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from the college

Bringing the Science of Patient Safety
to Alberta LPN’s
The mission of the College of Licensed Practical Nurses of Alberta is: “To lead and
regulate the profession in a manner that protects and serves the public through
excellence in Practical Nursing.” Supporting our members in practice is part of this
role and we recognize that more can be done today to promote the science of
patient safety.
Patients and families expect to receive care that promotes health and well-being.
They do not expect to be harmed during the care process. Yet the literature paints
a sobering picture and tells us that healthcare is not as safe as it should be. Every
day, one in ten patients worldwide is harmed by the same care that is supposed to
provide comfort and healing (World Health Organization, 2007).
In healthcare environments, the typical reaction when someone makes an error is to assign blame. Rarely are errors
fully examined to determine the root cause of why the error happened. Rather, we tend to deal merely with the fact
that an error has happened. However, health professionals make mistakes for a variety of reasons that have little
do with lack of good intention or knowledge (Henriksen et al, 2008). There is substantial evidence which demonstrates that system weaknesses can create error-provoking situations where even the most educated, the most
careful, and the most experienced care provider will make a mistake.

System weaknesses
can create error-provoking
situations where even the
most educated, the most
careful, and the most
experienced care provider
will make a mistake…

In 2008, the Canadian Patient Safety Institute released a competency framework and
series of safety competencies applicable to all healthcare professionals while in training
and for all care providers in the workforce as part of continuing education. Many of these
competencies introduce the science of patient safety which is a new body of knowledge that has entered healthcare.
The science of patient safety looks at human performance and safety from a broader
systems perspective. (This is detailed in “The Safety Net” feature in this issue of CARE.)
CLPNA views the science of patient safety as a priority in the education of our membership. Whether at the front line of patient care or in leadership roles, LPN's with knowledge of patient safety from a systems approach and with a clear and strong nursing voice
to address system problems will improve patient safety and quality care.

The CLPNA action plan related to the science of patient safety includes:
1. Adding relevant competencies to the Competency Profile for LPN's.
2. Working with education institutions in the province to add this new safety science knowledge into curriculum
for students, and for LPN's in the workforce as continuing competency.
3. Providing learning resources to the CLPNA Council and conduct committees.
4. Partnering with other stakeholders to mobilize broader action plans as appropriate.
Together, the Canadian Patient Safety Institute, the Health Quality Council of Alberta, government, education institutions, and the health sector can advance essential safety science knowledge at multiple levels to keep patients
safe from harm. CLPNA strongly supports increased integration of quality improvement, leadership, and risk
management competencies into the scope of practice of the LPN. You comprise one of the largest groups of health
care providers in the workforce and are in the position to promote patient safety and help to build a safer
healthcare system for all Albertans.
Hugh Pedersen, President and Linda Stanger, Executive Director
View reference list at www.clpna.com
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DEMENTIA CARE – Interactive and Online!
LEARN THE BASICS OF DEMENTIA CARE – WHEN AND WHERE YOU WANT

This dynamic course is designed for caregivers in a variety of
settings. Whether you’re part of a multi-disciplinary team
or caring for a loved one at home, you will acquire skills to
enhance your care giving.
“Our residents have benefited from the strategies I learned
in this course. I feel more confident and am able to help
make this facility more of a home for them.”
For more information about Dementia Care ONLINE –
CALL 780-644-6361
EMAIL dementia.program@norquest.ca
APPLY TODAY!

780-644-6000
1-866-534-7218
info@norquest.ca

www.norquest.ca
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at issue

Pandemic Influenza and Your Practice
Pandemic Influenza is upon us.
Every day the media bombards us
with information about the pandemic and the spread of H1N1.
For good reason as it is predicted,
the majority of Albertans will be
infected over the course of the
pandemic, with 15-35 percent of
the population becoming clinically
ill. The majority of illnesses and
deaths are expected to occur over
a six to eight week period, dramatically increasing the number
of emergency room, physician
clinic visits and nursing demands.
We know from our contact with
you that you are seeing this in the
system.
s a health professional it is important for LPNs to be well
informed. This way you have the ability to clarify myths
and misconceptions about pandemic influenza, seasonal
influenza and vaccine safety.

A

Pandemic Preparedness Practice Statement
It is already evident that the practice environments and the
demands on nurses will be impacted by the pandemic. In an
effort to assist members to make professional and ethical decisions during a pandemic the Council recently approved a new
Practice Statement. This Practice Statement is printed in full in
this issue of CARE.

Your Profession, Your College
There is much information available today about H1N1
Influenza and the current pandemic. As this information
changes weekly, the College will manage updates and appropriate links on the website.

In accomplishing these objectives, the goal is to maximize support to members and therefore the health care system by retaining core capacities to provide essential functions. This goal will
be accomplished by:
• Identifying and planning for critical business service
functions during an emergency and subsequent business
resumption
• Planning for human resource requirements to allow critical
services to continue even with sudden decreases in staffing
numbers
• Supporting CLPNA staff capacity to change or expand
individual job responsibilities in response to an emergency
• Maintaining a continuity of regulatory control and
communication to internal and external stakeholders.

CLPNA Support to Members - Pandemic
Learning Resource

CLPNA Operations - Business Contingency Plan

The purpose of this resource is to inform CLPNA members
about the risks of an influenza pandemic and provide generic
strategies and guidelines to support your practice. This resource
aligns with planning underway provincially, nationally and
internationally, but it does not detail regional, provincial, or
federal responsibilities, which are addressed in each of their
own respective jurisdictional plans.

The purpose of this internal plan is to outline how the College
will continue to fulfill its responsibilities as a regulatory body in
the event of an emergency situation like a pandemic.

This learning resource is intended to inform and educate, not to
provide legal advice. This document is available on the College
website and copies can be requested from CLPNA directly.

The College has also developed two guiding documents to
support the members and the operations within the College
during a pandemic.

In this plan the College has outlined three core objectives;
1. Comply with legislative responsibilities
2. Ensure essential functions are maintained
3. Limit health risks to employees

6
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Myth Busting
Proven Dynamics in Geriatric Care
By Sue Robins

There are many misconceptions about nursing in continuing care.
“It is boring.” “It is too routine.” “LPNs only give bedside care.”
The truth about continuing care is much more interesting than these
tired clichés, as proven by the following interviews and photographs from three nurses working for Capital Care in Edmonton.
From the challenging worlds of dementia and mental health, to
coordinating care for the most fragile - see their passion and read
their words, and decide for yourself if you thought wrong about
working in the field of continuing care.

8
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Myth #1
Nurses working in continuing care don’t use all their skills.

Leadership
Lynn McDonald is youthful and energetic and it is hard to believe that she’s
worked in the same place for twenty five
years – but she wouldn’t have it any other
way. She began at the Mewburn
Veteran’s Centre two days after she graduated as an LPN in 1985, took a break
for two maternity leaves (her children are
now 18 and 14), and moved into the new
Kipnes Centre for Veterans in 2005.
“Things have totally changed. Twenty
years ago, we weren’t using the skills we
had been taught in school. Today we
do,” Lynn says.
Back in the 80’s, LPNs were indistinguishable from nursing attendants working on the floor. Registered Nurses managed care and gave all the medications,
and LPNs worked alongside untrained
personnel giving bedside care. Not anymore. Over the past two decades, LPNs
have blossomed as leaders on nursing
units in continuing care.

team of eight on a floor, and is responsible for assessments that include vitals,
pain medications, bowel medications and
wound care. Nurses take the lead at shift
change during report.
Lynn is a shining example of nursing
leadership. She sits on numerous committees (Occupational Health and Safety,
Employee Management Assistance
Committee, Moving Committee, and she
is an AUPE chairperson), and attends all
offered workshops.
“I like to learn,” she admits, “I like to get
information and pass it on to others. I
think attitudes and ideas grow with education – it is growth.” Recent workshops
include topics like customer services,
Supportive Pathways (an individualized
care program), needleless needles, a leadership course and wound management.
She is also a preceptor for PCA and LPN
students, which includes showing them
routines, modelling professional behaviour, and teaching.

The LPN is a leader on the floor, and
often manages a number of nursing
attendants or personal care attendants as
part of their duties. The LPN is first on
hand to assess a resident whose health
has faltered during the night shift. She
checks the orders, and administrates
medication according to her professional
judgement. She directs the nursing attendant staff to adjust their bedside care to
accommodate the resident’s condition,
and contacts the family if necessary. In
short, the LPN takes leadership in the
nursing care, and has to be quick and
confident on her feet to make decisions
independently.

Lynn says that LPNs in continuing care
need a lot of patience, caring and empathy, and the ability to understand how
aging or addictions can affect brain function. Since she works in a home for veterans, the ability to listen to stories is
important – including war stories from
World War I or the Korean War.

Lynn explains the changes she’s seen over
the years. “We keep adding on skills –
injectables, narcotics, tube feeds and giving out medications.” She supervises a

“I like it when I have a few minutes to sit
down and talk with the elders.
Everybody has a story to tell, and I learn
something new every day,” she says.

“It is always ‘go, go, go’ and very fast
paced. There is a lot to do in one shift,
and I have to have good planning skills,
time management, and organization,”
says Lynn, countering the misconception
that continuing care is slow paced.

>
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Myth #2
Working in continuing care is routine-based and not exciting.

