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Outbreak
Nurses rise to the challenge as 
rates of deadly, hospital-acquired 
infections increase.

RNs to the rescue • Faculty shortage looms • Got your flu shot yet?
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Just 
Like 
New! 

The true test of any insurance provider is the 
speed and efficiency with which claims are  
handled and settled.  

Isn’t it time you had HUB on your side? 

 In-house Claims Team: has the resources, expertise and clout  
to provide our clients with the very best in claims advocacy  
and management. 

 Manage claims start to finish: Our claims team’s expertise is 
advocating for clients’ interests on individual claims.  Providing 
ongoing communication with the client and adjusters allows  
the claims process to be more efficient. 

The broker of choice for the RNAO group home & auto insurance. 

Make today the day you call in for a no-obligation quotation! 
  

887777..559988..77110022  
 

 
Look for regular insurance tips inside RNAO’s electronic newsletter In The Loop 

 

HUB:  Claims advocates for our clients 
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Heroes in our midst

editOR’s NOte KimbeRLey KeARsey

I’ve only found myself In one 
emergency situation where i truly 
felt the life of another individual 
was in my hands. in that instance, 
i actually surprised myself at 
how focused i was.  Adrenaline 
was my drug, but i think natural 
instinct also took over. 

most people have the capac-
ity to act when called upon, but 
a little bravery does not an RN 
make. the nurses you will meet 
in this issue demonstrate cour-
age every day. For that, we can 
all be envious, and truly grateful.  

Our feature about first 
responders (pg. 18) details how 
five Ontario nurses were called 
upon to provide care in unex-
pected situations. they were 
away from a hospital. they did 
not have the security of equip-
ment and resources within 
arm’s reach. they only had their 
instincts and knowledge to guide 
them. most people can only 
hope to handle themselves well 
when faced with uncertainty and 
stress. these nurses did. 

Our cover feature (pg 12) 
explores another kind of emer-
gency: outbreaks of infectious 
disease in the hospital setting. 
We talk to nurses about the 
challenges of infection control, 
the stress that protocols can 
sometimes place on their abil-
ity to care for patients, and the 
help they need from colleagues 
– and the public – to ensure 
patient safety. 

emergencies are frighten-
ing situations that demand 
focus. they may happen inside 
or outside our health-care sys-
tem. Regardless of the circum-
stance, it’s reassuring to know 
there could be an RN right 
around the corner to help us 
through those moments of 
uncertainty. 

None of the nurses we feature 
in this issue would describe 
themselves as ‘heroes.’ but i 
will. And i’ll follow that up with 
heartfelt thanks. Here’s wish-
ing all of you an emergency free 
holiday season. RN
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The truth about elder abuse must come out

pResideNt’s vieW WitH dAvid mcNeiL 

The cover sTory In The lasT 
issue of the Journal was, for 
me, both a difficult and neces-
sary read. the article focused 
on the work RNAO is doing 
to promote greater awareness 
of elder abuse, and featured 
the stories of four long-term 
care homes participating in the 
peAce (prevention of elder 
Abuse centres of excellence) 
initiative. For those of you who 
read it, you know that RNAO is 
fully aware of the urgency with 
which we need to tackle this 
issue head on.

According to statistics can-
ada, reports of elder abuse went 
up 14 per cent between 2004 
and 2009. As many as 7,900 
cases were reported, including 
instances of physical, sexual, 
emotional and financial abuse. 
Not all of them occurred in 
long-term care homes. in fact, 
many sadly took place in the  
so-called sanctity of a senior’s 
own home. but instances of 
abuse do occur in our long-
term care homes and we can’t 
kid ourselves about that fact.

that blunt truth was revealed 
in horrifying fashion in a 
recent investigative series in 
the Toronto Star. Using min-
istry of Health data, based on 
inspection reports, the news-
paper found 125 instances of 
abuse and 350 cases of neglect. 
in about a dozen cases, acts 
of abuse or aggression were 
so serious that staff should 
have notified police. but some 
homes either delayed report-
ing, or worse, never notified 
authorities. 

that’s why RNAO felt com-
pelled to send a memo to those 
of you we can reach by email. 
For those who didn’t receive 
that message, i’m using this 
opportunity to speak to you 
about this important issue.

