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from the college

Times they are a changing
In December 2013, CLPNA Council hosted a Think Tank as one
part of the strategic planning process for the profession (CARE
Magazine, From the College, Winter 2013, p.4). We heard from
economists, employers, educators, and policy makers around
topics related to the future of healthcare and the implications for
LPNs and healthcare services in general. Alberta is growing at
a rate over three times the national average. As the population
grows, so too will cultural diversity, addictions and mental illness,
the number of seniors requiring care, and the number of people
with chronic disease and dementia. Increasingly people seek information outside of mainstream
healthcare, want more choice in health services, and want to remain in their homes as they age.
All of this will require services that are highly integrated and responsive provided by knowledgeable
professionals prepared to meet the needs of a changing demographic.
Your Council and Executive Team has analyzed what we heard both from Public Consultations (see
page 31) completed earlier in 2013 and the December Think Tank (see page 32), exploring implications
for the LPN profession and future direction for CLPNA. Council has generated a 10-year
Strategic Plan intended to ensure LPNs are well prepared to contribute going forward. The
It will be
Executive Team then developed a 3-year Business Plan with priority initiatives in 6 key
areas including education and competence; registration and complaints; engagement and
incumbent on
empowerment; research and innovation; communication and marketing; and strategic and
each of us to
enhance personal future planning. The Business Plan is intended to move the profession toward Council’s
Vision.

performance
and capacity
to manage and
deliver exceptional
nursing care
going forward.

As a profession, Licensed Practical Nurses have historically been responsive and adaptive
to change in the healthcare system. This time in our history is no different. The population
is changing, the system is changing, and requirements of care providers are changing. To
be well positioned for meaningful contribution over the next 15 or more years, providers will
need increased understanding of chronic disease, mental illness, seniors care, dementia,
cultural competence, collaborative practice and leadership.

It will be incumbent on each of us to enhance personal performance and capacity to manage and
deliver exceptional nursing care going forward. There are many ways to do this, but the key to achieving
Council’s Vision is an engaged profession. CLPNA is committed to increased LPN consultation and
will connect with you regularly as we move these initiatives forward.
The Public Consultations and Think Tank posed opportunity to reflect as a profession on how we
need to adapt to maintain or increase our value in an evolving system. We look forward to connecting
with you to achieve the Vision for our profession. We know LPNs have an important place in ensuring
appropriate, safe, competent care for Albertans.
Jo-Anne Macdonald-Watson, President and Linda Stanger, Executive Director
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WITHOUT ENOUGH NURSING STAFF
ALBERTA SENIORS SUFFER.
CARING FOR THE ELDERLY IS THE ALBERTA WAY.
Elderly Albertans helped build this province. They’ve earned the right to live in a safe, nurturing and
dignified environment, whether at home or in an assisted living facility. But not all our seniors enjoy
that. Many seniors home operators refuse to provide enough nursing staff to ensure quality care,
especially for residents with more complex medical needs. Tell the government to show leadership
and demand better from seniors home operators. Standing up for seniors: that’s the Alberta Way.

Call your MLA toll-free
at 310-0000 and demand
better care for seniors.

A message from
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Nurses and
Technology:

A Tool for Lifelong Learning

T

oday’s Licensed Practical Nurse (LPN) understands the commitment to keeping pace with change and best practices in health
care. It’s imperative that nurses increase knowledge, skills, critical
thinking and competence throughout a nursing career1, 2, 3. Health
care is constantly evolving and clinical practice is becoming more complex with advances in medical technology. All nurses have a professional and legal responsibility to keep up with current developments in
health care through a personal commitment to lifelong learning.
With the creation of “Internet-based learning” (IBL) and the World
Wide Web, there are more learning opportunities for practicing nurses
to independently keep up with the rapid changes and best practices
of health care today4. But despite this assumption, the utilization and
effectiveness of technology on lifelong learning for practicing nurses
remains underexplored. This research study examined nearly twenty
years of peer-reviewed nursing articles to identify the attributes and
characteristics of the technology-literate practicing nurse.
Today’s practicing nurses are multi-generational. What traits influence
their commitment to web-based lifelong learning? Attitude, motivation, self-efficacy and “intrinsic interest” are important characteristics
of the learner and their behaviour5 (p. 586). While knowledge plays an
important factor in technology, self-directed thoughts will inevitably
support nurses in recognizing, motivating and achieving independent
IBL5. A positive attitude towards learning a new task also means a
higher likelihood of participation6. Chen et al. (2008) found that “perceived usefulness” of web-based learning was another important factor for practicing nurses’ “behavioural intentions” towards technology7
(p. 877). Numerous published studies make the claim that face-to-face
delivery of education is no longer the answer for the nursing profession, yet there is limited research that supports independent webbased learning15,4. Studies in this review illustrated that a great deal of
instructor-guided web-based learning has been created for student or
practicing nurses16, but current research is weak when attempting to
show how learning can occur without an instructor.
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Purpose of Research Study
“The use of technology in health care
is no longer optional”17, according to
Axley (2008, p. 2). Practicing nurses
have witnessed high-speed technological changes in the last decade.
Education delivery and traditional
lifelong learning continues to transform, and nurses need to meet this
challenge to achieve flexibility and
accessibility in professional development. Some research states that
client safety and quality care may
be at risk when nurses cannot take
advantage of Internet resources to
keep abreast of changing health care
practices8, 9, 11.
Historically, practicing nurses learned
through traditional classroom education until the introduction of web-

and characteristics of the technology-literate practicing nurse, across
four generations? How can these
characteristics inform the development of a self-directed, online lifelong
learner? And why is self-efficacy and
motivation toward Internet-based
continuing learning relevant to today’s nurse?

Literature Review
The research study of Johnson and
Romanello (2005) revealed there
are four generations of nurses: Silent
Generation (born 1925-1942); Baby
Boomers (born 1943-1960); Generation X (born 1961-1981); and Millennials (born 1982-2002)10. CLPNA’s
2012 Canadian Institute for Health
Information (CIHI) report clearly

positive attitude is another key factor.
Though the health care ideal may be
delivering further education to selfdirected online learners, a blended
approach of traditional instruction
with online delivery may potentially
garner stronger results.
Practicing nurses of all generations
are increasingly aware that technology is no longer optional in the delivery
of quality care. An openness to all avenues of lifelong learning is an asset
to nurses of every generation.
The results of this study suggest that
the Internet and technology have
considerable potential as a delivery
mode for self-directed, lifelong learning for multi-generational practicing
nurses. They may require support,
confidence to gain competence, and

Practicing nurses of all generations are
increasingly aware that technology is no longer
optional in the delivery of quality care.
based learning. Since then, there
has been a continual attempt at a
cultural shift to self-directed education and mandatory professional
development3,12,13. Benson (2004)
believes that a blended approach of
online interactive learning with formal, lecture-based delivery offers the
best knowledge enhancement. She
asserts that “learners retain 10% of
what they read, 30% of what they
see, 50% of what they see and hear,
and 90% of what they act on”14
(p. 60).
The focus of this research project was
finding evidence-informed practices
that will contribute to guiding practicing nurses through internet-based
learning, enabling every nurse easy
access to lifelong learning. This study
attempts to ultimately answer the
questions: what are the attributes

shows a multi-generational nursing
workforce in Alberta with 3% Silents,
21% Boomers, 45% Gen Xers and
31% Millennials1. While literature reveals that each generation has “its
own set of values, ideas, ethics and
culture,” there remains a gap in research that addresses multi-generational practicing nurses and technology competence10 (p. 212).

Conclusion
In reviewing 42 relevant qualitative
studies for final analysis, no definitive answer emerged about the characteristics of the technology-literate
practicing nurse. Several studies
pointed to motivation as an important attribute at any age. While nurses would rather be active participants
in learning than passive recipients,

encouragement to leap forward. Research showed that positive attitude
and motivation impact learning for
academic achievement, personal
goal setting, and readiness to learn.
This generation of adult learner understands the power that knowledge
holds in constantly changing health
care. Technological literacy allows
nurses to better meet the requirements of the profession, their clients
and their own personal satisfaction.
Learning is not only lifelong, but
life-wide, encompassing all aspects
of our life. n
By Linda Findlay, LPN, MA,
Practice Consultant, CLPNA.
This research was completed as part of
Linda’s final project for her Master of
Arts in Learning and Technology.
References available on request from
care@clpna.com

References available online

care | spring 2014

7

“Go North,
Young Nurse”
Fort McMurray LPNs flourish in Public Health
by Mark Kozub
Photography by Owen Murray

Looking onto downtown
Fort McMurray and
Memorial Drive (Hwy 63);
Alona Fortier, LPN
comforts an anxious
student during routine
immunizations.

T

he setting is Father Mercredi High
School in Fort McMurray. Outside,
it’s a cold grey winter day. Here in the
hallway outside the cafeteria, there’s a
bit of drama going on.
“Man, I hate needles!” says a teen boy, who very
tentatively takes a seat. “It doesn’t hurt so bad,”
counsels a friend who puffs his chest. For him,
taking a needle from a nurse was obviously a
teen guy rite-of-passage.
His friend closes his eyes and cringes as the
needle pricks the skin, but that’s the extent of it.
When it’s done, he has the biggest grin. “It’s the
waiting that’s the worst, actually,” he sighs.
Just a few feet away, there’s a teen girl who
doesn’t appear to be convinced. In a hushed
tone, she explains to Alona Fortier, the LPN who
heads up this school immunization program that

8
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she’s really nervous. When Alona scans
her forms and asks the girl what her last
name is and the girl very nearly whispers it, Alona’s face lights up. “Oh! I
know you!” she says with a smile remembering her from her Grade 5 immunizations. She encourages the girl to
have a seat and sits directly across from
her, gently holding the girl’s hands.
“Just breathe,” she advises softly. “You
can do this!”
The girl closes her eyes and bites her
bottom lip. When Alona pulls the needle from the girl’s arm, she responds in
the most encouraging tone, “Good job!
You did it!”
The girl is relieved too, maybe even a
little, well, happy.

