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from the college

In nursing, 
evidence-based 
practice (EBP) is 

the integration of 
the ‘best available 
clinical evidence’, 
‘individual clinical 

experience, and 
the ‘patient’s 

values and 
expectations’. 

Evidence: The Foundation 
of Nursing Practice

Florence Nightingale could be credited as the first 
nurse to practice evidence-informed decision 
making. In 1850, during the Crimean War, she 

noticed that the rising death rates in the hospital were 
associated with poor sanitation. After she implement-
ed sanitization standards, the death rates of soldiers in 
her hospital decreased drastically. Similar to the mod-
ern use of evidence-based medicine, Florence Nightin-
gale used observation to ‘test’ her hypothesis. The vari-
ous terms, ‘evidence-based medicine’, 
‘evidence-based practice’, and ‘evidence-
informed practice’ may have varying de-
grees of interpretation; however, there is 
no dispute that ‘evidence’ is an essential 
component of quality nursing practice.

In Canada, licensed practical nurses 
(LPNs) are required to demonstrate in-
tegration of nursing knowledge, skills, 
behaviours, attitudes, critical thinking, 
inquiry, and clinical judgements as an 
entry to practice competency. In nursing, 
evidence-based practice (EBP) is the inte-
gration of the ‘best available clinical evi-
dence’, ‘individual clinical experience’, 
and the ‘patient’s values and expectations’. Although 
nurses generally have a positive attitude toward EBP, 
research informs us that there is poor uptake in the 
application of this process. Consistently, research find-
ings from around the world note that nurses indicate 
they are familiar with EBP processes; however, most 
note that they are more likely to ask their nursing col-
leagues and peers for practice information.

Because the majority of research on EBP in the nurs-
ing research literature is done by registered nurses on 
registered nurses, the CLPNA wanted to hear from our 
members about how they access evidence in their prac-
tice. In February 2016, we surveyed our members to 
get their feedback. Seven hundred and fifty LPNs re-
sponded to our survey about the sources of information 
they use in their practice. The top three sources LPNs 

mentioned were: information they gathered from their 
patients, information they learned in nursing school, 
and their organizations’ policy and procedure manuals.
 
We were very pleased to note that their answers reflect 
the three pillars of EBP (patients’ values and experi-
ence, individual clinical experience, and the best avail-
able clinical evidence). The CLPNA recognizes that 
there is a gap between ‘academic’ knowledge and ‘real’ 

world nursing. In order to address this 
gap we are introducing a new profession-
al development webinar series that began 
in March 2016: Innovative Evidence-
Based Practice Education: Battling Dr. 
Google and Nurse Jackie.

The webinar series consists of three in-
teractive webinars designed to increase 
LPNs’ skills in EBP and their ability to 
carry out those skills in practice. The 
series has a strong clinical focus versus 
an academic application of EBP skills to 
demonstrate the relevance and utility of 
research for practice, and enhance the 
real-world application of EBP. Topics of 

interest include information literacy, the steps of EBP, 
and integration of evidence.

This webinar series has already been acknowledged 
for its innovative approach to teaching EBP. We will 
be presenting this approach to nurses from around the 
world at the Sigma Theta Tau International’s 27th In-
ternational Nursing Research Congress.
 
Moving ahead, we continue to be committed to excel-
lence in all areas of LPN practice. Our webinar series is 
a great addition to our toolkit, supporting our nurses 
to provide the highest quality care and respond to the 
needs of our changing health system.

Jo-Anne Macdonald-Watson, President and 
Linda Stanger, Chief Executive Officer
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Interprofessional practice (IPP) is 
central to promoting the health 
of Canadians and providing qual-

ity, patient-centred care. Historically, 
healthcare professionals have been 
educated, and then often continue to 
practice, within a profession-specific 
model often referred to as silos of prac-
tice. In nursing education, one of the 
areas where we see this model being 
perpetuated is the separation of nurs-
ing students into Bachelor of Science in 
Nursing (BScN) and Practical Nursing 
(PN) streams, with no intersection be-
tween the learning experiences of the 
nursing students enrolled in these two 
types of programs. 

As faculty members teaching in the 
BScN and PN programs at the Univer-
sity of Ontario Institute of Technology 
(UOIT) and Durham College in Ontar-
io, we got together to tackle the chal-
lenges that we felt this model posed. So 
why does this matter? While the value 
of interprofessional and intraprofes-
sional education (IPE) in the health 
professions is commonly highlighted, 
gaps exist in the evidence specifically 
related to IPE implementation in nurs-
ing education. Even more importantly, 
little research and only modest practice 
innovation has occurred in the unique 
area of intraprofessional nursing edu-
cation, where different types of nursing 
students learn together. As the role and 
scope of practice for Registered Prac-
tical Nurses (called RPNs in Ontario; 
aka LPNs in the rest of Canada) and 
RNs has transitioned in Ontario, the 
demand has increased for graduates of 
these programs to collaborate, work 
effectively together, and demonstrate 

respect for and under-
standing of each other’s 
role and the contributions 
all nurses make to health-
care. The natural start-
ing place in developing 
this type of collaborative 
practice culture in nursing 
is within the very basis of 
nursing education. 

THE PROJECT

While learning about each 
other’s roles and contribu-
tions to healthcare is valu-
able for BScN and PN stu-
dents, learning with each 
other in areas where the 
curricular focus is similar 
is a critically important 
undertaking that has yet 
to be realized. In an ef-
fort to address this gap, a 
long-overdue innovation 
was implemented with 
the assistance of fund-
ing through a grant from 
the Registered Practical 
Nurses Association of 
Ontario (RPNAO) Role 
Clarity Fund. This project 
called for the creation of 
a pilot PN-BScN shared 
learning experience in a 
required course (1st year 
Hybrid Intraprofessional Health As-
sessment) that is common to both 
our PN and BScN programs. Faculty 
teaching health assessment in the BScN 
and PN programs at UOIT and Dur-
ham College collaborated fully on the 
development of this common course, 

including working out technical issues 
such as minor variations to term length 
between the programs, and the use of 
different learning management sys-
tems. The goal was to ensure a learn-
ing experience where students not only 
shared the same material and demon-

Innovating to Break Down 
Intraprofessional Barriers 

in Nursing Education
by Patricia Munro-Gilbert, RN, MN, Professor Practical Nursing Program, Durham College; Dana Chorney, RN, MN, 

Professor BScN Collaborative Nursing Program, Durham College/University of Ontario Institute of Technology; 
Sue Coffey, RN, PhD, Associate Professor Nursing Program, University of Ontario Institute of Technology

Intraprofessional nursing education: where different types of nursing students learn together
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strated the same competencies, but also 
experienced the face-to-face and online 
learning components of the course to-
gether, in mixed BScN and PN classes.

OUTCOMES 

Research ethics board approval (REB) 
was obtained from both UOIT and DC 
for all evaluative components of the 
project. Exploration of student per-
ceptions was accomplished through a 
mixed method design, including pre- 

and post-online questionnaires 
and end-of-term face-to-face 
focus group interviews. 
 
The online survey consisted 
of three components. In addi-
tion to collecting demographic 

information, students were 
invited to complete two stan-
dardized tools. The Readiness 
for Interprofessional Learning 
Questionnaire (Parsell & Bligh, 
1998) is a 19 item tool, using a 
5-point Likert scale. Highlights 

of data analysis reveal student percep-
tion that intraprofessional learning 
will enhance their effectiveness as team 
members, increase understanding of 
clinical problems, improve professional 
relationships post-registration, improve 
perceptions of other health profession-

als, and enhance communication. The 
Team Assessment Questionnaire (Hep-
burn, Tsukuda, & Fasser, 1996) is a 
16 item tool in which participants are 
asked to rate their ability to complete 
a particular task using a 5-point Likert 
scale. Highlights 
of data analysis 
reveal that follow-
ing completion of 
this intraprofes-
sional learning ex-
perience, students 
felt they would 
be more likely to 
treat team mem-
bers as colleagues, 
better able to iden-
tify the contributions to patient care 
that different disciplines make, dem-

onstrate strength-
ened cooperation, 
more effectively 
participate in and 
address clinical is-
sues within team 
meetings, develop 
and support inter-
disciplinary plans 
of care, and inter-
vene to improve 
team functioning.

Additionally, four 
focus group in-
terviews were 
conducted in the 
spring of 2015. 
Analysis of stu-
dent perceptions 
shared through 
these interviews 
revealed their ex-
periences of barri-

ers and facilitators to intraprofessional 
nursing education. In terms of facilita-
tors, the dawning of a new awareness 
amongst learners was seen as a positive 
influence on intraprofessional learn-
ing (e.g., “I didn’t realize how much 
our scope overlapped” and “I had no 
idea how much we learned that was 
similar… that really opened my eyes to 
how we should be working together”). 
As well, learners described the emer-
gence of a new vision of their future 
practice as a result of this experience 
(e.g., “I can totally see how I would 

“I had no idea how 
much we learned that 

was similar… that really 
opened my eyes to how 

we should be working 
together”

be able to work more effectively with 
other nurses after this [course]” and “It 
just makes sense [to collaborate] now 
that I see how many similarities there 
are in our practice”). When speaking 
of barriers, technical issues related to 

the logistics and 
the challenges of 
working across 
institutions were 
e x p e r i e n c e d 
(e.g., “It could 
be confusing if 
we had to use 
different forms” 
and “Working 
through differ-
ent learning sys-

tems was something I worried about”). 
Additionally, social issues were identi-
fied as a barrier to be considered when 
creating this shared model of intrapro-
fessional education (e.g., “When we 
were given a choice, we didn’t always 
mix together that much” and “It might 
have been a good idea to force us to 
mix more”). 

