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from the college

ensuring “engaged 
professionalism” 
by leading with 

your heart, 
demonstrating 
respect and 

preserving the 
dignity of all  

elevates you from 
professional to 

exceptional!

NuRsiNG WiTH HeART
We are all aging – in fact over 10% of Albertans are over the age of 65. As 
professionals, we each have a part in creating the type of environment that we 
would want to grow old in. Today, health professionals work with seniors in all 
aspects of care – emergency, acute care, clinics, home care, supportive living 
and long-term care. The many and varied roles licensed Practical Nurses hold 
place you in unique positions to create significant culture change in healthcare 
– and this change includes the informed and committed decision to lead 
seniors care with an authentic heart.

on october 23, the ClPNA Council hosted our second annual Think Tank with over 200 invited healthcare 
leaders. This year’s theme was Planning for the Future of seniors and Dementia Care. (Turn to page 6 for an 
article about the Think Tank).

local and international leaders shared their wisdom, some from as far away as Denmark, the uK, and the 
Netherlands. one key message was repeated: there is an important role for all nurses to lead a change in the 
way we care for seniors. our speakers challenged us to examine a person-centered approach that draws upon 
the spirit inside each provider to lead with their whole heart. They spoke of systems designed with a focus on 
compassion, dignity and respect, showcasing care environments where staff is encouraged to create meaningful 
connections with residents. The result - a more positive experience of care for the resident and for the nurse.  

“Nurses can be attached professionals and not hide behind the mask of professionalism,” said David 
sheard. in his moving Dementia Care matters presentation, he showed beautiful images of nursing 
staff moving away from purely task orientation to truly connect with the people they care for. He 
shared it takes only 30 seconds for nurses to create a positive interaction – to make someone 
smile, to make them feel they’ve been heard, and to create a moment so they feel they truly matter. 

We were joined by local champions from Alberta Health, Alberta Health services, the university 
of Alberta and the Alzheimer’s society, all of whom are reimagining seniors care from different 
perspectives: policy, operations, research and family support. 

The Think Tank speakers emphasized the concept that nurses need to shift from completing tasks 
for people to working with people. All attending were challenged to consider a ‘restorative care’ 
approach where seniors are supported to be the best they can be, live a happy and full life with 
maximum independence. in Denmark, many live at home well into their 90s with individualized 
supports including increasing utilization of volunteers providing social supports.

The philosophies shared at our Think Tank were profoundly experienced by delegates, and although 
focused on seniors care, they are certainly applicable to any healthcare setting. This issue of CARe 

features lPN Kristina mcGuire’s journey in pediatric healthcare with her son sam. Her advice for those caring for 
children is similar: listen more closely, elevate humanity and compassion in care, and support people to live life 
fully and in the moment. 

We know that every single day, as individual nurses, you make a difference in people’s lives. As lPNs, you showcase 
professionalism in all you do. ensuring “engaged professionalism” by leading with your heart, demonstrating 
respect and preserving the dignity of all elevates you from professional to exceptional! it is this demonstrated 
leadership impacting change that results in the creation of a preferred system for all.

Jo-Anne Macdonald-Watson, President and Linda Stanger, Executive Director
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 Pat Fredrickson Excellence in Leadership Award given to an LPN for consistently 
 demonstrating excellence in leadership, advocacy, communication and passion for the profession.

 Rita McGregor Excellence in Nursing Education Award given to an LPN nursing educator  
 or a designated preceptor in a clinical setting who consistently demonstrates excellence in providing  
 education in the workplace.

 Laura Crawford Excellence in Nursing Practice Award given to an LPN who displays   
 exemplary nursing knowledge, promotes an atmosphere of teamwork, mentors team   
 members, and shows pride in the profession.

 Interprofessional Development Award recognizes non-LPN healthcare leaders who are 
 instrumental in building quality practice environments. Nominees are chosen by LPNs. 

 

from www.clpna.com, foundation@clpna.com, 780-484-8886

Winners are chosen by the selections committee of the Fredrickson-McGregor Education Foundation for LPNs. 
Only complete nomination applications will be considered.

Recognize a Shining Star by nominating them for an 
Award of Excellence in the following categories:

*
*

*

*
Winners will receive a $1000 cash prize and will be honoured at the 

Celebrations and Awards Dinner at the CLPNA’s 2015 AGM & Conference 
in beautiful Ban�, Alberta on April 30th, 2015.

Nominations open until February 28th, 2015

LPN
AWARDS OF
EXCELLENCE
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T he College of Licensed Practical Nurses of Alberta believes 
everyone in the health system needs to be looking forward and 
working together to create a high quality, responsive health 

system that meets the challenges of the next 15 or more years. 
One of the biggest challenges will be caring for the physical and 
mental health needs of the growing number of seniors.

On October 23, the CLPNA hosted its second annual Think Tank. 
The Think Tank was part of the CLPNA’s commitment to ensuring 
the LPN profession is equipped with the skills of tomorrow. It built 

on the successful 2013 Think Tank, Planning for the Future, which 
looked at the impact of changing demographics, social trends and 

technology on LPNs. 

The Think Tank featured thought-
leaders from Europe, Canada, and 

Alberta. These innovators in the field 
of seniors care and dementia spoke about 

new models of care, healthy policy and best 
practices in dementia and seniors care. 

Those in attendance were challenged to ask 
themselves, “What do I want when I’m old or 

have dementia?” What they heard is that the key is 
leading from the heart and being unafraid to be human. 

OVERVIEW
Minister of Health Stephen Mandel brought greetings from 

the province and spoke about the challenges of building 
infrastructure and meeting the needs of people. Buildings are 

just buildings, though, he said, and we need to ensure that we 
have enough people to provide compassionate care. 

INNOVATIONS IN DEMENTIA AND PUBLIC POLICY
Dr. David Sheard, founder of Dementia Matters in the United Kingdom, explained that dementia won’t 
kill your soul, but the institutionalization of care will. He challenged nurses to change their approach 
– to be a person first and a nurse second. Far from being a message of blame, Sheard acknowledged 
that people go into nursing with heart and get stuck with policy, standards and surroundings that kill 
the spirit.
 
Participants also heard from experts from Denmark and the Netherlands on the impact of policy and care 
structures. Eva Pedersen is with the Ministry of Social Affairs in Denmark. Public policy is an important 
part of changing the approach to caring for the elderly, she explained. The focus is on supporting people 
in their own homes. Core values in care are a respect for dissimilarity and dignity. 

In another innovative approach to care, Eloy van Hal, Facility Manager of The Dementia Village (De 
Hogeweyk), explained how they have established a community of care. The Dementia Village is as 

We need to be 
innovative and 

strategic together if we 
are to meet the needs 

of the people we 
care for and support. 

That means being 
increasingly aware of 
how best to address 
the impact of chronic 

disease, mental illness, 
seniors care, dementia, 
cultural competence, 
collaborative practice 

and leadership.

  CLPNA THINK TANK
      challenges attendees
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close to real life as it can be while remaining safe and meeting 
client needs. 

Christene Gordon, Director, Client Services and Programs, 
with the Alzheimer’s Society of Alberta and the Northwest 
Territories, talked about the rising tide of dementia in Alberta 
and the demands this places on families. Understanding the 
family phases of caregiving can help providers better support 
them and help guide them to resources. Her call to action 
included the need for a massive culture change and a national 
dementia strategy. 

ALBERTA INITIATIVES
Other speakers included Dr. Lily Liu from the University of 
Alberta and Isabel Henderson and Nancy Guebert, Co-Leads, 
Alberta Health Services (AHS) Continuing Care Resolution 
Team. Dr. Liu talked about using technology to solve practical 
problems, such as medication reminders and easing home care 
providers’ workflow and quality of care. 

At AHS, Henderson and Guebert are reviewing home care, 
supportive living and long term care. They talked about the need 
for collaborative care planning, care delivery, shared decision 
making and outcomes. Patient and family-centered care is what 
we do with families and patients, not what we do for them. 
 
At the end of the day, selected participants met in focus groups 
to talk about what they had heard and its implications for LPNs. 
Be there for our patients, they urged. Help us keep our patients 
and clients as the focus and ensure that we can support culture 
change. Create an environment within the health system that 
respects everyone’s contribution. Look for opportunities to 
collaborate with others implementing more inter-professional 
education. 

The CLPNA will be using the 2014 Think Tank as a foundation 
for its work over the next year, working to support culture 
change within the profession and helping to better meet the 
needs of LPNs as they work to provide compassionate and 
effective care. n

The full report from the 2014 Think Tank is available at 
www.clpna.com. 

ANNUAL
GENERAL
MEETING

ALL LPNs WELCOME!

2015 CLPNA AGM & CONFERENCE

getting real:
Paths to Authentic Care

Featuring:
• Release of 2014 Annual Report

• Release of 2015 Competency Pro�le for LPNs
• Release of Business Plan 2015-2018

Wednesday, April 29, 2015
4:30 – 6:00 pm

Rimrock Resort Hotel, Ban�

PROGRAM:
Presidential Address

Jo-Anne Macdonald-Watson, CLPNA President

College Activities
Linda Stanger, CLPNA Executive Director/Registrar

Resolutions may be �led until 
April 24, 2015

Resolution Forms available by request at 
info@clpna.com or 780-484-8886

Your Profession, Your College

AGM ad



8  care | volume 28  issue 4

by Kristina McGuire, LPN 
with Chris Fields 
and Sue Robins

When the 
Patient is Your 
Child Family-centred Care
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Sam was fussy, screaming and crying non-stop the morning of day 6. He was 
sweating and clammy…babies don’t sweat like that unbundled and out of 
the heat. He was still bruised from the bag mask that helped him breathe at 

birth, six days earlier, so I couldn’t tell that around his mouth, he was a little blue. 

I counted his respiratory rate: 142. I double checked. I should have been a mom 
and not a nurse…I figured I could handle it. I should have called an ambulance. 

Drew happened to be on his way home so I calmly told him to stay in the car… 
that we would drive to the hospital…that I was worried about Sam. Sam was 
crying incessantly. I jumped in the space between the car seats to try and calm him. 
Drew drove quickly and quietly.
 