LPNs: Breaking ground
in public health
Fort McMurray Community Health
Services is utilizing the services of two
full-time LPNs in expanded public
health roles. Alona Fortier leads the
high school portion of the school immunization program, is involved with
healthy baby breastfeeding clinics, the
Healthy Beginnings program, and assists in the delivery of the tuberculosis
program. The latter is headed up by
another LPN, Shaunda Noel.
The School Immunization Program
covers 24 schools, providing immunization against diphtheria, tetanus,
polio, measles, rubella, HPV (Human
Papillomavirus), Hepatitis B and chick-

en pox, in accordance with the Alberta
Health guidelines and the needs of the
individual student. The high school
program covers approximately 800
grade nine students in the community.
“All the kids in these schools know
me. They call me the Needle Lady,”
quips Alona. Their parents know her
too. She is incredibly thorough in her
record checking and in calling parents
to ensure that their children don’t find
some way to accidentally “miss” their
immunization because they’re afraid of
being poked with a needle.
It’s unique that this program is LPN
led, and in fact offers LPNs the fullest
role in public health in the province,
and perhaps the country. “When I was
first asked to be team leader, I was a
>
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Fort McMurray Community Health
Services nurses Alona Fortier and
Jaime Tassie running a grade 9
immunization program.

little hesitant, but I felt confident that I
could do it,” says Alona. “I was proud
that my management team trusted me.
And I knew I had their support.”
In the elementary school realm, Fort
McMurray Community Health Services is putting similar trust in Lorissa
Jones, RN. “I’m the grade one-to-five
nurse for 18 elementary schools,” she
says. “I’ve been doing it for almost
two years now. Alona has worked here
longer than I have, so she’s been a real
mentor to me.”

are in the foreign-born and First Nation populations. With so many people
moving to Fort McMurray from across
Canada and around the world, Noel’s
services are in demand to prevent the
spread of illness. The program’s Directly Observed Therapy component
involves traveling to a client’s home
and making sure they take their TB
medication.

The sense of teamwork between Lorissa and Alona is strong. “I don’t see the
way that we work together as LPN
and RN. I just see us as partners,” says
Lorissa. “There’s so much work to do
and we’re both here to do the best we
can.”

I don’t see the
way that we work
together as LPN
and RN. I just see
us as partners.

Shaunda Noel, LPN, works in the tuberculosis program for Fort McMurray Community Health Services and
for her past three years in this role
she has found herself using all of her
public health competencies. Ninety per
cent or more of the TB cases in Alberta

Before this, Shaunda spent a little over
a decade working at a little health centre in Newfoundland, where long-term
care was her priority. “I would never
get a public health job in Newfoundland,” she says, “so I jumped on the
chance here.” That meant taking a

10
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two-month immunization course to
work in public health.
When she first moved to Fort McMurray from Newfoundland, Shaunda
quickly discovered that she had great
opportunities for professional growth
here, and she was happy to find herself part of one big team. “Every two
weeks, we go for lunch or dinner,” she
says. “We try to do trips together too.
We went to Vegas, 18 of us from this
office. I was the only LPN. The others
were RNs. It was a bachelorette party.”

How to build a team
“We do a lot of team building activities…more than I’ve seen over the
course of my career,” says Jordanna
Lambert, Area Manager, Public Health
(North Zone, Alberta Health Services).
Management’s penchant for team
building continues to take on a life of
its own within each of the programbased teams. With her team of nurses
that help administer the school immunization program, Alona tries to inspire
a feeling of fun. “Sometimes we go to

Boston Pizza for lunch,” she says. “We
talk about work, if there’s something
new, but mostly we talk about family and our personal lives. It’s a break
from the work environment.”
That sort of fun can only happen if a
team leader gains the respect of their
teammates on a professional basis.
“Alona is incredibly organized,” says
Lorissa.

(clockwise from top right) Jordanna Lambert
and Jennifer Splaine talk teamwork and
community health; RN Lorissa Jones at her
desk; Fort McMurray Community Health
Services LPNs (left to right) Alona Fortier,
Shaunda Noel, and Sara Ahmed.

“There is less frustration that way, and
no stress,” says Alona. “Here, when
the nurses come in, everything is ready:
the records, my conflict check for immunization. They don’t have to worry.
It’s all organized.”
If one of the keys to good organizational skills is doing one’s homework, the
other key is communication. “Before I
go to a school and immunize, I get in

touch with the nurses and explain the
plan,” says Alona.
Another important component to team
building is supporting a staff member’s
leadership qualities. “We give Alona
and Lorissa the opportunity to lead
and run the school program without a

lot of direction,” says Jennifer Splaine,
RN Supervisor and a colleague of Jordanna Lambert. “We support them
with resources where we can.”
This style of management builds respect
and loyalty. “My scope is expanded
because I am given the opportunity to
expand my skills and knowledge,” says
Alona. “With all the knowledge we
gain as LPNs, we feel more confident.”

“I always say our teams are so strong
because each staff member has a
unique strength,” Jennifer adds. “No
two staff members have the same
background. Everyone here came from
different schooling and in a number of
cases from a different country. When
we’re building our teams, we look at
their individual strengths and we try to
fill in the gaps. We spend a lot of time
looking for those right people.”
>
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Working in the North

Fast Facts about
Fort McMurray
No other region of Alberta has
felt the oil boom quite like Fort
McMurray. In 1971, just four years
after the Great Canadian Oil Sands
(now Suncor) plant first opened,
the population was just under
7000. Ten years later, it was 31,000.
Now, the approximate population
sits around 104,000, but it’s hard
to get a proper census when you
factor in the 76,000 beds in the oil
industry’s various working camps
and a sizable shadow population living in hotels, motels or on
people’s couches. The much-talked-about success of Alberta’s oil
sands has attracted workers from
all over Canada and internationally, including those drawn by the
region’s year-round outdoor opportunities, like camping, fishing,
snowmobiling and more.
With big success comes big challenges. According to a Wood Buffalo Economic Update Report,
the average house price in Fort
McMurray in December 2012 was
$740,073. There are unique health
needs to consider as well, everything from creating a homeless
health initiative to providing care
to people who work long shifts on
site at the oil sands north of Fort
McMurray.
“That has a big impact, especially
on issues like outbreak management,” says Jordanna Lambert,
Area Manager, Public Health
(North Zone, Alberta Health Services). They partner with AHS Environmental Health to mitigate the
effects of any infectious disease
outbreaks.

One of the greatest challenges for
building the perfect health team is location. Fort McMurray faces the same
challenges that rural and remote communities across Canada face to recruit
health professionals. Add to that Fort
McMurray’s unparalleled success as a
centre for oil and natural gas which
creates a high cost of living. When oil
companies can offer employees high
salaries, how can other sectors such as
health compete?
In addition, Fort McMurray is a place
where people work. Hard. While
they’re busy running flat-out, their personal health can take a backseat.
By being flexible and responsive Fort
McMurray Community Health Services serves its population well. “You
have to adapt your services,” says
Jordanna. “You have to be open evenings. Three days a week we’re open
to 8 o’clock at night. That allows shift
workers to access us.”
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The reason she came here – no surprise
– was because of her husband, a Canadian from Kamloops, B.C. who was
looking for good work.
Alona’s very first job in Canada was
with Fort McMurray Community
Health Services. Before being hired in
2008, she was a stay-at-home mom for
seven years. Before that, in the Philippines, she was an accountant. When in
Canada she decided on a career change,
it meant going back to school to take

“We’re constantly evaluating our programs to ensure we’re meeting the
community’s needs,” adds Jennifer. “In
the north, we’re trailblazers. We’re innovative and creative and doing things
differently.”
While there are challenges to attracting staff – and retaining them – what
Fort McMurray Community Health
Services provides for LPNs and RNs
alike is an environment where they
can more fully embrace their personal,
professional development. “I worked
in public health in Edmonton before
this,” says Jordanna. “It would have
taken me much longer to get where I’m
at now had I stayed there.”
Jordanna’s story of why she is working in Fort McMurray isn’t an entirely
new one. It echoes the sentiments of
many women in this community. “I
came here because of my husband,”
she says. “There aren’t a lot of single,
unattached employees.”
When Alona first came to Fort McMurray from the Philippines, it was

12

the middle of February and minus 40
degrees Celsius. “I wanted to go back
home! I was crying in the vehicle,” she
says, adding that it took her two years
to adjust to the weather.

three years of high school upgrading
and then completing two years of studies in the Practical Nurse program at
Fort McMurray’s Keyano College.
She doesn’t regret making the move.
She loves what she does. “My advice
for having a successful career is to
always love your job,” says Alona.
“When you’re a patient, you can tell
the difference between the nurse who
loves their job or those who are there
for the paycheque.”
Her advice? “Be true and passionate
toward your clients. Leave an impression. It shows in the end.” n

What is Being Done
About the Problem of
Co-Worker Abuse?
This is the fourth of a series of articles developed by CLPNA on raising
awareness on co-worker abuse in the workplace.

Canada’s national standard on promoting psychological health and safety
in the workplace provides encouraging strategies that healthcare employers can implement to target psychological hazards, promote quality
practice environments, and protect the mental health of the workforce.
Likewise, there are a number of strategies that regulatory bodies can
implement to address specific psychological hazards in the workplace
such as co-worker abuse, a well-known hazard that can cause harm to the
mental and psychological health of care providers. Being emotionally or
mentally injured on the job by cruel words and unprofessional conduct of
a fellow colleague is not acceptable and negatively impacts patient safety.