As nurses, we are the trusted 
guardians of the most vulner-
able members of our society. 
However, when a member of 
our profession defies our val-
ues and knowingly takes advan-
tage of their position of power 

to abuse or neglect a patient, 
or fails to act on an allegation 
of abuse or neglect, we feel 
a profound sense of loss and 
anger within our professional 
community. What we do with 
these feelings is critical. We 
can choose to hang our heads 
in shame, frustration and/or 
fear; a choice that helps no one 
and serves to perpetuate the 
problem. Or we must use our 
powerful sense of injustice and 
spring into action. 

it is our legal and profes-
sional responsibility as nurses 
to report abuse and neglect 
to the appropriate authori-
ties every time we see or hear 
anything about abuse. Zero 
tolerance is the only accept-
able standard in our profes-
sion because we all know that 
one incident is one incident 

too many. the vast majority of 
nurses and administrators, as 
well as other health-care pro-
fessionals, come to work every 
day to do their very best. Now, 
more than ever, this involves 
reporting instances of abuse 
and neglect, and we each have 
a different role to play.

Nurse managers must ensure 
front-line providers have acces-
sible policies that clearly explain 
how to recognize and respond 
to abuse as it is seen or sus-

pected. training, evaluation and 
timely reporting to the appropri-
ate authorities strengthen your 
efforts. Advocating for whistle-
blower protection in all settings 
will help staff do the right thing 
and report without fear of repri-
sal. We rely on front-line nurses 
to be our eyes and ears, to bring 
the experiences of abuse out 
from behind closed doors. the 
strength of your courage, val-
ues and leadership can stop and 
prevent the abuse. 

simply act, use your voice 

and report, per policy direc-
tives, as soon as you are aware. 
Abuse and neglect can be  
eliminated if we work together. 
RNAO is here to support you 
if you feel your concerns are 
being ignored, or worse, if you 
are worried about the repercus-
sions of coming forward. 

the story of diane shay 
(Nursing in the News, pg. 8) is 
a compelling one. she paid a 
heavy price to do the right thing 
in reporting an instance of 
abuse she discovered at a nurs-
ing home in cornwall. but, in 
the end, her courage speaks vol-
umes about the kind of health-
care professionals we must be.

you should know that the 
association is working on sev-
eral fronts to address elder abuse 
through policy, development of 
a best practice guideline on elder 
abuse, advocacy, and by speak-
ing openly in the media. 

if each of us as individual 
nurses is constantly vigilant 
and following up when signs 
of abuse are discovered, this 
combined with our efforts as 
an association to advocate and 
raise awareness, we can elimi-
nate this most horrific crime. RN

davId mcneIl, rn, bscn, mha, 
che, Is presIdenT of rnao. 

“as nurses, we are The TrusTed 
guardIans of The mosT vulnerable 
members of our socIeTy.”

visit www.rNAo.org/elderabuse to find out more about the long-

term care facilities involved in the PeAce project. they are: the 

good Samaritan Society, Alberta and b.c.; bow view Manor, cal-

gary; Porteous lodge, Saskatoon; Winnipeg’s Parkview Place care 

centre; Winnipeg regional health Authority; residence St-louis,  

ottawa; hillsdale estates, oshawa; veterans health Unit and york 

Manor, fredericton; and harbourstone enhanced care, Nova Scotia.
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for 18 days ThIs fall, members 
had an opportunity to partici-
pate in an online survey, sharing 
their opinions on RNAO’s work, 
their thoughts on its strategic 
directions, and their recommen-
dations for improvement. A big 
thank you to the 2,500 nurses 
who put time and thought into 
completing the membership 
survey; your contribution to the 
board of directors’ strategic 
planning process is invaluable. 

Almost 80 per cent of 
respondents to our survey said 
they are ‘satisfied’ or ‘very 
satisfied’ with RNAO. they 
value educational opportunities, 
the energy and insight the 
association devotes to political 
action, the voice we give to  
the profession, and the access  
they have to legal assistance. 
Respondents also expressed  
a clear sense of belonging to 
‘their’ organization, and were 
pleased with the responsiveness 
of home office.

When asked where we can 
improve, respondents said  
they want to see staff nurses 
– who make up 60 per cent of 
our overall membership and 
represent more than half of 
those who completed the survey 
– reflected more in the work of 
the association. you’ve told us 
about your concern that RNs are 
being replaced by RpNs. you 
are so very right to be con-
cerned, and it’s time for RNAO 
to increase awareness of this 
troubling reality. Although there 
is a place for everyone on the 
health-care team, decreasing the 
number of RNs is counter to 

positive clinical and health 
outcomes. We have plenty of 
anecdotal evidence that RNs are 
being replaced by RpNs, and 
soon the college of Nurses of 
Ontario’s annual data will bring 
this dangerous trend to light. 

