ori-
ented. The colour, sensation and move-
ment to his right foot were described 
as ‘good’ with a capillary refill time of 
less than 3 seconds. Will was noted to 
have ‘severe weakness’ and tingling in 
his right leg. Overnight, Nurse Donna 
documented information regarding 
Will’s medications, intake and output, 
but there was no further assessment 
of the colour, warmth, sensation and 
movement of Will’s foot for the re-
mainder of her shift.

At 8:00 a.m., day shift LPN Lucinda 
started her shift. She described Will 
as confused. He was not able to cor-
rectly identify the month or where he 
was. He only opened his eyes when he 
was spoken to. His right leg was again 
noted to have ‘severe weakness’ and he 
refused assistance with bathing, stat-
ing ‘Leave me alone!’. Serosanguinous 
drainage was noted on pillow under-
neath Will’s leg. Nurse Lucinda did not 
document colour, warmth, sensation or 
movement.

At 9:20 a.m., Will was noted to be ‘yell-
ing and complaining of pain’. Nurse 
Lucinda documented that she reas-
sured Will’s parents that the amount of 
pain and drainage were ‘normal for the 
surgery’. 

At 12:00 noon, Nurse Lucinda docu-
mented, ‘Right leg remains in slab cast, 
small amount of sanguinous drainage 
on upper side. Foot cool, toes swollen 
and dark, patient states is not able to 
wiggle toes because it hurts. Has tin-
gling sensation. Will monitor.’ 

At 1:00 p.m., physiotherapist Steve ar-

rived to teach Will how to walk with 
crutches. He described Will as ‘anxious 
++, yelling out when moved’. He re-
fused to get out of bed.

At 1:25 p.m., orthopedic resident Dr. 
Smithson arrived on the unit. He no-
ticed that Will had decreased sensa-
tion in his right foot and was unable 
to point or flex his toes. Dr. Smithson 
removed the cast, measured the pres-
sures in the calf muscles, and diag-
nosed post-traumatic compartment 
syndrome. Will was taken back to the 
OR for fasciotomies to relieve the pres-
sure. Following surgery, he developed 
multiple complications. The leg be-
came infected and necrotic in spite of 
surgical intervention and arterial graft-
ing. Fourteen days later, it was ampu-
tated below the knee. 

Will remained in hospital for several 
weeks. Eighteen months after his dis-
charge, his family filed a multimillion-
dollar lawsuit against the doctor and 
the hospital, claiming, among other 
things, that nurse Donna and nurse 
Lucinda failed to communicate impor-
tant information to the doctor or the 
charge nurse. They claimed that the 
standard of care required them to tell 
someone about Will’s pain, weakness, 
sensory loss and colour change. They 
also indicated that if the doctor had 
been called earlier, Will would not have 
lost his leg. 

Do you think the nurses 
met the standard of care? 

Compartment syndrome is a potential-
ly life-threatening condition caused by 
high pressure in a closed fascial space. 
The most common site of compartment 
syndrome is the lower leg (Abramow-
itz and Schepsis 1994) and young men 
with traumatic soft tissue injury are 
known to be at particular risk (Mc-
Queen et al 2000). It is a potentially 
devastating complication of tibial frac-
tures and requires prompt recognition 
and intervention, as early intervention 
is critical to avoid permanent damage 
to the muscles and the nerves.

Symptoms of compartment syndrome 
may include pain that is disproportion-

ate to the injury, pallor of the affected 
limb, altered sensation (numbness, tin-
gling), tension of the affected muscles, 
pulselessness below the level of the 
swelling and, as a late sign, paralysis. 
Postoperative narcotic administration 
may mask the pain which is often the 
first symptom of compartment syn-
drome, therefore it requires careful 
monitoring for the other symptoms.

The nursing plan of care for a patient 
with a traumatic fracture of the tibia 
must include, among other things, 
knowledge and awareness of the pos-
sible development of compartment 
syndrome along with careful and fre-
quent monitoring of the affected limb 
for colour, warmth, sensation, move-
ment and pulse strength. Monitoring 
may be required as frequently as every 
hour, but certainly every 4 hours in the 
early postoperative period. Monitor-
ing guidelines are often established by 
hospital policy or care plans or may be 
provided by doctors’ orders.

Signs and symptoms of compartment 
syndrome must be reported immediate-
ly to the charge nurse and/or responsi-
ble physician. The nursing standard of 
care would be to notify the physician 
immediately, requesting a ‘hands on’ 
assessment of the patient. The nurse 
must provide an accurate clinical pic-
ture of patient status and raise the level 
of concern. If the physician does not re-
spond promptly to the nursing request 
for assessment, the nurse must act in 
the best interest of the patient and 
persist in finding appropriate medical 
attention. This may require repeated 
pages/phone calls to the physician, re-
fusing to take doctors’ orders over the 
phone, notifying the nursing supervisor 
or accessing the appropriate ‘Chain of 
Command’.

The lawyer representing Will in this 
malpractice lawsuit asked other nurses 
to review the medical record to deter-
mine whether or not nurse Donna and 
nurse Lucinda had met the standard of 
care. Their opinion was that Donna 
and Lucinda had not met the standards 
in two important areas: by not assess-
ing Will’s leg as thoroughly and fre-

>
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quently as required by hospital policy, 
and by not reporting his pain, weak-
ness, colour change and sensory loss to 
the charge nurse or the doctor. Their 
opinion was that nurse Donna should 
have reported these changes no later 
than 2:00 a.m. when she documented 
that Will had severe weakness and tin-
gling in his right leg. Since this did not 
happen, their opinion was that nurse 
Lucinda should have performed a full 
assessment of the leg at 8:00 a.m. and 
asked the doctor to see Will right away.

The reviewing nurses said that these 
failures represented a lack of nursing 
knowledge and critical thinking as well 
as a failure to meet the standard of care. 
They also said that the lack of com-
munication contributed to a delay in 
treating Will’s compartment syndrome 
which ultimately led to the loss of his 
leg. Based on this information, the case 

settled out of court for an undisclosed 
amount of money. The doctor in this 
case was also sued, but ‘let out’ of the 
lawsuit when it was discovered that he 
did not know that anything was wrong 
with Will’s leg because the nurses had 
not communicated with him. By the 
time the resident examined Will on 
rounds, the compartment syndrome 
had already caused irreversible dam-
age.

Use this case study to spark a conversa-
tion on communication with your col-
leagues. How would you rate the level 
of communication in your workplace? 
Have you ever witnessed, or been part 
of a situation, where communication 
caused a problem? Did the patient 
suffer as a result? What are the desig-
nated channels of communication in 
your workplace? Do they work? If not, 
what actions have you taken to fix or 

improve the situation? What will you 
do better now that you know what 
you know? Want to learn more? Watch 
for more articles coming up in CARE 
magazine! n

This article was written by Chris Rokosh, 
RN, PNC(C), Legal Nurse Consultant 
and president of CanLNC Incorporated. 
Chris is a popular speaker on legal 
issues in nursing across Canada and in 
the US. 