Patient

The legislative mandate of regulatory bodies is to act in the public interest
and to protect the public from harm during the course of being served by
its membership. Therefore, regulators have a duty to address the issue
of co-worker abuse, both directed towards its members, and performed
by its members, to protect public safety. Implementing strategies from a
systems perspective, regulators can advocate for quality practice environments where members are enabled to meet the standards of the profession and deliver safe, competent, ethical care.
The College of Licensed Practical Nurses (CLPNA) has implemented
numerous strategies related to raising awareness of co-worker abuse:

Nurse

Organization

• Discussions with other nursing regulators and beyond, to share the
results of our member survey on co-worker abuse
• Publication of our co-worker abuse Practice Guideline in the College
of Registered Psychiatric Nurses of Alberta magazine
• Submission of a joint grant application with four other regulators, to
develop learning tools for health professionals on co-worker abuse
• Presentation to other LPN Practice Consultants across Canada and
as a result, other LPN regulators have adopted and shared our
co-worker abuse documents with their members
• Presentation at the 2013 Canadian Association of Practical Nurse
Educators conference and sharing knowledge relevant to nursing
instructors (e.g., abuse is a learned behaviour in nursing; lack of
confidence in nurses to address an abusive situation, etc.)
• Presentation of webinars on co-worker abuse for members
• On-site and telehealth presentations to healthcare teams at several
workplaces
• Keynote presentations on co-worker abuse are planned for spring
meetings with two other LPN regulators in Canada
Many LPNs have shared that the new Practice Guideline and supportive
documents are valuable to them, to help in understanding and managing co-worker abuse issues more effectively. We have been very pleased
with the initial response from other regulators, health professionals, and
government regarding this project. CLPNA will continue to meet requests
for sharing of our information through discussions, presentations, and
webinars. It is our hope that the momentum created on this topic continues, and that collectively we positively influence the workplace culture
within healthcare.
This series is sponsored by CLPNA through grant funding from Alberta Employment
& Immigration, Occupational Health & Safety Program Development & Research
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The CLPNA presents this ongoing series on Canadian health care myths to provoke thought and engage our readers.
The opinions presented are not necessarily those of the CLPNA.

Myth Busted!

Using Evidence to Debunk Common
Misconceptions in Canadian Healthcare

MYTH: INTERNATIONAL MEDICAL GRADUATES ARE
THE SOLUTION TO THE DOCTOR SHORTAGE IN
UNDERSERVICED AREAS
If you are one of the many Canadians without a family
doctor, you know how challenging a problem this can
be. For Canadians in rural and remote areas, this problem is especially serious1, 2. Most rural and remote communities face a shortage of health workers, especially
doctors. Although rural Canadians constitute 22% of
the population, fewer than 10% of physicians and 2%
of specialists work in these areas.3 While Canada as a
whole averages one doctor per approximately 450 residents, this ratio can be as low as one in 3,000 in some
remote areas.1 Adding to this problem, residents of rural
and remote communities often have greater healthcare
needs than urban residents, experiencing higher rates of
chronic disease, traumatic accidents, and poorer mental
health than their urban counterparts.4
To address the shortfall of doctors in rural and remote
areas, some provinces, territories, and local health authorities recruit international medical graduates, physicians who were educated abroad. Often, international
medical graduates are given temporary placements in
underserviced communities while they await full professional registration and complete immigration paperwork.5 Unfortunately, international medical graduates
have not been the solution they were hoped to be, with
many leaving the remote communities upon receiving
their full licenses. This results in high levels of physician
turnover and continued problems for underserviced
communities.

REMOTE RECRUITING
International medical graduates make up a sizeable proportion of physicians in Canada. Across the country,
around 25% of practicing doctors received their medical education in other countries.6 Currently, there are
two main ways of recruiting international medical graduates to rural and remote communities: through provisional licenses or Return of Service agreements. In both
cases, international medical graduates agree to work in
an underserviced area for a number of years before receiving full licenses to practice medicine in Canada.7, 8

14
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REGRETTABLE RETENTION RATES
Unfortunately, recruiting international medical graduates is, at best, a temporary and partial fix for doctor
shortages in rural and remote areas.5 While the hope
was that mandatory rural service would lead physicians
to integrate into local communities and establish longterm practices, this is not always the case. After international medical graduates receive their full licenses or
complete return of service agreements they are free to
practice anywhere in Canada, and many move to urban centres once they are able to do so.7 As a result,
many rural and remote communities experience rapid
physician turnover. In other instances, some physicians
recruited through provisional licenses stop practicing
medicine in Canada. One study of provisionally licensed international medical graduates in Newfoundland found that less than 40% of those licensed between
2002 and 2006 could still be found on the Canadian
Medical Directory.5 Other studies suggest that after
five years, fewer than 20% of physicians who had been
provisionally licensed remain in the province.9, 10 Of the
international medical graduates who moved elsewhere
in Canada, 76.7% went to work in urban communities
(10 000 or more population).11

OVERCOMING THE RURAL CHALLENGE
Several barriers contribute to the difficulty rural and
remote areas have in retaining physicians, including
a heavy workload, professional isolation, and limited
career options.9 Personal considerations are also important obstacles, including fewer educational opportunities for children, and limited cultural and religious
resources.9,12 Employment and social opportunities
available for spouses may also be inadequate, further
hindering long-term retention in remote areas.12 While
all of these barriers play a role in poor retention rates,
there are ways in which retention can be improved. Research suggests that receiving medical training in rural
areas can play a significant role in a physician’s decision
to practice in a rural area.13 By exposing students from

urban areas to rural life and learning experiences, an interest in rural practice may develop.13 Additionally, encouraging individuals who are already from rural areas to apply to
medical school (currently only about 11% of medical students are from rural and remote areas14) could significantly
improve retention rates. A 2005 study indicates that practicing rural physicians are 2.4 times more likely to be from a
rural community than their urban counterparts.13 This suggests that rather than recruiting from overseas, the solution
to the rural health worker shortage may be much closer to
home than we thought. By promoting student outreach and
financial support for rural students, rural recruitment and
retention could be vastly improved.15

CONCLUSION
The high turnover rates and costs of recruiting a physician
from overseas have kept reliance on international medical
graduates from becoming a sustainable solution to the rural
shortage of health professionals in Canada. Canada suffers
from an unequal distribution of physicians rather than from
an absolute shortage,16 and recruiting physicians into rural
areas can actually worsen this problem. Since few recruited
international medical graduates stay in rural communities
once they are fully licensed, the unequal distribution gets
worse. Thus, the biggest obstacle to maintaining sufficient
health staff in remote areas is not recruitment, but rather

retention. Evidence suggests that the most reliable way
to attract and retain rural physicians is to recruit rural
applicants into medical schools and to provide extended
exposure to the special challenges of rural practice during
training.17 Increased support of rural physicians may serve
to retain physicians and decrease rural dependence on international medical graduates and simultaneously reduce
the health worker shortage in remote areas. n
Mythbusters articles are published by the Canadian Foundation for Healthcare Improvement (CFHI) only after review by
experts on the topic. CFHI is dedicated to accelerating healthcare improvement and transformation for Canadians and is
funded through an agreement with the Government of Canada. Interests and views expressed by those who distribute this
document may not reflect those of CFHI or the Government of
Canada.© 2013
Reprinted with the permission of the Canadian Foundation for
Healthcare Improvement (CFHI) and may not be reproduced without their permission. Production of this Mythbuster has been made
possible through a financial contribution 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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This three part series looks at Interprofessional Collaboration in health care and will be
featured in CARE Magazine over the next year. In part one, writer Cheryl Mahaffy looks
at the roots of health care collaboration, and why it’s not as easy as it sounds.

Interprofessional
Collaboration

By Cheryl Mahaffy

Hurdles and
Hierarchies – Barriers
to Interprofessional
Collaboration

I

nterprofessional collaboration in health care. What
does it look like? It’s coherent, with practitioners and
learners working together across disciplinary boundaries, pulling toward common goals. It’s client-centred, with patients, families and communities participating alongside professionals when making decisions about
their care. It’s respectful, characterized by open communication and trust. It’s comprehensive, contributing to
overall improvements in individual and societal health. In
short, it’s what everyone should be striving for. All too
often, though, this kind of collaboration doesn’t happen.
A study team at MacEwan University’s Centre for Professional Nursing Education has set its sights on discovering
what it takes to make interprofessional collaboration the
norm rather than a happy exception. The effort is driven
by research that shows true collaboration significantly
improves patient safety and reduces costly duplication,
particularly in an age of increasingly complex care. It’s
also been spurred by a recent environmental scan by the
Centre for Professional Nursing Education that identified
interprofessional collaboration as a key area in which
stakeholders are seeking educational support.
“We’ve been talking about interprofessional collaboration
for many years,” notes RN Shirley Galenza, M.Ed., director of the Centre for Professional Nursing Education and
a member of the study team. “It’s such a simple idea – why
don’t people just do it?” To probe that question – and to
walk the talk – Galenza and Dr. Irene Coulson, the study’s
principal investigator, have drawn together an interpro-
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fessional group involving Colette Foisy-Doll of MacEwan University’s Clinical Simulation Centre; and Dr. Bin
Zheng, Endowed Research Chair in Surgical Simulation at
University of Alberta. Having learned of sociologist Scott
Reeves, PhD, who has spent decades studying and intervening to improve interprofessional working relationships in health care, the group also began incorporating
ideas from his work, including the book Interprofessional
Teamwork for Health and Social Care.
On the phone from San Francisco, where he directs the
University of California’s Center for Innovation and Interprofessional Education, Reeves sets the MacEwan University study within a global context that includes his own
previous ports of call – Canada and the United Kingdom.
Today’s health care silos took root hundreds of years ago,
when medicine and nursing began, and have become ever
more entrenched as new specialties arise, he says. “Each
of these professions evolved separately and in isolation

from each other. The system generates good
physicians or nurses, but not good collaborators. So there’s a global push to influence
those professions to be better at communication and coordination. Then costs will
be reduced, you won’t have duplication of
effort, you won’t get as many errors occurring.”