CLOSING THOUGHTS

Regardless of the challenges associated 
with transitioning to intraprofessional 
learning, the benefits are indisputable. 
As a result of this very successful pilot 
project, UOIT and DC have expanded 
this course offering to include the 2016-
2017 academic year, with ongoing 
evaluation in place. The results of this 
course offering have the potential to 
significantly advance intraprofessional 
learning in nursing and provide insight 
into its effect on attitudes toward (and 
eventually comfort with) intraprofes-
sional practice. Having experienced 
the learning in this pilot project, we 
are firm believers that the rewards for 
breaking down educational barriers 
between PN and BScN students have 
the potential to positively influence the 
very trajectory of the nursing profes-
sion in Canada. n  

To learn more about this research proj-
ect, contact: Patricia.Munro-Gilbert@
durhamcollege.ca.     

References are available on request.
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   By Mark Kozub

HIV NORTH
A Different Kind of Nursing
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The Licensed Practical 
Nurses (LPNs) of HIV North 
experience “a different 
kind of nursing”.

“It takes a special person to do what we do,” says 
Sue Belcourt, Executive Director of HIV North 
Society, a not-for-profit AIDS Service Organization 
(ASO) established in 1987. “What we offer here 
is a different type of nursing and all of our LPNs 
work to full scope of practice.” 

Programs offered by HIV North include: education, 
focusing on community, corporate and school 
presentations to increase HIV awareness; outreach 
services provided on site at community partner 
agencies and in the downtown streets; an LGBTQ 
youth mentor program, which includes a weekly 
evening drop in; and a women’s drop-in, which 
offers support for women living high-risk lifestyles 
or working in the sex trade.

“We’re the only AIDS service organization north of 
Edmonton,” says Sue. She is proud of her staff and 
what they’re able to accomplish, given the fact that 
they serve such an enormous geographic region. 
HIV North has 24 staff: 17 in Grande Prairie, 6 
in Fort McMurray and 1 in Peace River, through a 
partnership with the Sagitawa Friendship Centre. 
Among the staff are two LPNs in Grande Prairie 
(not including Sue, who is an experienced LPN 
herself,) and one LPN in Fort McMurray who 
works as a regional outreach worker. 

>
Photos by Owen Murray
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Some of the Grande Prairie team, from left: 
Lisa Landis, Tina Nelson, Melissa Byers, 

Tanya Swanberg, Charlene Linn, Sue Belcourt. 
Pictured centre is regular visitor, 

Elmerson Belcourt.

In order to provide the necessary ser-
vices, HIV North has expanded the 
standard LPN role. “Our street nurse 
in Grande Prairie (Tanya Swanberg, 
LPN) does hepatitis C and HIV testing, 
so she’ll do all the blood draws,” Sue 
explains. “We work closely with the 
physicians, looking at protocols, fol-
lowing up on test results. We do a bit 
of everything.”

Sue has even found herself stepping out 
of her usual executive director role if 
the situation calls for it. “I don’t work 
in a traditional nursing role but when 
we’re short-staffed, I do. If Tanya isn’t 
here and someone comes in bleeding all 
over the place or they have a sore or 
wound they want you to look at, it’s 
like, ‘Okay, I’ll take off my jacket and 
roll up my sleeves and get going!’ I love 

it! I wouldn’t be good at my job if I 
didn’t have all the nursing education. It 
makes me stop, assess, and really pay 
attention before I make a decision. That 
nursing education is foundational.”

The Road to HIV North

Sue’s path from LPN to executive di-
rector is an interesting one. She origi-
nally worked as an LPN in frontline 
nursing, providing home care and 
continuing care in Calgary. After go-
ing through significant life changes, 
she moved to Grande Prairie and once 
again worked in frontline nursing, but 
this time in surgery. From there, her 
professional development diversified 
greatly, from teaching to being a coor-
dinator in a rural home support pro-
gram to working overseas as general 

manager of a homecare company. 

After a return to Canada, Sue held 
leadership positions within Alberta 
Human Services and Primary Health. 
This encompassed a variety of roles 
and responsibilities, including time as 
an Enhanced Clinic Practice Coordina-
tor, supporting physicians in designing 
a training program to assist frontline 
nurses and nursing support team mem-
bers to work to full scope within phy-
sician clinics. Also in Primary Health, 
Sue was a Care Coordination Team 
Lead, working with a multi-disciplin-
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ary team to provide enhanced health 
services to patients of local primary 
care physicians. In 2014, Sue found 
her current position with HIV North. 
“My nursing foundation has set me on 
a path of continuous learning and self-
development and has allowed me the 
confidence to complete higher educa-
tion to move into leadership positions,” 
she says, adding that her new role has 
provided her with “a unique opportu-
nity in that I have been able to work 
with like-minded colleagues in a truly 
collaborative fashion. We have learned 
to trust each other, take risks and see 
the importance of always looking for-
ward – gaining sight of the vision.”

Typical Day for a Street Nurse

Every Wednesday morning at the Rota-
ry House in Grande Prairie, HIV North 
provides an outreach program in part-
nership with Alberta Health Services. 
Together, they provide testing, coun-
selling, health assessment and educa-
tion, and more to individuals who are 
considered a high risk for HIV. Often, 
these people are plagued with multiple 
addictions, mental health issues and 
come from a hard life on the streets. 

The luckiest of them are those taking 
up temporary residence in the Rotary 
House, in tiny, sparse rooms that au-
tomatically lock for safety. It is here 
they hope to get a second chance. On 
this particular Wednesday morning, a 
female staff member enters the elevator 
with one of these lucky ones and asks 
how he’s doing today. He fights back 
the tears. Through a brave smile, he 
says, “Struggling.”

This is just another typical day at the 
Rotary House.

Tanya Swanberg has been a street nurse 
with HIV North off and on since 2012. 
It’s a role that gives her an increased 

range of responsibilities. “There is no 
such thing as a ‘typical day’ for me,” 
she says. “It depends on what comes 
through the door. We do testing for 
sexually transmitted infections (STIs), 
wound care, pregnancy testing, and a 
lot of advocacy.”

Come to the outreach program offered 
at the Rotary House in Grande Prairie 
every Wednesday morning and you will 
see an obvious sense of teamwork and 
respect between Tanya and Lois Cart-
wright, nurse practitioner with Alberta 
Health Services. “It’s a great combina-
tion,” says Lois, who spends the rest of 
her time providing primary health care 
to patients at the city’s Nordic Court. 
Because she specializes in addictions 
and mental health, Lois has a lot of 
shared clientele with Tanya. “We share 

a lot of knowledge with each other. 
Tanya may know information on a cli-
ent that I don’t and vice versa. She may 
also be able to provide more informa-
tion on what other services are avail-
able to them.”

“And where my scope of practice ends, 
Lois complements that,” Tanya notes. 
“If they need antibiotics for an infec-
tion, for example, Lois can write a pre-
scription.”

That sense of partnership is vital. 
When it comes to serving those who 
are often plagued by mental health is-
sues and many other harrowing social 
problems, “it takes a community,” 
says Tanya. “It takes people working 
together to help create that success.”

When it comes to serving those who are often plagued by mental health 
issues and many other harrowing social problems, it takes a community.

Fort McMurray
Staff: 6

Peace River
Staff: 1

Grande Prairie
Staff: 17

HIV North - Geographic Locations
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Help for Drug Addictions

There are some who see it as a contro-
versial method for helping those with 
addictions: educating them on the ways 
to take drugs more safely. Tracy Pel-
grim, LPN and Street Outreach Nurse 
at HIV North, has a much broader per-
spective on the issue.

“I have learned not to judge a book by 
its cover, because we’re all people and 
we’re all equal,” says Tracy, who heads 
up HIV North’s Take Home Naloxone 
program in Grande Prairie. “I’m not 
a religious person, but the hand that 
we’re dealt is not our choice. You have 
to treat everybody equally.”

Tracy’s wisdom is hard won. “I’ve been 
an LPN for 15 years now,” she says. “I 
was in college studying something en-
tirely different and then my best friend 
passed away in a major car accident. I 
went through a rough time after that, 
quit my studies, and went to work in 
long-term care. From there, I decided 
I was going to go to school and study 
nursing and here I am, 15 years later.”

The naloxone program encourages 
drug users to use safely because, Tracy 
notes, “they’re going to use regard-
less.” And the drugs they’re using on 
the street these days come with much 
higher stakes. Take fentanyl, consid-
ered to be 100 times stronger than 
morphine. According to the Canadian 
Centre on Substance Abuse, between 
2009 and 2014 there were at least 655 
fentanyl-implicated deaths in Canada. 
That represents an average of one 
death every three days. 