Armed with evidence about 
RN effectiveness on patients’ 
health and clinical outcomes, as 

well as organizational and 
system cost-effectiveness, and 
backed by RNs’ lived experi-
ences, we will position this issue 
at the forefront of our work. We 
already have a track record for 
success with regards to health 
human resource and scope of 
practice issues as they pertain 
not only to RNs, but also to 
nurse practitioners, chief nurse 
executives, and chief nursing 
officers. We will use this 
expertise and determination to 
tackle RN replacement head on. 

Fifteen per cent of survey 
respondents selected ‘political 
action’ when asked what they 
value most at RNAO. ten per 
cent selected ‘advocacy.’ We are 
pleased that you value these 
aspects of our work, and we 
know you take pride in the 

results, including the substan-
tive increase in full-time 
employment for all RNs – from 
49.9 per cent in 1998 to 68.2 
per cent in 2011. RNAO was the 
first to place on the political 
agenda in 1998 the urgent need 
to move to 70 per cent full time 
employment, and we have never 
let go. it’s this same determina-

tion and focus we promise to tap 
into when we move forward 
with the concerns you’ve shared 
in the survey. 

While we do this, we will 
remember your comments 
about action alerts: that there 
are too many, and they are too 
urgent. We hear you, and will 
limit action alerts to areas 
relevant to you. We will give you 
the choice to select which action 
alerts, if any, you want to hear 
about. As we do so, we will ask 
you to be generous with your 
time. We know your efforts 
make a huge difference to the 
lives of others. For example, in 
just one week this November, 
2,000 nurses responded to 
RNAO’s action alert demanding 
help for the residents of 
Attawapiskat. As a result, we 

have seen political movement. 
to your concerns that 

educational offerings are too 
toronto centric; we hear you 
and commit to expand our reach 
to communities across Ontario, 
especially those in northern, 
rural and remote areas. 

in the spring issue of the 
Journal, we will bring you details 
of the board of directors’ revised 
strategic priorities based on your 
voices. As an association that 
represents registered nurses 
who join voluntarily, we are 
accountable to you. this fall’s 
survey – in combination with 
focus groups and strategic 
planning retreats with RNAO 
assembly members and senior 
staff – has allowed the board to 
reassess RNAO’s direction. in 
some respects, the board has 
re-affirmed we’re headed in  
the right direction. in other 
respects, it has re-shaped the 
direction we’ll take in the future. 
A final report of the feedback is 
being drafted, and the revised 
strategic priorities will be 
finalized and approved by the 
board at its march meeting. 

be assured your voices have 
been heard, loud and clear. RN

dorIs grInspun, rn, msn, phd, 
lld(hon), o.onT, Is execuTIve 
dIrecTor aT rnao.

Members offer kudos and suggestions for improvement in fall survey 

execUtive diRectOR’s dispAtcH WitH dORis GRiNspUN

“a bIg Thank you To The 2,500 
nurses who puT TIme and ThoughT 
InTo compleTIng The membershIp 
survey; your conTrIbuTIon To The 
board of dIrecTors’ sTraTegIc 
plannIng process Is Invaluable.”  
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Debate rages over 
wind power
re: out with coal, in with 
renewable energy, Nursing 
in the News, September/
october 2011

We were disappointed to read 
of nurse practitioner Lel mor-
rison’s wholehearted endorse-
ment of wind power when the 
fact is, wind power projects are 
causing problems due to the 
environmental noise they pro-
duce. morrison references a 
report that is quite out of date. 
We refer readers instead to the 
findings of the environmen-
tal Review tribunal (July 2011) 
which, after hearing evidence 
from more than 20 experts, 
determined: “this case has 
successfully shown that the 
debate should not be simpli-
fied to one about whether wind 
turbines can cause harm to 
humans. the evidence pre-
sented to the tribunal demon-
strates that they can, if facilities 
are placed too close to resi-
dents. the debate has now 
evolved to one of degree.” Last 
year, a report prepared for the 
corporate wind industry sug-
gested it recruit health pro-
fessions and environmental 
groups to serve as “third party 
validators” for the industrial 
wind industry. We implore 
nurses to look deeper into this 
issue. there is much the wind 
industry is not telling you. 

Debbie Shubat,  
St. Joseph’s island, ontario

Jane Wilson,  
North gower, ottawa

eDitor’S reSPoNSe
RNAO believes wind energy, 
when appropriately cited, is 
one of several viable, renew-
able alternatives to coal and 
nuclear. the board of directors 
re-affirmed its support at its  
september board meeting. 