Sam became gray. His eyes rolled back and his head lolled to one side. I kept crying 
‘Sam. Listen to mama! Open your eyes, Sam.’ I held his hands. I opened his chest 
buckle and rubbed his sternum hard…harder than a mother should ever have to 
touch their baby. 

I told Drew to hurry up. He said I was scaring him. I said, ‘You need to be scared.’ 
I think he ran the red light. 

All the doors of the car left wide-open in front of emergency…Drew told me later 
he ran past everyone with Sam into the assessment rooms and yelled that Sam 
wasn’t breathing. Medical staff hustled, bringing Sam into a trauma bay…putting 
in lines and intubating. They asked a million questions. I tried to answer as best I 
could. 

Drew and I stood dumbstruck. Our baby lay limp on the stretcher, surrounded 
by a dozen or so people who were buzzing around, shouting, whispering, moving 
quickly.

Once Sam was stable, we went to ICU. They did an echocardiogram and that’s 
when we met our doctor. She drew pictures…first time I had ever heard Hypoplastic 
Left Heart Syndrome. Congenital heart defect. Palliative surgeries. 

A transport incubator rolled by. ‘We’re almost ready to go,’ a nurse said. We didn’t 
yet know our baby had to fly to Edmonton on his own for surgery. 

We were given gas and grocery money from Heart Beats. We walked out of the 
emergency room doors without Sam, trying to figure out what to do with our 
life short-term. We went home. We tried to tell Kate something that made sense 
to a three year old. We packed as a family for a trip without an end date and to 
Edmonton we went.

That was the beginning… 

Sam’s arrival came with joy and anticipation - 
a new baby, a new home, and a new city. 

August 29, 2013 was life changing.

Kristina’s story:



Our family experience has heightened 
my belief the healthcare system needs 
to recognize and appreciate family 
advocacy, and work even harder at el-
evating humanity and compassion in 
healthcare. ‘Walk a mile in their shoes’ 
is such a pertinent analogy. 

A few months ago during an admission 
for Sam when I felt I wasn’t being lis-
tened to, I remembered a parent in our 
Neonatal Intensive Care Unit (NICU) 
whose micro-preemie child had been 
transferred from the Foothills NICU. 
The parent had spent months bedside. 
She had difficulty adapting to our style 
of nursing. She was demanding, leav-
ing notes all over her son’s bedside 
explaining what specific kind of care 
we needed to provide, outlining daily 
schedules….even refusing some nurse’s 
care altogether. 
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(From left)  Sam at 3.5 months old just prior 
to his third open heart surgery; The McGuire 

family: Drew, Kate, Sam, and Kristina.

Look at how far we’ve come. 

Sam is a beautiful, chubby baby. He 
lights up a room when he grins. Kate is 
an amazing sister who is compassion-
ate and understanding beyond her four 
years. Drew and I have battled through 
the toughest, most trying times of our 
marriage…growing to know each oth-
er better and love each other in a way 
we didn’t realize was possible a year 
ago. We’ve learned so much about who 
our friends and family are and why we 
love them so much.

It’s been a wonderful and heartbreak-
ing journey. Sam is here. Every mo-
ment after August 29, 2013 has been 
stolen time. Passing the one-year mark 
meant something. I can’t explain why, 
but now I can breathe. We’ve made it 
this far. Who knows how far we’ll go. 

How has your experience influenced 
your view of nursing, and what advice 
can you offer nurses who work with 
families and kids?

Pediatric nursing is exacting. The pa-
tient is often unable to communicate, 
and is terrified of you and the environ-
ment. One has to work extremely hard 
to earn a child’s trust. Add parents who 
are worried and protective and it ele-
vates pediatric nurses into a league of 
their own.

It all clicked in my mind. She had so 
little power over what was happening 
to her baby. She exercised what con-
trol she had. However inconvenient 
and stressful her demands were, they 
were valid in her eyes. As nurses we 
need to remember the scope of what is 
happening to a family. It may be your 
last shift of five, or you may be waiting 
for your break. But this is real life for 
these families: there is no break, and it 
is a struggle. A hospital you work in is 
a different beast than one families find 
themselves living in. 

I had been a NICU nurse for a year 
when Sam was born. The knowledge I 
had about the dynamics and routines 
of the healthcare team made life a little 



easier. I could guide my husband and 
family and help keep Sam calm. I knew 
from my NICU training that Sam need-
ed bundling and boundaries, pain con-
trol and very little stimulation. Most 
experiencing the ‘system’ don’t have 
this advantage and we need to bridge 
the gap.

Initially, I deferred to the nurse tak-
ing care of Sam. He or she had been 
through this hundreds of times, knew 
what post-op looked like, and what 
was typical for Sam’s heart defect. As 
time has gone on, I have become an 
‘expert’ on Sam. I know his normal 
values, demeanour, fears, which arm 
is the easiest for drawing blood, and 
what type of IV filter is needed for his 
special heart. I know how to distract 
him so he’ll let a doctor complete an 
exam. I know what he can tolerate, 
when to push him a little more and 

when he’s just done. I’m a nurse but 
all parents acquire insights like this, 
and medical staff would benefit from 
listening more closely. It’s important to 
respect the needs of the family, not just 
the requirements of the task.

Having now seen the medical world as 
a mom with a son being treated, what 
advice would you offer to families?

Don’t have blind faith. Nurses and 
doctors are just like you – human and 
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trying their best. Become part of the 
team and ensure medical personnel 
fully acknowledge your role in your 
child’s health. At home, you may well 
be doctor, nurse, dietician, pharma-
cist, occupational therapist, and/or 
physiotherapist and you need to be en-
abled. You bring your child’s voice to 
the team, and know your child better 
than anyone. Ask questions and don’t 
be afraid. 

How do you find hope as you 
continue this journey? 

Before Sam, I didn’t realize that Ed-
monton was Western Canada’s cen-
tre for pediatric cardiac surgeries and 
transplants. I’m unbelievably thankful 
that Sam had one of the world’s best 
cardiac surgeons. I think about the 

medical teams 
in Edmonton 
and Calgary al-
most daily as 
they play such 
an integral role 
in Sam’s well-
being.
 
That said, hope 
is a challenging 
word. ‘Live life 
in the moment’ 
is a better senti-

ment. I’ve become a hospital mom. I 
won’t return to work for some time as 
Sam is in congestive heart failure and 
will soon need another open heart sur-
gery. Our day-to-day can lead to hos-
pitalization in an instant. Eventually, 
as his heart grows weary, he will need 
a transplant. I need to be home, living 
in this moment, enjoying life with my 
children and husband as they are. 

Caring for Kids, 
and their Families 

No family’s journey with a sick child 
is exactly the same. Kristina’s experi-
ence with Sam does have one thing in 
common with all other families: hav-
ing a child who is hospitalized is an 
extremely stressful life event. 

Children with the most serious of 
cardiac conditions are transferred to 
the Stollery Children’s Hospital in 
Edmonton, which is the referral cen-
tre in Western Canada for pediatric 
cardiac surgery and national leader in 
organ transplantation (see sidebar). 
Out-of-town families often stay at 
Ronald McDonald House of North-
ern Alberta, whose mission is to keep 
families of sick children together.

If a baby requires heart surgery, they 
may be flown with a specialized 
Transport Team to an intensive care 
unit at the Stollery. After the young 
patient’s surgery, they will remain in 
the NICU or Pediatric Intensive Care 
Unit (PICU) until they are stabilized. 
Then the child is transferred to 4C, 
which is the 27 bed inpatient unit 
that cares for children with cardiac 
conditions from as far away as Nun-
avut. This unit is staffed with RNs, 
LPNs, and Nurse Practitioners. The 
collaborative team includes cardiolo-
gists, dieticians, pharmacists, rehab 
therapists and nursing attendants.
 
Jannette Hurshowy is the Patient 
Care Manager of Cardiac Sciences 
and GI Services at the Stollery. She’s 
worked in cardiology for almost all 
of her nursing career, and she values 
the importance of families.

As nurses we need to remember the scope 
of what is happening to a family. 
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“We need to understand that families 
are in crisis when we see them. Taking 
the time to sit down and listen to their 
perspective is so important to us,” she 
says. 

Families have a scribbler at the bedside 
where they can write down questions as 
they think of them. The unit has daily 
Multidisciplinary Rounds, and families 
are encouraged to attend these rounds 
so they can be informed about medical 
decisions and ask questions. All the pa-
tient rooms have white boards, where 
families and staff write notes to each 
other to enhance communication.  The 
nurses are focused on including fami-
lies in the care of their children. 

“We encourage them to be as hands-on 
as they can. Families start with chang-
ing diapers and when they’re ready we 
help them get to the point where they 
manage medications and learn the cues 
of assessment at the bedside so they 
have a basis for when they go home,” 
says Jannette. 

Participating in their child’s care has 
two advantages: it allows parents to 
feel like they are still moms and dads, 
and it helps them gain confidence in 
caring for their child.  Before they go 
home, a discharge nurse works closely 
with families, and coordinates resourc-
es in their home community. A baby 
with a condition like Sam’s might need 
to be re-hospitalized numerous times 
for surgeries, or for an eventual heart 
transplant.

The support for families at the Stollery 
extends beyond the inpatient unit. The 
Stollery is a ‘hospital within a hospi-
tal,’ located on the 4th floor inside the 
Walter C. MacKenzie Health Sciences 
Centre. There, the Family Room of-
fers a quiet environment for families to 
get away from the intense clinical set-
ting. Kaitlin Belair is the friendly staff 
member who warmly greets families 
and children. The room is hushed with 
subdued lighting and soft music play-
ing in the background. There is a large 
bubbling aquarium, with comfortable 
couches and fun toys. Kaitlin knows 
all the long-term patients and families 

by name, and delights in 
celebrating the children by 
handing out stickers. This 
is a place where families 
can have breathing space.