Naloxone minimizes the effects of over-
dose. “We’re teaching people the signs 
and symptoms of an overdose and how 
to inject the naloxone, which is into the 
muscle,” says Tracy. “We provide kits 
which have supplies, including nalox-
one and needles/syringes. People come 
to our office and we provide training to 
help save lives.”

In fall 2015 the naloxone program 
rolled out in Fort McMurray. Response 
so far has been encouraging. “A lot of 
the community is open to it. People are 
willing to spread the word,” says Caley 
Boyes, RN and take-home naloxone 
nurse for HIV North in Fort McMur-
ray. “It will hopefully save some lives.” 

Boyes adds that “wherever there are 
drugs, there are overdoses.” She notes 
that Canada is number one per capita 
for opiate use, according to Interna-
tional Narcotics Control Board.

“We Can’t Do This Alone”

As Executive Director, Sue Belcourt is 
quick to point out that there is no way 
HIV North can exist in a vacuum, par-

ticularly as it serves such a vast region. 
“We focus on partnerships and collab-
oration,” she says, “so we participate 
with our partners in the community.”

HIV North’s funding partners include 
Alberta Health, the Public Health 
Agency of Canada, the provincial gov-
ernment’s Community Initiatives Pro-
gram, the Community Foundation in 
Wood Buffalo and Grande Prairie, the 
City of Grande Prairie, and the United 
Way in both Grande Prairie and Fort 
McMurray. In addition, HIV North 
benefits from its many community 
partners – and thankfully the list is far 
too long to include here.

“Street nursing is such an important 
component in caring for the vulnerable 
in our society. It’s a different but much 
needed type of nursing,” says Sue. The 
more hands on deck, the greater the 
understanding that there is a problem 
in our society – and a chance to fix 
it. “Awareness is the most important 
thing we do in our work,” she adds. 
“HIV is not going away. Lately, we’ve 
seen a rising trend. Numbers are com-
ing up. That tells us there’s a lot more 
work to do.” n

Tracy Pelgrim, LPN
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1969

The first known case of HIV in 
a human occurs in a man 
who died in 
the Congo.

1981

The U.S. Centers for Disease 
Control and Prevention (CDC) 
published a report describing 
cases of a rare lung infection in 
five young, previously healthy, 
gay men in Los Angeles. This 
marks the first official reporting 
of what will become known as 
the AIDS epidemic.

1982

First known cases in Italy, Brazil, 
Australia and Canada.

1985

First known case in China. 1986

World Health Organization 
(WHO) establishes the 
Global Programme on 
AIDS.

1997

The U.S. Centers for Disease 
Control and Prevention (CDC) 
report the first substantial 
decline in AIDS deaths in the 
United States. Due largely to the 
use of highly active antiretroviral 
therapy (HAART), AIDS-related 
deaths in the U.S. decline 
by 47% compared with the 
previous year.

2013

33% decrease in new HIV 
infections since 2001.

2014

An estimated 75,500 
Canadians were living with HIV 
at the end of 2014, an increase 
of 9.7% since 2011.

Worldwide 36.9 million people 
were living with HIV. New HIV 
infections have fallen by 35% 
since 2000.

HIV stands for human immunodeficiency 
virus. If left untreated, HIV can lead to the 
disease AIDS (acquired immunodeficiency 
syndrome).

References available on request

New Developments in 
the World of AIDS

In July 2015, Vancouver hosted the 
8th International AIDS Society Confer-
ence on HIV Pathogenesis, Treatment 
and Prevention. Dr. Carl Dieffenbach, 
director of the Division of AIDS at the 
National Institutes of Health (NIH) Na-
tional Institute of Allergy and Infectious 
Diseases (NIAID) stated that “there’s 
been excitement in the vaccine world 
here at this meeting.” 

Studies were presented regarding two 
primary vaccine strategies. The first 
applied lessons from the Thai vaccine 
trial (RV144) which showed that an 
experimental vaccine regime was both 
safe and modestly effective in reducing 
the risk of HIV infection. The second 
focused on the progress NIH has made 
in understanding how broadly neutraliz-
ing HIV antibodies develop. The theory 
is that stimulating the immune systems 
of people without HIV infection could 
produce these antibodies, which could 
protect against infection.

There is a great need for break-
throughs. According to the STI and 
HIV 2013 Annual Report from Alberta 
Health, Surveillance and Assessment, 
“rates of newly reported HIV have been 
increasing each year in Alberta.” In 
2013, there were 255 newly diagnosed 
cases of HIV in Alberta, the third year in 
a row that the number has increased. 
Of those new cases, a total of 69.4 per 
cent came from people between the 
ages of 24 and 49. While HIV rates in 
Alberta have historically been higher 
among males, female rates increased 
from 3.6 cases per 100,000 females in 
2012 to 3.9 cases in 2013.

HIV/AIDS
Timeline
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As antipsychotics are reduced, residents wake up, start 
moving—and look for something to do. Not all care 
centres have recreation therapists (RTs), and even 

those who do must figure out how to occupy residents on 
evenings, nights and weekends. Fortunately, many activities 
don’t require an RT, expensive equipment or extra time—
just opportunities for work, self-care, leisure, and rest and 
restoration.
 
Work: Residents might shovel snow, clear and clean tables, 
wipe handrails, deliver coffee and tea, stock the Keurig 
pods, dust or help clean the bird cage. A resident has an 
office in her room where she writes her memoirs. A former 
policewoman helps “watch” the medication cart. A fam-
ily member brought in bread, baloney, mustard and may-
onnaise weekly and the residents made sandwiches for the 
homeless. Some enjoy caring for lifelike dolls—though one 
woman complained after a few weeks that she was tired of 
babysitting! 

Self-care: The more residents can do for themselves, the 
better they feel! Offer simple choices: the red sweater or the 
blue one? A resident cut his fingernails on the left hand; the 
HCA assisted with the right. 

Leisure: Visiting with a pet, listening to children read, look-
ing at photos, a simple, age-appropriate puzzle, browsing a 
Sears catalogue. A companion created a crossword puzzle 
about a resident’s life and family—she was so excited to 
know the answers! 

Rest and Restoration: On bath days, hair is blow dried 
and curled, lipstick and powder applied. All day long resi-
dents are told how beautiful they look. Hand cream and a 
hand or foot massage are relaxing. Nap therapy helps peo-
ple cope in the evenings. 

Butterfly moments: Small interactions bring joy! Touch: a 
comforting hug, applying lotion to hands or face, holding 
hands. Share your life: bring in a photo of a baby, wedding 
dress, pet, renovation project, vacation or hobby— and talk 
about it. Interesting objects: seashells or starfish, a bowl of 
snow, table centrepieces, baby booties. Learn a few words 
in the resident’s first language. Wear something noticeable 
and fun: bright lipstick, a big hat. 

For more ideas, see Person-Centred and Non-Pharmacologic 
Approaches in the AUA Toolkit, by searching for ‘AUA 
Toolkit’, or go to http://www.albertahealthservices.ca/
auatoolkit.asp. n

Creating 
Moments of Joy 

in Long Term 
Care

Verdeen Bueckert is a practice lead with the Appropriate 
Use of Antipsychotics (AUA) Project, an initiative of the 
Seniors Health Strategic Clinical Network (SCN). The Se-
niors Health SCN works with networks of people who are 
passionate and knowledgeable about seniors, challenging 
them to find new and innovative ways of delivering care 
that will provide better quality, outcomes and value.

By Verdeen Bueckert
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Family caregivers have been referred to as the 
backbone of the healthcare system because 
they are vital, yet invisible, and often vulner-

able themselves. In their role as health providers, 
LPNs can have a positive and supportive effect on 
their secondary clients, the caregivers. Through 
programs offered by the Alberta Caregivers Asso-
ciation (ACGA), health providers can learn about 
the caregiver experience and how to assess, assist 
and support caregivers to promote their own well-
being and prevent caregiver burn-out.

Caregivers provide assistance to family members 
and friends with challenges owing to illness, dis-
ability or aging. There are more than 600,000 
caregivers in Alberta, including people of all ages, 
cultures, and economic statuses. Caregivers pro-
vide 80% of the care required by patients living in 
the community and their unpaid labour saves the 
healthcare system billions of dollars every year.

Though the care they provide is essential, caregiv-
ers often go unrecognized and unsupported. This 
can have a profound impact on the well-being of 
the caregiver and consequently in their ability to 
care for their loved one. They suffer higher rates of 
depression and stress, and are at risk of burnout.

I have been a nurse for 40 years and through my 
work with the ACGA, I have come to realize the 
importance of educating health professionals to 
take an active role to support caregivers. Through 
ACGA educational programs, health providers 
gain a greater understanding of the caregiver’s lived 
experience and can thereby work to prevent care-
giver burnout and depression by identifying, sup-
porting and facilitating caregiver access to timely 
and appropriate resources and referrals.

Caregivers have told us that they feel appreciated 
and validated when health providers recognize 
them in their role. Here are some tips to engage and 
support the caregivers you meet in your practice:

Caring for Caregivers:
Alberta Caregivers Association helps 

Educate Care Providers
By Debra Paches, BScN, RN, GNCC, Caregiver Navigator Coordinator, Alberta Caregivers Association
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1.  Acknowledge them: In our patient-centered system, the caregiver
 can be overlooked. One caregiver described her experience as,
 “My name is now ‘How’s your mother?’” Asking the caregiver
 how they are doing tells them that they matter too.