Former RNAO presi-
dent remembered
re: rNs mark the passing of 
a true leader, September/
october 2011

A few years ago, Joan Lesmond 
came to Kingston as the guest 
speaker for our annual RNAO 
dinner. i was asked to say  
the grace before the meal. i 
took this very seriously and  
was honoured to do my share 

for the evening’s event. When 
Joan got up to speak, she 
mentioned that the grace i said 
was sensitive and meaningful. 
she went on to say that she had 
never thought to comment on 
grace ever before. i was pleased 
that my thoughts reached  
her. i’ll always remember Joan 
for her appreciation and 
thoughtfulness, and her sense 
of being authentic.

Kathy coulson
Kingston, ontario

i would like to first mention 
how proud i am to be a mem-
ber of this organization. i was, 
however, very disappointed 
after reading the fall edition 
of the magazine, as i felt that 
Joan Lesmond’s tribute could 

have been better. As a previous 
president of RNAO, her pic-
ture should have been on the 
front page and her story given 
greater detail.

Marcia fisher
concord, ontario

To help or to hurt
re: the complexities  
of workplace bullying,  
legal column,  
September/october 2011

i loved the article on bullying in 
the workplace. i deal with this 
quite a bit when i do conflict 
resolution and mediation. it is 
sad that bullying takes place in a 
“helping” profession.

linda gravelle 
Sault Ste Marie, ontario

mAiLbAG
RNAO WANts tO HeAR yOUR cOmmeNts  
ANd OpiNiONs ON WHAt yOU’ve ReAd  
OR WANt tO ReAd iN RNJ.
WRite tO LetteRs@RNAO.ORG

OBITUARY
Dorothy Hall
August 1924–November 2011

dorothy Hall, honourary RNAO life mem-
ber and Ontario’s first provincial chief nurs-
ing officer, passed away on November 11 in 
palmerston, Ontario. the 87-year-old was best 
remembered for leading the charge to reintro-
duce the role of nurse practitioner into Ontar-
io’s health-care system in the early 90s. today, 
Ontario’s 1,900 Nps have the authority to diag-
nose, prescribe drugs, order most tests and as 
of July can now discharge patients from hospi-
tal. “Almost everything she envisioned came to 
fruition,” says theresa Agnew, past president of 
the Nurse practitioners’ Association of Ontario. 

Hall graduated from the University of West-
ern Ontario in 1947. she began her career run-
ning Red cross hospitals and clinics in remote 
Ontario outposts such as dryden, Lion’s Head 
and Rainy River. she delivered babies and 

provided emergency care on her own. Hall 
joined the World Health Organization (WHO) 
in 1950. she was first stationed in thailand, then 
New delhi, then europe. she returned to canada 
in the mid-1970s, and began to focus on mater-
nal health and midwifery. in 1993, at the request 
of Ontario’s Ndp government, Hall became 
Ontario’s first provincial chief nursing offi-
cer. “she was extremely good at building coali-
tions,” Kathleen macmillan, a friend and former 
RNAO president, recalls. “the regulatory bodies, 
professional associations, unions and academ-
ics ... she pulled them all together and laid out 
the framework [for] educational requirements, 
policy structures and legislation. she made 
some decisions that didn’t satisfy everybody, 
but because she was very pragmatic, she  
knew what was going to fly and what wouldn’t.”

Hall’s proudest moment came in 2002, when 
mcmaster University unveiled the $1 million 
dorothy c. Hall chair in primary-health-care 
nursing to focus on education and research. RN
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NURsiNG in tHe newS by stAcey HALe

RNAO & RNs WeiGH iN ON…

elgin St. thomas Public health nurse Darrell Jutzi (left) is doing 

his part to ensure students at Mitchell hepburn Public School 

have a safe – and healthy – way to get to class. in November,  

Jutzi and the school’s vice principal led a delegation of students 

and parent council members on a trip around the neighbourhood 

to identify routes students might use to ride to school. the 

weather may be getting colder, but Jutzi wants to encourage kids 

to ride year-round. hepburn is one of four schools that have  

been selected to take part in the Wheeling to School provincial 

initiative, which is supported by green communities canada, 

Share the road cycling coalition and the public health unit where 

Jutzi works. the initiative looks at the potential barriers families 

face in biking to school. in the spring, cycling safety training  

will be provided to prepare kids to ride in the warmer months. 

(St. Thomas Times-Journal, Nov. 17)

Protecting the elderly 
means protecting 
whistle-blowers  
cornwall RN Diane Shay won 
a legal victory in October when 
her employer, the city of corn-
wall, was convicted for retali-
ating against shay when she 
pushed administrators to report 
a case of resident abuse at the 
Glen stor dun Lodge nursing 
home. the city was ordered to 
pay a fine of $15,000 in a case 

that recognizes whistle-blowers 
need to be protected when they 
come forward. the outcome is 
precedent setting and places the 
onus on home operators every-
where to ensure allegations of 
abuse are thoroughly investi-
gated and reported. 