Innovation
Innovation abounds in the world of continuing care. Capital Care’s CHOICE
program is an example of a day program
tailored for the frail elderly with persistent mental health issues. Keeping these
folks in their community is key, and
Jennifer Jennings is one of the team leads
in the CHOICE Mental Health Program
office, located in a north Edmonton strip
mall. Clients are bussed in from their
homes, and Jennifer provides nursing
care tailored to manage all their health
requirements – care plans, medication
administration, and lots of teaching.
Jennifer is bright, enthusiastic and clearly
loves her job. “This program is very
holistic,” she explains, “it is a recreational based program so clients can get out of
their homes and have something to focus
on.” She tells the story of an elderly
client who participated on a day trip with
the group to a local fast food joint –
because of his mental health issues, he
had been isolated, and had never eaten a
hamburger before. Needless to say, he
was thrilled to have the experience.
Because there are only 34 clients in the
program, the CHOICE vision includes
client-centred care, where individualized
care is given. Clients come on a trial

basis before they are accepted into the
program, and Jennifer’s nursing assessment includes the psychosocial, physical,
pain management, baseline vitals and
medical health. Clients present with lifelong mental health issues, like depression,
bi-polar disorder, schizophrenia, or personality disorder.
“I love psych; I think the mind is so fascinating,” says Jennifer. After taking a
psychology course during her LPN training in 1996, she was drawn to mental
health. “I find it so interesting how much
mental illness affects the physical well
being. Working with these geriatric
patients requires me to be compassionate
and non-judgemental. I have to be intuitive to pick up on what is not actually
being said by clients – that’s 90% of the
job.”
Jennifer is a team lead, coordinates client
care, handles staffing issues, and assists
staff with their approaches with clients.
She works independently – for instance,
if a lab calls with a critical lab order, she
will call the doctor and take orders over
the phone.
“I have a strong professional relationship
with the clients. Some of them have been
here 8 or 9 years,” Jennifer says. She
practices supportive listening on the
phone with family members, who sometimes call and need to vent about the
challenges of having a family member
with a mental health issue. Jennifer
organizes and conducts health talks for
clients, ranging in topics from bladder
care to diet to heat exhaustion.
“I think I have the best of both worlds,”
she shares, “I know my clients well, and
this leads to continuity, but there’s no
monotony in the work I do.”
“I think my nursing skill set is actually
enhanced in continuing care. I lead by
example, and I’m the ‘go to’ person for
the staff on the floor. I always tell people
that my job is a great job,” Jennifer
concludes.

10
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Myth #3
Being a nurse in continuing care is unrewarding.

Relationships
Nurses in continuing care need a wide
range of skills to be successful. This kind
of nursing is more complex than you
might think. It requires initiative coupled with teamwork, and leadership plus
a love of relationships. Contact with residents is often during the twilight of their
long lives, and includes the delicate skills
required for end of life care. Patient centred care is a given and not an add-on, as
nurses are working in a resident’s home –
even if it takes the shape of an assisted
living facility.

communicate
non-verbally,”
she
explains. “I also like seeing longer term
results working with residents. When I
worked in sub-acute care, I always wondered about how the patients were doing
after they were discharged. Here we get
to know the residents so well.”

Families are integral when planning for
care. Residents often arrive in continuing care with a drastically altered health
status, and supporting a family and resident adjust to the move to a continuing
care facility requires sensitivity and skill.

This role is fulfilling and satisfying. The
abundance of routine can be a comfort to
both staff and residents, but shifts never
fall into the realm of boring. Dealing in
relationships with other people always
keeps work fresh and interesting, so one
workday to the next never looks the
same. This is the subtlety of continuing
care, and the notion that working with
residents on a long term basis is uninteresting is false.

Rebecca Meyers started working in continuing care as a nursing attendant. She
graduated from NorQuest’s LPN program in 2000 and thrives in her position
at Capital Care Grandview in south
Edmonton. Rebecca leads nursing attendants on a floor that has residents with
end stage dementia.
“We are doing more and more in a position of leadership and are a lot more
involved in decision making for residents. This job brings out the best in me
as a nurse, and there are lots of opportunities to keep up my skills and continue
to learn,” explains Rebecca.

Continuing care has a history of nurses
staying at one facility for most of their
careers, and for staff garnering long service awards that creep into the 30 – 40
year realm.

Rebecca’s caring nature is obvious as she
carefully brushes a resident’s hair before
photos are taken. She gently teases
another nurse as they pass each other in
the hall, and lights up an entire room
with her warm smile. As Capital Care’s
recruitment motto asks, ‘Does your job
smile back?’ For Rebecca Meyers, the
answer is ‘yes’. n

Linda Murray is the Best Practice Leader
at Grandview. She echoes Rebecca’s
assertion that she uses all her nursing
skills in her job. “LPNs play an integral
role here. Our best LPNs take initiative,
support each other, and have room to
grow as professionals,” Linda says.
LPNs lead team conferences on residents,
and need to be self-directed and excellent
decision-makers.
Rebecca Meyers is thoughtful about her
time in continuing care. “I like being
able to reach the residents. This is a real
challenge because many of them only
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Métis Dreams
By the Beaulieu Nursing Family

Dreams do not mysteriously happen over the span of a night. No, it is
through a strong sense of self, and the will to persevere despite
the elements, that dreams can turn into reality.

12
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t was roughly twenty-six years

ago that two Métis, Bonny and
Hubert Beaulieu, left the Paddle
Prairie Métis settlement in Northern
Alberta, with the vision of a better life for
them and their children. However, never
in their wildest dreams could they have
imagined that all four daughters:
Rebecca, Roberta, Robyn, and Roxanne,
would graduate from Northern Lakes
College (NLC) in Grande Prairie, Alberta
as Licensed Practical Nurses and go on to
work in the Queen Elizabeth II (QEII)
Hospital, in the same city.
Growing up Métis is a hard and
humble life. Without strong examples to
follow in terms of professional careers,
the Beaulieu girls looked to their
parents for guidance and role models. With little money, five children,
and Hubert struggling to work as a
Heavy Equipment Operator in the
“booming” oilfield; the children
witnessed the hard work and dedication their parents put into ensuring that Bonny obtained her
License as a Hairdresser. Bonny
and Hubert hoped when they
moved to the “big city” of Grande
Prairie that their children would see
a different way to live, away from
the harsh realities that were a given
of settlement life at that time. A
way that would not always include
struggling to meet basic human
needs: housing, transportation,
power, water, and food.
In 2003, Rebecca Beaulieu,
the oldest sister, graduated from the
practical nursing program through
NLC in Grande Prairie. It was a
challenging path that was laid
before her, but she rose to it and set
a new course on the path to success
for the Beaulieu family. Rebecca
became interested in nursing
because she remembered a story her
mother told her: “My mother grew up on
the Paddle Prairie Métis Settlement, and
she was in charge of watching her brothers and sisters while her parents farmed.
She went to fix the fire in the wood stove
and accidently tipped the gas over, causing extensive burns to her body. Forced to
spend months in the Manning Hospital,
my mom would tell me about the wonderful care she received from the nurses.
One nurse who cared for her in particular, whom later became her sister in-law,
Cecilia Courtoreille, was a Licensed
Practical Nurse. Along with her nursing
care she would bring in magazines and

nursing in the family
treats, with one extra treat being her
brother (Hubert).
It was the idea of caring for people
who were badly injured, and seeing how
the kindness of a nurse could affect those
years later, that made nursing the perfect
choice for Rebecca. Entering college and
being a single mother was a challenge for
her at the time. However, with the strong
support and encouragement that she
received from her parents, classmates,
and nursing instructor Donna Lindblom,
Rebecca passed with flying colours. She
went on to obtain a position on Three
North, a medicine unit at the QEII
Hospital in Grande Prairie, where she
found the guidance and mentorship she

needed to survive in the nursing world
from her colleagues, especially Ann
Noseworthy. Rebecca continues to work
to this day on Three North which is an
acute cardiac medical unit, loving every
minute of the fast paced nursing world on
that unit.
After long debates and soul searching, Roberta Beaulieu was the next sister
who found her path in life when she
graduated from her practical nursing program in 2007. Her father would always
say how he could envision her helping the
sick with her soft voice and gentle kindness. It was all the glitz and glam that her

older sister painted, that lured her into
the nursing, as Roberta saw a strong role
model in her sister. She also remembers
seeing her Aunt Cecilia come over for tea
and she would wear her nursing watch
that she would pin onto her white
sweater, that made her want to enter into
nursing. Of course nursing wasn’t all glitz
and glam and she was challenged by having to deal with the thought of handling
bodily fluids and wastes, especially
blood. Roberta obtained a position on
Two East, Mackenzie Place (a continuing
care centre in Grande Prairie) as a
Nursing Assistant while attending NLC
where she began to see beyond her challenges and to see the true joys of nursing.
When times got tough, Roberta
found the support she needed in
classmates, and the amazing nursing instructors: Donna Lindblom
and Dorothy Wurst-Thurn. With
the direction and encouragement
she found in these women and her
colleagues, she went on to find her
niche on Five North, a medicine
unit at the QEII Hospital, which
focuses on palliative care, stroke,
and rehabilitation. In the words of
Roberta, “I wasn’t a true believer
of the stroke and rehab programs
until I saw a man in his early thirties post stroke: unable to speak,
incontinent, and paralyzed. With
the hard work of the Five North
nursing staff and the other disciplines, this man left the unit speaking, continent, and walking with a
cane. I knew then and there that
nursing was for me.”
The next sister to graduate from
the practical nursing program was
Robyn Beaulieu in 2008. Robyn
states: “When someone asks me
why I chose to be a nurse, I have a
few reasons. I suppose it would be
my older sister Roberta, who suggested that I should go to college. After
careful consideration, we filled out an online application and I was enrolled into
NLC. I soon started as a Personal Care
Aide at Two East, Mackenzie Place
(along side Roberta), where they taught
me the ropes of nursing care, and I began
to respect the profession of nursing. With
the help and encouragement of the people
around me especially Ann Noseworthy
my Nursing Instructor, Meghan Jordan
my Preceptor, and my family; I successfully completed my practical nursing program. The transition between student
>
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nursing in the family