If you want to learn more on this topic, 
see the ad in this magazine for dates 
and locations of upcoming Executive 
Links workshops on Legal Issues in 
Nursing featuring Chris Rokosh. Stay 
tuned for an LPN only series of legal 
videos coming soon.

During Alberta’s winter of 2013-2014, influenza led to 1133 hospitalizations, 189 
intensive care admissions and 28 deaths of people in this province.

Yet last year, only 54% of Alberta healthcare workers are reported to have received 
the influenza vaccine. Studies demonstrate very clearly and consistently that, as 
more healthcare workers are vaccinated against influenza, fewer patients become 
seriously ill and die.

Should healthcare workers be required to be vaccinated against influenza to 
protect patients and themselves?

To discuss how best to protect Alberta patients and healthcare workers, the 
University of Calgary Faculty of Medicine held a public policy symposium about 
influenza vaccination of healthcare workers on June 11, 2014 attended by 
approximately 150 people.

The overwhelming majority of symposium attendees, after hearing from medical, 
health science, ethics and legal experts, and discussing the matter in small groups, 
determined that there should be some form of mandatory choice of influenza 
vaccination or protective clothing for people who work in healthcare.  The 
symposium’s conclusion:  that a robust healthcare worker influenza vaccination 
policy and program in Alberta would increase patient and healthcare worker 
protection against influenza disease and death, and reduce pressure on Alberta’s 
healthcare system. 

To read the full report, please visit the website of the Institute for Public Health 
at the University of Calgary, at http://www.iph.ucalgary.ca/system/files
/Influenza+Vaccination+Report+Final.pdf.

Influenza Immunization 
in the Healthcare Workplace
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the phone and we’ll give you a 
$10 Tim’s card! Just use promo 
code TIMCARE.

armourinsurance.ca/clpna

1-855-475-0959

in partnership with
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H
eadlines about our aging popula-
tion seem to be everywhere, rang-
ing from aging boomers plunging 
the Canadian healthcare sys-

tem into disarray, to the marketing of 
luxury retirement communities, to the 
burgeoning bulge of retirees. Yes, it is 
a fact that the Canadian population is 
aging: over the past decade, the 65-plus 
segment has grown at more than twice 
the rate of the population as a whole 
(32 versus 15 percent). Over the same 
period, the seniors’ population in Al-
berta grew more rapidly than the na-
tional average, at 39 percent. This was, 
in part, a function of a slightly smaller 
share of the province’s population 
being over the age of 65 today than 
elsewhere in the country and, in part, 
a function of Alberta’s overall popula-
tion growing more rapidly than in the 
rest of Canada. No matter how you 
look at it, the seniors’ population will 
continue to grow more rapidly than 
other cohorts, and this population will 
continue to make up a growing share 
of the provincial and national demog-
raphy each year.

The current projections of Urban Fu-
tures, a non-profit research institute, 
show Alberta’s population growing by 
about 34 percent over the next two de-
cades, with roughly 1.3 million more 
people calling the province home by 
2033. That said, given where the bulge 
of the boomers is today, Alberta’s 65 
and better population would grow 
much more rapidly, at 123 percent: 
for every senior in the province today 
(2013) there would be 2.2 by 2033. In 
comparison, for every person of work-
ing age in the province today there 
would only be 1.2 by 2033. This shows 
that while many of the headlines tend 
to focus on the boom generation, a rel-
atively slowly-growing working-aged 

population is also an inevitable conse-
quence of our changing demography. 

While aging is a theme that will con-
tinue to characterize the provincial and 
national population, it also character-
izes those working within the nursing 
sector. The most recent Canadian In-
stitute for Health Information (CIHI) 
reporti  showed that there were more 
than 368,000 people working as Reg-
istered Nurses, Nurse Practitioners, Li-
censed Practical Nurses, or Registered 
Psychiatric Nurses across Canada in 
2012, ten percent more than five years 

earlier (in 2007)ii. Over this five-year 
period, 73,400 people were recruited 
into these occupations on a net basis; 
54,700, or 75 percent of all additions 
were under the age of 35. The remain-
ing quarter of net additions were be-
tween the ages of 35 and 54 (18,700 
new nurses).

Over the same period, 38,900 nurses 
left the industry due to attrition, the 
majority likely being due to retirement. 
While most would expect the major-
ity of attrition to be in the 65-plus co-
horts, early retirement seems to be a 

    Changing People, 
                         Changing Places:

Healthcare for an Aging Population
By Andrew Ramlo, Executive Director, Urban Futures



the younger cohorts: 52 percent of Al-
berta’s nurses were under the ages of 
45 in 2012, versus 48 percent national-
ly. The most significant difference was 
that almost a third (29 percent) of Al-
berta’s nurses were under the age of 35 

versus 25 percent nationally. That said, 
with 9,900 nurses aged 55 and older 
in 2012, a growing number of retirees 
will also characterize Alberta’s nursing 
profession in the coming years. 

In considering the attrition rates seen 
over the past five years in Alberta and 
the current demography of its nursing 
workforce, between 2012 and 2017 
net attrition in the province would be 
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prominent feature for the nursing sec-
tor. For example, of the 56,170 nurses 
ages 50 to 54 in 2007, 15 percent or 
almost 8,500 on a net basis had left the 
occupation by 2012. Similarly, of the 
43,600 aged 55 to 59 in 2007, almost 
35 percent had moved on by 2012 
(15,300 people). Combined, the un-
der-65 nursing population accounted 
for 61 percent of the total net attrition 
from this sector. 

If we consider this brief history of net 
changes for each age cohort of nurses 
as being indicative of attrition rates 
in the coming five years, we can get 
a sense for how retirement, attrition, 
and the inevitable process of aging 
will impact the sector. The retirement 
and attrition rates seen over the past 
five years, when combined with the 
aging and the current demography of 
Canada’s nurses, would see almost 25 
percent more people leaving from the 
55-plus cohorts in the next five years 
than has been seen over the most re-
cent five. Relative to the 38,900 who 
left the profession between 2007 and 
2012, 48,400 would be expected to 
leave between 2012 and 2017.

As with many things, Alberta is slightly 
different from Canada when the de-
mography of nurses is considered. Just 
as the province has a slightly larger pro-
portion of its population in the work-
ing stages of the lifecycle, you also have 
a greater proportion of your nurses in 

For nurses (LPN or RN) directly involved emergency nursing care, 
specialized resources are available from Alberta’s chapter of the National 
Emergency Nurses Association Canada (NENA-AB). 