“it is … nurses who are given 
the responsibility to ensure 
(residents’) safety. to do so, we 
must be protected from per-
sonal attacks and discipline, 
including termination …,” shay 
told the Cornwall Standard-Free-
holder. (Nov. 2)

in may 2008, shay, a health 
and safety officer in the human 
resources department at the city, 
learned a resident was abused 
at the home. she advised her 
supervisor that provincial leg-
islation requires reporting of 
resident abuse to the ministry 
of Health. she was warned to 
leave it alone. After repeatedly 
urging her supervisor to report 
the abuse, shay began receiving 

retaliatory emails and was ver-
bally intimidated. she was disci-
plined for being insubordinate 
and her position was eliminated. 
shay sued her former employer, 
and after nine-months of civil 
action, was reinstated. 

“this is an important deci-
sion for nurses and the people 
we care for,” RNAO executive 
director Doris Grinspun said. 
“it enables us to speak out and 
protect residents without fear 
of retaliation.” (thecornwalldaily.
com, Oct. 28) 

Gail Paech, head of the 
Ontario Long-term care Asso-
ciation, spoke to media about 
elder abuse in November, fol-
lowing a Toronto Star investi-
gation that revealed vulnerable 
residents at some homes were 
being beaten, neglected and 
even raped. it will take a massive 
cultural change before the indus-
try fully accepts that transpar-
ency leads to better care, paech 
told the Star (Nov. 22). 

A fair wage 
RN Ruth Walden is one of more 
than 400 canada pension plan 
nurses who have been awarded 
$2.3 million for pain and suffer-
ing caused by decades of sex dis-
crimination by their employer, 
the federal government. in an 
order in October by the cana-
dian Human Rights tribunal, 
the nurses received $427.50 in 
compensation for each year of 
service. Walden and her col-
leagues — who determine the 
eligibility of applicants for cpp 
disability benefits — can also 
expect a larger payout next year. 

the nurses, 95 per cent of 
whom are female, perform 
essentially the same core func-
tions as a male-dominated group 
of cpp doctors, paid twice the 
salary. Walden filed the original 
complaint in 2004. Next spring, 
the tribunal will hear arguments 
about how much compensation 
the nurses should receive for lost 
wages. (Ottawa Citizen, Oct 30)

Cycling to good health

P
h

o
to

: Q
M

i A
g

e
N

c
y

Diane Shay

8     NoveMber/DeceMber 2011



NURsiNG in tHe newS by stAcey HALe

Nursing in Somalia
toronto public health nurse 
Safia Nur Ahmed travelled to 
somalia in september to help 
residents devastated by famine. 
in July, the United Nations 
declared famine in several 
regions of the African country, 
and tens of thousands of 
people died while millions of 
survivors fled to seek aid in the 
capital city of mogadishu. 

Ahmed, who was born in 
somalia and came to canada 
during the Gulf War, volun-
teered her nursing skills in 
a mogadishu hospital. she 
brought simple equipment, 
including thermometers, to care 
for malnourished children and 
families. she was inspired to 
become a nurse after watching 
children suffer during the Gulf 
War. “that’s the reason i went 
into nursing, so if this ever hap-
pened again, i would be able to 
do something,” she told CBC 
Radio. (Oct. 14) 

Family practice certificate
Judie Surridge and Sheilagh Cal-
lahan have teamed up to develop 
a new certificate program that will 
prepare RNs to work in family 
practice. “primary care is not 
really covered in any significant 
way in basic nursing school,” 
says surridge, president of RNAO’s 
Ontario Family practice Nurses 
interest group. toronto’s George 
brown college launched the 
one-year program in september. 
“First and foremost, we want 
to serve RNs in family practice 
who haven’t had any profes-
sional development opportuni-
ties,” says callahan, program 

co-ordinator. Family practice RNs 
play a unique role in health care, 
connecting patients and their 
families with health-care provid-
ers, and educating patients in 
prevention and treatment of ill-
ness (Toronto Sun, Nov. 6). visit 
www.georgebrown.ca to learn more.

Understanding  
the NP role 
canadian Nurses Association 
ceO Rachel Bard spoke to the 
New Brunswick Telegraph-Journal 

in October about cNA’s educa-
tion campaign to help people 
understand what nurse prac-
titioners do, and how they can 
improve care for patients.  
“We believe it is important to 
educate canadians about how 
their access to health care  
can be improved …” she said 
(Oct. 19).  the campaign – 
Nurse Practitioners: It’s About 
Time! – was launched in Fred-
ericton in October. 