2.  Address their experience: Guilt, anger, resentment, sadness and
 frustration are all common emotions for caregivers. Many
 caregivers are reluctant to admit that they are experiencing these
 challenging emotions and, as a result, don’t seek help until they
 are overwhelmed and burning out. It is important to normalize
 those emotions and encourage them to ask for help. “You seem
 to be managing well, but a lot of people in your situation find that
 they start to feel stressed or frustrated. These feelings are normal,
 and if you start to feel this way, let me know and I can refer you
 to resources.”

3.  Help them recognize stress: Caregivers can become so focused
 on their care recipient that they don’t recognize that they have
 high levels of stress. Self-assessments can help and the caregiver
 should be encouraged to discuss the results and next steps with
 someone.

4.  Look for signs of burnout:
  •   Lack of energy
  •   Frequently sick
  •  Always exhausted
  •  Neglects own needs
  •  Lack of time for social connections 
  •  Difficulty relaxing when help is available
  •  Acts impatient or irritable with their care recipient
  • Appears overwhelmed, helpless, or hopeless.

5.  Encourage self-care: Help caregivers recognize that they may not
 have to do everything themselves. Ask them what they are doing
 for themselves and encourage them to access respite and other
 caregiver supports.

6.  Work with caregivers: Caregivers spend a lot of time with the
 care recipients and likely know more about their needs than
 anyone else. Listen to what they have to say and include them in
 care planning.

7.  Provide referrals: Navigating the system can be hard. Caregivers
 often don’t know who they should talk to or what resources
 they should ask for. Don’t assume that they are aware of services;
 sometimes caregivers are unfamiliar with common programs like
 Alberta’s Home Care program. You don’t need to know
 everything that is available, but can help them connect to someone
 who can help. 

Some key resources are: The Alberta Caregivers Association, hospi-
tal social workers, Alberta Health Link, local information and distress 
lines, local Family and Community Support Services offices in rural ar-
eas, disease and disability-specific organizations (e.g.: Alzheimer Society 
of Alberta and Northwest Territories), Seniors Outreach workers. n

Caregivers have told us that they feel appreciated and validated 
when health providers recognize them in their role. 

The Alberta Caregivers Association is a 
grassroots organization grounded in the 
caregiver’s experience. Since 2001, the 
ACGA has been conducting research and 
developing supports to address the needs 
of caregivers. The following supports are 
available throughout the province:

For Caregivers
 
•  COMPASS is a 9 week program,   
 facilitated by a caregiver or professional,  
 who guides the group in gaining an   
 understanding of the caregiver journey  
 and empowering them to promote their  
 well-being.
•  ACGA’s Caregiver Advisor provides one- 
 on-one support and referrals to caregivers.
 They will also consult with care providers
 to find resources.
•  Information Sessions are a drop-in
 opportunity to connect with other
 caregivers, gain knowledge and practical
 tools on subjects such as managing
 stress, setting boundaries and
 communication. These are offered free
 every 2 weeks at the ACGA and are also
 available to agencies and rural areas for
 them to present in their communities.

For Care Providers 

•  COMPASS Facilitator workshop – a
 3-day program for professionals or
 agency staff who preferably have
 caregiving experience, and would like
 to learn how to facilitate the COMPASS
 program for their clients.
•  Navigator Workshop – aimed at   
 people who work with clients and their
 caregivers, this one-day program teaches
 health professionals to (1) Understand
 the caregiving experience, (2) Identify
 and assess caregivers’ needs, (3) Support
 caregivers to develop self-care attitudes
 and practices, and (4) Assist caregivers
 in connecting to resources and planning
 ahead. This workshop is available in
 several locations throughout the province
 in the spring of 2016. You are encouraged
 to call the ACGA for information about a
 program in your area at 1-877-453-5088.



18   care | volume 30  issue 1

Calgary’s Dr. Raj Bhardwaj discusses how women’s 
heart attacks are different than men’s

The myth still persists that heart attacks are a men’s health 
problem, but a new scientific statement from the American 
Heart Association says cardiovascular disease is the No. 1 
killer of women worldwide.

This is the first time the association has addressed this 
specifically as a women’s issue, says the Calgary Eyeopener’s 
medical contributor, Dr. Raj Bhardwaj, a Calgary urgent 
care and family physician.

There are a couple of big takeaways from the association’s 
statement, says Bhardwaj, including that symptoms and 
risk factors for heart disease are very different for women 
than men.

“Normally, heart attacks are due to a “pipe getting 
clogged,” says Bhardwaj. That still applies to women but 
the key difference is that among women it’s more common 
for the pipe to rupture or split.

That’s just one of several differences between men and 
women, the report found.

Heart Attacks 
No. 1 Killer of 

Women Worldwide 
says American heart Association

By The Calgary Eyeopener, CBC News

Bhardwaj uses the “typical Hollywood heart attack” 
analogy to point out another difference. A man clutches 
his chest, has pain radiating down his left arm and into his 
jaw and he’s sweaty and pale. “That’s very typically a man’s 
heart attack.”

Atypical heart attack symptoms

About 20 per cent of women will have no chest pain when 
they’re having a heart attack. But other symptoms will 
happen that may be confusing to them — and even for the 
doctors and nurses who may be treating them.

Still, Bhardwaj says, 80 per cent of women will have chest 
pain as a symptom, whereas that occurs in more than 90 
per cent of men.

But women’s heart attack symptoms can include:
 •  Shoulder pain or ache (twice as common among women)
 •  Sudden tiredness
 •  Back pain
 •  Indigestion
 •  Feeling of dread

Some of these lesser known symptoms can be problematic 
for women seeking medical attention.
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ANNUAL GENERAL
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Delta Edmonton South Hotel, Edmonton

Delay seeking medical help 

“A lot of the time women will go to the emergency room 
saying, ‘I’m having this weird back pain, and I’m feeling 
really, really tired,’ and the doctors and nurses...won’t 
think of heart attack as even a possibility sometimes.”

Bhardwaj says that can mean that women won’t fare as 
well when they have a heart attack.

“They don’t recognize the symptoms so they delay going 
to see a doctor. And… even when they get to emergency, 
the doctors and nurses might not twig to that because 
we’re so focused on back pain or the tiredness, or a 
feeling of dread, which is very common.”

Another interesting finding is that the usual suspects, 
heart attack risk factors such as smoking, high blood 
pressure, diabetes, being overweight and sedentary 
and having high cholesterol, are all key heart attack 
indicators for both men and women.

But it appears some of these factors present bigger risks 
for women, namely, smoking and high blood pressure, 
while being overweight and developing diabetes is a 
significant risk for younger women. But cholesterol 
doesn’t seem to play as big a role, especially over the age 
of 65 for women.

Meanwhile, another emerging factor for women is stress 
and depression.

It all points to the fact that more research needs to be 
done on women’s health issues, says Bhardwaj. “We 
need a lot more research on women, that’s not just in 
heart attacks.” n

Reprinted with the permission of CBC and the 
Calgary Eyeopener.

Dr. Bhardwaj is an Urgent Care doctor with 
Alberta Health Services and a Clinical Assistant 
Professor with the Department of Family 
Medicine in Calgary. He can be heard each 
Tuesday morning on CBC Calgary’s Eyeopener, 
Wednesday mornings on EdmontonAM, and 
Tuesday evenings on the CBC Calgary Evening 
News. You can follow him on Twitter 
@RajBhardwajMD.
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2016 marks 30 years of self-regulation for the Licensed Practical Nurse profession. 
That’s a generation of LPNs governing LPNs; 

developing our own practice, registration, and conduct.

What an opportunity to reflect on where our profession has come from and where 
we are going! Changes encountered through our history and those on their way.

As trends in demographics and technology impact every health professional, 
let’s learn from those who have been there through the decades, 

evolving for today and tomorrow.

You’re invited to come along with us 
to our Annual General Meeting and Conference.

KEYNOTES
Are Celebrities Messing With Our Health? 

Timothy Caulfield, Canada Research Chair in Health Law and Policy 
and Professor - University of Alberta

There is a ridiculous amount of science-free health and nutrition advice floating around 
popular culture. And much of this information is conflicting, misleading or just plain crazy. 
Professor Caulfield explores why and how health information gets so twisted, including 
the increasingly important role of celebrity culture. He also reviews why this matters (and 
it does!) and what the best available evidence says about how to live a healthy lifestyle.

Solving Medical Mysteries: The Nurse’s Role
Dr. David Clarke, President - Psychophysiological Disorders Association

When no diagnosis is found for pain or other physical symptoms there is usually a link to 
one or more sources of psychosocial stress. Regrettably, few physicians have had formal 
training in assessing these. A screening process is presented that uncovers psychosocial 
issues thereby providing new options for treatment that can lead to improved outcomes.