The system generates
good physicians or
nurses, but not good
collaborators.
Past attempts to improve the “unhappy
marriage” between medical and nursing
professions in particular have lacked the
insights provided by a sociological perspective, Reeves says. Change theories typically
focus on the interplay within groups and
teams without panning back to consider
how teams are imbedded in broader socioeconomic and political structures and without zeroing in on the individuals involved.
What’s more, attempted fixes tend to ignore
health care’s unique complexities. Quality
improvement protocols borrowed from automotive production in Japan, for example,
fail to account for the fact that caring for
unique individuals with multiple issues is
far less predictable than putting together
cars on an assembly line. Crew resource
management (CRM) strategies borrowed
from the aviation industry, while useful for
highlighting communication breakdowns,
don’t translate well to the many health-care
situations that are not delivered in a cockpit environment but in disparate times and
places.
“Health-care professionals get really excited about new and exciting things they
think will solve all their problems,” Reeves
says. “Typically, those models make some
things a little bit better but generate lots of
unanticipated effects that could have been
avoided by thinking a little more deeply.”
As part of his own deeper thinking, Reeves
distinguishes between four specific types
of interprofessional work. Teamwork, he
says, involves an identified group, such as
an intensive care or emergency team, while
collaboration involves a looser array of

partners, often from diverse backgrounds,
who work together when needed – for example, when providing primary care or
general medical care. Coordination refers
to the timely and accurate flow of communication needed to ensure seamless care, as
occurs when homecare providers are coordinated by a case manager or hold meetings
to debrief. Networks are informal, increasingly virtual and often-evolving constellations of professionals, such as clinicians
who share information on adverse reactions to drugs or compare guidelines across
institutions. While the various interprofessional configurations differ in how tightly
they are knit and in the predictability and
urgency of their work, Reeves adds, all depend on clearly understood roles and goals
to function well.
Collaboration is perhaps the most common
interprofessional working relationship in
acute care and thus is often used as shorthand for various configurations, Reeves
says, but it’s instructive to remember that
no single approach works in all cases.
“Professionals working together need to be
matched to the purpose they are intended
to serve as well as local circumstances.”
He calls this a “contingency approach,” in
which groups shift into different configurations based on patient needs.
With the benefit of a sociological lens,
MacEwan University’s study team is recognizing some of the barriers that make
interprofessional collaboration far harder
than it seems it should be. Walk into any
health-care setting and you may find workers and clients from anywhere in the world
with radically different schooling and beliefs. You’ll find people from a range of
incomes and education levels – physicians
and cleaning staff, social workers and nursing attendants – all of whom are essential
to patient care but are often hampered
from working in concert by hierarchies and
personality clashes. You’ll find specialists
sidelined as old and new professions jockey
for turf. You’ll find staff educated in completely opposing working styles but who
are expected to pull together as one. “It’s
not as simple as saying we equip you to be
in an interprofessionally collaborative environment,” Galenza says. “There are huge,
huge hurdles to overcome.” n
Reprinted with permission from Nursing PRN magazine,
Spring 2013, Issue 4. Please contact Nursing PRN
(MacEwan University) for permission to reprint.
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Straight talk:

Why we need to do better
As she approaches retirement after
42 years as a registered nurse, Barb Fry
finds that she is thinking more and more
about the state of the profession — and
its future. She shares her thoughts here
in the hope of creating awareness and
inspiring positive change.

T

he nursing profession is ailing,
and [Nurses] are in denial. We
claim to be healthier than we really are. In some ways, we are
not unlike those patients who
tell us, “I feel fine,” when it’s evident
that they aren’t fine at all.
Negative relationships and lack of adherence to our standards of practice
and code of ethics are threatening our
very survival as a profession. How
have unprofessional behaviours (bullying and disrespecting colleagues) and
confusion about professional identity
managed to thrive? When did it become OK to have no nursing plan of
care, to switch patients if we did not
“like” the assignment, to disregard
continuity of care and to fail to engage
in therapeutic nurse-patient relationships (the cornerstone of professional
practice)? When did we start accepting
that leadership is missing in action?
For the past several years, I have spoken to thousands of nurses, in all areas
of practice, at conferences, workshops
and workplace consultations across
this country. Their responses to my
concerns have left me with a sense that
there are many who agree we are in
trouble and that it’s time to do something about it.
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When was the last time you reflected
on what nursing means to you? As I
prepare to leave the profession I love,
my own thoughts are increasingly turning to the ways in which the profession
has changed over the years. And I am
feeling a modicum of unease. Separation anxiety? Possibly, but I believe it is
more than that.
From the day I first entered nursing,
it has been a dominant influence in
my life. But three fairly recent events
put the experiences I’ve had over four
decades of nursing into focus and
launched me on a new professional
quest.
The first event occurred after watching
a movie last summer about Florence
Nightingale. I wept tears of sadness,
an acknowledgment of how far we’ve
strayed from the ideals of the art of
nursing.
Months later, I visited the Florence
Nightingale museum in London. The
modern structure and cheerful interior belie the dark and difficult history
of nursing over the centuries. At one
point, the quiet of the museum was
shattered by the excited voices of elementary students arriving for a tour,
a scavenger hunt, interactive learning

and stories told by a “live” Florence, in
period costume. I learned that this visit
is a requirement of the school curriculum. And that interest triggered more
questions: how is the nursing profession really perceived here at home?
How much do Canadians truly know
or care about what nursing practice
can offer? How much do nurses value
their profession and one another? Why
do they struggle when trying to describe their scopes of practice?
The third event unfurled after my husband became seriously ill. Thankfully,
he is thriving today because of the expert care he received during his hospitalization and followup treatment. His
nurses (a different one assigned each
day), although pleasant, seemed primarily focused on attending to tasks
associated with his physical needs.
There was little continuity of care
and no time for the psychosocial and
spiritual aspects of his care. Not one
nurse was able to find the time to talk
to my husband or me about the devastating impact of this illness. There is
something wrong with a system and
a management that places such pressure on nurses to focus exclusively on
tasks, when task-oriented care prevents
nurses from fulfilling their full scope of
practice.

While many of us typically blame our governments
and cost-cutting measures for putting us in this situation, lack of professionalism in our professional
relationships is an equal culprit. We have turned
on one another and become unsupportive. We have
stopped dealing with one another in a professional
manner. And so, the conditions are ripe for a profession breakdown, one from which we may not
survive. Make no mistake: when [Nurses] cannot,
or choose not to, function to the full extent of their
scopes of practice, they will be replaced.
I’ve given you lots of bad news, but there is good
news, too! We have the ability, individually and collectively, to eliminate these threats. What’s more, I
have witnessed tremendous hope, a fervent desire
for change and a “can do” attitude in nurses who
want to create a better future for nursing practice.
We already possess the knowledge and tools to repair what is broken and to become the unstoppable
force we are meant to be in our health system.
Am I issuing a professional wake-up call? Yes...if
that’s how you want to see it. A few of you will be
ready to jump up and get started. Some will politely
acknowledge the call; others will roll over and go
back to sleep. The remainder will howl, “She needs
to retire!” It is up to you to decide if I am right and if
so, to determine what actions you are willing to take
to change things for the better.
Within our nursing culture, we are inclined to do
things in the same way we always have. But I’m not
buying that thinking. I feel ethically bound to do
what I can to bring about positive change. Here’s
my plan:
• I will continue to speak, write and promote
awareness about professionalism in practice.
• I will initiate a call to action to enshrine
standards of practice and the code of ethics in
all we do.
• I will advocate for the return of the therapeutic
relationship.
• I will remind nurses that those who focus
exclusively on tasks are reduced to being
technicians of care.
• I will encourage nurses to believe in themselves
and to step up and assume their rightful place
in the health system. n

Annual General
Meeting
EVERYONE WELCOME!
Featuring:
• Highlights of provincial & national
projects
• Insight into initiatives with government
& Alberta Health Services
• Sharing new policy development
• Forecasting the future for LPNs
• Release of 2013 Annual Report

Wednesday, April 30, 2014
6:00 – 7:30 pm
Edmonton Marriott at River Cree Resort

Program Includes:
Presidential Address
Jo-Anne Macdonald-Watson, CLPNA President

College Activities
Linda Stanger, CLPNA Executive Director/Registrar

Resolutions may be filed
until April 25, 2014
Resolution Forms available by request at
info@clpna.com or 780-484-8886

Your Profession, Your College
Barb Fry, BN, M.Ad.Ed., is a professional speaker,
business owner and author.
This article was originally printed in the January 2013 edition of
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This year’s conference will examine the social, economic and health issues that affect
nursing care for Albertans. There are many factors that contribute to human health –
including genetics, education, housing, social supports, and income. Understanding
these determinants of health and how they impact the various stages of life supports
nurses to deliver better patient care by being more attuned to the context of people’s
lives, the real needs of patients, and the factors affecting their health.
The Exploring Wellness conference provides a forum and a stimulating program to
examine the sociology of health and wellness. Expert speakers and provocative
discussion will provide delegates with new knowledge, counter existing biases, build
alternative perspectives and challenge each nurse to make a difference in the
communities they serve and for the patients they interact with each day.