L to R: Rebecca, Roberta, Robyn, Roxanne

and nurse was a little more than difficult.
Working at the QEII Hospital on Three
North is a great experience, but challenging each day. In the beginning, my sister
Rebecca was my biggest mentor. She was
always there when I had questions, or I
wasn’t sure how to do a certain procedure. She really helped me survive my
first year of nursing, and I really do
appreciate her. When I think back upon
why I chose nursing, I remember working
one day at Two East as a Personal Care
Aid and witnessed how the simplest gesture of kindness to another offered so
much more gratitude than I could have
ever imagined possible. It was a good
feeling, and I thought, “If this is nursing,
then I like it!”
Roxanne Beaulieu was the last sister to enter the Practical Nursing
Program, and she graduated in 2009.
Roxanne’s nursing career began in 2006,
when she also began working as a
Personal Care Aide at Two East. She
sought this position because her two
older sisters Roberta and Robyn roped
her into taking a chance in nursing at the
tender age of seventeen. Her older sister
Rebecca was always her role model, and
she respected her for being a nurse. As
Roxy began working on Two East, her
love and respect for nursing grew beyond
all her wildest beliefs as she became more
aware of the special care and attention
geriatric nursing takes. Before that time,
she had no real idea of what she wanted
to do with her life or what nursing really
was. Caring for the elderly is really a
rewarding experience and became a passion for her and enabled her to learn bedside nursing skills and team nursing. It
was what she needed to fully realize her
dream to become a LPN alongside her
older sisters. None of this would have

14
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been made possible for her without the
help of some of the same individuals who
touched her sister’s lives: Donna
Lindblom, Dorothy Wurst-Thurn,
Lorilee Lane, and especially Ann
Noseworthy. Roxy shares, “My views of
nursing have changed a lot since I began
working at Mackenzie Place. To me,
nursing means providing safe and holistic
care to those in need. Working on a surgery unit, I realized that the most rewarding thing is seeing a compromised patient
have success following surgery with all
the types of surgical nursing interven-

tions offered today. I enjoy nursing
because I learn something new and see
exciting things each day. I encourage
anyone who feels the same way about
nursing to examine the LPN profession.
Before nursing I was on my own. Now I
am part of something very rewarding: a
Licensed Practical Nurse working as a
team member.”
Dreams are not just confined to
your imagination. They can be made into
a reality, as Hubert Beaulieu will always
tell his daughters: “It is a labour of love.”
When you find something you are passionate about in life, such as the profession of Nursing, you can achieve that
goal. For a Métis family with humble
beginnings, all it took was hard work, a
strong family tie, and working with that
“labour of love” mentality, to realize a
goal. The journey for a better future led
the Beaulieu Family to be touched by the
foundations of nursing, which instilled in
the hearts of the four Beaulieu Sisters
that caring for people brings more joy in
life than any hardship a person can
endure. This makes any obstacles worth
climbing to achieve a dream.
Many thanks go out to all the Nursing
mentors that have touched the lives of
the Beaulieu Nursing Family. n

Mentor and Aunt - Cecilia
Cecilia Maria Courtoreille (Beaulieu) was born in 1946 and is the
aunt of the Beaulieu Sisters, Hubert’s older sister. She graduated from the
School of Nursing Aides, in Calgary AB, in 1965. Cecilia remembers “seeing the many changes in Nursing, from glass syringes and IV bottles - where
you had to wash them on night shift, to disposable items like dressing kits.
I’ve also seen the changing of the name titles - now LPN. I remember a time
where you had to wear your freshly pressed uniform and cap, and work with
two nurses at night. And you had to manage the nursery – with up to six
babies while doing their total care, caring for the other patients, as well as
managing accident victims. Each shift you had to take their temperatures
with a glass thermometer, and sterilize it before the next shift in hot soapy
water.” She remembers, “It was in 1967, when I was working at the Manning
Hospital and I took care of the girl’s mother, Bonnie, who was burnt in a fire.”
Cecilia has worked for the past forty-three years in various hospitals,
and now works in Fort Vermilion at St. Theresa General Hospital with
twenty years at this location. She also works with North Peace Tribal (four
years) in High Level, AB – doing homecare nursing on the surrounding
Reserves stating: “I am a foot care nurse.” Cecilia has been married to
Graham Courtoreillie for thirty-eight years and has three children and six
grandchildren.

mental health

Breaking the Silence
Managing Mental Health in the 21st Century
By Dr. Austin Mardon

STIGMA - I refuse to hide. People are shocked that I am
so public with my illness. My wife once told me that we
are only as sick as our secrets. I believe that part of my
stability within society is due to the fact that I don’t hide
my illness.
iding is just a way of stigmatizing
myself, but it’s not easy to be this
public. Everywhere I go, people
know I have a serious mental illness.

H

I feel as if I have been fighting stigma
since I was old enough to remember. My
mother was diagnosed with schizophrenia when I was just 5 years old. Where
the earliest memories that many of my
friends have of their mothers are warm
and fuzzy, one of my oldest memories is
seeing my mother in a straight jacket.
We lived in a small college town, and
everyone knew my mother was ill. I was
subjected to scorn and alienation. There
was the constant fear of being placed in
foster care, or of my parents divorcing, of
my father dying from his heart condition
because of the stress and leaving me alone
to care for my mother.
We face so many different kinds of stigma. There are the obvious ones. Even if I
was capable of taking a full time professorship, I doubt there would be any institution willing to hire me. Employment is
an obvious stigma. People are afraid to
hire us.
We expect to face stigma from employers,
landlords, and the community as a
whole. The hardest stigma though comes
from our closest relationships, especially
with ourselves. I have friends who are
stable enough on their medications to
“pass” as normal. They live their lives in
fear of people finding out.
Another way that we can stigmatize ourselves is literally by trying to delude ourselves that we aren’t sick. One of the

biggest hurdles when dealing with someone with this illness, is getting them to
take their medication. Many would
rather live on the street, eating out of
dumpsters, than admit they have schizophrenia. Once you start the medicine, it is
as if you are forever branded with a scarlet “S.”
I am often asked to give speeches for the
Schizophrenia Society or the Champion’s
Centre. I especially like speaking in high
schools because that is the age group
when we, or our friends, start to become
sick. I have yet to give a speech where
someone in the class hasn’t had a friend
or family member afflicted.
Fear seems to be the largest component of
the stigma we face. When someone is first
diagnosed with schizophrenia, often their
best support is their family. That doesn’t
mean that you won’t face stigma at the
hands of your friends and family. In my
own family, I faced a different kind of
stigma. I faced embarrassment. There are
members of my family that become angry
when I appear in the paper or give public
speeches. They waver between wanting
me completely sedated so they can make
all my decisions for me and hide me in
the basement, to wanting me to work a
full time job and live in the suburbs like
normal people.
I think the strangest brush I’ve had with
stigma was when I first started introducing my wife to my friends and family.
Almost everyone asked her if she had
schizophrenia. The funniest thing is that
those who didn’t ask, just assumed, and

months (or years) later were shocked to
find out that my wife didn’t have a mental illness. If I was deaf or blind, no one
would ask my wife on first meeting her is
she was likewise afflicted. For those of us
with schizophrenia, people just assume
that we are so damaged that a normal
person wouldn’t want to marry us. I even
believed that for a long time. So you can
see, stigma takes many guises, and rears
its head when we are least expecting it.
So how do we fight it? By education, education and more education. As medications and treatments improve, we have to
find a way to allow ourselves to reintegrate. It’s almost as if we are going to
have to learn how to forgive ourselves for
being ill. My wife says that all she expects
from me is to live as healthy and happy a
life as I am capable of. Now, I just have
to give myself permission to be content
with that. n

Austin Mardon serves on the board
of the Alberta College of Social
Workers and in 2007 was invested
with the Order of Canada for patient
mental health advocacy.
Email: aamardon@yahoo.ca
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Profile: Optometrists
The following article has been submitted by the Alberta College of Optometrists

If you ever closed your eyes for 10
minutes and tried to perform your
daily activities, you will quickly
understand why vision is one of
the most precious gifts in life.
Optometrists are independent
health care practitioners whose
goal is to maximize and maintain a
patient’s vision throughout his/her
lifetime.
Regulation of Optometry
The Alberta College of Optometrists is
the self-regulatory body that governs its
494 members and whose mandate is to
protect and serve the public interest. The
College is responsible for:
• Registration of new practitioners.
• Investigation, mediation and
disciplinary actions regarding patient
complaints.
• Development, maintenance and
enforcement of practice advisories,
Standards of Practice plus a Code of
Ethics.
• Ensuring that optometrists maintain
their competence through required
continuing education and on-site
practice reviews.
The Alberta Association of Optometrists
promotes the profession of optometry,
provides member benefits, administers
the Occupational Vision Program and
negotiates contracts with Alberta Health
Care, RCMP, Social Services and Native
Affairs.

History of Optometry
Although the ancient Greeks pondered
the effects of certain shapes of glass, it
wasn’t until the 1300’s that spectacles
were manufactured (on a hit-and-miss
basis), and in the 1600’s that the mathematical properties of light were discovered by Newton and Snell. Before the

1800’s, all artisans referred to themselves
as oculists or opticians. After this date,
oculists completed additional training in
family medicine and ophthalmology and
became modern-day ophthalmologists.
Opticians divided into refracting opticians
and
dispensing
opticians.
Dispensing opticians became the modernday opticians and refracting opticians
completed additional didactic and clinical
training to become the modern-day
optometrists. The first Optometry
Profession Act was proclaimed in Alberta
in 1921. Several updates occurred to this
Act over the next few decades until the
Optometry Profession Regulation was
proclaimed in 1993. Optometrists came
under the umbrella of the Alberta Health
Professions Act in 2003.