According to Np Jennie 

Humbert, the public is not the 
only audience in need of fur-
ther education about the role. 
speaking out to educate insur-
ance companies, Humbert said 
nurse practitioners still need 

Out aND abOut

(top left) leAnn White, president of rNAo’s 

grey bruce chapter at a wreath laying 

ceremony in chatsworth.

(top right) Wellington chapter members Mary 

carley and elke ruthig mark remembrance 

Day in guelph.

(left) rNAo board member Norma Nicholson 

lays a wreath during November 11 ceremo-

nies in toronto.

Nurses across Ontario remember those who served in war
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NURsiNG in tHe newS 

doctors’ signatures to get insur-
ance companies to cover some 
services, even though Nps can 
legally order them. “the prob-
lem is the insurance compa-
nies still haven’t recognized 
that Nps are part of the primary 
health-care team,” says Hum-
bert, who practises at the West 
Nipissing community Health 
centre in sturgeon Falls. it’s a 
burden on patients and a waste 
of resources, she told CBC.ca. 
(Nov. 2)

Elder friendly hospitals
RNs Ryan Miller and Laurie 
Ellis are taking on leadership 
roles in their respective 
hospitals as part of a provincial 
initiative to make hospitals 
more elder friendly. miller, 
who works at Orillia’s soldiers 
memorial Hospital, is heading 
up a regional task force 
alongside representatives from 
all the hospitals in the North 
simcoe muskoka LHiN. “i 
think this work is imperative,” 
she told the Orillia Packet and 
Times (Oct. 13).  purchasing 
beds with easier access to  
call buttons; installing large, 
easy-to-read clocks and 
calendars so elderly patients 
don’t lose track of the date or 
time; these are just some of 
the ways hospitals are aiming 
to enhance care. Hospitals 

have historically done every-
thing for the elderly, says ellis, 
v.p. of Operations and chief 
Nursing Officer at West 
Lincoln memorial Hospital in 
Grimsby.  A new emphasis on 
giving back responsibilities to 
patients should ensure they 
don’t lose abilities. (Niagara 
This Week, Nov. 1)

Improving isolation 
rooms
brantford RNs Kim Pittaway 
and Marnie Seiveright partici-
pated in a focus group with 
brantford General Hospital in 
November. the nurses were 
among a group of more than a 
dozen weighing in on how the 
hospital constructs and operates 
isolation rooms. Nearly 10 new 
rooms are slated for construc-
tion over the next few months. 
“We seized the opportunity 
to examine how we currently 
care for patients in isolation 
but also with an eye to improv-
ing the process,” pittaway said. 
the group studied videotapes 
of themselves working in isola-
tion rooms, with patients who 
often reveal life in the rooms 
can be lonely. the focus group 
identified close to 100 ideas for 
improving processes, includ-
ing having a member of the care 
team ask at least once an hour 
about the patients level of pain, 

whether they need to use the 
bathroom or be repositioned in 
bed. (Brantford Expositor, Nov. 2)

LEttER tO tHE EDItOR
On Oct. 31, RNAO member  
and Grey Bruce chapter Presi-
dent LeAnn White wrote a  
letter to the Owen sound sun 
times to explain the important 
role public health nurses play  
in the health system.  

Public health nurses do 
behind the scenes work 
Recent news of contract nego-
tiations between the Grey bruce 
Health Unit and the public 
health nurses has motivated 
me to respond to the frequently 
asked question, “What is a pub-
lic health nurse?” Unlike the 
very visible bedside nurses at 
hospitals, much of the work in 
public health remains behind 
the scenes. public health 
nurses strive to identify poten-
tial health risks and to prevent 
the potential for those risks 
to become dangerous, much 
like the old adage, “a stitch in 

time, saves nine.” prevention 
comes in many forms. in Grey 
and bruce counties, assisting 
new mothers prevents health 
problems with babies, immu-
nization prevents disease, 
identifying disease outbreaks 
prevents rapid and uncontrolled 
spread of disease, educational 
campaigns raise awareness of 
potential health risks (think of 
the smoking bylaws, car seat 
safety, alcohol and drug use, 
sun safety). to accomplish the 
goal of keeping our commu-
nities healthy, public health 
nurses rely on people within 
our communities, so partner-
ships or coalitions are formed. 
Nurses motivate people to do 
what they can to stay healthy. 
public health nurses have been 
called the “public’s safety net.” 
potential problems are identi-
fied, education and skills are 
used to weave the net, so that 
when crises do arise, you can be 
protected and our communities 
can return to health. 

leAnn White 
chatsworth, ontario 

Ryan Miller, (back 
row, second from 
left) discusses her 
new role as the 
Senior Friendly 
Hospital Strategy 
Coordinator for  
the North Simcoe 
Muskoka LHIN. 