Family Centred Care Man-
ager Heather Mattson 
McCrady, Coordinator 
Christie Oswald and many 
family volunteers join Kait-
lin in championing the fam-
ily approach. They believe 
that people important to 
the child must be involved 
in every step of their jour-

ney. They explain that the Stollery’s 
commitment to being a centre of ex-
cellence in family-centred care, which 
includes cornerstones like respect and 
dignity, continues at the organizational 
level. 

Behind the scenes, there is much ac-
tivity supporting the family-centred 
approach to care, explains Heather. 
This includes the Family Centred Care 
Council, where families and previous 
patients partner with staff, physicians 
and senior leaders to collaborate on 
family priorities. The NICU Family Ad-
visory Care Team aims to improve the 
hospital experience for families in the 
NICU. Family representatives provide 
input on a number of high-level hos-
pital committees. Families share their 
stories at nursing orientation, grand 
rounds, and intensive care settings to 
motivate, inspire and educate staff.

Closer to the unit level, peer support 
programs offer a sanctuary for fami-
lies who have children in the intensive 
care settings to grab a cup of coffee 
and connect with social work, spiritual 
care, and trained family mentors. The 
families in NICU are gifted a “Baby’s 
First” calendar, which has stickers for 
milestones for sick babies, like “first 
visit by my brother or sister,” and “first 
time held.” Child Life Specialists help 
families understand and adapt to the 
hospital experience. Healthcare is first 
and foremost about caring, both in and 
outside of the hospital.



  care | WiNTeR 2014    13

A few blocks away from the Stollery, 
Ronald McDonald House of Northern 
Alberta (RMHNA) provides a home 
away from home for families like Kris-
tina’s. RMHNA’s main focus is to pro-
vide hope and comfort for families who 
have sick children. Ronald McDonald 
House offers a beautifully-decorated 
home for up to 32 families with chil-
dren who are seriously ill or injured. 

“We help heal the other side,” says 
Kristin Wong, the Director of Family 
and Volunteer Services at RMHNA. 
“The hospitals do an amazing job with 

the medical care. We complement the 
work done in the hospital, and sup-
port the holistic side for families.” 
This includes attention given to the 
sometimes-forgotten siblings, extended 
families and friends.

RMHNA staff are committed to allevi-
ating the burdens of families who have 
hospitalized children. This means they 
offer a selection of services, including 
three bright kitchens with generously 
stocked pantries, a daily sit-down 

family dinner prepared by volunteers, 
comfortable private rooms big enough 
to sleep five, a school program, weekly 
field trips for children who are sick and 
their siblings, and a regular shuttle ser-
vice back and forth to the Stollery.

And while having services is impor-
tant, it is the one-on-one interactions 
that bring the most support to families. 
The staff at RMHNA embrace a phi-
losophy of kindness and compassion 
for the families they serve. They offer 
small touches, like welcome bags with 
toiletries, a handmade quilt, and toys 

upon check-in. 
For families like 
Kristina’s, who 
often rush to 
Edmonton in 
crisis with hast-
ily packed bags, 
these little things 
can mean a lot. 
Ronald McDon-
ald House is tru-
ly the house that 
love built.

Having a sick child is one of the most 
stressful experiences that a family 
can endure. Families are fatigued, 
anxious and away from their natural 
community supports. For Kristina’s 
family, and others on their own 
journeys, the family-centred approach 
can provide comfort in a time of great 
need, allowing families to truly ‘live life 
in the moment’. n

Leaders in Care
There are twelve pediatric hospitals   
in Canada, and two of these children’s 
hospitals are in Alberta: stollery    
Children’s Hospital in edmonton and 
the Alberta Children’s Hospital in 
Calgary.

The Stollery Children’s Hospital 
is the only specialized healthcare 
facility for infants, children and youth 
in central and northern Alberta. They 
have the highest inpatient volumes of 
any children’s health centre in Canada, 
and serve a geographical area of over 
500,000 km. over 40% of the children 
treated at the stollery are from outside 
the edmonton area – some as far away 
as Winnipeg and Nunavut. The stollery 
is Western Canada’s referral centre for 
pediatric cardiac surgery, which is why 
sam was flown there after he got sick. 
They are also a national leader in organ 
transplantation.

The Alberta Children’s Hospital in 
Calgary has its own specializations.  
Thanks to community generosity, 
the Alberta Children’s Hospital 
provides nation-leading expertise in 
pediatric healthcare, particularly in 
the areas of Brain Health, Childhood 
Cancer and life-saving Care. For 
example, its Brain Health team is 
advancing care and research in 
pivotal areas, including: traumatic 
brain injury, concussion, seizure 
disorders, pediatric stroke, minimally-
invasive brain surgery, and dietary/
metabolic treatments for neurological 
disease.  Cancer specialists lead the 
largest Blood and marrow Transplant 
(BmT) program in western Canada 
to help children with cancer, blood 
disorders and other chronic life-
threatening illnesses. And, in the area 
of life-saving Care, the hospital is 
recognized for expertise in surgery, 
emergency medicine and pediatric 
simulation training.

Photos courtesy of Kristina McGuire, the Stollery 
Children’s Hospital, and Ronald McDonald House 
of Northern Alberta.
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WORKSHOPS COMING TO ALBERTA IN WINTER/SPRING 2015

      info@ctrinstitute.com                            www.ctrinstitute.com                                 204.452.9199

HELPING COMMUNITIES AND ORGANIZATIONS 
WITH ISSUES OF CRISIS AND TRAUMA

ANXIETY - Practical Intervention Strategies
Calgary:  February 10;  Edmonton:  February 12

DEPRESSION - Practical Intervention Strategies
Calgary:  February 11;  Edmonton:  February 13 
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Following your last hospital visit, you may have been 
asked to fill out a survey about your satisfaction. Pa-
tient satisfaction surveys have become a familiar fix-

ture in healthcare delivery, providing an avenue for patients 
to shape the delivery of healthcare.1 They tend to be low-
cost and easy to implement—likely a reason for their wide-
spread use2—and the rationale behind them is sound and 
simple: providers can adjust how they deliver care based on 
the post hoc feedback they receive.

Patient satisfaction surveys can serve other purposes as 
well. For example, satisfaction scores have been incorporat-
ed into pay-for-performance agreements.3 They have also 
been used for benchmarking and quality improvement.4 
The patient satisfaction metric has been revered as a gold 
standard for quality improvement and accountability5, and 
providers rely on it heavily as a way to see care “through 
the eyes of the patient”. Upon closer examination, patient 
satisfaction data have some important limitations, and col-
lecting and analyzing them should be viewed as one aspect 
of a broader strategy for involving patients in the design and 
improvement of healthcare.

HOW VALID ARE PATIENT 
SATISFACTION DATA?

Since they have many applications, it makes good sense 
to ensure patient satisfaction data are valid. A standard 
definition, however, remains elusive.6 Do we truly under-
stand what it means when a patient expresses a high (or 
low) degree of satisfaction with care? What if satisfaction 
with care was determined by variables outside of provid-
ers’ control? Indeed, research on conventional satisfaction 
surveys shows that aspects of care delivery—for example, 
a patient’s length of stay—play a role in satisfaction, but 
parameters independent of care delivery—for example, a 
patient’s age—may play an even greater role.7, 8 Even in 
organizations that provided less than ideal care, a lack of 
information and a reluctance to be negative led to patients’ 
expressing artificially high levels of satisfaction.9

These findings make measurement of satisfaction particu-
larly challenging, which explains the growing attention to-
ward this area of research. Recent studies show that expec-

tations for care are a significant predictor of satisfaction.10, 11 
If patients perceive their providers as being under pressure 
or constrained, aspects of care which they would otherwise 
expect may be overlooked without penalty.12 If we extend 
this logic to the Canadian context, perhaps high levels of 
satisfaction can be explained in part by the widespread be-
lief that its healthcare system is in a state of crisis.13

ENHANCING PATIENT INVOLVEMENT

So if satisfaction data suffer from these limitations, are 
they still worth collecting? The answer is a qualified yes. 
As mentioned, work has been done to develop better, vali-
dated satisfaction surveys. And surveys are beginning to 
capture more information about patient experience, not just 
satisfaction. Indeed, healthcare providers are beginning to 
recognize that understanding patient experiences is vital 
to designing and delivering high quality health services.14 
NRC Picker Canada highlights the advantages of moving 
from conventional satisfaction survey questions (e.g., ‘how 
satisfied were you with the information provided at dis-
charge?’) to experience-based questions (e.g., ‘did hospital 

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: HIGH PATIENT SATISFACTION 
MEANS HIGH QUALITY CARE

Myth Busted!

>
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staff tell you when you could resume usual activities after 
treatment?’). Patient responses to experience-based ques-
tions can help organizations understand their performance 
on controllable behaviours that drive patient experience, 
and are vital for developing plans to improve the patient 
experience. 

That said, meaningful patient engagement goes beyond 
asking discrete questions and tabulating the YESes and 
NOs. The collection of satisfaction and experience data is 
but one component of a broader patient engagement strat-
egy. To overcome some of the limitations of these surveys, 
providers may begin asking more open-ended questions or 
holding focus groups with patients.12 Providers may also 
decide to form patient/family advisory councils, participa-
tory models that are reflective of genuine patient involve-
ment.15 Patients can also be intimately involved in efforts 
to (re)design care.16, 17 Bate and Robert (2007) suggest 
a continuum of patient involvement (see figure), from 
‘complaining’ and ‘information giving’, to ‘experience-
based co-design’.18

CONCLUSION

Knowing whether patients are satisfied with the care they 
receive can be useful for improving the quality of health 
services. Even more important is measuring patient sat-
isfaction in ways that are validated and reliable.19, 12 That 
said, even a score of high satisfaction on a validated sur-
vey does not necessarily imply high quality care has been 
provided. To be successful in improving health services to 
meet patients’ needs and preferences, providers must have 
comprehensive patient engagement strategies that include 
the patient and/or their family members as full partners in 
the enterprise.20 n

In order to uncover lessons about how engagement can lead to 
improved care, CFHI has provided support to 17 organizations 
who are engaging patients and/or families in the design, delivery 
and evaluation of their services. For more information about this 
work, please visit www.cfhi-fcass.ca/WhatWeDo/Collaborations/
PatientEngagement.aspx.