What do Optometrists Do?
Optometrists are primary vision care
providers. An optometrist is educated,
clinically trained and licensed to:

• Examine, assess, measure and diagnose
disorders and diseases of the human visual system, the eye, its associated structures as well as ocular manifestations of
systemic conditions.
• Prescribe and provide treatment, management and correction, including, but
not limited to, the dispensing and fitting
of corrective lenses (eye glasses and contact lenses), vision therapy, low vision
magnifiers and telescopes, prescribing of
topical medications to treat anterior segment disorders, removal of ocular foreign
bodies, referral to medical specialists for
treatment of systemic disease or eye surgery, and co-management of ocular diseases with other health care practitioners.
• Conduct research and promote education in the visual sciences.
Optometrists are a primary eye care
provider, which means that they are the
>
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first contact point for the vast majority of
vision care provided to Albertans.
Patients utilize the services of
optometrists for regular eye examinations, obtaining an update for their eyeglasses prescription, contact lens fittings,
evaluations for low vision magnifiers or
telescopes, diagnosing and treating eye
infections, providing occupational vision
care assessments and co-managing ocular
conditions with physicians that are associated with various systemic conditions.

How Do I Become an
Optometrist?
In order to apply to a School of
Optometry, students must complete 3 or
4 years of coursework in a B.Sc. Program.
The required “pre-optometry” courses
are similar to those required by Dentistry
and Medicine. They include biology,
microbiology, chemistry, biochemistry,
physiology, anatomy, physics, math, statistics, English and ethics philosophy.
Acceptance into the two Canadian
Schools of Optometry (Universities of
Waterloo and Montreal) or the 20
American Schools of Optometry is based
on the students GPA, their Optometry
Admissions Test (similar to MCAT and
DAT) results and a personal interview.
The four-year program leading to a
Doctor of Optometry degree includes
didactic classes and a series of clinical
externships. Following graduation, students are required to successfully pass a

National Board Exam in order to be
licensed in a Canadian province or territory.

Working with Other
Professionals
Although optometrists are independent
health care practitioners, they work in
cooperation with physicians, opticians,
optometric assistants, nurses, pharmacists, teachers and psychologists to ensure
that patients receive timely and appropriate care.

Optometry in the Future
Optometrists are being utilized more frequently with every passing year due to:
• The aging of our general population
which causes an increase in the need for
vision care services in the refractive and
disease treatment areas.
• Family physicians and nurse practitioners welcoming the expertise and accessibility of optometrists for primary vision
care services for their patients.
• Ophthalmologists are increasingly
beginning to sub-specialize into secondary and surgical specialists who do not
have the time to provide primary vision
care services.
• Optometrists are now working more in
multi-disciplinary eye care centers along
side ophthalmologists and other health
care practitioners and in group practices
with other optometrists to provide the
most up-to-date vision care utilizing the
latest technology.
To find an optometrist or more information
about optometry, contact the
Alberta College of Optometrists at
www.collegeofoptometrists.ab.ca
or 1-800-668-2694.
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Hear
the
Passion
The Voice of the LPN

Dana Winters
LPN, Calgary
Years of Practice: 10

Why did you become an LPN?
My mom was told I would be blind when born, but
I “beat the odds” so I was inspired to become a
nurse to help others.

What would you say to someone interested in becoming an LPN?
Go for it!

If you weren’t an LPN, what would you be?
Not complete as a person.

What’s the most rewarding aspect of your job?
Having people say “thank you” with their eyes.

What’s your most memorable moment as an LPN?

Gena Peters

Holding someone when they took their last breath.
They didn’t die alone.

LPN student
4th semester, Calgary
Years of Practice: 0

Why did you become an LPN?
Always wanted to be a nurse. It called me;
I did not go looking for it.

What would you say to someone interested in
becoming an LPN?

Leanne Peterson (Corbett)
LPN, Calgary
Years of Practice: 6

Rewarding.

If you weren’t an LPN, what would you be?

Why did you become an LPN?

Palliative care.

I’ve always been interested in the health field. I had a
negative experience with nursing when I was giving
birth to my son; I wanted to turn that into a positive by
becoming a health professional and helping others
have a caring experience.

What’s your most memorable moment as an LPN?

What would you say to someone interested in becoming an LPN?

My relationships with fellow nurses and
hospice care.

It’s tough and not for everyone, but a very life-changing
and rewarding experience.

Journalist / Reporter.

What’s the most rewarding aspect of your job?

If you weren’t an LPN, what would you be?
Unsure, a paramedic?

What’s the most rewarding aspect of your job?
Helping the patients when they’re hurt and scared.

What’s your most memorable moment as an LPN?
When a previously intubated patient called me an
angel after tube was removed.
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The 2010 CLPNA Spring Conference is a two-day professional development opportunity that brings
together licensed practical nurses and colleagues from across the province to celebrate the nursing
profession and its core purpose—the patient. This year’s program will feature a distinguished line-up of
keynote speakers and concurrent sessions that focus on patient-centered care.

World-Class Keynote Presentation By:
It’s the End of the World as We Know It, and I Feel Fine

Warren Macdonald
This best-selling author and fearless adventurer will share his incredible story of injury,
recovery, and self-discovery, which has been told on the Oprah Winfrey Show,
Larry King Live, and The Hour with George Stroumboulopoulos.
Waking
W
aking from the operation thatt claimed both legs,
legs W
Warren
arren opened
ned his eyes to a whole new
world, a whole new reality
reality.. Navigating
Na
avigating a new world takes courage,
age, but the number one tool in creating
reating
our future is PERCEPTION. W
Warren
arrren Macdonald will help us form
form that vision for a better world. In his
presentation, he will share the le
lessons
essons and tools he’s
he’s used to create
ate a remarkable life from what many
any
would have considered a ““game
game over
over”” scenario, including:
t
t
t
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The resilience a
and
nd ability to adapt to a new situation
situa
ation
A sense of respo
responsibility
onsibility leading to ownership an
and
nd engagement
Excitement and hope instead of fear for the future
e

APRIL 8 - 9, 2010 | EDMONTON MARRIOTT AT RIVER CREE RESORT

tGather,

learn, and share
best practices

tNetwork

and collaborate
with other delegates, locally
and regionally

tGet

refocused and revitalized
about your important role in
health care

As a nurse, you focus your knowledge, skills, and expertise everyday to help people achieve wellness. You play a key role
among those who provide patient - centered care; the patient, the family, the nurse at the bedside, and the health care team
must all be People-Focused, Patient - Centered. Working together, we will achieve the best quality care possible.

PLEASE JOIN US!

Hotel Booking
g

R
egistration iiss a
vailable at
at
Registration
available

www.clpnaconference.com
www
.clp
pnaconference
e.com

Edmonto
Edmonton
on Marriott at River Cree Resor
Resortt
300 Eastt Lapotac Blvd
Enoch, AB
A T7X 3Y3
1-800-960-4913
1
- 800 -960 -4913

Register before Marc
March
ch 7, 2
2010
010 to receive Early Bird pr
pricing
ricing and a
chance to win! Visit the
t website for more details.

Mention that
t
you are attending the 2 010
010 CLPNA
CLLPNA
Spring Co
Conference
onference to get special room rates!
s!
(Special rates
es available until March 12, 2
2010)
010)
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patient safety

The Safety Net:
A Nursing Perspective
To Err is Human or is
To Blame Divine?
A Closer Look at Pilots, Mosquitoes,
and the Final Garnish to a Lethal Brew
By Linda Nykolyn, R.N., BScN

This article is the second in a series focusing on the critical role of nursing
in keeping patients safe from harm. The series began in the fall issue of
the journal. This month’s article addresses the person approach versus the
systems approach to human error in healthcare.
onsider the following two statements: “The nurse administered the wrong medication” and “When care providers
do not have timely access to essential patient information,
it becomes easy for errors to occur.”

C

Each statement provides a way of viewing human error - the
person approach and the systems approach. Each approach has
its own model of error causation and each model gives rise to
quite different error management philosophies1. Understanding
both views has important implications for nurses and for
improving patient safety.
Person Approach to Human Error
In the person approach, the belief is that if the human made the
error, then the human is responsible and is to blame for the
error. Error is ultimately viewed as a moral issue where we
believe that:
• people are free agents and controllers of their destiny, and
are capable of choosing between safe and unsafe modes of
behaviour2
• bad things happen to bad people3
• errors are a result of ethical breach, carelessness,
incompetence, or character flaw, and are an expression of
personal and professional failure4,5
• perfection is a desirable and attainable goal4,6 and that
“good” healthcare professionals do not make errors 7

and errors are to be expected, even in the best of organizations
and of the most educated and experienced individuals1. Errors
are seen as having their origins in the factors within the system
itself and not in human carelessness. System factors such as
poor physical layout, faulty processes, inadequate training and
staffing, time pressures, heavy workload, and untimely access to
patient information create weaknesses in the system’s defences
against error. When these system weaknesses exist, it becomes
easy for errors to occur.
The classic example of how system weaknesses influence
human error arose from the military6. During World War II,
engineers had re-designed the cockpit for the Spitfire planes.
During training, the new design worked well, but under stressful conditions of air combat, the pilots had a tendency to accidentally bail out of the planes instead of fire ammunitions. The
reason was twofold: first, designers had switched positions of
the trigger and eject buttons; and second, under the stress of
battle, stronger, older psychomotor responses resurfaced. The
lesson learned in the military was that the pilots did not choose
to err; rather the new cockpit design and stressful conditions
caused human error. In this situation, we would be hard
pressed to blame the pilots for error, for to do so would blame
them for being human. Rather, we could say that system factors of cockpit re-design and a stressful work environment
caused the pilots to err.