Out aND abOut

RNaO tRaNSLatES bPGs tO PORtuGuESE

executive Director Doris grinspun signed an agreement in 

November to translate rNAo’s best practice guidelines into 

Portuguese. She was joined by brazilian Nurses Association 

President ivone cabral (right), and regina Santos (far left) and 

Margarita Unicovsky from Associação brasileira de enfermagem.
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Amendment restricts  
access to ‘quality’  
information 
beginning in January 2012, on-

tario hospitals will fall under the 

province’s Freedom of Informa-

tion and Protection of Privacy Act 

(fiPPA). this means members of 

the public can request access to 

hospitals’ general records relating 

to operational functions, policy and 

financial considerations. in the 

spring of 2011, rNAo President-

elect rhonda Seidman-carlson 

appeared before a legislative com-

mittee to share the association’s 

view that the amended legislation 

constrains the public’s right to 

request information related to 

quality issues. More than 500 

rNAo members wrote letters to 

the Premier and MPPs to remind 

them that high quality care means 

transparency and accountability in 

health quality information. ontario 

is the last province to include hos-

pitals under freedom of information 

legislation. for infor mation, visit 

www.ipc.on.ca. 

 Giving youth a voice
for seven weeks this past fall, 

rNAo member and public health 

nurse Nicole Szumlanski encour-

aged youth between the ages  

of 10 and 24 to take photos that 

examine healthy living issues, 

including mental health, physical 

activity and sexual health. their 

photos were considered for a 

Photovoice contest, launched 

at Kingston, frontenac, lennox 

and Addington Public health Unit 

oct. 11. Szumlanski said the con-

test gave youth a voice, and an 

opportunity to express how they 

view healthy or unhealthy situa-

tions. “it’s a unique way for them 

to explain their thoughts and feel-

ings through their pictures,” she 

said. the initiative was organized 

by the eastern ontario tobacco 

control Area Network and six east-

ern ontario public health agencies.

 Work underway on  
 the 2014 Canada     
 Health Accord
in a presentation before the Senate 

committee on Social Affairs,  

Science and technology on oct. 

19, former rNAo board member  

and canadian Nurses Association 

(cNA) President-elect barbara 

Mildon recommended the govern-

ment focus on two key areas in 

the lead-up to renegotiation of 

canada’s Health Accord in 2014: 

a primary health-care system, and 

inter-professional teams. “A focus 

on primary health care contrasts 

with the way we have set up our 

system here in canada currently,” 

Mildon said. cNA chief executive 

officer rachel bard was also pres-

ent, saying canada can do more 

to integrate rNs in a more respon-

sive system of primary care. cNA’s 

presentation before the committee 

followed an rNAo resolution at 

cNA’s 2011 annual meeting that 

urged the national organization to 

lead in pushing for the immediate 

renegotiation of the Accord. 

 RNAO fights negative  
 nursing images 
halloween has come and gone, but 

not without rNAo combating the 

recurring negative stereotypes of 

nurses that tend to emerge each 

fall. in october, cbc’s Battle of 

the Blades featured a figure skater 

in a skimpy nurse uniform skat-

ing alongside a man dressed as 

a ‘nerdy doctor.’ the association 

responded with a letter, condemn-

ing the inference that nurses are 

sexually available. executive pro-

ducers of the show apologized in a 

letter to rNAo within a few days. in 

an october episode of cbc’s radio 

program Q, host Jian ghomeshi 

interviewed the managing editor 

of a women’s lifestyle website, 

who suggested women can wear 

whatever they want on halloween 

— including sexy nurse costumes. 

rNAo responded on an online cbc 

discussion board, noting that while 

the program attempted to enlight-

en listeners, the guest missed an 

opportunity to change views about 

nurses as sex objects.

NURsiNG noteS 

RN picks up award on behalf of team
rNAo member Sandra Dudziak said she was “extremely honoured” to accept an ontario long-term care  

Association (oltcA) award in october for her work in skin and wound care at revera long-term care in  

Mississauga. the nurse practitioner, who is revera’s national director of clinical services, said “it is not  

a one person award,” noting it takes a dedicated clinical team to provide wound care that is outcome  

driven rather than product driven. Dudziak accepted the award during long-term care Week (oct. 24–28).
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May 28, 2011. Just five months into sue matthews’ role as interim 
president and ceO of Niagara Health system, the registered nurse 
and long-standing RNAO member was forced to declare an out-
break of c. difficile at one of the organization’s seven sites (and later 
another two). Over the next five months, matthews successfully navi-
gated one of the most trying times of her career, facing challenges 
that no nurse could have been adequately prepared for, she says.

the hardest part of the outbreak, which officially ended Oct. 24, 
was the grief, she adds. the bacteria – spread by contact – took 
the lives of 37 patients (seven directly; 30 indirectly), leaving fami-
lies and staff to cope. Relentless media attention also took a toll on 
matthews and her staff, especially nurses. 