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

Reprinted with the permission of 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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Documentation is one 
of the main commu-
nication tools that 

both regulated and unregu-
lated healthcare providers 
use to exchange client infor-
mation. According to Ashurst 
(2000), client records thirty 
years ago in hospital wards were 
limited to a series of classic state-
ments that stated simple opin-
ions: “good day, no visitors today, 
good night, slept well, appears 
stable and tolerated procedure 
well”. Currently these statements 
are viewed as inaccurate and inap-
propriate, as there is no evidence of 
ongoing assessments and evaluation 
of a client’s condition and risks. This 
article will discuss why care provid-
ers must make efforts to improve their 
documentation and view it as an exten-
sion of the nursing process.

Documentation, sometimes referred to 
as reporting, charting or recording, can 
be described as any electronic or writ-
ten information or data about client in-
teractions or care events that meet both 
legal and professional standards (Col-
lege of Registered Nurses of British Co-
lumbia, 2012). Meeting legal standards 
refers to how your documentation 
would be evaluated by the justice or 
court system. Your regulatory College 
examines your documentation to see 
if it meets its standards, competencies 
and expected behaviours that a prudent 
care provider in similar circumstances 
would have. Your employing facility or 
agency may review your documentation 
to see if it is congruent with its policies 
and procedures. Documentation audits 
across all health disciplines show seri-
ous deficiencies. A recent study found 
that the majority of healthcare docu-
mentation fails legal and professional 
standards (Paans, Sermus, Nieweg, & 
van der Schans, 2010). This is in sharp 
contrast to many care providers who 

believe that their charting is “good” or 
adequate in view of the challenging en-
vironment they work in. 

Healthcare Environment

A large research report with its main 
partner, Health Canada (Blake & 
Norton, 2004), compared world-wide 
practices on patient safety and adverse 
events in healthcare. It concluded that 
the risk for injury or death for a cli-
ent in healthcare services was greater 
than extreme sports such as bungee 

jumping or skydiving. The 
World Health Organiza-
tion (WHO, 2013) also 
indicated that client safety 
is a serious global health 
issue. Data gathered from 
Australia, the United States 
and Western Europe suggests 
that eight to twelve per cent 
of persons admitted to hospi-
tal incur adverse events. Be-
cause you work in a high risk 
environment, you must make it 
your practice to communicate 

effectively and document 
all necessary details 

for safe client 
o u t c o m e s . 

E v i d e n c e 
shows that 
a c c u r a t e 

documen-
tation improves 

clinical outcomes, 
processes of care 

and professional 
practice (CRNBC, 2012).
       
Anyone on the healthcare team who 
provides services or care for a client 
or other individuals and groups who 
are not directly involved in client care 
have authority to view the client re-
cord. Accreditation groups have an 
ongoing interest in patient safety and 
consult client records. An employing 
facility or agency considers documen-
tation to monitor budgets and facility 
risks. Other care providers peruse client 
documents so they can detect impor-
tant client changes. Coroners preview 
client records for facts leading up to an 
unexpected death of a client. Insurance 
companies scrutinize client details be-
fore they pay out claims. Members of 
the legal team examine client records to 
reconstruct events in the case of client 
death or injury. The client or his family 
or legal designate have rights to view 
your documentation. 

Clarifying the Importance of 
Accurate Nursing Documentation

by Arlene Wolkowycki, b.N., M. Ed.

You may think 
about what 
needs to be 

documented, 
but often 

do not write 
it down.

>

This is the first of four articles on documentation, complementing the new CLPNA Nursing Documentation 101 eCourse. 
Learn more at StudywithCLPNA at clpna.com.
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>

Consequences 

There are serious consequences for in-
appropriate or inadequate documenta-
tion. A care provider could face loss 
of employment or loss of a practice 
permit. There may be personal stress, 
possible loss of income and perhaps 
legal expenses. An employing agency 
or facility could face a law suit and 
negative publicity. An employer may 
not support a care provider who has 
breached facility or agency documen-
tation policies and procedures. A most 
serious consequence could involve se-
vere injury or death of a client because 
your documentation was inadequate 
or inaccurate.

Challenges

Wilkinson and Treas (2011) state that 
a nurse may spend between fifteen and 
twenty-five per cent of his or her work-
ing day documenting. Blair and Smith 
(2012) state that nurses working in 
acute care may spend between twenty-
five and fifty percent of their time in 
documentation. Because nurses work 
in extremely demanding healthcare 
environments, nursing activities often 
take priority to documentation. This 
makes it extremely difficult to chart 
contemporaneously; therefore, chart-
ing is often left for “down time” in a 
multi-tasking environment.

Although a large amount of research 
exists on nursing documentation, it 

does not address how to make docu-
mentation less time-consuming (Che-
evakasemsook, Chapman, Francis & 
Davies, 2006). Warren and Creech Tart 
(2008) discussed that care provider fa-
tigue contributes to deficiencies in docu-
mentation. Many care providers work 
long hours and have demanding client 
assignments. They may not have clear 
thinking processes required for docu-
mentation. You may think about what 
needs to be documented, but often do 
not write it down. This is especially 
challenging when a client has numerous 
health problems and requires immediate 
attention. However, being too busy in a 
healthcare setting is not an excuse for 
lack of or inappropriate documentation. 

Some care providers do not possess 
writing or keyboarding skills to per-
form clear, concise, comprehensive and 
timely entries. Besides the overt factors 
that affect quality documentation, there 
are also covert societal factors that cre-
ate added pressures. With increased 
consumer awareness, there is demand 
for quality care and client involvement. 
Facilities or agencies have clients with 
increased acuity, particularly those af-
fected with complex, chronic medical 
conditions. With an increased empha-
sis on outcomes and cost containment, 
documentation has become the main 
mechanism for gathering data. Fund-
ing for client care and staffing is cor-
roborated with documentation. What 
can assist care providers to improve 
documentation?

Resources

Employing agency or facility policies 
and procedures assist care providers 
to document accurately. Care provid-
ers should be well familiar with these 
- what they are and where they are lo-
cated. Do you know your employing 
facility or agency’s documentation poli-
cies and procedures and their location? 
Are you able to provide feedback on 
documentation practices to your em-
ployer?
 
Your regulatory College has documen-
tation standards. Do you know your 
practice standards? Besides practice 
standards, care providers need to be 
aware of the several federal and provin-
cial laws that affect nursing documen-
tation. These laws are amended from 
time to time; therefore it is important 
to stay current.

This article has focused on understand-
ing the importance of accurate docu-
mentation by all care providers. By 
striving for improvement and accuracy 
in documentation, care providers will 
be fulfilling their professional and legal 
responsibilities. Ultimately, as part of 
the healthcare team, working in a high 
risk environment, they will be provid-
ing quality care for clients and their 
families. n
 
References available on request.
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K irk Wright sometimes wonders 
why he still carries a briefcase 
to his teaching job in MacEwan 

University’s Psychiatric Nursing pro-
gram. “My iPad is really all I need,” he 
says. “It’s like my wallet: I can’t leave 
home without it.” 

A self-described early adopter of tech-
nology, Wright leapt at the chance to 
join two other psychiatric nursing 
instructors to pilot use of the iPad in 
clinical and laboratory training. Its ap-
plications, he’s discovering, are limited 
only by the imagination. 

Using the iPad, Wright pulls up 3-D im-
ages of the body that give students im-
pressively instructive views of organs, 
bones and other vital parts. He can jot 
notes on the iPad anywhere, anytime 
and share them with students, greatly 
simplifying tasks such as evaluation. 
He can instantaneously access infor-
mation and images from class text-
books without lugging those resources 

around. He can calculate correct drug 
dosages and check common treatment 
regimens, take photos and scan docu-
ments, provide video teaching dem-
onstrations, and capture students in 
action for later review. When advising 
students on a hospital ward, he can do 
all this and more without standing in 
line for computer time.

And then there is the joy of instanta-
neous communication, in living colour 
if desired. “I’ve joined meetings from 
parking lots and hospitals because I 
couldn’t make it physically,” Wright 
shares. He also consults with fellow 

instructors: “When we’re doing clini-
cal supervision, we’re pretty much by 
ourselves with the student, so it’s nice 
to know we can connect to others,” he 
says.

MacEwan University nursing faculty 
are far from being alone in their use 
of mobile devices to enhance learning 
and patient care. Institutions at the 
forefront include the Ottawa Hospi-
tal, where thousands of iPads, as well 
as iPhones and iPods, have untethered 
staff from stationary PCs and awkward 
computers on wheels (COWs). Doctors 
and nurses who previously spent hours 
checking records before seeing patients 
now bring that information directly to 
the bedside.

Staff photograph wounds to docu-
ment healing, video patients who are 
relearning to walk, translate care ques-
tions into relevant languages and hold 
paperless meetings. Even housekeeping 
and portering staff are using mobile de-

Choosing anD integrating 

Technology 
into nursing PraCtiCe

By Cheryl Mahaffy

18% of alberta 
LPns are expected 

to use mobile 
devices on the job.

(CLPNA Communications Survey, Nov. 2014)
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vices to locate equipment or to signal when a room is 
clean.

The university’s pilot recently expanded to put iPads 
in the hands of all psychiatric nursing faculty. Ulti-
mately, the project team hopes to include an iPad mini, 
loaded with appropriate textbooks, in every psychiat-
ric nursing student’s course pack. With every student 
involved, including a younger generation already im-
mersed in mobile technology, another universe of uses 
will emerge, predicts computer sciences instructor Jon 
Coulson, who is managing the project. 

As mobile devices migrate into patient environments, 
concerns arise about the unwanted spread of germs 
and about the need to protect confidential informa-
tion. In light of these concerns, the university’s instruc-
tors take special care to keep their iPads clean, they 
never store student or patient information in the cloud 
and they do not photograph or video patients. In fact, 
at this early stage, instructors only use iPads in staff ar-
eas outside patient rooms. As an additional precaution 
against breaching privacy, the iPads are password pro-
tected and, if lost, can be tracked and remotely wiped 
clean of data.