See all speakers at www.CLPNAconference.com 

FEATURING 

Wine & Cheese Reception
Silent Auction 
Awards Dinner

Exhibitors
Celebration Luncheon

www.clpnaconference.com

“Evolve: to change or develop slowly often into a better, more complex, 
or more advanced state: to develop by a process of evolution” 

 Merriam-Webster Online Dictionary

REGISTER 
NOW

Apply for Grant Funding!  
at 

www.CLPNAconference.com
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Every night in hospitals and continuing 
care facilities across the land, older 
adults roam, call out and are very 
surprised to hear it’s 2 a.m. What 
can you do to help? The following 
strategies may improve sleep and 
reduce night wakings: 

1. Stop the sleeping pills: Sedatives contribute to 
daytime hangovers and snoozing, which robs sleep 
from the night. The limited benefits (e.g., 25 extra 
minutes sleep per night with Benzodiazepines in the 
first two to four weeks1 ) are offset by medication 
dependence, falls, confusion and interference with 
REM sleep. Seroquel helped 14 healthy young 
males with no sleep issues to sleep better – except 
for the two who dropped out due to orthostatic 
hypotension, and those who developed restless 
leg syndrome2. But Seroquel didn’t help 25 people 
with insomnia – and these weren’t frail elderly 
patients. Most medications, including sedatives, 
have not been tested on older adults/those with 
multiple chronic medical conditions/on multiple 
medications3. Think about how hung-over you 
feel after an antihistamine, and consider the 
magnified effects on frail elders. 

TEN TIPS 
to Help Older Adults

Sleep at Night
By Verdeen Bueckert, BScN, MCL
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2. Treat pain: And consider medical causes of discomfort 
such as benign prostatic hypertrophy and congestive heart 
failure. Dementia doesn’t cure pain, and the cognitively 
impaired are more likely to use behaviours rather than 
words to communicate. Look for irritability, restlessness, 
groaning, rubbing, and grimacing. Offer warm blankets and 
regularly scheduled analgesics. 

3. Request a complete medication review: Hundreds of 
common medications block acetylcholine, a crucial neu-
rotransmitter for REM sleep cycle regulation (as well as 
learning and memory, smooth muscle function, heart rate 
and contraction strength, movement and much more). Med-
ications with anticholinergic properties include narcotics, 
diuretics, treatments for mood, blood pressure, heart failure, 
anticoagulation, sleep and psychosis. The cumulative effect 
of being on a number of these drugs includes insomnia, cog-
nitive impairment, urinary retention, constipation, falls and 
loss of physical function. Of course, a medication review is 
a balancing act between risks and benefits of treatment; this 
is what pharmacists do best! 

4. Consider other medication side-effects: Antipsychotics 
can cause agitation and restlessness – the need for constant 
movement. Statins can cause muscle and nerve pain. Acid-
blocking medications prevent absorption of crucial minerals 
such as calcium, magnesium and iron, resulting in restless 
leg syndrome (among other problems). Diuretics can cause 
dehydration which results in confusion and increased risk of 
delirium. Again, a medication review may be in order.

5. Exposure to daytime light: An hour of daytime light 
converts the neurotransmitter melatonin to serotonin. This 
supports daytime alertness, which then allows sleep to occur 
at night. Help older adults get outside or face a window 
during the day. Blue spectrum light signals the brain to  
wake up!

6. Daytime activity: The average older adult only needs 
8 hours sleep per day. The average facility-dwelling senior 
spends 83.5% of the time sitting or lying flat. An hour 
napping in a chair in the morning + a three hour afternoon 
rest + in bed by 7 pm = awake and ready to party by 11 pm! 
Consider short (30 – 45 minute) rests during the day and 
frequent position changes to support rest and comfort while 
protecting nighttime sleep. 

7. Shhh!: Did you know shift change can be as noisy as a 
jack hammer? Could you sleep if you heard loud talking 
outside your door 32 times per night? That’s an average 
night for most residents/patients4. The auditory system 
is permanently open – even during sleep. Loud noises 
increase cortisol, which also interferes with sleep5. Whisper, 
wear quiet shoes and address disruptive noises such as ice 
machines, floor cleaning machines and slamming doors. 

Verdeen Bueckert is a practice lead with the 
Appropriate Use of Antipsychotics (AUA) Project, 
an initiative of the Seniors Health Strategic Clinical 
Network (SCN). The Seniors Health SCN works 
with networks of people who are passionate and 
knowledgeable about seniors, challenging them to 
find new and innovative ways of delivering care that 
will provide better quality, outcomes and value.

8. Minimize sleep interruptions: Older adults already 
sleep lightly and wake more frequently than young 
adults. Extra absorbent products, when properly 
applied, can reduce interruptions for nighttime 
incontinence care. Not everyone requires repositioning 
– e.g., those with intact skin who move even a little on 
their own. For the rest, use pillows to gently wedge and 
off-load, instead of turning and flipping. 

9. Dim lights in the evening and minimize nighttime 
light: Avoid use of overhead lights at night. Try red 
cellophane filters on flashlights to avoid the stimulation 
of blue spectrum light during rounds. Eyelids don’t 
block out much light, so instead of leaving the bathroom 
light on, try a motion-activated night light to light the 
way to the bathroom. 

10. Unit and person-centred strategies for night 
wakings: Not everyone will sleep at night. Consider 
providing helpful visual cues to let residents know it’s 
night time – wear a warm fleece housecoat at night 
(you’re cold anyway, right?). Assist residents to the 
bathroom, provide a snack or drink, then a warm 
blanket to settle back into bed. Have quiet activities 
available, or a safe place to wander. 

A new grad once told me how terrible she felt about 
waking up patients at night. But an experienced nurse 
reassured her, “The patients aren’t here to sleep, they’re 
here to get better!” Sleep is what patients and residents 
need to heal and be at their best. So think twice before 
you wake someone up for that pill, roll that squeaky 
cart down the hall or turn on the lights to check blood 
pressures and announce the start of your shift. Does 
your patient have doubts about that cocktail of 18 
pills? You should too. A good night’s sleep starts with 
a change in thinking, and the courage to challenge and 
modify routines to better support sleep. Good luck, and 
good night! n

References available on request.
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technology

‘Moving pictures’ have arrived 
at the Three hills health Centre, 
and staff are happy to put their 
patients in the spotlight.

The health centre received a new 
Shimadzu MobileArt Evolu-
tion X-ray unit this summer, 

and Donna McCook, Laboratory and 
Diagnostic Imaging Supervisor, says 
the unit is helping staff provide a new 
level of care for their most compro-
mised patients.

“This is our first mobile X-ray unit,” 
says McCook. “Before, all patients 
had to come to the diagnostic imag-
ing department for their X-rays. But 
if we get a patient where moving 
them can be harmful, the mobile unit 
is perfect because this can assist with 
keeping the patient stable.”

“For example, if we get a patient with 
breathing problems, cardiac arrest, 
or a long-term patient who’s bedrid-
den, bringing the mobile X-ray unit 
to their bedside really saves time and 
contributes greatly to patient care.”

Dr. Adina McBain, Facility Medical 
Director at the Three Hills Health 
Centre, agrees with McCook, saying 
that the comfort of patients is always 
a key factor, and the fewer times they 
have to be transported, the better.

“There are times when it is not safe 
to send a patient to the diagnostic 
imaging department, so the portable 
machine allows us to capture X-rays 
at important stages of assessment, 
and this can potentially reduce the 
time to diagnosis or treatment,” says 
McBain.“Being able to bring the por-
table X-ray machine to patients also 
allows physicians to continue moni-
toring patients while the images are 
being collected.”

The mobile X-ray unit can take high-
quality images and save them to a 
cassette tape. The physician can view 
the taped images in the X-ray room 
while the patient stays put.

Mobile 
X-ray Unit 

Focuses 
on Patient 

Care

The unit is compact and can be eas-
ily positioned in restrictive spaces. It 
comes with a shock-resistant body 
design and strengthened body cover, 
and uses a soft-touch bumper that 
automatically stops the unit when 
pressure is detected. It’s motorized, 
and the drive handle can be set at 4 
cm, 6 cm, or 9 cm above the standard 
height, suited for taller users.

The mobile X-ray unit also has a 
built-in alarm that can be used to alert 
others that the unit is in the area in 
the case of crowded medical facilities. 
And finally, the keyless password en-
try on the system allows for easy ac-
cess to the system for multiple users.

The health centre X-rays more than 
250 patients monthly, totaling ap-
proximately 350 X-ray exams, as 
some patients receive more than one 
X-ray.

The mobile unit is available for use 
throughout the health centre, includ-
ing use in long-term care, acute care 
and trauma, and site manager Ruth 
Wold says it enhances services.

“The unit is state-of-the-art for our 
facility and really helps us provide 
better care for our most compromised 
patients,” says Wold.

At a cost of just over $50,000 (in-
cluding training), the unit was funded 
entirely by donations raised by the 
Three Hills Health Initiative Fund-
raising Committee through the David 
Thompson Health Trust.

“We raised a lot of the funds from 
our gala dinner in November 2014, 
as well as various fundraising events 
throughout the year,” says commit-
tee Chair Al Campbell. “We have a 
really supportive community that 
goes above and beyond for our health 
care, and I’m really proud to be part 
of such a caring group of people.” n

Reprinted with permission from Alberta 
Health Services.

by Kerri Robins
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You may know that CLPNA regulates the LPN 
profession, sets educational and practice standards, 
and manages complaints, but did you know about 
our wide array of supportive services? 