A professional association since 1987, NENA-AB promotes clinical 
excellence and professional development among their 230 members. 
Their Position Statements and Standards of Emergency Nursing are used 
by nurses, administrators, and the legal system. Membership includes a 
subscription to the Canadian Journal of Emergency Nursing, provincial 
newsletters, educational bursaries, reduced conference rates, and 
networking opportunities with experts. See http://nena.ca for more. 

Tap inTo 
ER nuRsE 

REsouRcEs & 
suppoRT

All communities 
will have to 

manage this 
continuing change, 
especially when it 
comes to health, 

healthcare, 
and healthcare 

providers. 

33 percent higher than over the past 
five years as 4,400 nurses would leave 
the occupation. 

Even a province like Alberta, which 
has been exceedingly successful at at-
tracting labour force participants from 
other provinces and around the world, 
will face the reality of an aging popula-
tion. All communities will have to man-
age this continuing change, especially 
when it comes to health, health- care, 
and healthcare providers. The first step 
in managing that change is to have a 
good understanding of the demograph-
ic drivers behind it – be it trends in im-
migration, migration, births, deaths, or 
the inevitable process of aging. 

From both the practitioner and patient 
side of things, fundamental changes are 
underway in our demography, changes 
that will push and pull the healthcare 
sector in directions that have never 
been experienced before. n

i From CIHI’s report “Regulated Nurses, 
2013”, https://secure.cihi.ca/estore/product-
Series.htm?pc=PCC449

ii Note that data for Registered Psychiatric 
Nurses was only provided from CIHI for 
Canada’s western provinces (Manitoba, Sas-
katchewan, Alberta and British Columbia)
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Here are seven things that patients and families would 
like staff to know when we show up at your Emergency 
Department.

1. You see us at our worst.
There are few things more stressful than coming to Emergency. We 
are typically in crisis mode, and we are not at our best. We arrive 
sleep-deprived, in our pajamas, rattled by pain or by the stress of 
worry about a loved one. We think we have an emergency (even if 
you do not). If you take the time to understand our perspective, this 
will breed compassionate care. We are going to ask the triage staff 
a hundred times how long the wait is and that is because the time 
before we get seen is almost unbearable. Is there a way for staff or 
volunteers to simply show care and attention in the no-man’s-land 
of the waiting room? Much of our anxiety there comes from not 
knowing what’s going on, and feeling like we have been forgotten. 
When we are stressed, I believe that acts of kindness settle us 
down. 

2. We are people first, and a diagnosis after.
The lady in Pod 3 who had the stroke is not the Stroke in Pod 3. She 
is somebody’s mother or grandma. You may have seen five strokes 
this shift, but please remember that a stroke is a very big deal to 
this woman and her family. I often get called “Mom” in healthcare 
environments. It is so comforting to have people ask my first name, 
and then use it. The same is true for my son, who has a cognitive 
disability. If you call him “Buddy,” that confuses him. He knows his 
name is “Aaron” and is unsure of who this Buddy person is you keep 
referring to. Using proper names is a simple way to demonstrate 
that you see us as people first.

3. Consider the patient experience from their point of view.
Our ED has a big STOP sign in the entrance, reminding people to 
clean their hands. This is not a very positive first impression. Why 
not have a welcome sign, with the word ‘welcome’ translated into 
different languages to greet all different types of patients? I wonder 
if creating a warm and welcoming environment in the waiting room 
would help with our state of mind. A great first step would be to 
turn off the blaring television and consider stocking it with toys and 
up-to-date magazines to provide distractions. My ultimate vision for 
the ED waiting room would be for volunteers there to keep people 
company and play with the kids. A big part of our stress after triage 
is the fear of the unknown. This is fear of what might be wrong 
with us, but we also don’t understand the whole triage process. 
Sometimes we get called into a different waiting room and have to 
wait some more. Other times our families are not allowed to come 
in with us. Not understanding what’s going on only compounds our 
stress. Managing our expectations about the wait time and sharing 
what’s happening next (and the reasons why) would help a lot.

4. You are counting the wrong things. Patients are not cars.
I find it disturbing that the hospital quality improvement models are 
basically based on efficiencies in a car factory. My assertion is that 
people are not cars. Listening and connecting with patients takes 
time. How I wish that kindnesses, not minutes, were counted in 
healthcare. I worry that with the focus on technology and data, the 
health system is losing sight of why they exist: and that is to care for 

Seven ThingS 
PaTienTS 

WanT You 
To KnoW: 

Patient 
Experience in 

the Emergency 
Department

By Sue Robins
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patients. Patients are not statistics; they are human 
beings. It doesn’t matter to me what credentials 
come after a health professional’s name –HCA, LPN, 
RN, NP, or MD. I do not care if it is a health care aide 
or a hematologist who is taking the time to sit with 
me to hold my hand. What is important to me is that 
somebody who worked for the hospital showed me 
that they cared.

5. Patients crave kindness. (and kindness is free.)
Patients are so desperate to be shown acts of 
kindness – that’s what tempers the pain inflicted on 
us in hospitals, gives us comfort and helps us heal. 
This is all simple stuff: giving us warm blankets, finding 
the reclining chair, introducing yourself and your role, 
knocking or shaking the curtain before you come in, 
offering us ice chips, holding our hand. These little 
things mean a lot to us, particularly when we are at 
our most vulnerable.

6. help us maintain our dignity.
I wish workplaces would recognize and reward staff 
who take the time to help the 88-year-old woman to 
go to the bathroom instead of putting her in a diaper. 
Anything you can do to help us maintain our dignity 
is greatly appreciated: pulling the curtain closed, 
arranging the bed sheet to cover us, minimizing pain, 
applying a warm cloth before you start an IV. 

7. human touch demonstrates that you care.
I believe that we are more likely to care for ourselves 
if we believe that others are caring for us. Caring is 
demonstrated through human touch – the arm around 
my shoulder, the touch on my arm. Human touch 
is healing. You may care for your patients, but we 
don’t know that you care about us unless you show 
us through your words and gestures. Patients need 
your help to be better partners in care, especially in 
the Emergency Department, when we present to you 
stressed and in crisis. I know that models of care, new 
buildings, and innovative programs are important, 
but if the quality of the one-on-one interactions - as 
demonstrated by these seven points - is not there, 
none of that matters. It is the simple stuff that truly 
matters the most. Thank you for keeping the care in 
healthcare. n

Sue Robins is a writer, speaker and consultant in the area of 
patient-centred care. She speaks locally and internationally at 
health conferences, and has been published in the New York 
Times, the Globe and Mail and Huffington Post. More about Sue is 
here: www.suerobins.com.