April 30 - May 2

Edmonton Marriott at River Cree Resort

20

care | volume 28 issue 1

Keep an eye on our
Program for our many
Keynote and Concurrent
Presentations on
Human Health!

Early Bird Discount
ends Friday, April 4th!
register at

www.clpnaconference.com

Bill Carr
Bill Carr is well known as a multi-media artist, actor, humorist, writer, motivational
speaker and filmmaker. For over twenty-five years, Bill has been making people laugh
at what’s trivial while helping them think deeply about what counts. Bill’s unique blend
of humour and insight inspires laughter and consideration, offering his audience a
fresh perspective on what they face every day. Bill is a community activist and tireless
volunteer. He is a cofounder of ARC, the Atlantic Restorative Company, a social entrepreneurship which works to integrate restorative practices into every aspect of family,
business and community. At the root of all of ARC’s work is the desire to “create space
for authentic human exchange.”

Dr. James Talbot
Dr. James Talbot is Chief Medical Officer of Health for the province of Alberta. Prior to
this appointment, Dr. Talbot served as Senior Provincial Medical Officer of Health for
Alberta where his main responsibilities were in strategic planning and development of
surveillance, health assessment and special projects. Dr. Talbot is a Royal College of
Physicians and Surgeons specialist in medical microbiology, and is also an Associate
Professor in the School of Public Health and the Faculty of Medicine at the University of
Alberta.

Annual
General Meeting

Awards Dinner
Join us in honouring all nominees
and recipients at the Conference
Awards Dinner on May 1.

Arrive early in Edmonton and be sure to
attend the CLPNA’s Annual General
Meeting on Wednesday, April 30, at 6:00
pm in the Grand Ballroom of the Edmonton
Marriott at River Cree Resort.

Network and learn
something new from
our Exhibitors!

www.clpnaconference.com
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research

Predictors of Workplace Bullying

[

by Dr. Gail Eastman PhD

Are you likely to be a target of workplace bullying? That was the focus of a dissertation
survey that CPLNA members were invited to complete in April 2013. This dissertation explored the protective
value of psychological capital in being selected as target (or victim) of workplace bullying.

W

orkplace bullying is characterized by repeated, nonphysical,
and unwanted negative behaviours that are instigated by one or more
perpetrators, such as supervisors or
coworkers (Namie & Namie, 2009).
Workplace bullying behaviours can be
indirect or direct (Rodríguez-Carballeira, Solanelles, Vinacua, García, &
Martín-Peña, 2010). Indirect behaviours include not providing necessary
communications (for example, being
removed from email lists), sabotaging
working conditions, or socially isolating the target. Direct behaviours include
name calling or spreading rumours. Legally, these behaviours are differentiated from other forms of human rights
violations, sexual harassment, and
physical assault and, therefore, few locations have legal protection for targets
(Namie & Namie, 2009).
Psychological capital was selected as
a variable to be studied because it is
considered a state-like characteristic,
meaning it can be easily changed. Studies have shown courses that are two to
three hours in length can increase levels
of psychological capital. Other studies
focused on characteristics that are not
easy to change or are unchangeable,
such as aggression, extroversion, gender or IQ. Investigating a characteristic that is changeable provides an opportunity to increase protective factors
and strategies that may prevent someone from becoming a target of workplace bullying and, therefore, increase
well-being.
What is Psychological Capital?

Psychological capital was developed
from positive psychology by combin-
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ing the four constructs of hope, optimism, resiliency, and efficacy (Luthans,
Youssef, & Avolio, 2007).
Hope is often interpreted as wishful
thinking; however, in psychological
capital, hope moves beyond wishful
thinking to include the concepts of

Investigating a
characteristic that is
changeable provides
an opportunity to
increase protective
factors and strategies
that may prevent
someone from
becoming a target
of workplace
bullying
willpower and waypower. When working for or with a bully, a high hope
individual has high willpower and is
able to establish a goal (such as finding other employment). He or she also
has high waypower, (meaning to have
a plan for what one wants to achieve),
and is able to apply for new positions
even when past efforts have not been
successful.
Optimism goes beyond a thought process that only good things can or will
happen, and focuses on the attributions
of permanence, pervasiveness, and per-

]

sonalization. For example, a target of
bullying with high optimism will explain the abuse as external (“This is
about the abuser, not me.”), find specific causes (“My boss is being unfair.”),
and transient (“This will not last.”).
However, a target of bullying with low
optimism will explain the abuse as internal (“I am a failure.”), universal (“I
cannot do anything right.”), and perpetual (“This will never end.”).
Resiliency is the ability to adapt positively from difficulty and to be able to
“bounce back,” and includes balancing
risks and assets. When a potential bullying target identifies the risk of being
bullied, a person with high resiliency
will be able to activate assets, (for example, coping skills), to bounce back
from the abuse. A person with low
resiliency may not identify a possible
good outcome and not activate assets.
Efficacy is believing that you can
achieve goals related to a specific task.
A target with high levels of efficacy
can use these skills to self-regulate and
change his or her own behaviour (such
as defending or ignoring an attack)
during bullying interactions. Targets
may also learn how to handle a bully
by watching others.
Workplace Bullying
The rates of workplace bullying generally range between 12% and 41%,
but vary depending upon how they are
measured and in what setting (Namie
& Namie, 2009). Healthcare workers can have rates as high as 80%
(Stagg, Sheridan, Jones, & Speroni,
2011). Bullying behaviours were identified by 70% of nurses; however, only
20% identified being a target (Dick &

Rayner, 2012). Nurses have reported
reduced productivity and errors in
medication (Roche, Diers, Duffield, &
Catling-Paull, 2010) because of being
targets of workplace bullying. Targets
of bullying can suffer from depression,
suicidal ideation, and PTSD (Bond,
Tuckey, Dollard, 2010; Namie & Namie, 2009).
The Measures
The Psychological Capital Questionnaire measured overall levels of psychological capital, as well as hope,
optimism, resiliency, and efficacy. The
Negative Acts Questionnaire Revised
measured levels of workplace bullying
in two ways. First, participants rated
the occurrence of 22 behaviours (such
as pressure to ignore rights such as sick
leave or holidays, teasing and sarcasm,
or being shouted at). Second, participants answered the following question
to self-identify as a target:
“Have you been bullied at work? We
define bullying as a situation where one
or several individuals persistently over
a period of time perceive themselves to
be on the receiving end of negative actions from one or several persons, in a
situation where the target of bullying
has difficulty defending him or herself
against these actions. We will not refer
to a one-off incident as bullying.”
The Results
LPNs completed 206 surveys within
one week. The respondents were 95%
female with an average age of 41.7
years. The average length of time spent
as an LPN was 12 years. Bullying rates
varied dependent upon identifying behaviours and self-identifying as a target. When asked directly, 41% of participants stated they had been bullied.
When asked to identify whether they
had experienced certain behaviours:
• 61% of participants reported
bullying behaviour in the past six
months.
• 10% of participants identified one
bullying behaviour
• 1% identified 20 bullying
behaviours.

Percentage of Most and Least Reported Workbullying Behaviours
Unmanageable workload
Working below confidence
Having opinions ignored
Information withheld
Responsibility removed
Allegations
Excessive teasing
Threats of violence
Unwanted jokes
0

5

The five highest-rated behaviours
were: unmanageable workload, working below confidence, opinions being
ignored, information withheld, and responsibility removed. The lowest-rated
behaviours were allegations, excessive
teasing, threats of violence, and unwanted jokes.
The purpose of this research was to
explore whether the constructs of psychological capital could be a predictor of workplace bullying. Numerous
types of analyses were used to assess
the relationship between psychological capital and being a target. Psychological capital, hope, optimism, and
efficacy were significant predictors of
workplace bullying, when workplace
bullying was measured by behaviours
and by self-identifying as a target. Resiliency was a significant predictor of
workplace bullying when it was measured by self-identifying as a target, but
not when identifying behaviours.
The Implications
These results suggest that if you can increase your overall levels of psychological capital, as well as hope, optimism,
and efficacy, it can be a protective factor against being a target of workplace
bullying. It was unexpected that resiliency was not a protective factor when
examining bullying behaviours. What
it does suggest is that the ability to recognize and identify behaviours as bul-
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lying activates resiliency to help protect
against workplace bullying. Having
an understanding that psychological
capital levels are changeable and are a
protective factor for workplace bullying suggests that training programs be
implemented, to help reduce the risk
of being selected as a target and to increase well-being. n
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Watch your back!

Workplace Safety – Preventing Strain and Injury
by the Alberta College and Association of Chiropractors

M

ore than 85 per cent of the working population
will experience back-related injuries or conditions,
and Health Canada estimates that musculoskeletal
disorders, including back pain, cost society $16.4
billion in treatment, rehabilitation and lost-time costs. In
Alberta, back injuries in the workplace account for more
than 25 per cent of all Workers’ Compensation Board
(WCB) lost-time claims.
Workplace injuries are often thought to be associated
with physical labourers, such as construction workers or
warehouse employees. But as health care professionals, you
know that pain, strains and injuries can affect employees in
almost every industry, including your own.