1.  Supporting your nursing practice 
For the thousands of questions annually related to LPN 
competencies, scope of practice, standards of practice, 
regulations, and/or clinical practice, CLPNA’s practice 
consultants are only an email or call away. A fill-in form, 
“Ask a Practice Consultant”, is even available on the website. 
Consultation is provided to LPNs, students, employers, 
government and other healthcare providers. In turn, our 
consultants often refer to the latest Competency Profile for 
LPNs, 3rd Ed., or to the other pillars of guidance provided 
by the Legislation, Practice & Policy documents available on 
CLPNA’s website. 

2.  Investing in your professional development
Continuing education is always a hot topic. That’s why we 
hope all LPNs take advantage of everything we have to offer. 
No-cost, online courses through “Study with CLPNA” offer 
self-study opportunities in topics like Documentation 101, 
Pressure Ulcers and Jurisprudence. Launched last fall, the 
“Career Infusion Portal” assists with professional growth 
and workplace confidence. On the Portal, check out Career 
Directions, a seven-part guided video series created especial-
ly to plan nursing careers. Topical and timely subjects are 
captured through frequently released videos, webinars and 
workshops. Our biggest events are our annual Conference 
and Think Tank presenting the best international and local 
healthcare leaders.
 
3.  Keeping you current 
Sometimes it’s tough to stay up to date on your profession. 
That’s why our quarterly member magazine, CARE, focuses 
on “exploring the emotional and practical realities of health-
care”. News posts on our website share new information 
several times per week. Need it even faster? Our frequent 
emails and social media posts will update you in an instant. 
So catch us on Facebook, Twitter, LinkedIn, and YouTube. 
And don’t be shy about joining the conversation! 

4.  Giving you a break
A corporate wellness program is the latest addition to our 
member benefits. LPNs can receive up to a 20 percent dis-
count at City of Edmonton sports and wellness facilities just 
by showing their CLPNA practice permit. Group home and 
and car insurance discounts are also available. Armour In-
surance gives an automatic 20 percent discount. The Per-
sonal Insurance even donates to the Fredrickson-McGregor 
Education Foundation with every LPN who signs up. 

5.  Providing opportunities to lead
We can’t do it alone. That’s why every day, LPNs push the 
profession forward through their volunteer activities with 
CLPNA. Committee members are appointed by CLPNA’s 
Council and legislated under the Health Professions Act 
(HPA) to make decisions of self-regulation to members, 
stakeholders, and the public in the areas of education stan-
dards, complaints of unprofessional conduct, and continuing 
competence. Value safe and ethical nursing practice? Those 
on our Hearing Tribunal and Complaint Review Committee 
meet regularly to review complaints against LPNs and deter-
mine penalties. A background in practical nurse education 
or as an educator/preceptor is useful for those wishing to 
participate on the Education Standards Advisory Commit-
tee (ESAC). Even CLPNA’s Council is formed by volunteers, 
albeit they are ultimately elected into their positions. Keep 
watching for your opportunity! n

All of the services and opportunities mentioned can be
found on CLPNA’s website at www.clpna.com, or by calling
780-484-8886 or 1-800-661-5877 (toll free in Alberta). 

5 ways 
CLPNA supports 

LPNs
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2015 MEMBERSHIP HIgHlIgHtS
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BC
|
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|

16

MN
|

20
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|
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QC
|

20

NB
|
8

NS
|

30

PEI
|
1

NL
|
9

NT
|
4

YK
|
1

NU
|
0

657
total out of province 

2014 - 614

19-25  1838

26-30  2735

31-35  2434

36-40  1784

41-45  1454

46-50  1050

51-55  994

56-60  830

61-65+  802

38.2 yrs
average age

2014 - 38.7

registratiOns

	 	 2014	 2015

Alberta graduates NEW Members  1017 1097

Out of Province NEW Members  614 657

International NEW Members  224 150

Reinstatements*  387 443

Re-Entry  3 2

Renewals  10636 11572 
Courtesy Members  0 0

tOtAl  12881 13921

*Reinstatement = a member whose practice permit has lapsed at least one day.

age Of 
active LPns

2006 2007 2008 2009 2010 2011 2012 2013 2014 2015

13921
total registrations

growth of 8% 

13921
+8%

7859

8531
9015

9652

10623

11766

7264
6863

12881

Hospital (general/Maternal/Paediatric/Psychiatric) 

Nursing Home/long term Care

Community Health/Health Centre

Physician’s Office/Family Practice Unit

Home Care Agency

Educational Institution

Rehabilitation/Convalescent Centre

Mental Health Centre

Association/government

Business/Industry/Occupational Health Centre

Self-Employed

Nursing Stations (Outposts or Clinics)

Private Nursing Agency/Private Duty

active	members	by	place	of	employment

4690

3167

1804

824

458

184

154

91

79

57

56

36

20
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Connecting LPNs to other health 
professionals with your interests in mind.

resources

>>CONNECTIONS >>LEARNING LINKS

Study with CLPNA
www.studywithclpna.com 

ACHIEVE Training Centre 
www.achievecentre.com

Advancing Practice
www.advancingpractice.com
 
Canadian Blended Learning Courses for LPNs
www.jcollinsconsulting.com

Canadian Diabetes Educator Certification Board
www.cdecb.ca

Canadian Virtual Hospice
www.virtualhospice.ca

Critical Trauma Resource Institute (CTRI) 
www.ctrinstitute.com

de Souza Institute 
www.desouzainstitute.com

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

Learning LPN
www.learninglpn.ca

Learning Nurse 
learningnurse.org
 
Reach Training
www.reachtraining.ca 

Registered Practical Nurses Association 
of Ontario 
www.rpnao.org/practice-education/
e-learning

Alberta Gerontological Nurses 
Association
www.agna.ca

Alberta Hospice Palliative Care 
Association 
www.ahpca.ca

Alberta Operating Room Team 
Association – LPN
www.clpna.com/members/
aorta-affiliate

Canadian Association of Neonatal 
Nurses
www.neonatalcann.ca

Canadian Association of Schools 
of Nursing 
www.casn.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

Community Health Nurses of Alberta
www.chnalberta.ca

Creative Aging Calgary Society
www.creativeagingcalgary.com

Emergency Nurses’ Interest Group 
of Alberta 
www.nena.ca
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“Things Need to Change” 
with Co-worker Abuse: 
Alberta health Regulators

In our workplaces, co-worker abuse is often the elephant in the room. it’s 
something people acknowledge is happening but they are often not properly 
equipped to deal with the issues in the right way.

Launch of www.ThingsNeedtoChange.ca

on January 28, nearly 300 
health professionals tuned 
in when the College of 
licensed Practical Nurses 
of Alberta (ClPNA) and 
four other Alberta health 
regulators launched 
information and tools to 
help create a more positive 
workplace. Because	we	
believe	Things	Need	to	
Change.	

Issues, Solutions, 
Resources & One 
Good Thing a Day

Through www.
ThingsNeedtoChange.ca, 
visitors are introduced to 
co-worker abuse issues that 
they may have encountered and some that may surprise 
them. The website also offers positive and constructive 
solutions to help deal with the problems in the best way 
possible. A highlight is the three shareable videos where 
common bullying situations play out from the patient’s 
perspective.  The goal isn’t to point fingers but to equip 
all of us to deal with the issues together.

Things Need to Change is a collaborative project by 
the College of licensed Practical Nurses of Alberta, 
Physiotherapy Alberta College + Association, Alberta 
College of speech-language Pathologists and 
Audiologists, College of Hearing Aid Practitioners of 
Alberta, and Alberta College of Combined laboratory 
and X-ray Technologists, and was funded by the 
Government of Alberta.
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CLPNA Bylaws Amended

In march, the Council amended a number of ClPNA’s Bylaws to ensure they continue to reflect current business 
and governance practices. member consultations occurred in early February. The previous Bylaws were adopted 
by the Council in June 2008. 

Highlights of amendments:

• separation of the executive Director and Registrar function; 
• changing the title of executive Director to Chief executive officer; 
• changing the terms of District Council members from two 2-year terms to two 3-year terms (meaning one 
 3-year term; eligible for one re-election) (includes a transitional plan); 
• reference to a Registration Committee has been deleted and replaced with a Competence Committee; 
• all Council committees and subcommittees listed and described; 
• elections process described in greater detail; 
• eligibility for registration as an Associate member on the non-regulated members register clarified; and 
• content reorganized for ease of reading. 

section 132 of the Health Professions Act enables college councils to make bylaws to address college business 
such as elections, fees, responsibilities assigned to various committees or positions and to “custom design” the 
college’s organizational structure. 

Think Tank Report & Presentations 
share “health System of Tomorrow”
imagine the health system of tomorrow. What role will hospitals play? What 
about home care? How will the work of licensed practical nurses (lPNs) 
and other professionals be impacted?

on November 20, the College of licensed Practical Nurses of Alberta (ClPNA) took an in-
depth look at the changing health landscape and the role of lPNs at their third annual Think 
Tank. over 300 attendees heard from local, national and international leaders on care that 
enriches people’s lives and draws on everyone’s energy and talents.

Find out what these local, national and international leaders on care forecast in “Health 
system of Tomorrow: Report of the 2015 ClPNA Think Tank”, including Alberta’s minister 
of Health, sarah Hoffman. The report and presentations from the Think Tank are available at 
www.clpna.com/blog. 