Originally published in the Spring 2014 issue of Alberta Health 
Services Emergency Strategic Clinical Network newsletter, 
and based on Sue’s presentation at the Western Emergency 
Department Operations Conference last May.

A Cocktail Hour to Avoid
DrugCocktails.ca

LPNs who work with youth have a valuable new resource 
to share, and to use themselves. DrugCocktails.ca is a new 
first-of-its kind website to help youth and healthcare profes-
sionals understand the risks of mixing prescription medica-
tions, alcohol and other drugs. 

There are two versions 
of this free interactive 
site, for: 1) youth, pro-
viding practical plain 
language warnings 
and information; and 
2) healthcare profes-
sionals and counselors 
working with youth, 
providing detailed 
medical information 
underlying the warn-
ings. Youth and pro-
fessionals can type a medication name into the website, and 
learn the risks of combining that medication with any of 10 
substance categories such as alcohol, marijuana and various 
street drugs. The website is harm reduction-focused, intui-
tive and easy- to-use, and collects no personal information 
from youth. Warning icons that indicate “Serious Risk of 
Harm”, “Think First” or “Unknown Dangers” help youth 
identify risks of medication-substance combinations at a 
glance. 

“No one can be certain how a person will react when medi-
cations are mixed with other substances,” said Dr. Dean 
Elbe, Project Researcher, Clinical Pharmacy Specialist with 
BC Mental Health and Substance Use Services (BCMHSUS). 
“There is no green light here—it is never safe to arbitrarily 
mix medications and substances. DrugCocktails.ca provides 
information and highlights risks to help youth make safer, 
informed choices.” 

The DrugCocktails.ca website was funded by BCMHSUS, an 
agency of the Provincial Health Services Authority (PHSA). It 
was developed in partnership with researchers from BCMHSUS, 
BC Children’s Hospital Pharmacy Department and Youth Health 
Program, PHSA, Children’s Hospital of Eastern Ontario and the 
University of Ottawa.
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It’s your worst nightmare. You’re late 
for work but can’t seem to move. Jab-
bering strangers pull off your clothes. 
You’re cold and exposed as spasms of 
pain shoot through your shoulders - 
you protest, but the words won’t come 
out right. The scene changes: you’re 
desperate for a bathroom, but where is 
it? You search corridor after foggy cor-
ridor, and you’re running out of time. 
Everywhere there are people calling, 
talking, reaching... you’re so tired, 
but where is the bathroom? Where is 
home? Where is your family? 

Dementia is challenging for older 
adults and for those who care for them. 
For many years, the standard treat-
ment has been antipsychotic medica-
tions such as risperidone (Risperdal), 
quetiapine (Seroquel), clozapine (Clo-
zaril) and olanzapine (Zyprexa). But 
this practice often creates more prob-
lems than it solves. 

Antipsychotics increase confusion, 
impair communication and reduce in-
dependence. They contribute to falls, 
delirium, constipation, urinary tract 
infections, nausea, sedation, dizziness 
and blurred vision. They can impair 
esophageal motility and swallowing 
and thus increase the risk of aspira-
tion pneumoniai. Long term use can 
lead to metabolic syndrome, diabetesii, 
severe muscle stiffness accompanied 
by a shuffling gait, muscle weakness, 
lip-smacking and tremors. Akathisia 
(restlessness) can worsen insomnia, 
wandering, agitation and aggressioniii, 
often the very behaviours antipsychot-
ics are meant to treat.

A 2005 Health Canada Advisoryiv 

linked antipsychotics to a 1.6 fold in-
crease in mortality from heart-related 
events and infections (mostly pneumo-
nia). Advisories in 2002v and 2004vi 
warned of increased risks of stroke 
with Risperdal and Zyprexa. For every 
100 older adults prescribed antipsy-

chotics, 7 to 20 may experience some 
improvementsvii, but benefits are off-
set by adverse effectsviii and increased  
mortality. 

Of course, there can be an appropri-
ate role for antipsychotics in dementia 
and delirium. Risperidone received an 
indication in Canada for “short-term 
symptomatic management of inappro-
priate behavior due to aggression and/
or psychosis in patients with severe 
dementia.”ix But how short is short-
term? 
• Discontinue when the delirium-
 related psychosis clears (a few days).
• For severe aggression, the goal is to
 gradually reduce the dose (with the
 aim to discontinue) as soon as the
 behavior has stabilized (1-3
 months), recognizing there is no safe
 length of treatmentx. In the mean-
 time, it’s crucial to assess and 
 address underlying reasons for the
 behaviour, and include more gentle
 and persuasive approaches for 
 personal care. 

This is not breaking news. The Health 
Canada Alerts have been out for nearly 
a decade. So why are we still “treating” 
dementia with antipsychotics? 
• Lack of knowledge of side-effects
 and of the issues of overuse; beliefs
 these medications are benign. 
• Lack of awareness of better 
 options. Many dementia behaviours,
 also known as responsive behav-
 iours, are an attempt to communi-
 cate when words and cognition fail.
 It’s a whole new language requiring
 interprofessional teamwork, consis-
 tent staffing, individualized care
 plans, conversations with families,
 attention to body language, welcom-
 ing smiles, eye contact, and panto-
 mime. Those who learn to speak this
 language discover strategies for
 better dementia care and improved
 quality of life.
 

• Fear of aggression. A 2005 surveyxi 

 of Canadian nurses found 30% of
 those working in hospitals, and
 50% working in long-term care
 reported they had been physically
 assaulted by a patient/resident in the
 previous year. This is challenging
 and stressful work! Does withdraw-
 al of antipsychotics worsen aggres-
 sion? Occasionally yes, but most 
 often no, according to a 2013 
 Cochrane reviewxii. 

Here’s what is new and exciting! 
Since June 2013, eleven long term care 
units in Alberta have reduced the use of 
antipsychotics by half through very in-
tentional monthly medication reviews 
and more person-centred approaches. 

In the process:
• Their units became calmer and 
 quieter 
• Residents were better able to 
 communicate their needs
• Residents became more active, 
 independent and socially engaged 
• There was no need for increased
 staffing
• Family and staff satisfaction 
 improved.

The Appropriate Use of Antipsychot-
ics (AUA) project is an initiative of the 
Seniors Health and Addiction, Mental 
Health Strategic Clinical Networks. 
Support has been provided to front-
line providers in the form of an AUA 
Guideline, Toolkit of resources, work-
shops and coaching. Teams from the 
eleven Early Adopter long term care 
sites came together three times over the 
past year to learn, share challenges and 
successes, and report specific measures 
of progress. In the process, they’ve sup-
ported a shift from treating behaviours 
to addressing the reasons behind the 
behaviours with more person-centred 
approaches. 