Brian Parker, who is leading the research aspect of the 
university’s iPad pilot, notes there are also concerns 
about the personal use of mobile devices during work 
time and about users accessing information that has 
not been vetted for accuracy. But most nurses will be 
professional about personal use of the devices, he pre-
dicts, “and much of the information we’re accessing 
has been created by people with medical expertise.” 
He is more concerned about the fact that mobile devic-
es alter our language in ways we may not even notice.

Despite these caveats, mobile devices are showing up 
at the bedside even within facilities that do not of-
ficially allow their use. “I would argue strongly, it’s 
coming,” Parker says of mobile healthcare technology. 
“So we have to embrace it, teach people how to do it 
right and figure out the policies needed to best imple-
ment it.” 

Not every nurse will be as enthused about mobile tech-
nology as MacEwan’s early adopters, Coulson cau-
tions. “The tablet is just a tool. If it helps you do your 
job better, it’s a good piece of technology; if it doesn’t, 
it’s not.” 

But don’t give up too soon, Wright advises. “Like any-
thing, there’s a bit of a learning curve. Stick with it and 
talk to other people about what apps they’re using. 
You may say things are taking longer than ever, but 
once you’re used to it, everything is so much easier.” n

Reprinted with permission from Nursing PRN magazine, 
Spring 2014, Issue 5. Please contact Nursing PRN 
(MacEwan University) for permission to reprint.
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The first article in this series (CARE, Fall 2014) included 
a case study about a medical malpractice lawsuit involv-
ing a lack of communication. You may recall 17-year-old 

Will Johnston whose right tibia was fractured when he was hit by 
a car. The tibia was successfully repaired, but post-operatively, 
Will developed severe pain in his leg and became confused and 
irritable. The nurses caring for him documented signs of weak-
ness and changes to the color, warmth, sensation and movement 
in his right foot, but they failed to communicate this information 
to the doctor. Will was ultimately diagnosed with compartment 
syndrome, had a below-the-knee amputation, and filed a mul-
timillion dollar lawsuit, suing both the nurses and doctors for 
the loss of his leg. When the nursing care was examined, it was 
determined that the nurses had failed to meet the standard of 
care in two key areas: by not communicating important clinical 
information to the doctor and by not assessing Will’s leg accord-
ing to hospital policy. This article will focus on the issue of nurs-
ing assessments; more specifically, medical malpractice lawsuits 
claiming that the nurse performed inadequate assessments.

All nurses are tasked with the responsibility of providing safe, 
ethical and competent care. We are also responsible and account-
able to ensure that our practice meets both professional standards 
and legal requirements. This requires that patient assessments 
are done according to doctor’s orders, current standards of care, 
best practice guidelines, facility policy and, most importantly, 
according to each patient’s individual condition. The court’s 
view is that nurses have a specialized body of knowledge and 
that they are expected to use critical thinking to respond appro-
priately to information obtained through their assessments. In 
some situations, nurses are require to assess patients without the 
assistance of subjective information, such as during periods of 
sleep, recovery from anesthesia, in pediatric care or when work-
ing with unconscious or mentally compromised patients. But in 
all situations, the expectation is that if the patient’s condition 
changes, so will the detail and frequency of nursing assessments. 
This means that you may need to assess patients more frequently 
if they become unstable or develop complications. Seems pretty 
straightforward, doesn’t it?

by Chris Rokosh, RN, Legal Nurse Consultant

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

[ ASSESSMENT ]
Many medical malpractice lawsuits include allegations that the 
nurse did not assess the patient often enough or that they didn’t 
assess them at all. You may be familiar with the saying ‘noth-
ing written, nothing done’. Many nurses are. This saying comes 
from a 1974 Supreme Court of Canada case called Kolesar vs. 
Jeffries. Although it is often used in reference to a lack of nurs-
ing documentation, it’s really based on a lack of nursing assess-
ment. The case involved a young man who had a spinal fusion 
and was returned to the surgical unit in satisfactory condition. 
The next morning he was found dead. There were no written 
entries in the medical record between 10 p.m. and 5 a.m. on the 
morning when his death was discovered. The nurse testified in 
court that she had measured pulse and respiration rates every 
half hour over night, and that they were always normal. She just 
hadn’t written anything down. But the absence of documentation 
led the judge to believe that nothing was charted because noth-
ing was done. This highlights both the importance of performing 
assessments according to the standards of care, and the necessity 
of documenting that you have done so. Let’s learn more about 
this issue by examining a case study involving the assessment of 
a patient on a medical unit.

CASE STUDY

At 2:30 p.m., a 47-year-old woman named Margaret arrived 
in the emergency department complaining of a sudden onset 
of upper abdominal pain, nausea and vomiting. She came to 
the hospital directly from the airport after spending two weeks 
at an all-inclusive resort in Mexico. Her medical history was 
significant for hypertension and chronic back pain. She was a 
smoker and admitted to occasional heavy alcohol use, especially 
in the past two weeks. Surgical history included a tonsillectomy 
many years ago, a hysterectomy 6 years ago and dental surgery. 
Current medications included vitamins, hormone replacement 
therapy, Tylenol #3 (for back pain), and Labetalol (to control 
blood pressure). Her vital signs on admission were temperature 
37.8 degrees, BP 176/88 mmHg, pulse 90 beats per minute and 
respirations 24 breaths per minute. Laboratory tests revealed an 
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elevated white blood cell count and an el-
evated serum amylase. Her abdomen was 
tender and slightly rigid. Margaret was 
diagnosed with acute pancreatitis and 
admitted to the medical unit. The doctor 
provided orders for IV fluids, antibiotics, 
additional lab and diagnostic testing, and 
consultation with an internist. Margaret 
was to remain NPO overnight and pro-
vided with medication orders to control 
pain and nausea. Vital signs were ordered 
as per protocol.

At 8:45 p.m., Margaret arrived on the 
medical unit and was assigned to LPN 
Amy who was working a 12 hour night 
shift. Nurse Amy performed an initial 
physical assessment and completed the 
admission paperwork. Margaret denied 
having any pain or nausea. Temperature 
remained at 37.8 degrees. BP was 168/90 
mmHg, pulse was 84 beats per minute 
and respirations were 22 breaths per min-
ute. Nurse Amy oriented Margaret to her 
room, reminded her that she was NPO 
and showed her how to use the call bell. 
She also gave Margaret a warm blanket, 
settled her into bed and encouraged her 
to get some sleep.

At 10:20 p.m., Nurse Amy returned to 
Margaret’s room to change her IV bag and 
check her vital signs. Temperature was 
now 37.0 degrees, BP was 102/58 mmHg 
and pulse was 116 beats per minute. Res-
pirations were not measured. Margaret 
again denied having pain or nausea, but 
complained of feeling cold. Nurse Amy 
gave her another warm blanket and en-
couraged Margaret to use her call bell if 
she needed anything during the night.

Between 11:00 p.m. and 6:00 a.m., Nurse 
Amy documented that she performed Q1H 
rounds and that Margaret appeared to be 
sleeping with quiet, easy respirations. She 
also noted that the IV was infusing as or-
dered. Margaret did not ring her call ball 
or get up to the bathroom overnight.

At 6:15 a.m., Nurse Amy entered Marga-
ret’s room to check her vital signs. When 
Nurse Amy touched Margaret’s arm, she 
noted that her skin felt cool to the touch. 
Although Margaret opened her eyes when 
she was spoken to, she did not respond to 
the questions Nurse Amy asked her. Nurse 
Amy was unable to obtain a blood pressure 

or temperature and the pulse felt weak. 
Respirations were shallow and Margaret 
was breathing at a rate of 6 breaths per 
minute. Nurse Amy left the room to get 
another blood pressure monitor, thinking 
that the one she had wasn’t working right. 
But she wasn’t able to obtain a reading on 
the second machine either. She then rang 
the call bell and asked the charge nurse to 
come to the room. By the time the charge 
nurse arrived, Margaret had lost con-
sciousness and stopped breathing. 

At 6:27 a.m., a Code Blue was called. 
Margaret was resuscitated, intubated and 
taken to the ICU. Her remaining hospital 
stay was long and complicated, and in-
cluded a diagnosis of sepsis, three lapa-
rotomies to remove sections of ischemic 
bowel, pneumonia and a brain injury due 
to prolonged hypoxia. Fifteen months af-
ter her hospitalization, she was still un-
able to return to work as an accountant 
and had developed insulin-dependent 
diabetes. It was uncertain that she would 
ever be able to return to full-time employ-
ment. Margaret filed a lawsuit against the 
hospital claiming, among other things, 
that Nurse Amy had failed to assess her 
vital signs properly during the first night 
of her admission. Margaret claimed that 
Nurse Amy was expected to know that a 
decrease in BP accompanied by a rise in 
the pulse rate can indicate the onset of 
shock in a patient with pancreatitis. She 
also claimed that Nurse Amy was required 
to communicate the 10:20 p.m. vital signs 
to the charge nurse or the doctor, alleging 
that earlier medical intervention could 
have prevented, or lessened, her injuries.

Do you think Nurse Amy 
met the standard of care?

Pancreatitis is an inflammation of the pan-
creas, the large gland behind the stomach 
that is responsible for the release of diges-
tive enzymes into the small intestine and 
the release of insulin or glucagon into the 
bloodstream. Pancreatic inflammation 
happens when the digestive enzymes are 
activated before they are released into the 
intestine and begin attacking the pancreas 
itself. The most common causes are gall 
stones and chronic alcohol use. There 
are two forms of pancreatitis: acute and 
chronic. Acute pancreatitis affects ap-

proximately one per cent of the popula-
tion (Lam and Lombard, 1999) and about 
70 per cent of attacks are mild. However, 
of those individuals who develop severe 
forms of the disease, one in four will die 
(Forrest et al, 1995). 