Part of the ClPNA’s mission is to provide leadership within the profession and support the 
evolution of a quality health system for Albertans. Think Tanks are one way that Council 
provides a learning opportunity for lPNs and their partners and stakeholders.

the operations room
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LPNs Run for 
New 3-year 

Council Terms 

From lethbridge to Red Deer to Cold lake, 
lPNs are invited to run for District Represen-
tative to ClPNA’s Council for a new, longer 

term. over the next few years, terms of office for 
all District Representatives are transitioning from 
a 2-year term to a 3-year term. The transition 
plan came into force upon Council’s approval of 
the updated Bylaws in march.

interested lPNs residing in the south, south 
Central and North Central election Districts 
must submit a Nomination Form by may 31. 
District elections are held in June by electronic 
(email) ballot. 

Council meets quarterly to plan and evaluate 
ClPNA’s strategic Plan, policies and finances 
to achieve regulatory excellence. successful 
Council members are team-oriented, servant-
leaders focused on the future of the lPN 
profession. 

2016	ELECTION	DISTRICTS:

More	information	and	Nomination	Forms	are	
available	from	www.clpna.com/about-clpna/council,	
or	by	contacting	info@clpna.com,	780-484-8886	

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

Continuing Competency 
Program Validation

Begins in May
“Life-long learning for professionals is 

not an option – it is essential.” 
(CAMRT, 2015)

Approximately 20 percent of eligible ClPNA members 
will be randomly selected to participate in the 2016 
Continuing Competency Program validation (CCPv) 

beginning may 2. Those chosen will be notified by email and 
mail to validate their learning Plans for the previous two 
years (2014 and 2015). it is a requirement of the Health 
Professions Act that membership participation in a Continuing 
Competence Program is monitored. 

CCPv uses an online submission process and planning is 
the key to success. ClPNA recommends regularly tracking 
learning. Tracking is made easy and efficient using the online 
Record of learning at www.myClPNA.com (remember to 
retain your CCP Records for a minimum of three years).

Although the member selection process is random, the 
Competence Committee and the Registrar may select specific 
members if deemed appropriate.

lPNs are required to keep their knowledge and skills current, 
and continually expand and add to those skills and knowledge. 
According to a survey conducted by the Canadian Association 
of medical Radiation Technologists (CAmRT), there are many 
benefits to participation in a Continuing Competence Program:

•  maintain established standards of practice
•  professional and personal growth
•  increase credibility and public confidence in the profession
•  enhance professional image
•  increase accountability in the delivery of high quality service

Thank you to the 2,100 lPNs who participated in the CCPv 
process in 2015. The commitment to your career and nursing 
profession is evident through the exemplary learning plans 
and the 99 percent completion rate. Well done!

ReFeReNCe
Canadian Association of medical Radiation Technologists (CAmRT). (2015). 
Continuing competence through professional development: A guide for program and 
professional portfolio development. Retrieved from http://www.camrt.ca/wp- content/
uploads/2015/03/moC_english_mar15-13.pdf
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DisTRiCT 1: 
SOUTH ZONE 
 (lethbridge, medicine Hat & area)

DisTRiCT 3: 
SOUTH CENTRAL ZONE 
(Red Deer & area)

DisTRiCT 5: 
NORTH CENTRAL ZONE 
(Jasper, slave lake, 
Cold lake & area)
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lPNs often express a keen interest 
in developing their careers. To help 
address these needs, ClPNA is 
pleased to provide  Career Directions 
(available at www.clpna.com). Career 
Directions, developed by Gail Donner 
RN, PhD and mary Wheeler RN, med, 
PCC, is a proven framework specific 
to supporting nursing and other 
healthcare professional’s careers. 
This online program is a great way 
for lPNs to help realize their career 
goals by taking charge of their 
careers and planning their futures 
with confidence and purpose.

The Career Directions online program 
is a guide for lPNs to use as they 
travel along their career journeys. it 
provides lPNs with an opportunity 
to review their career to date; learn 
strategies to assist in making future 
career decisions; and learn how to 
develop a career plan.

The five-phase Career Planning 
and Development model designed 
by Donner and Wheeler forms the 
foundation for Career Directions. This 
model provides a process to move 
from recognizing career possibilities 
to taking action. The model is focused 
on professional development and is 
designed for lPNs to take greater 
ownership of their career and to 
prepare for ever-changing workplace 
environments.

Through a series of six online 
multimedia videos the program 
will introduce concepts, skills, and 
tools focused on career planning 
and development. Then, there is 
an opportunity to explore what 
each module means by completing 
activities. The activities are in 
downloadable PDF format that can 
be completed, revised and changed 
at any time. There are also links 
to additional resources, including 
information and tips on résumés and 
interviews.

The six modules include:

Scanning: scanning or taking stock 
of the world in which you live will 

provide you with the information you 
need to understand your world and to 
identify possible opportunities for your 
career in the future. You scan your 
environment before beginning the 
process of planning your career.

Assessing: Assessing enables you 
to identify your values, experiences, 
knowledge, strengths and limitations, 
then completing a reality check 
of your self-assessment. A reality 
check expands our view of ourselves 
through reflecting on others’ 
perspectives.

Visioning: once you have completed 
a realistic and comprehensive review 
of your values, beliefs, knowledge 

CAREER DIRECTIONS Taking Control of Your Career and Your Future

“Today, a career is a life 
expression of how a 

person wants to 
be-in-the-world.” 

Frederic hudson
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Unscramble the words to find common medical 
words and phrases. 

 1.  anlclimgiouom

 2. eortdcoiistorcs

 3.  rsggeaocgtrimea

 4.  nurmlpoay

 5.  oftsnsnuiar

 6.  ilnarehobmuiog
 
 7.  aaidvootlasnti

 8.  telpealst

 9.  kyirdinabn

 10.  cniaoutoalg

 11.  entosnphyoi

 12.  tidanlhleoe

 13.  htonepeancmai

 14.  aatlcicnpyha

 15.  iretnoson

 16.  siectduri

 17.  iciytxot

 18.  ogostiloyppahhy

ANSWERS: 1. immunological, 2. corticosteroids, 3. microaggregates, 4. pulmonary, 5. transfusion, 
6. hemoglobinuria, 7. vasodilatation, 8. platelets, 9. bradykinin, 10. coagulation, 11. hypotension, 
12. endothelial, 13. acetaminophen, 14. anaphylactic, 15. serotonin, 16. diuretics, 17. toxicity, 
18. pathophysiology

and skills and have assessed these 
in the context of the real world scan 
you have completed, you are ready to 
think about your career possibilities 
and your career vision.

Planning: A strategic career plan is 
a blueprint for action and consists 
of the identification of goals, action 
steps, resources, timelines and 
evaluation of success. By creating a 
plan, you begin to move and to make 
decisions.

Marketing: marketing involves the 
ability to identify your professional 
and personal qualities, attributes, and 
expertise so that you can effectively 
communicate what you have to offer 
and why you are the best person for 
the service that needs to be delivered. 

Sustaining: once you have a vision 
and plan, you need to find ways to 
integrate them into your day-to-day 
activities. sustaining includes various 
strategies to help you with that, 
including family, friends, coaches, or 
mentors.

The program also includes web-based 
seminars led by a career coach, 
where you will have an opportunity to 
ask questions and learn more about 
the program. stay tuned for more 
information. n 

For	more	information,	go	to	www.clpna.
com,	“I	Am	a	Member”,	and	“Career	
Infusion	Portal”	to	learn	more	about	the	
many	opportunities	and	directions	you	
may	take	in	your	nursing	career,	listen	
to	Career	Conversations,	watch	Career	
Videos	and	read	Career	Inspirations	
about	CLPNA	members.	Questions	
or	comments?		Contact	CLPNA’s	
Professional	Development	Consultants	at	
profdev@clpna.com,	780-484-8886	or	
1-800-661-5877	(toll	free	in	Alberta).
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Recent	decisions	by	the	Supreme	Court	and	the	federal	
government	 regarding	 physician-assisted	 death	 have	
raised	questions	among	nurses	about	the	impact	on	their	
practice.	In	a	proactive	step,	the	three	nursing	regulators	
in	Alberta	are	working	to	establish	collaborative	guidelines	
for	their	members.	

The Past: Federal law struck down

on February 6, 2015, in the Carter case decision, the 
supreme Court of Canada struck down the federal law 
prohibiting physician-assisted death, introducing the right 
to physician-assisted death in Canada. This was to come 
into effect on Feb. 6, 2016; however, on Jan. 15, 2016, 
the supreme Court granted a four-month extension to the 
federal government to consider its approach to physician-
assisted death. 

The Present: Preparing for change

The supreme Court indicated that individuals who wish 
to seek physician-assisted death during the four-month 
extension may apply to a judge for authorization. A special 
joint committee on physician-assisted death, comprised 
of 11 members of Parliament and five senators, has been 
appointed to review, consult and make recommendations 
to the federal government on the legislative framework for 
physician-assisted death. The Carter case provides legal 
protection to physicians involved in physician-assisted 
death, so they can practice without risk of criminal 
prosecution. Nurses are also in need of this protection. 