Alberta Long Term Care Sites 
Transform Dementia Care
By Verdeen Bueckert, Seniors Health Strategic Clinical Network AUA Initiative
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A person-centred approach looks for 
the reason for the behaviour. Often 
it’s underlying pain, constipation, an 
urgent need to find a bathroom, hun-
ger, thirst, fatigue, overstimulation, 
loneliness or boredom. Sometimes it’s 
a medication side-effect or an under-
lying medical condition or infection. 
Frequently the issue is simply staff ap-
proach: too fast, too many words and 
too task-focused. Thorough assess-
ment and a change in approach can 
eliminate much of the perceived need 
for antipsychotics. The 2011 U.K. Al-
zheimer’s Society Best Practice Guide 
states that many people “will experi-
ence significant improvement or reso-
lution of symptoms over a 4-6 week 
period” with psychosocial interven-
tions and assessment of medical condi-
tions and pain.xiii 

How are more effective interventions 
determined? Specific behaviours are 
mapped to look for patterns and clues, 
and front-line care providers and fami-
lies consulted. Insights are incorporated 
into the care plan and new approaches 
trialed. It’s not easy. A strategy that 
worked yesterday may not work today, 
and a strategy that works for one care-
giver may not work for all, but amidst 
all the trial and error, there’s success. 
And each success empowers staff to 
explore alternatives to antipsychotics. 

Appropriate use of Antipsychotics 
requires a shift in culture. Culture is 
deeply imbedded in our routines and 
assumptions. But strategies for culture 
shift are being discovered and demon-
strated by front-line champions from 
the early adopter sites: practical, reg-
istered and advanced practice nurses, 
occupational, physio and recreational 
therapists, health care aides, social 
workers, pharmacists, and physicians.

Within the next year, support and re-
sources will be made available to the 
remaining 164 long term care centres 
in Alberta, many of which already have 
excellent processes in place to use anti-
psychotics appropriately. Many of the 
early adopter sites are already sharing 
their knowledge and enthusiasm with-
in their facilities and organizations, 
provincially and nationally. Resources 
will soon be available on the Alberta 
Health Services external website for 
anyone interested in improved demen-
tia care. And in the future, the Appro-
priate Use of Antipsychotics project 
will likely extend to Supportive Living 
and Acute Care. 

There are times when it’s appropriate 
to use antipsychotics. But even when 
this becomes necessary, those who 
have discovered the power of person-
centred care keep exploring other alter-
natives. They’re proving that dementia 
care is a significant nursing specialty, 
requiring a unique skill set - and they’re 
demonstrating what it looks like to 
practice this specialty with excellence.            
The rewards?  Better quality of life for 

the residents they care for, and greater 
satisfaction in the important work of 
dementia care. 

Beyond this, the world is watching. 
Global attention is focused on the 
growing prevalence of dementia and 
the needs of older adults. Alberta nurs-
es are poised to inform dementia care 
practices nationally and international-
ly. These are proud and exciting times 
for nurses in long term care. Together, 
we are truly leading the way. n

References on Request

Verdeen Bueckert is a Project Lead with the 
Seniors Health Strategic Clinical Network 
Appropriate Use of Antipsychotics (AUA) 
Initiative. She has a Bachelor of Science in 
Nursing, and a Masters in Leadership. Her 
passion for the AUA project is both person-
al and professional: her grandmother lived 
to be 102, and was heavily medicated in 
her final years. Her work as a clinical nurse 
educator in acute care convinced her of 
the need for dementia care resources and 
support for front-line staff. She sees the 
AUA project as an incredible opportunity to 
improve quality of life for seniors with de-
mentia, and the work environment for those 
who care for them. 

Early Adopter Sites for the 
Appropriate Use of 

Antipsychotics Project

• Wandering
• Undressing / not dressing suitably
• Hiding or hoarding things
• Eating things not fit to eat
• Repetitive words and behaviours 
 (clapping, calling out)
• Interfering with others (pushing those 
 in wheelchairs)
• Inappropriate urination or defecation

• Certain mental health conditions
 such as schizophrenia and 
 bipolar disorder

• Major depression or anxiety, 
 sadness, crying (try antidepres-  
 sants first) 

• Disturbing hallucinations and 
 delusions

• Physical and verbal aggression

  Symptoms NOT improved by antipsychotics            Symptoms that MAY be improved

AthAbAscA
• Extendicare: Athabasca

Edmonton
• Capital Care: Strathcona
• Covenant: Youville
• Good Samaritan: Southgate

RimbEy
• AHS: Rimbey LTC

cAlgARy
• Bethany Care: Bethany Calgary
• Brenda Strafford: Bowview
• AgeCare: Beverly Glenmore
• Revera: Bowcrest

mEdicinE hAt
• Revera: Riverview

lEthbRidgE
• Covenant: St. Michael’s
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>>LEARNING 
LINKS

Alberta Gerontological Nurses Association
www.agna.ca

Alberta Hospice Palliative Care Association 
http://ahpca.ca

Alberta Innovates 
www.albertainnovates.ca/health

Canadian Agency for Drugs and 
Technologies in Health
www.cadth.ca

Canadian Association of Neonatal Nurses
www.neonatalcann.ca

Canadian Association of Wound Care 
www.cawc.net

Canadian Orthopaedic Nurses Association
www.cona-nurse.org

Canadian Hospice Palliative Care Nurses Group
www.chpca.net

Canadian Virtual Hospice
www.virtualhospice.ca

Community Health Nurses of Alberta
www.chnalberta.ca

Creative Aging Calgary Society
www.creativeagingcalgary.ca 

Education Resource Centre for Continuing Care
www.educationresourcecentre.ca

John Dossetor Health Ethics Centre
www.ualberta.ca/bioethics 

Mount Royal University
www.mtroyal.ca 

National Institutes of Health Informatics
www.nihi.ca

Reach Training
www.reachtraining.ca 

Selkirk College
www.selkirk.ca

UBC Interprofessional Continuing Education
www.interprofessional.ubc.ca

 

 
Available to Alberta LPNs in education grants for post-basic courses.  
Eligible courses include: 
 

Foot Care Mental Health 
Gerontology Orthopedics 
IM/ID Injections Palliative Care 
Immunization Research 
Infusion Therapy  
Leadership & MORE! 

 

Apply today! 
 

Application Forms & FAQ’s at  

FOUNDATION.CLPNA.COM 
Foundation@CLPNA.com or 780-484-8886 

Fredrickson-McGregor Education Foundation for LPNs 
 

 

                 $1000/YR

in LPn education grants
Available to Alberta LPNs in education grants for post-basic courses.
Some of the eligible courses include:

• Foot Care
• Gerontology
• IM/ID Injections
• Immunization
• Infusion Therapy

• Leadership
• Mental Health
• Orthopedics
• Palliative Care
• Research

Apply today!
Application Forms & FAQs at

FOUNDATION.CLPNA.COM
Foundation@CLPNA.com or 780.484.8886

Fredrickson-McGregor Education Foundation for LPNs

CLPNA sends out the majority of its notices 
and nursing news by email. Don’t miss out!