The main symptom of pancreatitis is a 
sudden onset of abdominal pain in the epi-
gastric region that may radiate to the back 
and be associated with nausea and vomit-
ing (Alexander et al, 2000). A serum amy-
lase more than four times the upper limit 
is diagnostic of pancreatitis. Physically, 
the patient may appear acutely unwell 
with signs of shock, abdominal tender-
ness and guarding or rigidity (Henry and 
Thompson, 2001). The nursing plan of 
care includes the administration of anal-
gesia, antibiotics and anti-nausea medica-
tions, IV fluids, accurate measurement of 
intake and output, and regular observation 
of vital signs. In the acute stage, it may be 
necessary to take the patient’s blood pres-
sure, pulse, temperature and respirations 
every hour and respond to the results ac-
cordingly. Signs and symptoms of septic 
or hypovolemic shock, such as falling BP, 
rising pulse, lack of urinary output and 
decreased temperature must be reported 
immediately due to the risk of injury to 
the patient.

The lawyer representing Margaret in the 
lawsuit retained a nursing expert to re-
view the medical records and determine 
whether or not Nurse Amy had met the 
standard of care. The reviewing nurse 
discovered that at 10:20 p.m., Nurse Amy 
had drawn a small downward arrow next 
to the blood pressure and a small upward 
arrow beside the pulse. This indicated 
that Nurse Amy recognized that the blood 
pressure had fallen and that the pulse had 
risen, yet she had failed to reassess the vi-
tal signs until nearly 8 hours later. When 
Nurse Amy was asked why she didn’t re-
assess Margaret’s vital signs, she referred 
to the doctor’s orders which said to moni-
tor vital signs as per protocol and the unit 
policy which said to assess vital signs 
QID. She said that Margaret had looked 
tired and unwell at 10:20 p.m. and said 
it was important for her to get some rest. 
She also said that she had never looked 
after a patient with pancreatitis.

>
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The nurse expert responded that hospital 
policies provide minimum guidelines for 
assessment and that doctor’s orders can 
only be altered if the doctor is made aware 
of a change in the patient’s condition. She 
also said that regardless of Nurse Amy’s 
inexperience with pancreatitis, it is the ex-
pected knowledge of all nurses that unsta-
ble vital signs in an acutely-ill patient can 
indicate impending decompensation. The 
nurse expert stated that patients can pres-
ent as stable, but very quickly become un-
stable, and that there are no hospital poli-
cies or doctor’s orders that can adequately 
cover all of the emergency situations that 
develop on medical units. For that reason, 
nurses are required to use critical thinking 
in situations involving the risk of injury, 
and to assess patients more frequently 
based on their clinical condition. She con-
firmed that a nurse does not need a doc-
tor’s order or change in hospital policy 
to assess vital signs more frequently than 

ordered. Her opinion was that Nurse Amy 
failed to meet the standard of care by not 
revising the plan of care to include reas-
sessment of Margaret’s vital signs within 
15 to 30 minutes and urgent communica-
tion with the charge nurse or the doctor 
no later than 10:30 p.m. This case settled 
out of court for an undisclosed amount of 
money. 

Start a Conversation

Use this case study to spark a conversa-
tion on nursing assessment with your col-
leagues. Note any similarities between 
this case and the Kolesar vs. Jeffries 
judgement which sparked the ‘nothing 
written, nothing done’ saying that we’re 
all so familiar with. Were you able to 
identify issues with both communication 
and assessment? How would you rate 
the level of nursing assessments in your 

workplace? Have you ever witnessed, or 
been part of a situation, where a lack of 
assessment caused a problem? Did the 
patient suffer as a result? What currently 
guides your patient assessments? Is it 
doctor’s orders, hospital policy, what the 
charge nurse says, the ‘culture’ on your 
unit or the patient’s clinical condition? 
What will you do differently now that you 
know the outcome of this case? Want to 
learn more? Watch for more articles com-
ing 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 the US. 

Visit www.CanLNC.ca for a list of 
available courses. 

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 with Dialysis Specialty Education for 
our Nephrology Programs across the province

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

www.albertahealthservices.ca/careers
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i feel as if I have been fighting the 
stigma of schizophrenia since I was 
old enough to remember.  My moth-

er was diagnosed with schizophrenia 
when I was 5 years old. Whereas the 
earliest memories that many of my 
friends have of their mothers are warm 
and fuzzy, one of my oldest memories 
is seeing my mother in a straitjacket. 
We lived in a small college town, and 
everyone knew my mother was ill. I 
was subjected to scorn and alienation. 
There was the constant fear of being 
placed in foster care, or of my parents 
divorcing, or my father dying from his 
heart condition because of the stress, 
and leaving me alone to care for my 
mother.

  The fear of becoming ill myself fol-
lowed me wherever I went. When I 
turned 30, I silently thought I had run 
the gauntlet. I was wrong. The stigma 
I have lived with my whole life made 
me believe that when I was first hospital-
ized with schizophrenia, my life was over. 
Thankfully, I was also wrong about that.  
I publicly state that I have schizophrenia, 
but it’s not easy to be this public. Every-
where I go, people know I have a serious 
mental illness. 
 
We face so many different kinds of stigma. 
Even if I was capable of taking a full-time 
professorship, I doubt there would be any 
institution willing to hire me. People are 
afraid to hire us. I have been asked to serve 
on the boards of organizations that would 
not hire me for even a 10-hour-a-week job 
during the worst of Alberta’s labour short-
age a few years ago. 
   
A way that we can stigmatize ourselves is 
by literally trying to delude ourselves that 
we aren’t sick. Many would rather live on 
the street, eating out of dumpsters, than ad-
mit to having this illness and seeking ap-
propriate medication. Once you start the 
medicine, it is as if you are forever branded 
with a scarlet “S”.

Fear seems to be the largest component 
of the stigma we face. We had a horrific 
incident here in Edmonton. A man killed 
his sister-in-law. The brother of this man, 

whose wife was killed, has now become a 
public advocate for changes to the justice 
system and for increases in the number of 
drug treatment beds available.
  
What has been buried in the case is that 
this troubled man was not just a violent 
drug addict. He had schizophrenia. His 
family doesn’t want to talk about his ill-
ness. They would rather have the commu-
nity believe that this was the irrational act 
of a man in the throes of addiction than 
admit he had this illness. 
 
When the case came to trial, I was sure 
that his attorney would make his illness 
his main defense. Instead, the man  put on 
no defense. He allowed himself to receive 
a life sentence rather than publicly admit 
he had this illness. If one of my sisters 
had committed a similar act, I think that 
I would be comforted by the idea that she 
wasn’t responsible for her actions because 
of her illness. I would be campaigning 
for more psychiatric beds, more research, 
wider availability of new medications, 
and even for the application of commu-
nity treatment orders. This is the face of 
stigma: when it is easier to say that your 
sibling is a crazed killer, than to admit they 
have an illness.

When someone is first diagnosed with 
schizophrenia, often their best support 
is their family. That doesn’t mean that 
you won’t face stigma at the hands of 
your friends and family. In my family, 
I faced a different kind of stigma. I 
faced embarrassment. There are mem-
bers of my family that become angry 
when I appear in the paper or give 
public speeches. They waver between 
wanting me completely sedated so 
they can make all my decisions for me 
and hide me in the basement, to want-
ing me to work a full-time job and live 
in the suburbs like a normal person.
  
I think the strangest brush I’ve had 
with stigma was when I first started 
introducing my wife to my friends 
and family. Almost everyone asked 
her if she had schizophrenia. The fun-
niest thing is that those who didn’t 
ask, just assumed, and months later 
were shocked to find out that my wife 

didn’t have a mental illness. If I was deaf 
or blind, no one would ask my wife on first 
meeting if she was likewise afflicted. For 
those of us with schizophrenia, people just 
assume that we are so damaged that a nor-
mal person wouldn’t want to marry us. I 
even believed that for a long time. So you 
can see, stigma takes many guises, and 
rears its head when we are least expect-
ing it. 
 
So how do we fight it? By education, 
education and more education. As medi-
cations and treatments improve, we have 
to find a way to allow ourselves to reinte-
grate. It’s almost as if we are going to have 
to learn how to forgive ourselves for being 
ill. My wife says that all she expects from 
me is to live as healthy and happy a life as 
I am capable. Now, I just have to give my-
self permission to be content with that. n

Refusing to Hide:
My struggle against stigma

by Austin Mardon

Austin Mardon was a respected 
young scientist when he developed 
schizophrenia. He has dedicated the 
rest of his life to advocacy for the 
mentally ill, and was awarded the 
Order of Canada in 2007 for his work. 
The story of his incredible life can be 
discovered in his book, Tea With the 
Mad Hatter.
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Save 20% on your home and auto insurance. 
Simply because we love the job you do.
You deserve better rates and 
better service. That’s why 
Armour Insurance has  developed 
NurseAssure, a group insurance 
plan endorsed by your CLPNA 
to give special discounts for 
Licenced Practical Nurses in 
Alberta.
If you’re a member of the 
CLPNA you already qualify for 
Nurse Assure Group Rates.

*Some conditions may apply. Please contact Armour Insurance at 
1-855-475-0959 for full details. Must complete a quote using 
promo code TIMCARE to qualify.

Complete a quote online or over 
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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>>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

c
o
n
n
e
c
tio

n
s For Gerontological Nurses

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.



 care | WiNTeR 2014   31

the operations room
member information  -  College Activity  -  Best Practices

clpna.com

Exclusive ‘Legal Issues in 
Nursing’ video series
Job loss, divorce, death...and being sued for malpractice.
 
When medical errors cause lasting injury, the patient can sue both 
the doctor and the nurse. Nurses who have experienced a medical 
malpractice lawsuit describe how much it affected their work life, 
personal life, health and well-being.
 
The College of licensed Practical Nurses of Alberta believes 
understanding the basics of malpractice can help alleviate fear, avoid 
errors and improve patient safety. so, they commissioned an exclusive 
four-module video series for ClPNA members from a Canadian legal 
perspective.
 
The series, presented by legal Nurse Consultant Chris Rokosh, RN, 
PNC(C), President of CanlNC inc., includes:
• let’s Talk about Nursing litigation 
• stages of a lawsuit
• 4 Factors Necessary to Prove Nursing Negligence
• 5 most Common Allegations of Nursing Negligence 

As part of the agreement with the author, the videos are sent by email 
directly to ClPNA members and are not publicly available. members may 
receive the videos by contacting info@clpna.com or 780-484-8886. 