Systems Approach to Human Error

In the systems approach, managing error is based on improving
the conditions in which humans work to make it easy for care
providers to do the right thing and difficult to do the wrong
thing. When an adverse event occurs, the important issue is not
who blundered, but how and why the system defences failed1.
A systems approach to human error provides a broader and
more far reaching mechanism to improve patient safety as
noted in this analogy:

In the systems approach, the belief is that humans are fallible

“[Human errors] are like mosquitoes. They can be swatted one

In the person approach, a common response to managing error
is to implement strategies that will decrease undesirable human
behaviour1. Typical strategies include the tradition of name,
blame, shame, and retrain, and of writing additional policies
and procedures1.
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“…we cannot
change the human
condition, but we
can change the
condition in which
humans work…”
(Reason, 2000)

by one but they still keep coming. The best remedies
are to create more effective defences and to drain the
swamps [system issues] in which they breed”1.
Nurses, who have the greatest degree of patient contact,
are often the last line of defence against errors7. Rather
than being the main instigators of an error as viewed in
the person approach, nurses tend to be inheritors of system defects. “Their part is usually that of adding a final
garnish to a lethal brew whose ingredients have already
been long in the cooking.”8
The complex and demanding clinical environment in
nursing can be made safer through nursing’s awareness
of how system weaknesses can compromise care.
Speaking up about system conditions that put nurses
and their patients at risk and conducting ongoing surveillance and detection of factors in the work environment that can contribute to human error and ultimately compromise patient safety are vital safety behaviours
in nursing. n

1. Reason, J. (2000). Human Error: Models and Management. BMJ, 320, pp. 7687770.
2. Lefcourt, H.M. (1973). The Functions of the Illusions of Control and Freedom.
American Psychologist, May, pp. 417-25.
3. Lerner, M.J. (1970). The desire for justice and reactions to victims. In: McCauley, J.,
Berkowitz, L. (Eds.) Altruism and helping behaviour. New York: Academic Press.
4. Smith M.L., Forster H.P. (2000). Morally Managing Medical Mistakes. Cambridge
Quarterly of Healthcare Ethics 9:38–53.
5. O’Daniel, M. & Rosenstein, A.H. (2008). Professional Communication and Team
Collaboration. In Hughes RG (ed.). Patient safety and quality: An evidence-based
handbook for nurses. (Prepared with support from the Robert Wood Johnson
Foundation). AHRQ Publication No. 08-0043. Rockville, MD: Agency for Healthcare
Research and Quality.
6. Jones, B. (2002). Nurses and the Code of Silence. Medical Error. San Francisco,
CA: Jossey-Bass.
7. Banister G., Butt, L., Hackel, R. (1996). How Nurses Perceive Medication Errors.
Nursing Management 27(1):31-34.
8. Parliamentary Office of Science and Technology, 2001. Managing Human Error.
Postnote; June, Number 156 p 1-8. Located at
http://www.parliament.uk/post/pn156.pdf Last accessed October, 2009.
9. Hennerman, E.A., Gawlinski, A. (2004). A “near-miss” Model for Describing the
Nurse’s Role in the Recovery of Medical Errors. Journal of Professional Nursing;
20:196-201 May-June.
10. Reason, J. 1990. Human Error. New York: Cambridge University Press.

New community version of
HQCA communication program
now available to Alberta health
care professionals
Alberta health care professionals working in continuing care,
public health and other community care settings now have
access to a proven program that can help them improve their
skills by using some simple strategies to communicate more
effectively with clients, residents and family members.
The ReLATE/ReSPOND program is based on the idea that
staff who use these strategies and tools to ReLATE to their
patients will be less likely to have to ReSPOND to complaints later.
The Health Quality Council of Alberta (HQCA) developed the
acute care version of ReLATE/ReSPOND in partnership
with Alberta Health Services – Edmonton and Area. It was
launched in January 2009, and has proven so successful
that the HQCA decided to adapt the materials to create this
new community version.
The community version of ReLATE/ReSPOND uses language and examples appropriate to clients and residents in
community care settings. The package includes a Tool Kit to
help with planning a program, a sample pocket card and a
CD containing posters, handouts/discussion guides, and
slides with speaker notes. Also included are suggestions
about ways to adapt the materials for a variety of situations.
For more information, contact:
Dale Wright
Quality and Safety Initiatives Lead
Health Quality Council of Alberta
Telephone: 403.355.4439
dale.wright@hqca.ca
www.hqca.ca
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How ELDERWISE Provides
Direction for Canadians with Aging Parents
®

O

ur aging population – seniors and their adult sons and
daughters – faces more financial, health, and housing
choices than ever before. There is no shortage of information on these options, particularly in the “online” age. But
having information is not enough – it has to be accurate and
valid, and you must know how to apply it.
ElderWise saves you time and trouble by helping you get a
handle on the essentials of health, housing and relationships.
“Getting ElderWise” means:
n

n

n

n

n

Applying your new knowledge to interact effectively with the
housing and health care systems.
Facing difficult decisions, which can be hard on family
relationships.
Learning how to navigate through multiple government and
private resources, and learning how to assess and choose
from available services.
Getting concise, accurate, practical and action-oriented
guidance…through our website, free e-newsletter,
publications, and family/individual coaching.
Benefitting from information and resources on eldercare
issues…tailored to Canadians.

For individuals and families embarking on this new territory,
ElderWise offers these four guideposts for managing change in
aging families:

RESPECT
n
n

n

Strive for shared solutions that work for the family as a whole.
Don’t “parent your parent”. Don’t treat adults sons and
daughters like children.
“Competent” adults have the right to make decisions, whether
good or bad.

RELATIONSHIPS
n

n

n

Families are not what they used to be. They are scattered,
blended, “boomeranged” and take more non-traditional forms
than ever before.
You can’t get any adult to do what you want, but having a
sensitive conversation may get them thinking about other
options.
Old family issues and roles may trip you up when you face
aging-related dilemmas. New approaches to problems may
get better results.

READINESS
n

n
n

24

We are living longer. Caring for aging relatives – emotionally,
physically, or financially – may go on for more years than you
might expect.
Being proactive and prepared will increase your options and
reduce your stress.
Change is a process, not an event. Start early. Welcome help
and support.
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REALISM
n

n

n

For adult children, caring for aging parents adds another
dimension to lives already filled with multiple family and
career roles.
Be realistic about a person’s capabilities and responsibilities.
Establish and respect boundaries.
Just do your best; it’s all you can do.

ElderWise helps you be proactive, sensitive, and prepared.
Knowing helps.
Our ElderWise E- Guides:
• Decide For Yourself: A Guide to Personal Directives and
Powers of Attorney
• Caregiver Burnout: How To SPOT It, How To STOP It
• Recording a Life Story: When You’re Not Sure How To Begin
• Seniors in the Emergency Department: Survival Strategies for
You and Your Parents
• Enhancing Rehab After A Stroke: Families Can Help
Our full-length book:
Your Aging Parents: How to Prepare, How to Cope (2nd ed.)
For more information and to
purchase these resources,
visit http://elderwise.ca

We invite you to subscribe to our FREE monthly e-newsletter,
and receive a special welcome package for CLPNA members.
Enjoy a complimentary selection of five of our most popular
past articles: The "Not So Empty" Nest; Living Wills: Not Just
For Seniors; Aging and Men's Health; Phone Fraud: Who's
Calling?; and Senior-Friendly Transportation.
To receive this package by email, and to become a
subscriber, simply send an email to info@elderwise.ca
with "CLPNA" in the subject line.

The new Adult Guardianship and Trusteeship Act
The new Adult Guardianship and Trusteeship Act (AGTA) legislation comes into effect
October 30, 2009, replacing the 30 year-old Dependent Adults Act (DAA). Here is some
helpful information for licensed practical nurses to know.
This new legislation addresses the current needs of Albertans by providing more options
and safeguards to protect vulnerable adults who no longer have the capacity to make all
of their own decisions. It provides a range of decision-making options—a continuum—to
support adults who need help making personal decisions, from less intrusive options such
as supported decision-making or co-decision-making, to full guardianship and trusteeship.
Decision Making Options under AGTA
• Supported decision-making – if an adult has the capacity to make their own
decisions but would like some help, they can sign a regulated form that authorizes
someone they trust to be their “supporter”. The adult can give their supporter legal
permission to access relevant information that might otherwise be protected under
privacy laws.
• Co-decision-making – is an alternative to full guardianship for adults whose ability
to make decisions is significantly impaired, but can still make decisions with good
support and guidance. The assisted adult must agree to the arrangement and to the
person who is appointed as their co-decision-maker.
• Guardianship – if an adult lacks the capacity to make personal decisions, the Court
may appoint a “guardian” to make decision for them. A guardian can make decisions
in some, but not necessarily all, areas of authority such as health care, where the adult
can live, who the adult associates with, social activities, education, employment, legal
matters or any other personal matters.
• Specific decision-making – is designed to provide timely decision-making services
for adults who do not have the capacity to provide informed consent for health care
decisions or temporary admission to, or discharge from, a residential facility. Health
care providers may select someone from a ranked list of family members to make the
decision for the adult. For individuals who do not have a family member willing or able
to act as a specific decision maker or if there is a dispute in the family on the
decision, the Office of the Public Guardian (OPG) can make a specific decision.
• Emergency decision-making – Emergency decision-making is designed to allow
physicians to make treatment decisions to preserve life or prevent serious physical or
mental harm when there is no one, including the adult in question, to provide consent.
In emergency decision-making, consultation can occur with either a second physician
or a registered nurse or nurse practitioner if a second physician isn’t available.
Trusteeship
If an adult lacks the capacity to make their own financial decisions, the Court may appoint
a trustee or the Office of the Public Trustee as a last resort. One of the changes to trusteeship is allowing individuals who live outside of Alberta to be trustees.
Capacity Assessments
The new AGTA introduces a more standardized and rigorous process for capacity assessments to protect an individuals rights while also providing clearer guidance for the health
care professionals conducting the assessments. Additionally, the application process has
been changed to ensure that the proposed represented adult’s views on the co-decisionmaking, guardianship or trusteeship application are heard and made available to the Court.
The Office of the Public Guardian is committed to supporting health care
providers as the new AGTA is introduced. To help ensure a smooth transition,
OPG staff are available to answer your questions. More information is available
online at www.seniors.alberta.ca/opg or by calling toll-free 1-877-427-4525.
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Nursing Home
Acquired Pneumonia
By Mary Carson, PhD and Sandra Leung, BScPharm