STEPS TO GET CLPNA EMAIL:
 GO to “myCLPNALOGIN” 
 at www.clpna.com. “View Profile”. 
 “Edit” your email address.

 CLICK THE “Sign Up for Email Updates”  
 button at www.clpna.com.2

1

You’ve Got Mail!
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Council VP & District 
Reps announced

On september 1, fort mcmurray’s Dieda John, LPN, 
assumed her first 2-year term as vice-President of the 
Council of the College of licensed Practical Nurses of 

alberta (ClPNa). President Jo-Anne Macdonald-Watson, 
LPN, continues into her second term. 

several other Council members began their terms as 
District Representatives by acclamation:    
 • District 1 (south Zone - lethbridge, medicine Hat & area) - vacant
 • District 3 (Central Zone - Red Deer & area) 
   - Valerie Paice, LPN (second term)
 • District 5 (Part of North Zone - edson, lac la Biche & area) 
   - Doris Kuelken, LPN (second term)

Terms run from september 1, 2014 to august 31, 2016. 
The next scheduled Council meeting is on october 24.

ClPNa’s Council is responsible for the organization’s 
overall direction, planning, policies and finances. The 
Council does not manage the day-to-day operations of the 
ClPNa, which is accomplished by the executive Director 
and staff. Council duties include setting ClPNa strategic 
direction including mission, vision, mandate and outcomes; 
setting Bylaws, Regulations, standards of Practice and 
Code of ethics; approving practical nurse education 
programs; and reviewing annual financial statements.

in spring 2015, the following Districts will be looking 
for servant-leaders, critical-thinkers, and future-
oriented team-players to submit their nominations 
for Council: District 2 (Calgary & area); District 4 
(edmonton & area); District 6 (Grande Prairie & area); 
and District 7 (fort mcmurray & area). 

For more info about Council, 
see www.clpna.com/about-clpna/council. 

Dieda John Valerie Paice Doris kuelken Jo-Anne Macdonald-Watson

SAVE
THE DATE
April 29 - May 1
Rimrock Resort Hotel
Ban�, Alberta

2015 CLPNA AGM & CONFERENCE

getting real:
Paths to Authentic Care

www.clpnaconference.com



Starting October 1, most LPNs will renew their registration for an 
Active Practice Permit for the 2015 calendar year. The deadline for 
Registration Renewal completion is December 1, 2014. The CLPNA 

strongly encourages all members to renew as early as possible to 
receive the lowest fees and quickest customer service. 

notices Emailed
CLPNA now sends all member notifications by email ONLY. 
Registration Renewal reminders will be sent by email in late September. 
Members who do not receive an email notice should ensure their email 
address is correct on their member profile at https://www.myCLPNA.
com. If this email address is correct and you are still not receiving 
CLPNA emails, check your Spam or Junk folders. If problem persists, 
contact CLPNA at info@clpna.com, 780-484-8886, or 1-800-661-5877. 

Remember: practicing Without a current practice permit is illegal
Only individuals with a current CLPNA Practice Permit are authorized to 
use the title ‘LPN’ or work as a Licensed Practical Nurse in Alberta, as 
per Section 43 of the Health Professions Act. Working as a LPN with an 
expired or non-valid Practice Permit constitutes unprofessional conduct 
and violation will subject the individual to disciplinary action, including 
substantial fines.

preparation checklist
Before you go online, please have the following ready:
 • User ID (CLPNA Registration Number) and password to log into  
  http://www.myCLPNA.com
 • Calculated practice hours for 2014 (Jan 1 - Dec 31, 2014)
 • Current employer information
 • Continuing Competency Program (CCP) Learning Plan
 • Payment information

Renewing online
To begin the 2015 Registration Renewal process, go to our direct link 
https://www.myCLPNA.com, or to www.clpna.com and click on the blue 
“myCLPNA Login” link located in the screen’s upper right corner. 

Don’t have a desktop computer with internet? Use the computers at the 
CLPNA office or a local library, or ask employers, colleagues, family or 
friends. The Registration Renewal system is not approved for access by 
tablets (iPad, Samsung Galaxy, etc.) or smartphones (iPhone, Samsung, 
LG, etc.). 
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2015 
REGISTRATIoN 

RENEwAL 
Deadline December 1

Members must complete the annual 
Registration Renewal Application 

in order to:
•  work in Alberta as a Licensed Practical Nurse in 2015   
 (registration type Active)
•  change registration type to non-practicing (Active to   
 Associate; or Active to Inactive; or Associate to Inactive)
•  receive regulatory and practice information
•  keep registration in good standing

For complete policies and our step-by-step guide 
“How To Guide for 2015 Registration Renewal”, go to 

www.CLPNA.com, “I Am a Member”, “Registration Renewal”. 
CLPNA staff is also available to assist you with the process.



Registration Renewal Fees & Deadlines

Fees may be paid online by VISA, Mastercard or by previous 
enrollment in the Pre-Authorized Payment Plan (PAP) for 
2015. If unable to pay by those methods, contact CLPNA 
before starting the online Registration Renewal Application to 
make alternate arrangements. All fees will change at 12:00am 
(midnight) on the dates listed above. 

Renewing Registration oct 1 - Dec 1
Members are urged to renew before the December 1 deadline 
for the lowest fees and most support. Renew by November 1, 
2014 to be automatically entered into our Ready, Click, Win 
contest to win $350! 

Renewing Registration from Dec 2-31
Members renewing from December 2-31 are reminded that 
CLPNA office will be closed the holiday week of December 22-
26, open 8:30am-2:00pm on December 31, and closed January 
1. No customer support will be available.

Reinstating Registration after Dec 31
After December 31, 2014, online Registration Renewal will no 
longer be available. After that date, applicants must contact 
CLPNA to request a Reinstatement Application Form. 

practice permits
Most members will receive access to their Practice Permit on 
the “Permits & Receipts” tab immediately after completing the 
Registration Renewal process. There is one exception: Pre-
Authorized Payment Plan (PAP) subscribers who complete the 
Registration Renewal in October. These subscribers will receive 
access to their Practice Permit in late November after their final 
payment is processed for November 2014. 

associate Membership 
Members who, for any reason, do not plan to practice as an 
LPN in Alberta in 2015, but may return to practice in the future, 
are encouraged to renew as an Associate for $50. Associate 
status is a non-practicing registration type; therefore, it does 
not allow you to work as a LPN. Associate members continue 
to receive CARE magazines, e-newsletters, practice updates, 
and registration renewal notices. If an Associate member 
decides to return to practice before the next renewal period, 
the Reinstatement Fee ($50) is waived due to the Associate 
Fee and only the Active Registration Fee of $350 will be 
required. 