For related information, learn more about ClPNA’s Complaints 
Process at www.clpna.com/complaints.

Video: LPNs Supervising Health Care Aides
licensed Practical Nurses working in continuing care, supportive living, and home care positions find the 
latest video from ClPNA’s Practice Department especially applicable. The video, “Professional Practice 
for licensed Practical Nurses in leadership Roles – supervising Health Care Aides”, already earned 
1500 views on YouTube. 

in addition to providing clarity through the video, the ClPNA also strongly recommends every lPN 
become familiar with “Decision-making standards for Nurses in the supervision of Health Care Aides” 
(2010). This collaborative document was developed to ensure consistent interpretation and application 
of the Health Professions Act and nursing regulations, and to increase clarity between lPNs, registered 
nurses, health care aides, and the public.

Both video and document can be found at www.clpna.com/legislation-practice-policy. 

South Zone Rep 
Appointed to 
Council

A t the october 24 meeting of 
ClPNA’s Council, Richelle 
Sutherland, LPN, was appointed 

as District Representative for the 
south Zone (lethbridge to medicine 
Hat and area), formally known as 
District 1. Her term will be from 2014 
to 2016. 

Through Policy Governance, the 
Council of the ClPNA is responsible 
for establishing, maintaining and 
monitoring Bylaws, Regulations, 
standards of Practice, and Code of 
ethics, and approving practical nurse 
education programs. For more info 
on Council, see www.clpna.com/
Aboutus/Council. 



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 an LPN 
with an expired or invalid Practice Permit constitutes unprofessional 
conduct and violation will subject the individual to disciplinary action. 
Fines of $500 or more may apply.

Renewing Online
To begin the 2015 Registration Renewal process, go to 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. 

Registration Renewal Fees & Deadlines

Fees may be paid online by VISA, Mastercard or by previous enroll-
ment 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. 

Reinstating Registration after Dec 31
After December 31, 2014, applicants seeking an Active Practice Permit 
must contact CLPNA to request a Reinstatement Application Form. 

Practice Permits
Members can print their Practice Permit from the “Permits & Receipts” 
tab immediately after completing the Registration Renewal process. 

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, may renew as 
an Associate for $50. Associate status does not allow you to work as 
an LPN. 

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 formally notify CLPNA by changing their registration status to 
“Inactive” on their 2015 Registration Renewal. If the Registration Re-
newal is not completed, suspension and 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 Reg-
istry shows an LPN’s current and future registration status, specialties 
and restrictions.

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

2015 
REGISTRATIoN 

RENEwAL
Practice Permits expire December 31 

The majority of CLPNA members have until 
December 31, 2014 to complete their 2015 
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 guidance, go to 
www.CLPNA.com, “I Am a Member”, 

“Registration Renewal”. 
CLPNA staff are also available to assist.
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CLPNA HOLIDAY OFFICE HOURS

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

December 22-26  CLOSED 
December 29-30  OPEN

December 31 closed 2:00pm 
January 1  CLOSED

And the winner is…
The winner of the Ready, Set, Win! Contest 
prize of $350 is Melissa Lauzon, LPN. Her 
entry was randomly selected from all those 
who renewed before November 1 for an 
Active Practice Permit. 

The CLPNA thanks all participants!

Nurses are said to be a nurturing bunch - and 
our winter survey certainly supports that belief. 
More than half of respondents said a doll was 
their favorite toy as a child. Another quarter of 
you supplied your own answers, mentioning 
books, your bike and Barbie as top choices. 
Building your own toys from scrap wood was 
a fond memory for at least two who replied, 
confirming that creativity and a can-do attitude 
also start early for future nurses!

CARE WiNtER SuRvEy

barbie Dolls          Toy Animals         Pots & Pans                bike                     books                   Dog               Army Toys/Guns

Others Included:

52% 26%
OtherDoll

6%

5%

3%

3%

3%2%

board Game

Musical
Instrument

ball

Electronics

blocksPuzzle
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Care faLL surveY

behind the Curtain of 
CCP Validation

By Ashley Holloway, 
Registration and Competence Committee Chair

Validation. Analysis. investigation. Review. scrutiny. Audit. All 
are words that essentially carry the same meaning and fill the 
reader with cringe worthy apprehension after receiving the 

deceptively cheerful letter stating “You have been chosen!” This 
article is meant to allay some of the fears instilled by the myths 
and misconceptions around the Continuing Competency Program 
validation (CCPv).

 As health professionals under the Health Professions Act (HPA), 
we must participate in a continuing competency program. As li-
censed Practical Nurses, our program involves self-assessment, 
the development of a learning plan, and documentation of con-
tinuing competence activities undertaken each year. Part of that 
program involves providing this information to the regulatory body 
upon request, hence the validation process.

While the process may appear somewhat grueling, it is part of 
what makes us professionals. This process protects us and allows 
us to bring our knowledge to the proverbial table to speak with 
authority built on research and education. it also reinforces that, 
as a health professional, we recognize that nothing in medicine 
is static; therefore, we must continue to educate ourselves in the 
name of change, welcome or not. 

each year, approximately 20% of members are randomly selected 
to participate in the validation process. This year, 1941 members 
participated, an increase of 16% from 2013, due to the increase 
in registered lPNs in Alberta. of the selected, 15% were chosen 
for Basic validation, and 5% were chosen for Full validation. Both 
types of validation include a review of 2012/2013 learning objec-
tives, and for Full validation, submission of proof to verify learning 
is also required. 

Confusion remains as to what education is acceptable to meet 
CCP requirements. There are many questions: What exactly is 
“continuing education”? Do conferences, in-services, and courses 
fall under that umbrella? How about reading CARe magazine? 
Does it count to research that drug you cannot recall, or the dis-
ease process you need to review? What about an in-service for 
the new equipment brought in to your unit or a change in policy 
that affects your practice? Does preceptoring a student count as 
a learning objective? The answer to all these questions is Yes! 
These are all considered continuing education suitable to meet 
your CCP requirements.
 
Part of the learning process is being able to relate your learning to 
your current practice and provide an honest evaluation. learning 
is most meaningful when we can recognize how it has impacted 
or influenced our nursing practice. Consider the disease process 
you learned in school, or the new research you did at work. Ask 
yourself the questions: What did i learn? How has this learning 

changed my behaviour in practice? What will i do differently with 
this knowledge? 

identifying gaps in knowledge is also part of being a professional; 
we don’t have all the answers and never will. so ask yourself: 
“Why did i choose this as learning?” Now the difficult part: write it 
down. Now. Not later when you have forgotten the details. CCPv 
asks you to put these answers to paper and submit them as your 
validation. in answering these questions honestly, you will have a 
positive impact on your individual practice and increase the sig-
nificance of your learning. licensed Practical Nurses never give 
themselves enough credit for all the learning they do on a daily 
basis. We cannot emphasize this enough.

Another common misunderstanding is that the process is arbi-
trary. in fact, it is a completely randomized process and has been 
developed to be as blind as possible (no names are noted on 
the files reviewed), so committee members do not know whose 
file they review. even those of us that sit on the committee are 
not exempt from the process, and most have been “chosen” also. 
each file is physically reviewed by a member or members of the 
committee, and at times we request more information or ask for 
clarification. The process is as supportive as we can make it, all 
while maintaining the integrity of both the process and the lPN 
regulations of the HPA. 

Though the work itself can sometimes be laborious for committee 
members (imagine filtering through hundreds of validation sub-
missions by hand), each year after the process is finished, i am al-
ways struck by one thing: licensed Practical Nurses are amazing. 
Truly. i say this every year. i am in a unique position to see firsthand 
what you are doing both as education and in the areas you work, 
and it is awe-inspiring.
 
i have been a licensed Practical Nurse for eight years, and even 
in those short years, the inroads we have made into healthcare 
give credence to how hard we are working to improve the health 
of Albertans and their families. We are leaders, teachers, men-
tors, caregivers, facilitators, supporters, cheerleaders, educators, 
nurturers, cultivators, innovators… we are nurses. i am proud to 
work amongst a remarkable group of people doing exceptional 
things every day, and all in the spirit of helping other people. i am 
proud to be an lPN and grateful to serve on the Registration and 
Competence Committee. n
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Who has all the answers about lPN competencies, validation, 
scope of practice, regulations, and clinical practice? The 
staff in ClPNA’s Practice Department spend the majority 

of their time connecting with nurses, managers, and educators on 
these important topics, but that’s not all! 

This year, their major project is the much anticipated update to the 
Competency Profile for lPNs, 2nd edition, published in 2005. By 
the time they are done, they will have received input from hundreds 
of lPNs, educators, specialists, employers and more to ensure the 
document accurately reflects current lPN practice. The 3rd edition 
is scheduled for completion in 2015. 

other equally challenging projects include producing educational 
materials such as the “Nursing Documentation 101” course; and 
introductory videos for new nursing graduates, lPNs in leader-
ship roles, the Continuing Competency Program, and Registration 
Renewal. A co-worker abuse knowledge campaign with five other 
regulatory colleges is also in the works. 

Teresa Bateman, Director of Professional Practice, has been with 
ClPNA since 2000. Teresa’s work with nursing teams across Al-
berta and involvement in national lPN initiatives provides a strong 
grounding for her role leading the practice department at ClPNA. 
Teresa says the best part of her work is meeting lPNs face to 
face, “When i witness an lPN describing what they love about their 
work, it reminds me of how amazing nurses are and what a privi-
lege it is to support our profession.” in addition to being an lPN, 
Teresa holds a masters of Arts in Professional Communications. 
Teresa comes from a family of nurses and loves inspiring others in 
her presentations.

Linda Findlay, an lPN for 19 years, joined the ClPNA in 2008 
as a Practice Consultant. Her background in nursing supports the 
work of the ClPNA by providing leadership, practice support and 
advocacy for lPNs and others in understanding lPN professional 
practice. Putting her master of Arts in learning and Technology to 
daily use, she manages the Continuing Competency Program and 
validation process. linda strives to guide a program that makes 
documenting and reporting of lifelong learning simple, measurable, 
achievable and valuable for all nurses. linda’s passion for learning 
makes her role at ClPNA a perfect fit. in her spare time, linda 
enjoys camping and golfing with her husband.