Nurses are
especially at risk
Nurses are especially at risk, as you are frequently required
to lift and transfer patients, maintain static positions for
long periods of times (assisting during surgeries), and
are prone to slips, trips and falls. And these injuries can
significantly impact your ability to do your job.
“Nurses have one of the highest rates of musculoskeletal
injuries and disorders of any occupation,” says Dr. Megan
Harris, an Edmonton chiropractor. “If these injuries aren’t
managed or treated quickly, they can lead to serious pain
and the inability to perform regular everyday activities.”
The most common nursing tasks associated with injury to
nurses include:
• transferring patients between bed and chair
• transferring patients between chair and toilet
• lateral transfers of patients between bed and stretcher
• repositioning patients in chair
• assisting patients with sitting to standing positions
• maintaining a static position or posture for prolonged
time periods
“I see a number of injuries in nurses that are directly
attributed to lifting and assisting patients,” says Dr. Harris.
“Most common is low back pain and injury, but I also see
upper extremity, shoulder, neck and knee injuries.”
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What can nurses do to help reduce their risk
of pain and injury on the job?
Since there are many ways for workers to suffer strain and
injury at work, both employers and employees need to
examine the work environment and activities to assess the
risk for job-related injury.
“Sometimes it is simply a matter of modifying tasks, like
changing the way you bend or lift, or taking more frequent
breaks form stationary positions by stretching and moving
around,” says Dr. Harris. “One of the best ways to prevent
back, neck and shoulder strain injury is to ensure your
back muscles and core muscle group are strong. Staying fit
and active is key to injury prevention.”
But there are also specific things nurses can do to help
reduce their risk of pain and injury. First, you should be
aware of the 16 kilogram/35 pound limit. Avoid lifting
patients or loads heavier than 16 kilograms or 35 pounds.
Handling of loads greater than this limit greatly increases
the risk of injury.

A risk assessment using the LITE patient profile should be
done for all patients and a safe handling plan completed if
any risk is identified.
Dr. Harris also offers these additional tips for safer patient
handling:
• participate in team lifts whenever 		
possible
• use mechanical lifts when available
• try to avoid prolonged stooped postures
or positions
• try to avoid awkward positions such as
bending and twisting when lifting or
transferring patients

What can nurses do if they
experience pain, strain or injury
on the job?
Workplace injuries don’t just cost employers
by reducing productivity; they also cost
employees by immediately impacting their
quality of life and potentially their longterm health.

In addition, Dr. Harris recommends following New
Zealand’s LITEN UP approach to safe handling of patients,
notably the LITE principles to assess the risk.

Dr. Harris works with many health care
workers to provide information on injury
prevention, diagnosis and treatment, as well
as stretching and strengthening exercise
recommendations. If you experience pain
or injury, a chiropractor can provide
efficient diagnosis and treatment of
musculoskeletal disorders by implementing a thorough
physical examination, diagnostic imaging and providing a
diagnosis and detailed treatment plan.

Load

Patient characteristics that can affect
the handling risk, such as age, gender,
diagnosis, dependency, neurological
status, size, weight, ability to cooperate
and fall risk.

“Spinal and extremity adjustments (manipulations) can
help optimize body biomechanics,” says Dr. Harris.
“And we are able to address soft tissue components of
injuries through adjunctive chiropractic therapies, such as
GRASTON, kinesiotape and/or acupuncture.”

Individual

Capabilities of carers, such as language,
education, training, physical limitations,
stress and fatigue that can affect their
ability to do the job safely.

If you experience back, neck or shoulder pain, see your
health care provider, such as a chiropractor, as soon as
possible to help maximize management and recovery and
minimize long-term negative impact. n

Task

Nature of the task, what has to be
done, how and when; different tasks
have different requirements, each
needing assessment and a unique
approach.

Environment

Factors such as facilities, staffing levels,
culture and resources, which all impact
how the task is done.

Dr. Megan Harris, BsC (Hons), DC, obtained her Bachelor
of Science (Honours) degree in Human Kinetics from the
University of Guelph and her Doctor of Chiropractic from
Canadian Memorial Chiropractic College. She has been
in private practice for 10 years, with a focus on general
practice, pregnancy and sports injuries. She practices
at the Chiropractic Wellness Studio in Edmonton (www.
FeelBetterEdmonton.com).
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Nursing Fatigue
By the Registered Practical Nurses Association of Ontario

This article was originally printed in the RPN Journal, Summer edition, 2013, a publication of the
Registered Practical Nurses Association of Ontario, and is reprinted with their permission.

Sue Bookey-Bassett has no
illusions about the massive toll
fatigue can take on nurses.

have — is a vital factor in combatting
the problem.
And that means health-care organizations must get on board, too. In many
centres, nurses may be reprimanded or
develop a negative reputation if they
decline an extra shift when they are already exhausted. Or nurses may work
in institutions that frown upon taking
breaks.

O

ne of her colleagues, a fellow nurse,
was driving home after working
a long, tiring shift one morning
when she got into a car accident. She
later died from her injuries.
The tragic event inspired Bookey-Bassett to pursue her research interests into
further understanding the work-related causes of fatigue faced by nurses.
And what she has discovered is both
eye-opening and troubling.
Nurses are at high risk of suffering
from fatigue, stress and burnout as a
result of long hours, irregular shifts,
inability to take breaks and other jobrelated demands. The consequences of
fatigue are significant and can result in
increased absenteeism, medication errors, difficulty concentrating and other
problems that could potentially put patients at risk. Nurses who suffer from
prolonged fatigue are also more likely
to leave the profession and even develop health problems, such as cardiovascular disease, depression and obesity.
“I can’t emphasize enough how important this issue is,” says Bookey-Bassett,
who is a part-time faculty member and
doctoral student studying at McMaster
University in Hamilton, Ont. “Nurses
need to know about the risks of fatigue
so they can do something about it.”
Although the term “fatigue” is often
used to cover everything from everyday
tiredness to overwhelming exhaustion,
it can actually be separated into three
separate categories. Fatigue describes
general tiredness and can be quite
common, while stress sets in when
nurses face too many demands, aren’t
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able to take breaks or face other serious
challenges.
Burnout is at the extreme end of the
spectrum. It occurs when people are
exhausted and cynical about the work
they do. It can have a major impact on
the way nurses interact with patients
and families. “Nurses experiencing
burnout are so exhausted and they become so lackadaisical in their work.
They just don’t care anymore,” says
Bookey-Bassett.
A survey conducted in 2010 by the
Canadian Nurses Association and the
Registered Nurses’ Association of Ontario found that 55 per cent of nurses
say they almost always feel fatigued
at work, while 80 per cent said they
always feel fatigued when they finish
work. Many of the nurses included in
the survey said fatigue interfered with
their ability to make good decisions
and exercise sound judgment.
Part of the problem is many nurses may
not even be aware of the fact workrelated fatigue isn’t normal. Increasing awareness of the realities of fatigue
— and the serious consequences it can

These types of attitudes need to change,
according to Bookey-Bassett. Healthcare leaders need to recognize that having tired, stressed out or even burned
out nurses can compromise patient
safety. Health-care leaders should have
an open, honest discussion about the
reality of nursing fatigue and develop
strategies to combat it.
For instance, airline pilots must take
mandated breaks and are not allowed
to work for extremely long periods that
could compromise their cognitive abilities. The same should apply to nurses,
who are responsible for the safety and
well-being of patients. “It’s recognizing
fatigue is an issue as well as increasing
awareness and developing policies so
that nurses are able to take breaks and
get the rest they need when they are
tired,” says Bookey-Bassett.
But this also means nurses shouldn’t be
afraid to speak up and talk to their colleagues about the challenges they face
when it comes to overcoming fatigue.
Nurses may not be able to overhaul
these workplace cultures by themselves.
But speaking out about fatigue and the
problems it can cause could start a new
conversation — one that can lead to
changes that can help reduce levels of
fatigue in the profession. n
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CLPNA sends out the majority of its notices
and nursing news by email. Don’t miss out!

STEPS TO GET CLPNA EMAIL:

1
2

GO to “myCLPNALOGIN”
at www.clpna.com. “View Profile”.
“Edit” your email address.
CLICK THE “Sign Up for Email Updates”
button at www.clpna.com.

>>

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

You’ve Got Mail!

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

1000

$
in

/YR

LPN education grants

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

education grants for post-basic courses.

ns

apy

• Foot Care
• Gerontology
• IM/ID Injections
Mental
Health
• Immunization
Orthopedics
• Infusion Therapy

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

Palliative Care
Apply Today!
Research

Application Forms & FAQs at

& MORE!FOUNDATION.CLPNA.COM
Foundation@CLPNA.com or 780.484.8886
Fredrickson-McGregor Education Foundation for LPNs

Apply today!

lication Forms & FAQ’s at

ATION.CLPNA.
COM 28 issue 1
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@CLPNA.com or 780-484-8886
Gregor Education Foundation for LPNs

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
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LPN Consultations
inform CLPNA
Strategic Plan

T

his is a critical time in our province, as the
population is growing and aging, technology is
advancing rapidly, demand for better and more
equitable services continues, and the escalating costs
of healthcare threaten the economic and social stability
of Albertans. As part of the CLPNA Strategic Planning
process (as noted in Executive Message p. 4), CLPNA
is consulting with its members to set the best future
course for the profession.
Five consultation sessions took place in early February
in Calgary, Red Deer and Edmonton. The 128 LPNs
who attended the sessions listened intently as Linda
Stanger, Executive Director and Directors Teresa
Bateman and Sharlene Standing presented information
that informed the draft Strategic Plan, along with the
potential effects on the LPN profession into the future.
The CLPNA draft Vision for the profession was wellreceived by the participants.