The Future: Joint guidance from Alberta’s nursing 
regulators

on June 6, 2016 a new right to physician-assisted death in 
Canada will become law. in preparation for this change, the 
College of licensed Practical Nurses of Alberta (ClPNA) 
is working with the College and Association of Registered 
Nurses of Alberta (CARNA) and the College of Registered 
Psychiatric Nurses of Alberta (CRPNA) to seek input from 
members, develop unified guidance and provide resources 

to professional nurses in Alberta related to best ethical and 
competent care to patients at or near the end of life. Nurses 
are intimately involved in end-of-life care processes and the 
role of the professional nurse in Alberta in the dying process 
needs to be recognized, articulated and protected in law.

in the absence of Criminal Code amendments providing 
protection to other members of the healthcare team, nurse 
practitioners, registered nurses, licensed practical nurses 
and registered psychiatric nurses cannot be involved in 
activities that could be seen as assisting or counselling 
physician-assisted death.
 
Now: What does this mean to Alberta’s nurses?

it is important that nurses continue to provide safe, 
competent, ethical nursing care. Nurses also have a duty to 
provide persons in their care with the information they need 
to make informed decisions, related to their health and well-
being. until legislation is established that protects nurses, 
any questions by patients seeking physician-assisted death 
must be directed to a physician or supervisor. 

it is possible that during the four-month extension (February 
6 – June 6, 2016) some patients in Alberta may seek a 
court order to access physician-assisted death. Whether 
any healthcare professionals other than physicians can 
assist with physician-assisted death during this period may 
depend on the content of the court order obtained by the 
patient.

Any licensed practical nurses who are asked to assist with 
physician-assisted death during the four month period, and 
in the absence of Criminal Code amendments providing 
protection to the healthcare team, should contact the 
ClPNA’s Practice Department at practice@clpna.com, 
780-484-8886 or 1-800-661-5877 (toll free in Alberta) 
for advice.

The ClPNA will continue to work collaboratively and update 
its members on the developments of physician-assisted 
death in Canada. n

PRACTICE UPDATE

Alberta’s nursing regulators developing 
guidance on physician-assisted death 
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Show & Tell 
Contest 

for National Nursing Week 
May 9-15

Let everyone know what nurses do, reward 
each other, celebrate your team! use social 
media to enter ClPNA’s show & Tell Contest 

for National Nursing Week from may 9-15. Daily 
winners will receive a variety of ClPNA-branded 
goodies and lPN product from the Fredrickson-
mcGregor education Foundation for lPNs. Prizes 
are valued at up to $50. 

on monday, may 16, one grand prize winner will 
be selected from all entries received throughout 
the duration of the contest. The winner will receive 
a special Goody Bag filled with ClPNA-branded 
product and a $100 visA gift card (total prize 
value up to $200).

Daily Contest Entry Details

The Contest runs from may 9 – 15. see Contest 
Rules for details at www.clpna.com/blog:  

1)  SHOW - Post a photo of your Nursing Week
 event and post it to Twitter or ClPNA’s
 Facebook page (facebook.com/ClPNA) using
 the hashtag #ClPNANursesCare. (All pictures
 must comply with applicable privacy legislation
 including that required by your employer.)

2)  TELL - Write a note about what makes
 you happy to be a nurse. Post it to Twitter
 or ClPNA’s Facebook page using the
 hashtag #ClPNANursesCare. (Please 
 respect confidentiality.)

Winners	will	be	announced	at	noon	every	day!	

Silent Auction 
Fundraiser Seeks 

Donations

Support Alberta’s licensed practical nurses 
and their on-going post-basic education by 
generously donating items to their largest 

fundraising event of the year, the silent Auction. 

The Fredrickson-mcGregor education Foundation 
for lPNs hosts the annual event on April 27 
and 28 as part of the 2016 ClPNA AGm & 
Conference in edmonton. over 300 delegates 
will try to outbid each other on hundreds of 
fantastic items. 

in previous years, businesses and individuals have 
generously donated gift certificates, handcrafted 
items, garden and yard accessories, jewellery, gift 
baskets, electronics, trips, resort stays, clothing 
items, spa days, household goods, sports/theatre 
tickets and more. All items will be displayed with 
any provided business cards or brochures. 
event proceeds will go to the Fredrickson-
mcGregor education Foundation for lPNs. 
The Foundation distributes educational grants, 
awards and bursaries to members of the ClPNA 
to enhance their nursing knowledge, skills and 
ability, and honour their achievements. 

Complete information and a silent Auction 
Donation Form is available on the Conference 
website at www.clpnaconference.com or 
contact Donna Doerr, Foundation Assistant, at 
780-669-1852 or foundation@clpna.com. 
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Are you Fit to Practice?

The College of licensed Practical Nurses (ClPNA) is mandated to 
protect the public. lPNs are not only committed, but obligated, to 
provide safe, ethical, and competent care to Albertans. one of the 

fundamental steps in providing this type of care is being responsible for 
your own physical and psychological well-being.
 
it is valuable that lPNs understand their role in providing care and what 
it means to be not fit to practice or incapacitated. incapacity is defined 
in s. 1(1)(s) of the Health Professions Act (HPA) as “suffering from 
a physical, mental, or emotional condition or disorder or an addiction to 
alcohol or drugs as defined 
in the Pharmacy and Drug 
Act, or other chemical that 
impairs the ability to provide 
professional services in a 
safe and competent manner”. 
Conditions such as stress and 
fatigue may also impair your 
judgment and cause you to 
not be fit to practice and to 
be incapacitated.  Take note, 
if you are incapacitated then 
you are not fit to practice.
 
The majority of lPNs do have 
the ability to assess their 
health and can recognize 
when their fitness to practice 
is negatively influencing their 
ability to nurse. Assessing 
whether you are fit to practice 
as an lPN may seem simple, 
but when an individual is 
suffering from cognitive or 
mental health issues, substance abuse or addiction disorders, their judgment 
may be clouded and they may not be able to recognize their ability to 
provide safe, competent and ethical nursing care. it should be noted, when 
physical issues occur that require a physician managed treatment plan (i.e., 
orthopedic or abdominal surgery), these instances do not require reporting to 
ClPNA unless there are incapacity issues once return to work is achieved.
 
An lPN with insight does have the ability to take appropriate action to 
improve their health status, such as: removing themselves from practice 
until they are no longer incapacitated, managing their physical recovery 
or stressors and personal problems with counseling and therapy, or even 
participating in an employee Assistance Program.  
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The Code of 
Ethics and 

Standards of 
Practice compel 

LPNs to be 
accountable for 
monitoring and 

maintaining 
their own fitness 
to practice and 

professional 
conduct.
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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

Regular Office Hours: 

Monday to Friday, 8:30am - 4:30pm   
Closed for Statutory Holidays

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

>>CONTACT US:

unfortunately, there are lPNs who lack the ability 
to assess their own fitness to practice.  it may 
be considered ‘unprofessional conduct’ when 
an lPN fails to recognize their health status is 
jeopardizing client care. An employer, coworker, or 
public member who has concerns about an lPN’s 
fitness to practice should report the matter to the 
Complaints Director. Placing a client in a potential 
risk of harm is unprofessional and there are 
consequences. Fitness to practice concerns may 
be dealt with through disciplinary processes.

if the Complaints Director has grounds to believe 
an lPN is incapacitated, whether or not there has 
been a complaint filed, the Complaints Director may 
invoke s. 118 of the HPA. under s. 118, an lPN’s 
practice permit will be suspended and they may 
be directed to undergo a mental and/or physical 
assessment; as well, they could be ordered to 
undergo treatment. s. 118 will remain in effect until 
the Complaints Director is satisfied the lPN is no 
longer incapacitated and does not pose a threat to 
client safety. 

The Code of ethics and standards of Practice 
compel lPNs to be accountable for monitoring 
and maintaining their own fitness to practice and 
professional conduct.  it is crucial for an lPN to 
undertake the task of maintaining their own fitness 
to practice and to possess the ability to recognize if 
they are fit to practice and if they are incapacitated.

lPNs are required to report their fitness to practice 
on initial registration and yearly at registration 
renewal. They are obligated to report any changes to 
their fitness to practice throughout the registration 
year. n

ReFeReNCes	

  • Health Professions Act - 1(1)(s) of the Health   
 Professions Act (HPA)

  • ClPNA’s interpretive Document: Fitness to   
 Practice and incapacity
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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…

The uniforms of these 
women tell us that they’re 
Certified Nursing Aides 
in training, circa 1950, 
checking exam results 
on their way to earning 
their pin and cap. The 
disparate ages of these 
trainees also tells a story 
about women joining the 
workforce post WW-II.

Today, those joining 
the LPN profession are 
younger than ever with 
the average age now 38.2 
years. The largest group 
of practical nurses by age 
bracket is 26-to-30-year-
olds (19.5%), followed 
closely by those aged 31 
to 35 (17.3%). Back in 
2006, 26-to-30-year-olds 
were also in the majority 
(13.2% of the workforce), 
but were matched by 
almost identical numbers 
of those 46 to 50 and 51 
to 55 in age.

Whatever their age or 
uniform, CARE wants 
to thank all licensed 
practical nurses for 
their competence and 
professionalism, during 
National Nursing Week, 
and always.
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