Do Bugs Need Drugs? is a community
education program about the wise use of
antibiotics. This article, the second in a
series, focuses on the assessment and
treatment of pneumonia in continuing care
centres. Pneumonia is a serious health
problem among the elderly. Of all the deaths
due to pneumonia in North America, more
than 90% occur in people over 65 years of
age. Residents in continuing care centres
are particularly vulnerable as many have
underlying medical conditions that make
diagnosis and management of pneumonia
more complex and challenging.
Early detection and treatment of pneumonia
can significantly improve outcomes for elderly patients. In continuing care centres,
nurses are usually the first to note changes
in the status of residents and to initiate
treatment if pneumonia is suspected.
Because prompt action is needed, the
importance of being familiar with care guide
practices cannot be overemphasized.
The following information is taken from Do
Bugs Need Drugs? (www.dobugsneeddrugs.org), the Bugs & Drugs antimicrobial
handbook (www.bugsanddrugs.ca), the
Clinical Practice Guidelines of the Alberta
Medical Association (www.topalbertadoctors.org), and the Alberta Health Services
Continuing Care Desktop. We hope you find
this summary to be useful in assessing and
managing pneumonia in adults in continuing care.
n Definition
Pneumonia that occurs in residents of continuing care facilities is known as Nursing
Home Acquired Pneumonia or NHAP.
These facilities may also be known as long
term care centres, supportive living sites,
auxiliary hospitals, or chronic care centres,
but all of these settings are communal, residential, and provide care for older or disabled adults with high personal and professional care needs.
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n Assessment
The resident with NHAP frequently presents with new or increased cough, elevated
temperature, and greater than usual lethargy. Examination of the resident when NHAP
is suspected should include these six items:
temperature, blood pressure, respiratory
rate, pulse, chest auscultation and examination, and assessment of the level of consciousness. Respiratory rate should be
measured for a full 60 seconds.

PRACTICE POINT #1
Physical examination includes:
• Temperature
• Blood pressure
• Respiratory rate (full 60 seconds)
• Pulse
• Chest auscultation and
examination
• Assessment of the level of
consciousness

PRACTICE POINT #2
Resident assessment includes:
• New or increased cough
• New or increased sputum
production
• Pleuritic chest pain
• Baseline temperature
• Antipyretics given? Time given?
• Chills
• History of pulmonary disease
• O2 saturation levels and O2
administration
• Difficulty swallowing

Before calling the physician or nurse practitioner, nurses should also assess the resident for new or increased cough, new or
increased sputum production, and/or pleuritic chest pain. Determine the presence of
fever by comparing the resident’s temperature with the baseline temperature. The
time of administration of antipyretics (if
given) is also important when assessing
fever. Does the resident have chills? Note
the resident’s history of underlying pulmonary disease, O2 saturation levels, and
details of O2 administration. Does the resident have any problems swallowing? The
latter is relevant in ruling out aspiration
pneumonia and deciding whether oral therapy is appropriate. These factors will be
important when discussing the resident’s
condition with the physician or nurse practitioner.
n Diagnosis
Although a chest X-ray is the gold standard
for diagnosis of pneumonia, X-rays are not
always available in continuing care centres.
Consequently, diagnosis must often be
based on clinical observations. NHAP is
indicated if the resident has tachypnea (respiratory rate >25 bpm) and one or more of
the following: new or increased cough, new
or increased sputum production, temperature >38?C or increase of 1.5?C over baseline, pleuritic chest pain, new or increased
crackles, wheezes or bronchial breath
sounds, new delirium, or decreased level of
consciousness. In the absence of a chest
x-ray, tachypnea is the most important clinical feature of pneumonia and is the best
predictor of pneumonia in the elderly.

SYMPTOMS AND SIGNS
CLUSTER
NHAP is probable if the resident
has:
• Tachypnea
(respiratory rate>25bpm)
Plus one or more of the following:
• New or increased cough
• New or increased sputum
production
• Temperature >38°C or 1.5°C
over baseline
• Pleuritic chest pain
• New or increased abnormal
chest sounds
• New delirium or decreased level
of consciousness

n Treatment
If NHAP is indicated, antibiotic therapy
should be started as soon as possible,
preferably within 4 to 8 hours. If the resident is unable to swallow, the antibiotic may
need to be given IM. Amoxicillin is the
antibiotic of choice for NHAP. Note that
Ciprofloxacin is ineffective against
Streptococcus pneumoniae (a common
cause of NHAP) and should not be used.
Consult the Bugs & Drugs book or website
for alternative therapies or for more information. An X-ray is not needed before starting antibiotic therapy and if transfer to
acute care is indicated, therapy should be
started prior to transfer. Patient outcomes
are significantly improved when therapy is
initiated promptly.
n Criteria for transfer to acute care
Personal directives need to be considered
before deciding whether a resident should
be transferred to acute care. If consistent
with personal directives, the resident should
be transferred to acute care if respiratory
failure is impending. The following criteria
indicate transfer to acute care: hydration
<1L/day, O2 saturation <92% with
supplemental oxygen ( <90% if resident
has COPD), respiratory rate >40 bpm,
pulse >125 bpm, systolic blood pressure
<90 mmHg or 20 mmHg below baseline,
hemodynamically unstable, or deteriorating
rapidly.
NHAP can most often be managed successfully in the continuing care centre. If

the resident does not improve within 24 48 hours of initiation of antibiotic therapy,
the diagnosis and/or treatment should be
reassessed.

Smoking cessation. Encourage residents
to stop smoking or to reduce consumption.
Advise residents to avoid exposure to environmental tobacco smoke.

The complete pathway for assessment and
treatment of NHAP is available on the
Alberta Health Services Continuing Care
Desktop. Enter NHAP in the search box.

Stay home if you are sick. Take care of
yourself. Don’t spread germs to residents or
to other staff members.

n Prevention
Pneumococcal vaccine. Over 100
microorganisms can cause pneumonia
including viruses, bacteria, fungi, and parasites. The pneumococcal vaccine protects
against infections caused by the bacterium
Streptococcus pneumoniae, a significant
cause of pneumonia in the elderly. Usually
only one dose is required, but immunocompromised individuals may need a repeat
vaccination in 5 - 10 years. Pneumococcal
vaccine is strongly recommended for residents in continuing care.
Influenza vaccine. Bacterial pneumonia
after influenza is a serious health risk. In
fact, there were more deaths due to secondary pneumonia than to influenza in the
Spanish influenza pandemic of 1918.
Nowadays up to 50% of cases of pneumonia in continuing care centres are preceded
by a viral infection. Annual influenza vaccination not only reduces the risk of influenza, but also of secondary bacterial pneumonia.
Handwashing. Handwashing is the best
way to stop the spread of infections, especially in communal settings. Use plain soap.
Plain soap is just as effective as antibacterial soap and does not have the negative
side effect of promoting resistance in normal skin flora to antibiotics. If soap and
water are not available, hand sanitizer with
at least 60% alcohol content is recommended. Hand sanitizers are not effective if
the hands are greasy or visibly dirty, so
wash your hands as soon as soap and
water are available.
Respiratory etiquette. Cough or sneeze
into your sleeve rather than into the air or
on your hands. Keep your hands away from
your face to prevent transfer of germs to
the mucous membranes. The mucous
membranes around your eyes, nose, and
mouth are areas where germs can enter the
body to cause illness.

Educate family and visitors. Encourage
family and visitors to wash their hands or
use a hand sanitizer when entering the continuing care centre. Visitors should also
wash their hands before eating or assisting
the resident at mealtime, after using the
washroom, or after blowing their nose or
helping the resident with a runny nose.
Remind visitors about the importance of
good respiratory etiquette. Ask visitors to
postpone their visit if they are sick.

PREVENTION
•
•
•
•
•
•
•

Pneumococcal vaccination
Influenza vaccination
Handwashing
Respiratory etiquette
Smoking cessation
Stay home if sick
Educate family and visitors

n Remember
NHAP is a serious illness that can come on
suddenly and requires prompt treatment.
Proper assessment is essential for timely
diagnosis and treatment. Because patient
outcomes are significantly better if treatment is initiated within 4 - 8 hours, it is
important to gather all relevant information
and call the physician or nurse practitioner
as soon as NHAP is suspected.