Glenda Tarnowski, lPN and Practice Consultant, joined ClPNA 
this september. Completing the practical nurse program in 1984, 
Glenda practiced in a variety of acute care, long term care and 
clinic settings. she worked on a medical/surgical unit prior to a 
position at the mazankowski institute as an adult/pediatric car-
diac scrub nurse. more recently, Glenda was a surgical Coordina-
tor with the Workers’ Compensation Board. she considers it a 
privilege to represent a profession that has afforded her tremen-
dous opportunity for professional and personal growth. Glenda 
recently began degree studies in Human services Administration 
at macewan university. Glenda enjoys traveling with her husband 
and spending time with her two adult sons. 

As the Practice and Registration Assistant, Colleen Turkington 
assists members with their Continuing Competency Program vali-
dation (CCPv), as well as numerous other projects and responsibil-
ities within the Practice Department. she has a passion for helping 
members understand lifelong learning and the role it plays, not only 
in their practice, but in their day-to-day lives. one of her favourite 
things is meeting members at events like ClPNA’s Conference. 
Colleen is currently enrolled in the university of Alberta’s Certifi-
cate in Adult and Continuing education program focusing on adult 
learning and development. in her spare time, she likes to draw, 
bake cakes for her two grandsons and do a variety of crafts. n

Getting to know our… Practice Dept.

Clockwise from left: Teresa Bateman, linda Findlay, 
Colleen Turkington, Glenda Tarnowski

the operations room

Nurses know that accurate documentation is 
an important component of their professional 
and legal responsibilities, so important that a 
course on documentation was the top request 
by ClPNA members in a recent survey. 

The ClPNA has developed a new online 
course to promote high quality documentation 
(also known as charting, recording and 
reporting): “Nursing Documentation 101”. 

FREE 
oNLINE 

couRSE

Nursing Documentation 101

using videos, quizzes, games, and interactive 
activities, the free seven module course 
provides the knowledge and practical skills 
needed to ensure that accurate documentation 
takes place in our healthcare systems. 

The “Nursing Documentation 101” course 
is available at www.studywithclpna.com/
nursingdocumentation101.



Hearing Tribunal
Decision

Related to the Matter of Kory Odiorne

On July 25, 2014, the Hearing Tribunal of the College of Licensed Practical 
Nurses of Alberta cancelled the registration and practice permit of Kory 
Odiorne, Registration #24736, as a result of multiple findings of serious 

unprofessional conduct. In addition to the cancellation, she is ordered to pay 
$42,963.14 related to hearing and investigation costs. The Hearing Tribunal 
ordered publication of this decision to promote general deterrence, and in 
doing so, promote protection of the public.

During 2012, the College received a complaint about Ms. Odiorne and short-
ly thereafter an investigation was commenced. As a result of the investigation, 
it was determined there were over 30 allegations of unprofessional conduct 
that warranted referral to a hearing before the Hearing Tribunal. The hear-
ing was held May 2014 in Edmonton. A majority of the allegations involved 
multiple issues related to the medication administration of Oxycodone, Hy-
dromorphone, and Morphone. Other allegations included:

•  failure to provide care with integrity, compassion or dignity.
•  failure to follow proper medication administration practices on several
 occasions (including proper documentation of refusal, wastages and 
 adjustments).
•  failure to obtain co-signature for medication wastage of narcotics.
•  failure to promote an effective relationship in delivering nursing care   
 contrary to the CLPNA Code of Ethics and Standards of Practice 5:   
 Collaboration.
•  failure to adhere to infectious control prevention practices by inserting   
 her hand or fingers in a sharps container filled with used syringes. 
•  failure to follow the requirements outlined in a letter of expectation from  
 her employer related to narcotic wastages and ward stock adjustments.

Unprofessional conduct includes displaying a lack of knowledge, skill, judg-
ment or contravention of the Health Professions Act, Standards of Practice, 
Code of Ethics, any other enactment that may apply and any conduct that 
harms the integrity of the LPN profession.

Several factors were considered by the Hearing Tribunal.  They considered the 
nature and gravity of the proven allegations as an aggravating factor due to 
the high number of the proven allegations related to medication practices in-
volving powerful drugs which occurred repeatedly over a significant period of 
time despite intervention and direction by her employer. They also considered 
the 12 years Ms. Odiorne practiced as an LPN and concluded that, consider-
ing her level of experience, she should be well aware of the expectations of 
her nursing practice.

Ms. Odiorne has a long pattern of serious misconduct regarding narcotics 
and destructive interpersonal behaviours which resulted in a prior finding of 
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unprofessional conduct in 2010. At that time, she 
was issued a suspension from nursing practice, a re-
stricted practice permit and ordered to complete ad-
dictions counseling. The history of the prior finding 
of unprofessional conduct and continued unprofes-
sional practice raised serious concerns regarding 
Ms. Odiorne’s insight, judgement and ability to act 
within the legislation, guidelines and expectations 
of the profession. The Hearing Tribunal determined 
the proven allegations demonstrate calculated and 
deceptive behaviour regarding medication admin-
istration, documentation and repeated evidence of 
poor and destructive interpersonal behaviours. 

To protect the public and ensure safe and proper 
nursing practice, the need to promote specific and 
general deterrence is significant. This significance is 
magnified in light of the considerable extent that 
the conduct of Ms. Odiorne fell outside the range 
of permitted conduct, the high number of proven 
allegations, the repetitive conduct, and the his-
tory demonstrating a lack of corrective behaviour 
despite previous deterrents imposed. The previous 
sanction included a registration suspension and, in 
order to increase the level of sanction, a registration 
cancellation was deemed appropriate. Cancellation 
of registration serves to reinforce the public’s ability 
to have confidence in the integrity of the profession. 

It is important to the LPN profession to maintain 
the Code of Ethics and Standards of Practice to pro-
mote specific and general deterrence and, in doing 
so, protect the public. The penalties ordered in this 
case are intended, in part, to demonstrate to the 
profession that actions and unprofessional conduct 
such as Ms. Odiorne’s are not tolerated. 

Kory Odiorne failed to attend or send representation 
to the Hearing.

It is in the opinion of CLPNA that public protection 
has been achieved with the decision made by the 
Hearing Tribunal. n

This article is a summary of the Hearing Tribunal 
decision dated July 25, 2014. This article is not in-
tended to provide comprehensive information of 
the complaint, findings of an investigation or infor-
mation presented at the hearing.

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…

Being a nurse means always learning new skills. 
take infusion therapy. the delivery of drugs directly 
into the bloodstream via a vein is now well within 
scope for practical nurses. Back in 1986, though, 
these valleyview nurses were getting hands-on at 
this pilot iv therapy class. they would have been a 
step ahead when, in 1995, mandatory upgrading 
required nurses to complete courses in infusion 
therapy, including starting subcutaneous lines, 
by 1999 registration renewal. in the meantime, 
initiation of a peripheral intravenous became part 
of scope of practice in 1997. Administration of 
intravenous medications became a competency 
gained by all graduates as of June 2004, and in 
2008, iv initiation was included in basic education 
for LPNs graduating in 2010. Nurses can continue 
to broaden their skills in this area to this day.
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The CERTIFIED PROFESSIONAL CANCER COACH 
…because EDUCATION and EXPERIENCE MATTER 

www.cancercoachprogram.info 

LEVEL ONE – FIVE MODULES  
L1M1: Origins of Cancer 
L1M2: Optimal Nutrition for the “6” Stages 
L1M3: Safe Detoxification during Cancer 
L1M4: Lifestyle Management  
L1M5: Psycho-Social Links Diagnosis/Recovery 
 

Level 1 provides the foundation of self-care 
for prevention, recovery and post cancer 
quality of life. This is an area of cancer 
wellness that medical practitioners are 
encouraging their patients to consider in 
order to reduce the risk factors and side 
effects of cancer treatment. 
 

$895.00 until year end* 
 
 

$995.00 Save up to $100 until year end 
 

LEVEL TWO – FIVE MODULES 
L2M1: Cancer Treatment - Critical Factors 
L2M2: Cancer Surgery - Safe Interventions 
L2M3: Cancer Chemo – Safe Interventions 
L2M4: Cancer Radiation – Safe Interventions 
L2M5: Cancer Protocols (Clinician & Patient) 
 

Level 2 provides the patient with medical 
and integrative options not normally 
provided by his doctor, but are none-the-
less, viable options. These solidly 
researched studies are referenced and are 
proven to save patient lives.  
 

$795.00 when registered together with 
Level 1 until year end* 
 

LEVEL THREE – OPTIONAL PRACTICUM 
Coach a group of 8 cancer patients in a 
three-week program. (Once per week for 3 
weeks) and upon the successful completion 
of (3) three week programs in one year, you 
are provided with the option of becoming 
Registered as a Cancer Patient Educator 
and receiving full support and patient 
referrals from the National Association of 
Professional Cancer Coaches (NAPCC).  

 
www.cancerwipeout.org 

 
Regular $995.00. On promotion @ $ 695.00 
when purchased together with levels one 
and two until year end* 
 

 
Optional Level 3 is a one-year 

community practicum under the 
guidance of the NAPCC  

 
Five Modules in Level One   

Full Certification in Nutritional & 
Lifestyle Oncology. 

 

 
Five Modules in Level Two 

CPCC Accreditation as a Certified 
Professional Cancer Coach. 

 

For more information please contact Anne Charron @ 905.560.8344 or email napcc@cogeco.ca. This is a Canadian 
Continuing Education program for registered and practical nurses.  Regular tuition of $995 per level resumes January 
5th, 2015.  Your association may reimburse you for the cost of the full online course. Classroom program is available. 
 

*Save with Promotional pricing on registrations before 12/31/14.  Visit www.cancercoachprogram.info for full course outline. 

 

Nutrition & Lifestyle 
           Oncology 
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