The LPNs involved in the consultations supported
initiatives that: enhance accountability within the
profession; create networks for LPNs to dialogue with
each other; educate LPNs to improve implementation
of research into their own practice; enhance practice

Stanger comments, “The LPN consultations gave us
valuable insight into how our members interpret our
future direction, with extremely thoughtful feedback
that will be used as we fine-tune the Plan and prepare
it for publication”. Next steps in this process include
the development of measures for each goal, and
formal publication and communication of the plan with
members and stakeholders.
In closing each consultation, LPNs were asked, “Can
you champion this Plan?” The answer was a resounding
“YES”. n

clpna.com

The 10-year Strategic Plan and 3-year Business
plan were examined in depth, with LPNs engaged in
dialogue about what makes sense, what needs more
clarity, and what they could support. Six goals frame our
direction and they include education and competence,
registration and complaints, communication and
marketing, engagement and empowerment, research
and innovation, and strategic and future planning.

supports to fully enable and engage LPNs; and continue
to promote LPN competencies and scope of practice
to all stakeholders, particularly front line managers and
the public.
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Get Ready!
CLPNA
Think Tank
sets Stage
for Future

P

reparing the Licensed Practical Nurse profession for the future
was a focus of the Think Tank hosted by the Council of the
College of Licensed Practical Nurses of Alberta (CLPNA) on
December 5.
The nearly 70 participants included influential leaders from government, Alberta Health Services, Covenant Health, educational colleges, licensed practical
nurses, and CLPNA’s
Council and staff.
The Think Tank will
inform the CLPNA’s
Council as it sets strategic direction for the
next 10 years.
Panelists presented on
the subjects of Alberta’s future economics,
demographic, epidemiological, and technological trends, and their impact on service delivery. Several presentations detailed government’s,
Alberta Health Services’, and Covenant Health’s plans for the future
of acute, primary, and continuing care, and seniors’ services. Also,
potential impacts from the LPN, regulatory and employer’s perspectives were noted.
Included among the speakers were Lorraine McKay, Assistant
Deputy Minister, Seniors’ Services and Continuing Care; Mark
Parsons, Deputy Chief Economist, Alberta Health; Deb Gordon,
Senior Vice President and Chief Health Professions Officer, Alberta
Health Services; and David O’Brien, Senior Vice President, Primary &
Community Care, Alberta Health Services.
CLPNA’s Council expects to complete their strategic planning by
spring 2014.
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You May
be Chosen
this Year!
Continuing Competency
Program Validation 2014

E

ach year in June, approximately 20% of
eligible membership is randomly selected to
participate in the Continuing Competency
Program Validation (CCPV). This June is the 5
year anniversary of CCPV and if you have not
been chosen yet, 2014 may be the year.
If you are chosen to participate, you will be
required to validate your learning for the
previous two years by completing an online
CCPV submission. Through self-assessment,
reflection and/or peer review, you will verify how
this learning has enhanced your knowledge
and competence in your professional practice.
It is possible to be chosen for CCPV every year
through the random selection process. To be
prepared, CLPNA recommends that you keep
track of your learning. Tracking is easy using
the CLPNA Record of Professional Activities
or other organizational method and your
Continuing Competency Profile. Any learning
that applies to your practice as an LPN is
applicable to the CCP and CCPV, whether
you complete a certificate course, read a
best practice article, or research pertinent
information online. (A list of suggested learning
activities can be found at www.clpna.com).

Get ready for CCPV!
Organize today. Be prepared.
You may be one of “the chosen”.
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LPNs to run for
CLPNA’s Council in
South, Central & North
CLPNA’s Council is looking for
servant-leaders,
critical-thinkers, and
future-oriented
team-players to join them.
LPNs are invited to run for the position of District
Representatives to CLPNA’s Council in the South,
Central, and North Zones. Nominations packages must be
submitted by May 31 and the District Elections will be held
in June by electronic ballot.

7

DISTRICT 1:
South ZONE

(Lethbridge, Medicine Hat & area)

6

CLPNA’s Council is responsible for the organization’s
overall direction, planning, policies and finances. (The
Council does not manage the day-to-day operations of the
CLPNA, which is accomplished by the Executive Director
and staff.) Council duties include:
•	Setting CLPNA strategic direction including Mission,
	Vision, Mandate and Outcomes.
• 	Setting Bylaws, Regulations, Standards of Practice 			
and Code of Ethics.
• Approving practical nurse education programs.
• 	Reviewing annual financial statements.
Council members will receive training on Policy Governance for
their two year terms, and are expected to attend two day meetings
every three months to review reports of CLPNA business and
plan upcoming goals for a total of 10 to 12 days per year. Travel
expenses and an honorarium for meeting attendance is provided.

DISTRICT 3:
CENTRAL ZONE

5

(Red Deer & area)

4

DISTRICT 5:
PART OF NORTH ZONE

3
2

(Edson, Whitecourt, Lac La Biche & area)

1
Nomination packages
are available at
www.clpna.com/about-clpna/council,
or by contacting info@clpna.com,
780-484-8886 or
1-800-661-5877 (toll-free in Alberta).

Radio Ads Promote Value of LPNs
Two 30-second radio spots developed by the CLPNA are set for broadcast for two weeks in March on hit
Edmonton music stations, Sonic 102.9 and 91.7 The Bounce.
The radio and web ads are part of CLPNA’s mandate to educate the public about the value and role of Licensed Practical Nurses. A similar set of
commercials ran in late December on the same stations.
Complementing the radio messages is a CLPNA billboard web advertisement on the Bounce and Sonic websites. The web ads feature an Alberta
LPN, and asks, “Why is this nurse so valuable?”, and links to a video message on the nursing knowledge and skills of Licensed Practical Nurses.
The ad is expected to receive 20,000 views during each two week run.
The March and December radio spots can be heard on CLPNA’s News &
Events webpage, or by searching for “radio” on www.clpna.com.
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New
Service
Streamlines
International
Applications

E

ffective August 12, 2014, internationally educated nurses (IENs)
will have a single, simple point-of-entry to become assessed for
any one of the three categories of professional nursing in Canada
– licensed practical nurse, registered nurse, and registered psychiatric
nurse. To apply to be a nurse in Canada (except Quebec and the
Territories), all internationally educated nurse applicants will require
their documents and credentials to be submitted to and verified by
the National Nursing Assessment Service (NNAS).
Features of the National Nursing Assessment Process include:
• 	One central location to send documents
• A centralized credential assessment process
• Ability to complete applications and to pay for initial
assessments online
• Access to a 1-800 customer care telephone number with 		
service in English or French
• Ability to track application status online
In addition to ease and speed, the service hopes to provide
“greater transparency, timeliness and predictability across Canadian
jurisdictions, in addition to applying rigorous standards for qualification
assessment, in the interest of the public”.
The service does not impact each provincial regulator’s authority
to register or issue practice permits, but merely streamlines the
initial steps. Once an initial assessment of international credentials
is completed by NNAS, applicants may then apply to the College
of Licensed Practical Nurses of Alberta (CLPNA) for eligibility to
become registered as an LPN in Alberta.
Until the NNAS application process is activated on August 12, the
CLPNA will continue to assess IEN applicants under their current
process.
NNAS is comprised of all 22 licensed practical nurse (LPN)
(registered practical nurse in Ontario), registered nurse (RN), and
registered psychiatric nurse (RPN) regulatory bodies in Canada,
with the exception of Quebec and the Territories. The CLPNA sits
on the board. NNAS is funded through Canada’s Foreign Credential
Recognition Program.
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Special Event
Kits for National
Nursing Week
May 12-18, 2014
Planning an event for
your nursing team?

H

undreds of events will be held throughout
Alberta during National Nursing Week,
May 12-18, and once again, the CLPNA
is supporting these celebrations with
complimentary Special Event Kits. Special
Event Kits contain LPN-branded items, such
as lip balms, pens, bags, etc., for distribution
at these events.
In 1971, the International Council of Nurses
(ICN) designated May 12 – Florence
Nightingale’s birthday – as International
Nurses Day. In 1985, in recognition of the
dedication and achievements of the nursing
profession, the Canadian Minister of Health
proclaimed the second week of May as
National Nursing Week.
National Nursing Week is an opportunity for
nurses, their employers and the public to
reflect and celebrate the contributions of the
nursing profession.
Special Event Kit Request Forms are available
at www.clpna.com or by contacting info@
clpna.com or 780-484-8886. Request
Deadline is April 11. Kits are available on a
first-come, first-serve basis. Product type and
number of items in each Kit depends on the
number of expected attendees and number of
requests received by CLPNA.
NOTE: There is no guarantee of receiving one
item per attendee.

2013 MEMBERSHIP Highlights

11766

11766
+10.7%

10623

9652

total registrations
record growth of 10.7%

9015
8531
7859

7264
6863
6533
6037

2004

2005

2006

2007

2008

2009

2010

Registrations

2011

2012

2013

Out of Province Registrations
2011

2012

Alberta Graduates NEW Members

769

938

979

Canadian Out of Provice NEW Members

442

580

646

International NEW Members

40

40

166

-

305

351

Reinstatements (More than 4 Years)

-

15

19

total out of province

Re-Entry

1

5

0

2012 - 580

Renewals
Courtesy Members

8400
0

8740
0

9605
0

TOTAL

9652

10623

11766

Reinstatements (Less than 4 Years)*

2013

639

BC
|

*Reinstatement (Less than 4 Years) = a member whose practice permit has lapsed at least one day.