For more information about
Do Bugs Need Drugs? visit the website,
www.dobugsneeddrugs.org. To learn
more about the print resources that are
available (at no charge in Alberta), please
contact info@dobugsneeddrugs.org or
1-800-931-9111.
Do Bugs Need Drugs? is supported by
Alberta Health and Wellness.
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Member Information - College Activity - Best Practices

IN THE NEWS:
RESPONDING TO PROVINCIAL NURSING CHANGES
Changes to nursing introduced by the Alberta government this
fall created opportunities in the media to promote the work of
Alberta LPNs.
On October 13, The Dave Rutherford Show broadcast a
discussion examining the different roles of a Licensed Practical
Nurse versus a Registered Nurse on both Edmonton’s
630CHED and Calgary’s CHQR 770AM. Executive Director
Linda Stanger contributed the College’s views regarding
patient safety, collaborative care, and LPNs working to the
highest end of their scope of practice.
The College also discussed Alberta Health Services CEO Dr.
Stephen Duckett’s call for more Licensed Practical Nurses and
fewer Registered Nurses on ACCESS Televison’s Alberta
Primetime on October 1. Guests Linda Stanger, Executive
Director of CLPNA, and Diane Dyer, President-elect of the
College and Association of Registered Nurses of Alberta
(CARNA) debated the merits of the change.
Media interviews are posted, when available,
on www.clpna.com’s homepage
or under “News & Events”, “Updates”.

On September 18, 2009 Council accepted Donna Adams’ interest for
the position of Vice-President. Donna has been on Council since 2007
and currently works as the Clinical Placement Coordinator at Bow
Valley College in Calgary. Donna has been instrumental in facilitating
new and varied opportunities for practical nurse student preceptor
placements.

clpna.com

CLPNA appoints new Vice President
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2010 REGISTRATION
RENEWAL GUIDE
2009 Practice Permits expire December 31
o avoid paying additional
fees, members must ensure
their 2010 Registration
Renewal form is received by
CLPNA on or before December
31, 2009 at noon.

T

The CLPNA office is closed at
noon on December 31. 2009
Practice Permits expire on
December 31 and the office
will not be open on January 1.
LPNs who have not renewed
by December 31 will not be
able to Reinstate their Practice
Permit until January 4.
Registration Renewal forms
received after Thursday,
December 31, including
incomplete forms returned to
the member for completion,
are required to pay the $50
Reinstatement Fee.
Members are reminded that
practicing without a valid
Practice Permit in 2010 is
unprofessional conduct as per Section 43 of the Health Professions
Act and may result in serious sanctions, including a fine of up to
$1,000 per incident of unprofessional conduct.

2010 REGISTRATION FEES FOR LICENSED PRACTICAL NURSES
$250.00 Renewal of Practice Permit on or before 1-Dec-09
$280.00 Renewal of Practice Permit after 1-Dec-09 and prior to 31-Dec-09
$300.00 Reinstatement of Practice Permit after 31-Dec-09
$50.00 Associate Practice Permit - Non-Practicing LPN
Duplicate Practice Permits and tax receipts are available for an $11 administrative fee.

Registration questions?
Contact the Registration Department at info@clpna.com,
780-484-8886, or toll-free at 1-800-661-5866
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LPNs
REGISTERED
FOR 2010?
Members and employers can
easily check the registration
status of any LPN by accessing
the “Public Registry” at
www.clpna.com. Employers and
managers are encouraged to
ensure their LPN employees are
registered for the coming year
and able to practice, as it is a
serious offence to practice as an
LPN without active registration.
LPNs with an “Active” Member
Status and an Expiry Date of
“12/31/2010” have renewed
their registration for the year
2010.
Following the Health
Professions Act (HPA) and
the guidelines of the Personal
Information Protection Act
(PIPA), the Public Registry does
not compromise personal
information of our membership.
Only the member’s name,
registration number, Practice
Permit expiry date, specialties
and restrictions appear. The
Public Registry is based on
real-time information.

the operations room

How do YOU get
Your DUCKS in a Row?
CONTINUING COMPETENCY PROGRAM

2010 VALIDATION
The College’s Continuing Competency Program (CCP)
Validation (audit) for 2010 will soon be underway. In 2009, 400
members took part, but this year participation will be increased
to approximately 800 LPNs throughout Alberta using a random
selection process. Selected LPNs are expected to complete a
four-part Validation that includes verification of learning completed in the past two years. It is an opportunity, through selfassessment and reflection, to measure the transfer of learning
into on-the-job behavior and the impact this knowledge has on
professional practice.
LPN participation in Validation is mandatory as outlined in the
Health Professions Act. The objective is to assist members in
understanding how the learning objectives determined for the
Continuing Competency Learning Plan on the Registration
Renewal Form positively impacts their nursing practice.
On www.clpna.com, under “Members”, “Continuing Competency
Program”, members can find the Validation package and information. This information is available now to help you get started
and to answer questions you may have.

CLPNA OFFICE HOURS

Holiday Season
Dec. 24 – 8:30am to 12:00pm
Dec. 25 – Closed
Dec. 28 – Closed
Dec. 29 & 30 – Regular Hours
Dec. 31 – 8:30am to 12:00pm
Jan. 1, 2010 – Closed
Regular Office Hours
Monday to Friday
8:30am to 4:30pm
Closed for Statutory Holidays

Check it out! Start today. Be prepared.

one lucky early bird got the room!
Congratulations to Caroline Dika of Grande Prairie, AB.
Caroline is the winner of the Early Bird Registration draw
and received a night at the four-star Marriott at River Cree
Resort with dinner and a $250.00 cash prize.
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Q.

Where can I access additional education in
Phlebotomy techniques?

For additional education in Phlebotomy (Venipuncture), you need to
address theory, lab and clinical practice which can be done by your
employer or through a formalized course.
Formal courses are delivered by on-line study or face-to-face delivery
and are available through various institutions in Alberta. Some local
laboratories provide nursing phlebotomy education.

Q.
The following are
frequently asked questions to
CLPNA’s Practice Consultants
by our members, managers,
educators, or the general public
that could provide valuable
information for you in your
practice environment.

Is it within LPN scope of practice to flush
percutaneous drains?

The LPN can perform the full range of care involved with wound care
and drains as appropriate to their competence level and the needs of
the patient.
If the drain and wound are highly complex, then collaboration of the
nursing team will need to occur. If necessary, education can be
provided by your employer with theory, lab and clinical mentorship.
There are also several post-basic wound care certification courses
available in Alberta.

Q.

Where can I find education links?

For course information view www.clpna.com, click on “Members”, then
“Continuing Education” and open “Post-Basic Programs”.
Contact our Practice Consultants at
practice@clpna.com or 780-484-8886

$1.2M for Former LPNs
to Re-Enter Workforce
New funding is now available to previously
registered LPNs to complete a Practical
Nurse refresher program and re-enter the
workforce. Alberta Health and Wellness
provided CLPNA with $1.2 million for
bursaries to offset tuition costs for students
enrolled in LPN refresher/reentry programs.
The initiative is part of Alberta Health and
Wellness’s commitment to enhance the delivery of health services by
addressing issues of nursing supply. Refresher programs are offered
at Bow Valley College and NorQuest College.
For details and eligibility requirements, contact info@clpna.com,
780-484-8886 or 1-800-661-5877.
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David King
Education Bursary
The Fredrickson-McGregor
Education Foundation for LPNs
invites LPNs to apply for the
David King Education Bursary
established in 1998 to assist
LPNs who are pursuing a
career in the education field.
Information and Application
Forms are available on the
Foundation’s website:
http://foundation.clpna.com

Application deadline is
February 7, 2010

2010
AWARDS
OF
EXCELLENCE
NOMINATIONS REQUESTED
FOR TOP LPNs

NOMINATIONS REQUESTED FOR
TOP HEALTH CARE LEADERS

he Fredrickson-McGregor Education Foundation for LPNs invites
nominations for the 2010 Awards of Excellence. These three
awards honor and pay tribute to LPNs who demonstrate exemplary
leadership, nursing education (preceptoring), and practice in Alberta.
Award Winners receive $1,000., a commemorative crystal award at the
Celebration and Awards Dinner during the CLPNA’s Spring Conference
on April 8, 2010 in Edmonton and the individual’s contribution is highlighted in the CARE magazine.

new award has been developed to recognize
health care leaders who are instrumental in building quality practice environments. Nominees are
chosen by LPNs, who believe that the individual has
contributed to an overall positive environment for the
health care team. The Award Winner receives a
commemorative crystal award at the Celebration and
Awards Dinner during the CLPNA’s Spring Conference
on April 8, 2010 in Edmonton, a letter of commendation
which is sent to their employer, and the individual’s
contribution is highlighted in the CARE magazine.

T

Employers, LPNs, colleagues and students are encouraged to nominate
outstanding LPNs for the following:

Excellence
in
Leadership

Excellence
in
Education

Excellence
in
Practice

A

Pat Fredrickson Excellence in Leadership Award
given to a LPN for consistently demonstrating excellence
in leadership, advocacy, communication and passion for
the profession.

Interprofessional Development Award is given to a
person external to the LPN profession who has
focused on providing exceptional care to Albertans by;

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

n

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

n

Nominees must hold an Active Practice Permit from CLPNA, be in good
standing with the College, and reside in Alberta. They must have actively
practiced for at least five years and be currently employed as an LPN.
A written statement giving specific examples related to the eligibility
criteria must be included with the Nomination Form.

n
n
n
n

demonstrating exceptional leadership skills
fostering a collaborative practice environment
promoting professional growth and development
creating high functioning interprofessional team(s)
articulating the value of LPNs as vital and
respected team members
advocating for all team members to perform
toward their optimal scope of practice

Nominations are initiated by a Licensed Practical Nurse
with the support of at least one other health discipline
in the nominee’s work environment. A written statement
giving specific examples related to the eligibility criteria
must be included with the Nomination Form.