Members not Renewing
Members who, for any reason, do not plan to practice as an 
LPN in Alberta in 2015, and do not plan to return to practice 
in the future, should officially notify CLPNA by changing their 
registration status to “Inactive” on their 2015 Registration 

Complete your 2015 
Registration Renewal by 
november 1, 2014 to be 
automatically entered. 

see back cover ad for details! 
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Renewal. This serves as formal notification to CLPNA 
and ensures the member’s practice hours for 2014 and 
Continuing Competency Learning Plan completion are on file. 
If Registration Renewal is not completed, further reminders 
and suspension/cancellation notifications will be sent to the 
member as required by the Health Professions Act. 

proof of Registration on public Registry
Members and employers requiring proof of LPN registration 
status for 2015 use CLPNA’s Public Registry at www.clpna.
com. The Public Registry shows an LPN’s current and future 
registration status, specialties and restrictions.

prepaying 2016 Registration Renewal Fees
The Pre-Authorized Payment Plan (PAP) is a CLPNA payment 
option that allows members to pay their 2016 Registration 
Renewal Fee using automatic bank withdrawals of $35/month 
for 10 months. Go to www.CLPNA.com, “I Am a Member”, 
“Registration Renewal”, “Pre-Authorized Payment Plan”.

Questions?
Contact CLPNA at info@clpna.com, 780-484-8886, or toll-
free at 1-800-661-5877 (toll free in Alberta only).

2015 REGisTRaTion FEEs FoR acTiVE pRacTicE pERMiT

Fees paid 
october 1 - December 1

$350

Fees paid 
December 2 - 31

$380

Fees paid 
 after January 1

$400

CLPNA HOLIDAY OFFICE HOURS

Regular Office Hours
Mon – Fri, 8:30am – 4:30pm

October 13  closEd
November 11  oPEn 

December 22-26  closEd 
December 29-30  oPEn

December 31 closed 2:00pm 
January 1  closEd
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the operations room

Exercising your right to vote
Walking was a step ahead when we asked about your favourite way to exercise -- and why not?  
Walking is linked to everything from managing stress to boosting mental health. The core strengthening 
and flexibility of yoga and pilates were popular too, while Crossfit, weight training, jazzercise and tae 
kwon do were other favourites.  Team sports came in last place, but however you choose to get moving, 
we hope you’re moved to reply to our next survey. Watch your inbox this winter!

CARE FALL SuRVEy

Walking

yoga / Pilates

Running

Other

Swimming

Exercise Class

Biking

Team Sports

27.5%

12.5%
11.3%

8.8%
8.8%
8.8%

2.5%

20.0%

Over 12,000 lPNs will renew their registration this fall and the 
seven staff in ClPNa’s Registration Department are ready. 
Though their workload peaks from october to December, 

these dedicated staff members are also responsible for launching 
the professional journey of new graduates and those new to the 
province. let’s pull back the curtain to reveal who is on the other 
end of that email.  

Tamara Richter, Director of operations, guides the department 
using 15-years’ experience about ClPNa’s daily operations and 
more recent achievement of a Certification in Project management. 
Though not a healthcare professional herself, she “admires those 
who are” and enjoys hearing about, and supporting, all the great 
work that practical nurses are doing in alberta. 

as Director of Regulatory services, Sharlene Standing ensures 
ClPNa’s registration processes safeguard public interest by ad-
hering to all legislative and regulatory laws. employed with ClPNa 
over a decade, she is “in awe of the transformation within the lPN 
profession due to the dedication and commitment of alberta lPNs”. 
sharlene personifies this transformation herself, as a proud lPN 
who recently completed her masters of arts in leadership. 

Theresa Forest has probably administered more registration re-
newal files than any other staff member over the last 14 years. 
Diligently handling temporary applications, reinstatements, and 
verifications of registration, she assists hundreds of members every 
month. Her patience extends to her hobbies and family, where golf 
and grandchildren equally benefit. 

Marjorie Malenfant is thankful that the internationally educated 
nurses (ieNs) she helps become registered are “kind and very 
grateful for the opportunities in alberta”. The changes introduced 
by the National Nursing assessment service in august most affect 
her role. 

for over 1000 new graduates a year, Melanie Therrien is their 
first point of contact with ClPNa as she coordinates the Ca-
nadian Practical Nurse Registration exam (CPNRe) in alberta.             
a newcomer to staff, she is also tackling the role of database 
administrator. 

Daniella Cordero helps out of province nurses fulfill their visions 
of working in alberta. Daniella prides herself on giving accurate 
information to new alberta residents and helping them have “the 
smoothest possible transition”. she loves shopping, shoes, marvel, 
and her cat! The newest department member, she steps into the 
shoes of Giane fernandes who is currently on leave. 

Receptionist Gerri Owen is the friendly face and voice at          
ClPNa’s front desk. she loves helping members with their                    
inquiries and documents as they navigate the registration process. 
When she’s not on the phone, she loves being outdoors in all types 
of weather, enjoying gardening, skiing and family. n

Getting to know our… Registration Dept.

Clockwise from left: sharlene standing, Gerri owen, Tamara Richter, 
melanie Therrien, marjorie malenfant, Daniella Cordero. 

Not pictured: Theresa forest



?
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Alberta Gerontological Nurses 
Association (AGNA) 
www.agna.ca or info@agna.ca

AGNA invites LPNs to join their 
educational and networking 
association for those interested in 
caring for older adults. 

For Emergency Room Nurses
Emergency Nurses’ Interest 
Group of Alberta (NENA-AB) 
http://nena.ca

ENIG invites LPNs to join them 
as they promote the specialty 
of emergency nursing through 
learning opportunities, networking 
and nursing research. 

For Nurse Educators
Canadian Association of 
Schools of Nursing (CASN) 
www.casn.ca or 613-235-3150

CASN invites LPN educators to 
join their special interest groups 
for Internationally Educated Nurse 
Educators, Nurse Practitioner 
Education, Palliative and End of 
Life Care Education. 

For Operating Room Nurses
Alberta Operating Room Team 
Association – LPN (AORTA) 
www.clpna.com/members/
aorta-affiliate/

AORTA welcomes LPNs with 
or without an Operating Room 
Specialization to expand and 
update their nursing knowledge 
through educational sessions and 
to bring together nurses interested 
in this specialty. 

Connecting LPNs to other 
health professionals with 
your interests in mind.