SK
|

220 39

QC
|

NB
|

NS
|

PEI
|

NL
|

NT
|

YK
|

NU
|

12 290 15

12
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6

14

1

0

0

MN
|

ON
|

active members by place of employment

39.1yrs

4049

Hospital
2573

Nursing Home/Long Term Care
Community Health/Health Centre

average age

1700

Physician’s Office/Family Practice Unit

662

Home Care Agency

2012 - 40.7

299

Educational Institution

182

Rehabilitation/Convalescent Centre

132

Mental Health Centre

86

Business/Industry/Occupational Health Centre

82

Association/Government

64

Self-Employed

50

Private Nursing Agency/Private Duty

13

Nursing Stations (Outposts or Clinics)

0

775
810

1541

19-25
26-30

971
1001

Age of
Active LPNs

31-35
2233

36-40
41-45
46-50
51-55

1248
1797
1390

56-60
61-65+
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practice update
Wide Awake or
Wide Asleep:
Decision Regret Among Nurses

A

s a professional nurse, do you believe you get enough
sleep to practice safe nursing care? A research study
in 2014 showed that sleep loss and fatigue play a
significant role in physical and cognitive performance of
nurses1. Nurse fatigue is a subjective feeling that can affect the nurse’s physical and mental functioning2,3,4. Fatigue
ranges from tiredness to exhaustion, creating a relentless
overall condition that may surpass a nurse’s ability to perform safely in the workplace2, 5, 6.
The prevalence of nurse fatigue in Canada is increasing7. A
national Canadian survey showed 55.5% of nurses always
or almost always feel fatigued during work; 80% feel this
way after work; and 80.8% reported hearing colleagues
express feelings of fatigue2. Of the 6312 nurses surveyed,
41.7% indicated that they even observed fatigue in nursing
students.
Further, research studies show that moderate levels of prolonged wakefulness can produce performance impairments
equivalent to, or greater than, levels of intoxication deemed
unacceptable for driving, working, and/or operating dangerous equipment8, 9, 10. Dawson et al., (1998) reported that

prolonged periods of wakefulness (for example, 20 to 25
hours without sleep) can impair performance to the equivalent of a blood alcohol concentration of 0.01 percent.
In a seminal study by Rogers and colleagues in 2004, work
duration, overtime and number of hours worked per week
had significant effect on nursing performance and risk of
errors. The risk of making an error was three times higher
when nurses worked shifts longer than twelve hours or
more than forty hours per week11. The errors reported by
nurses in the study included medication calculation and ad-

Role of Sleep Loss and Fatigue on Cognitive Performance and Decision Regret

Sleep deprivation
and fatigue
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Contributes to
increased stress,
impaired decision
making and adverse
outcomes for patients

Increases prevalence
of clinical decision
regret

the operations room
ministration errors, and errors in procedures, charting, and transcription.
As nurses make important decisions about patient
care minute by minute, the wrong decision can
cause patient harm and result in “decision regret”
for the nurse1 ( p. 14). Decision regret is a destructive cognitive emotion that occurs when the nurse
experiences disappointment or even remorse related to an error in decision making1. Although the
adverse event may have passed, depending on severity of the event, decision regret may cause longterm work-related stress for the nurse and can affect cognitive performance.
In a study by the Canadian Nurses Association
and the Registered Nurses’ Association of Ontario (2010), nurses described the nature of nursing work and its contribution to nurse fatigue. The
main contributors to nurse fatigue reported in the
study were increased workload, high levels of patient acuity, working short staffed, increased expectations from patients and families and unexpected
emergency with staffing or patients. It does appear,
based on the research evidence in Canada, the increasing demands placed on nurses in the workplace can render them more prone to errors, and
may ‘surpass a nurse’s ability to perform safely in
the workplace’2, 5, 6.

Check out the new online
interactive learning tool for the
2013 Code of Ethics
e-courses | quizzes | games

www.learninglpn.ca
(access through e-Courses tab)

Every nurse plays a pivotal role in providing safe,
competent and ethical patient care. When nurses
are fatigued and sleep-deprived, studies show they
put patients and their own safety at serious risk.
Nurses who experience significant sleep deprivation, daytime sleepiness or moderately high fatigue
will have trouble providing alert, vigilant and safe
care. This same group of nurses are likely those
who work nights, 12-hour shifts or extended shifts.
When they have the inability to recover between
shifts, they are at risk of harming patients. Research
shows there is a link between poor sleep, fatigue,
impaired judgment and clinical decision regret. n

References available on request from care@clpna.com
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Remediation, Reflection
and Rehearsal in Simulation
The College of Licenced Practical Nurses of Alberta (CLPNA) has the responsibility
of protecting the public from unethical, unskilled or unsafe nursing practice. In doing
so, CLPNA is mandated to regulate the profession in a manner which serves and
protects the public. Members of CLPNA have the personal responsibility to maintain
the standards of practice and code of ethics of the profession to ensure legal and
professional expectations are met.
When an LPN fails to meet the standard of practice required, a complaint is
generally submitted to CLPNA. When this happens, the Complaints Department
becomes involved
and through the
complaint process
an
objective
investigation
is
conducted.
The
investigation report
is instrumental to
determine whether
or not the LPN’s
nursing practice fell
below the expected
standard. If the
nurse does not
meet the expected
standard, the matter
Archival picture: Students learning in NorQuest’s Simulation Lab
must be resolved.
To resolve a complaint, remedial educational activities are often used to improve an
LPN’s nursing practice, enhance public confidence and assist the LPN to practice
in a competent and safe manner. Remedial education is not viewed as punitive but
rather an opportunity to enhance nursing skills and knowledge.
CLPNA partnered with NorQuest College to offer a new remedial opportunity for
LPNs involved in CLPNA’s complaint process. When appropriate, CLPNA will refer
LPNs to NorQuest College’s Interdisciplinary Simulation Centre (NISC) to enrol in a
course entitled Customized Simulations for Reflective Practice. This course provides
an activity that involves the use of High-Fidelity Simulation. This type of simulation
refers to learning experiences using technologically-advanced computerized
mannequins and authentic equipment. Simulation takes place in a controlled
environment that is non-threatening and safe, without compromising the health and
safety of patients.
Using simulation as a learning tool is a successful method for increasing knowledge
base, skill level, pattern recognition, critical thinking and confidence within the LPN
to handle similar situations in their practice. The art of simulation enables the LPN to
gain tremendous experience and insight by rehearsing their practice. The recorded
simulation experience is followed up with debriefing and reflective journaling. LPNs
are then able to incorporate their knowledge and learn to apply it to clinical practice.
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• Orientation to simulation, reflection and reflective 		
practice
•	Engagement in customized and recorded
simulation experiences with debriefing
•	Review of the recordings of the simulation
experiences and debriefing
•	Identifying how the simulation and reflective
practice experience will improve their nursing
practice.

The LPN will engage in customized scenarios that
address areas of concern which were identified by the
Complaints Director.
Opportunities for remediation using simulation may address several areas of concern including the following:
1. Health Assessment
2.	Medication Administration
3.	Integrated Nursing Skills
4. Communication
5. Workplace Conflict
Using simulation and reflection encourages members to
develop insight into learning needs, and supports reflective practice focused on professional responsibility and
accountability. CLPNA believes this process will have a
positive impact on the nursing practice of the LPNs who
engage in this experience. n
Resources
Clapper, T. C., & Kardong-Edgren, S. (2012, March). Using
deliberate practice and simulation to improvenursing skills.
Clinical Simulation in Nursing, 8(3), e109-e113. doi:10.1016/j.
ecns.2010.12.001.
Maas, N. A., & Flood, L. S. (2011, November). Implementing highfidelity simulation in practical nursing education. Clinical Simulation
in Nursing, 7(6), e229-e235. doi:10.1016/j.ecns.2010.04.001.
Onda, E. L. (2011, Month). Situated cognition: Its relationship to
simulation in nursing education. Clinical Simulation in Nursing,
Vol(X), 000-000. doi:10.1016/j.ecns.2010.11.004
Sugg Welk, Dorette. (2002) Designing Clinical Examples to
Promote Pattern Recognition: Nursing Education- Based Research
and Applications. Journal of Nursing Education, February 2002,
Vol. 41, No. 2 53

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

connections

CLPNA directs the LPN to NorQuest College’s
Interdisciplinary Simulation Centre where staff will
customize scenarios based on CLPNA’s requirements.
The simulation course provides the LPN with the
following experience:

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 (ENIG)
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.

For more information regarding the CLPNA’s complaints
process, visit www.clpna.com/complaints, or contact
the Complaints Department 780-484-8886 or
1-800-661-5877 (toll free in Alberta).
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CLPNA information & services
CLPNA on Social Media
Facebook: www.facebook.com/CLPNA
Twitter: www.twitter.com/CLPNA
YouTube: www.youtube.com/CLPNA
Linkedin: www.linkedin.com

www.CLPNA.com

*(search Companies for “CLPNA”)

Ask a Practice
Consultant
Our Practice Consultants
answer LPN and employer
questions about LPN
Competencies, Scope of
Practice, Standards of Practice,
Regulations, and/or clinical
practice.
Contact practice@clpna.com
or 780-484-8886.

Job Listings
Post your available LPN position 		
online for only $105/month.

Public Registry of LPNs
Find proof of Alberta LPN 			
registration status, specializations 		
and restrictions on CLPNA’s
Public Registry of LPNs
www.clpna.com/employers/		
public-registry

Advertise in
CARE magazine
Target your marketing and
reach 13,000 LPNs, employers
& stakeholders from $235 per
issue.

Our Job Listings currently
receive 7000+ visits/month
from our 11,000+ members.

CARE, a quarterly full-colour,
glossy magazine, supplies timely
and relevant information regarding
nursing practice in Alberta.

www.clpna.com/members/
job-listings

Online issues available at
www.issuu.com/clpna.

Contact Carolyn at
cblack@clpna.com
or 780-638-6711.

Contact care@clpna.com
or 780-484-8886.

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

Regular Office Hours: Monday to Friday, 8:30am - 4:30pm • Closed for Statutory Holidays
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Early Bird Discount
ends Friday, April 4th!
REGISTER TODAY

Come get a
GREAT deal at our
Silent Auction!
(proceeds towards LPN
education grants)

April 30 - May 2

Edmonton Marriott at River Cree Resort
www.clpnaconference.com