Nomination Forms and details for all the awards are available on the Foundation’s website: http://foundation.clpna.com
or contact Sherri McLellan at: 780.484.8886 ext 243 or sherri@clpna.com

Deadline for nominations is February 7, 2010
Winners will be chosen by the Foundation’s Selection Committee and will be announced at the CLPNA’s
Annual Spring Conference. Only complete applications will be forwarded to the Selections Committee for review.
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Do you have a desire to improve the health,
wellness and quality of life of older adults?
Network with other Nurses interested in gerontology!

www.agna.ca

Perioperative nursing could
be your next step.
MacEwan offers this four-course
certificate online and through
distance delivery, providing you the
skills to work in a challenging and
team-oriented environment –
the operating room.

Visit www.MacEwan.ca/LPN
for more information.
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PANDEMIC PREPAREDNESS
PRACTICE STATEMENT 14
Approved by Council October 29, 2009
This information is intended to assist members to make professional and ethical decisions during all phases
of a pandemic. It outlines expectations from the College and links to numerous documents that provide
education and support to the Licensed Practical Nurse (LPN).

What is Pandemic?
The College of Licensed Practical
Nurses of Alberta (CLPNA) is
mandated by government to
regulate the profession of
Practical Nurses in a manner that
serves and protects the public.
Accordingly the College
develops specific practice
statements relevant to the
Practical Nursing profession.

The purpose of a
Practice Statement is:
provide LPNs, employers and
• To
the public with information and
clarity regarding the scope of
practice for LPNs.
help eliminate misconceptions
• To
regarding the scope of practice
for LPNs.

•

To assist employers with utilizing
LPNs more effectively in the
health care system.

According to the Public Health Agency of Canada a pandemic is a worldwide outbreak of a specific disease
which affects a large proportion of the population (2009).
The World Health Organization states; an influenza pandemic may occur when a new influenza virus
appears against which the human population has no immunity. With the increase in global transport, as
well as urbanization and overcrowded conditions in some areas, epidemics due to a new influenza virus are
likely to take hold around the world, and become a pandemic faster than before. Pandemics can be either
mild or severe in the illness and death they cause, and the severity of a pandemic can change over the course
of that pandemic (2009).

Duty to Care
The College’s mission is to regulate and lead the profession in a manner that protects and serves the public
through excellence in Practical Nursing.
During a pandemic, there will be many ethical considerations for all health professionals. The College
expects LPNs to fulfill their commitment to clients, the profession, and the public during a pandemic by
providing safe, compassionate, and ethical care.
Members ethical obligations are addressed in the following documents:
• CLPNA Code of Ethics and Standards of Practice (2008)
• CLPNA HPA Licensed Practical Nurse Regulation (2003)
• CLPNA Abandonment of Care Practice Statement 13 (2008)

Responsibilities & Resources
LPNs are expected to understand a pandemic and their role within a developing pandemic. The College
maintains current learning tools, references, and links to pandemic updates at www.clpna.com.
Alberta Health and Wellness has updated Alberta’s Plan for Pandemic Influenza – A Summary (Oct. 2009).
This document acknowledges the potential that pandemic influenza may stress the health care system. It is
clear that even if only 15% - 35% of the population display symptoms of influenza, the burden will be
heavy for the current system to manage.
Health care workers and families may be affected causing absenteeism in schools and the workplace.
Demands for services in some settings may increase dramatically adding additional pressure. Health care
workers (professional and unregulated) may be trained to provide aspects of care different from current
roles and in non-traditional roles. It is possible that during a pandemic LPNs and other health care workers
may be asked to perform unfamiliar job tasks. Although flexibility may be necessary to address the health
needs of the public, it is important that LPNs work within their scope of practice in any environment they
are placed in.
Employers share in the responsibility to prepare the workplace for a pandemic in a safe and ethical manner
respecting both the public need and professional risk. The Government of Alberta has developed a Best
Practice Guideline for Workplace Health & Safety During Pandemic Influenza (2009). This document outlines workplace legislated requirements, best practices, strategies, and employment standards in the event of
pandemic influenza. High exposure job tasks and best practices for respiratory protective equipment have
been defined. During a pandemic health care workers may be expected to care for patients under hazardous
circumstances.

College Support During a Pandemic
The College recognizes the importance of pre-planning, ongoing planning and collaboration amongst health
professions as part of managing crisis situations. Internal and external essential operational service plans are
in place at the College that will be implemented during an emergency event in Alberta.
In the event of a severe pandemic outbreak the College will maintain necessary services to support membership and the health system in a manner that protects and serves the public. Practice consultation will remain
a priority and be available from the College by phone or email to assist and guide LPNs during a pandemic.

View full reference list at www.clpna.com
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related articles, and education updates with 75% of respondents saying they “usually” read them. The greatest improvement since 2006
showed the number of people stating the magazine was “not relevant
to me” or they were “not interested” dropped in half! Unexpectedly,
some of the least read sections include the new member info section
“The Operations Room” and the editorial “From the College” with the
majority saying they only read them “sometimes”.
The College’s website received 100,000 visits in the last year and
was reflected in the Survey with 53% reporting they went to the website once a month or more. While 75% reported they could find the
information they needed most of the time or always, the College aims
to improve this rate over the next few months by improving search
function and content.

SURVEY SHOWS 3 YEAR CHANGE
he results of the College’s 5 Minute Communications Survey reflect
the improvements to the College’s print communications, the impact
of the internet, and the pervasiveness of social media compared with
a similar survey conducted in 2006. Nearly 1000 members, employers,
and other stakeholders gave their opinions on the redesigned CARE
magazine, CLPNA’s website, and social media websites such as
Facebook. The Survey was conducted in October 2009.

T

Three years ago, the College relied primarily on its magazine, News &
Views, to notify members about College business. Results from the 2006
Survey strongly guided the development of CARE magazine. Today, just
as many members receive information from CLPNA’s website,
www.clpna.com, and from mass emails as they do from the magazine.
According to the Communications Survey, the most popular sections
of CARE magazine are the cover story, stories about LPNs, practice-

The popularity of social media was evident with two-thirds currently
registered on these sites. Facebook statistics show 40% of
Canadians over 13 years use their website, however the Survey
showed 65% have a Facebook account. Those interested in receiving LPN news through social media website was equal to those not
interested.
More than half of the survey-takers made comments. These ranged
from requests to publish more employment opportunities to quicker
updates about provincial health initiatives. Some comments showed
a lack of knowledge about services and information currently available. For example, many requested that we publish CARE magazine
online when, in fact, current and past issues have been available on
the website’s Resources page for several years. Several comments
noted the more professional look to CARE magazine was a positive
way of presenting the profession. Some had no comment other than
how they enjoyed the magazine and website content.
The College thanks all those who participated. Comments will be
carefully considered as the College improves its future communication.

Fredrickson-McGregor Education Foundation for LPNs

TAKE A COURSE,

GET A GRANT!

Taking a course to enhance your LPN practice? CLPNA members holding an
Active Practice Permit may qualify for an Education Grant, and receive
funding for course tuition cost.
APPLICATION DEADLINES

FOR COURSE COMPLETION DATES BETWEEN

January 30, 2010
April 30, 2010
July 30, 2010

August 1, 2009 to July 31, 2010
November 1, 2009 to October 31, 2010
February 1, 2010 to January 31, 2011

Grant FAQs (Frequently Asked Questions) and Grant Application Forms at

HTTP://FOUNDATION.CLPNA.COM
EducationFoundation@CLPNA.com or (780) 484-8886
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CLPNA Council
President
Hugh Pedersen
Executive Director/Registrar
Linda Stanger

OUR MISSION

linda@clpna.com

To lead and regulate the profession in a manner that
protects and serves the public through
excellence in Practical Nursing.

District 1 (RHA Regions 1, 2)
Marie Boczkowski
District 2 (RHA Region 3)
Donna Adams - Vice President

OUR VISION

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

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

District 4 (RHA Region 6)
Sheana Mahlitz
District 5 (RHA Region 7)
Jenette Lappenbush

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

District 6 (RHA Region 8)
Vacant

By 2012 the CLPNA expects:

District 7 (RHA Region 9)
Vacant

• To be a full partner in all decisions that affect the
profession
• LPNs to embrace and fully exploit their professional scope
of practice and positively impact the nursing culture
• LPNs actively involved in planning and decision making
within the profession and the healthcare system
• LPNs to assume leadership and management roles
provincial, nationally and internationally within the profession
and the health care system
• An increase in LPN registrations to 12,000 by 2012
• LPNs to actively promote and support the profession
• Employers fully utilizing LPNs in every area of practice
• The scope of practice to evolve in response to the unique
and changing demands of the healthcare system

Public Members
Peter Bidlock / Robert Mitchell
Ted Langford
To contact Council members please
call the CLPNA office and your
message will be forwarded to them.

CLPNA Staff
Tamara Richter
Director of Operations

tamara@clpna.com

Teresa Bateman
Director of Professional Practice

teresa@clpna.com

Sharlene Standing
Director of Regulatory Services

sharlene@clpna.com

COLLEG E OF LICE NSE D PRACTICAL N U R SES OF ALB E RTA

Linda Findlay
Practice Consultant/CCP

lindafindlay@clpna.com

CLPNA Office Hours

Log On
to clpna.com

•
•
•
•
•

CLPNA Publications
Pertinent Information
Learning Modules
Competency Profile
Job Listings

and more…
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Regular Office Hours
Monday to Friday
8:30am to 4:30pm
Closed for
Statutory Holidays
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