Correction:
a nominee for the 2014 lPN awards of excellence 
was regretfully missed in the summer 2014 issue of 
CaRe. Ryan falkenberg, lPN, was a nominee for the 
Rita mcGregor excellence in Nursing education award. 
Congratulations, Ryan! 

Volunteer for 
CLPNA Committees

Committee opportunities are available for licensed 
Practical Nurses for the 2015-2016 term with 
the College of licensed Practical Nurses of 

alberta (ClPNa). These professional groups ensure 
protection of the public and maintain standards in lPN 
education, competence and practice.
 
The following committees are accepting resumes 
until November 1: Hearing Tribunal, Complaint 
Review Committee, Registration and Competence 
Committee, and Education Standards Advisory 
Committee. 

orientation, training, honorarium, and travel expenses 
are provided. 

Complete information at www.clpna.com/about-clpna/
committees, or info@clpna.com, 780-484-8886 

or toll free at 1-800-661-5877.

lPn, do you know…
What is the Continuing Competency Program?
Do you know:

 • How to build a Learning Plan

 • How to track and record your annual   
  learning?

 • Where to find a Record of Professional   
  Activities?

Answers coming soon 
to your email inbox! 

Plan now and be prepared for your 
2015 Registration Renewal!



MANDATORY REPORTING: 
An Employer’s Duty to Report 

Unprofessional Conduct

Often employers are uncertain and perhaps confused about their 
obligation and duty to report the unprofessional conduct of a Licensed 
Practical Nurse (LPN) to the College of Licensed Practical Nurses of 

Alberta (CLPNA). When a report is received from an employer, the matter 
is treated as a complaint against the LPN. In 2013, employers reported 70 
cases of unprofessional conduct to the CLPNA.

This reporting obligation is in accordance with the Health Professions 
Act (HPA). The legislative requirement establishes the legally-mandated 
responsibility of the employer to report disciplinary concerns of healthcare 
professionals. Mandatory reporting is important so that the CLPNA is 
informed if an LPN is not practicing safely. It also allows the CLPNA to 
take necessary action to protect the public and assist the LPN to improve 
competence or correct behavior (if the allegations are proven). According 
to section 57(1) of the HPA, employers are mandated to report LPNs to 
the CLPNA when they: 

•  terminate an LPN due to unprofessional conduct;
•  suspend an LPN due to unprofessional conduct; and
•  receive a resignation from an LPN prior to the LPN being suspended 
 or terminated for unprofessional conduct.

Even if no disciplinary action is taken, an employer may also report an 
LPN if they have reasonable grounds to believe the LPN is not providing 
competent professional nursing services. Prompt reporting should occur if 
an employer has concerns about an LPN’s ability to provide safe nursing 
care that could potentially place patients or clients at risk.

When an employer is evaluating the conduct of an LPN to make a decision 
to initiate disciplinary action that will result in submission of a complaint 
to the CLPNA, they should consider the following factors:

•  Is the LPN providing unsafe care?
•  Has the LPN potentially breached the ethical and/or practice   
 standards of the profession?
•  Has the LPN violated the employer’s policies and procedures?
•  Has there been a pattern of unacceptable behaviour? Is it likely 
 to continue?
•  Are the public, patients, clients, co-workers and others potentially 
 at risk?
•  Is there evidence of specific behaviors or incidents that support the   
 employer’s concerns?
•  Have the outcomes of the employer’s attempts to remediate the 
 LPN’s conduct been unsatisfactory?
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Some examples of unprofessional conduct which 
may be reported by an employer to the CLPNA 
include, but are not limited to:

• Nursing practice and competency issues 
 (lack of skill and/or judgment)
• Patient neglect/abuse (verbal, physical,   
 emotional, sexual)
• Medication administration errors
• Compromised patient safety
• Breach of privacy/confidentiality
• Theft/fraud/deceit
• Conflict of Interest
• Boundary issues – inappropriate relationship
• Co-worker harassment/bullying

There are consequences for employers who fail 
to report the unprofessional conduct of an LPN 
to the CLPNA. Section 57.1 of the HPA states an 
employer who contravenes section 57 is guilty of 
an offence and liable:

a)  For a first offence, to a fine of not more 
 than $4,000,
b) For a 2nd offence, to a fine of not more 
 than $8,000, and
c) For a 3rd and every subsequent offence, to 
 a fine of not more than $12,000.

There are a number of resources available to the 
employer to assist in making a decision to report 
such as the: 

• “Health Professions Act: Employer    
 Handbook”; 
• “Health Professions Act” and;
• CLPNA’s interpretive document “Duty 
 to Report”

A complete explanation of the Complaints 
process for employers, members and the public, 
including the above documents can be found on 
CLPNA’s website under Complaints at www.
clpna.com/complaints. 

For more information, contact a 
CLPNA Complaints Consultant at 780-484-8886 

or 1-800-661-5877 (toll free in Alberta).

CLPNA information & services

www.CLPNA.com

Ask a Practice 
Consultant
Contact practice@clpna.com 
or 780-484-8886. 

Advertise in
CARE magazine
http://www.clpna.com/contact-us/
advertise-with-us/

Job Listings
www.clpna.com/members/
job-listings

Public Registry of LPNs
www.clpna.com/employers/  
public-registry

Regular office Hours: 
Monday to Friday, 8:30am - 4:30pm   

Closed for Statutory Holidays

Contact Us:
College of Licensed Practical Nurses of Alberta (CLPNA)
13163 146 Street
Edmonton, Alberta  T5L 4S8  Canada
 
Email info@clpna.com
Phone 780.484.8886 
Toll Free 1.800.661.5877 (Alberta only)
Fax 780.484.9069
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The CLPNA has opened its archives to share the most curious and compelling 
items with CARE readers. We hope you’ll enjoy a look back at everything from 

high points in LPN history to hairstyles that might be better forgotten…

Well-baby clinics and nurses have a long history, going back to 
the early years of public health in Canada. They were originally a 
somewhat controversial idea, as some physicians feared that these 
nurse-run clinics would interfere with their practices. This concern 
was calmed by arguments that only ‘well’ children would be seen 
at the clinics, and those cases that needed further care would be 
referred to a family physician. By the time this picture of a Calgary 
clinic was taken in the mid-1940s, the value of well-baby clinics was 
firmly established, and they continue to be a valuable resource for 
parents today.
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Complete your 2015 Registration Renewal online
by november 1, 2014 to be entered to win 
back your Active Registration Renewal Fee.

*Prize is equivalent to Active Registration Renewal Fee. To be eligible, members 
must submit a completed 2015 Registration Renewal for an Active Practice Permit 
by November 1. The winner’s name will be publicly announced.

RENEW EARLY & WIN $350*