“i barely remember the first two weeks,” she admits. “i hardly slept.” 
instead, the nurse of 28 years, and every single employee at the 

network of hospitals, hit the ground running, pulling in resources, 
assessing gaps, and implementing solutions to manage the growing 
threat. matthews spent much of her time preparing for and host-
ing daily media briefings, fielding questions from reporters who, in 
those early weeks, were searching for blame – human blame. 

“patients and family members were going to the press, contend-
ing that they had seen nurses not washing their hands. they were 
pointing their fingers at nurses, accusing them of sitting on their 
duffs not doing anything,” she says. “the lowest part of all this for 
me is knowing people died. the second lowest part was watching 
the staff being dragged through the mud. the negativity was emo-
tionally exhausting.”

this kind of media scrutiny is usually reserved for brand new out-
breaks (such as sARs and H1N1). Niagara Health system, however, 
has been battling a wary and skeptical public since its restructuring 
in January 2009. 

the reality, matthews says, is that while hospital-acquired infec-
tions exist at every Ontario hospital all of the time, health-care 
professionals are facing tougher and tougher uphill battles keep-
ing them contained. For example, between 1999 and 2006, the 
incidence of mRsA (methicillin-resistant staphylococcus aureus) 
has doubled, while that of vRe (vancomycin-resistent enterococci) P
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to nurse and 
protect
RNs are rising to the challenges  
posed by increasing rates of deadly,  
hospital-acquired infections. 
BY LESLEY YOUNG
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Sue Matthews, NHS Interim President and CEO 
(second from left), managed the outbreak with help 
from colleagues and fellow management team 
members (L to R) anne atkinson, VP, Patient 
Services, Donna Rothwell, Chief Nursing Officer, 
and Interim Chief of Staff Joanna Hope.
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has tripled, according to the canadian Nocosomial infection sur-
veillance program (see pg 15, How does it all begin?). Rising rates 
are the result of bacteria growing stronger. Hospitals across the 
province have also seen improved testing and 
hyper vigilance, she says.

“Without question, infection control is the job of 
every health-care professional,” says michael Gar-
dam, director, infection prevention and control, 
at toronto’s University Health Network (UHN). 
that said, many responsibilities fall on nursing 
staff (both in day-to-day prevention and in outbreak 
mode) that pose challenges. these include risk 
reduction measures that increase workload, and 
educating a sometimes resistant public (and other 
health-care professionals) on hand hygiene prac-
tices. RNs are successfully facing these challenges, 
and developing innovative strategies and solutions 
for controlling hospital-acquired infections.

matthews is the first to admit that NHs made 
mistakes during the outbreak, and she owned up to 
those mistakes when confronted by the media. she 
says she was able to handle the pressure thanks to 
help from another hospital’s media expert who gave 
her several key strategies. the most important: be 
prepared and address problems before the media 
bring them to you. 

While matthews doesn’t condone inappropri-
ate infection control practices, she points out how 
risk reduction places a huge burden on nursing 

staff. “Research shows that on one 40-bed unit where 50 per cent of 
patients are in isolation, a nurse has to wash their hands 40 times 
an hour to meet infection control standards.” At NHs, she says, 

hand hygiene compliance is nearly 100 per cent. 
the provincial average is 67 per cent. On top of that, 
there is the donning of personal protective equip-
ment and sanitizing shared equipment. “i made it 
a goal to ensure this was not a monkey on the backs 
of nurses alone,” matthews says, adding she did 
this, in part, by using media briefings to remind the 
public about the virulence of hospital-acquired infec-
tions, and the public’s role in hand hygiene. 

these points are not well understood by the pub-
lic or media, says Lynn Ronnebeck, an RN in the 
infection control department at Lake of the Woods 
district Hospital in Kenora. “physicians or nurses 
get vilified because of inadequate hand washing or a 
deficient practice, but there are a host of other con-
siderations at play,” she says, including: “…how viru-
lent the organism is, the type of patient it affects, 
how compromised they are, and the type of proce-
dure being done. most hospital-acquired infections  
i see come from patients in the intensive care unit, 
the sickest of the sick.” 

“We can do our darndest to prevent nonsocial 
infections, but some bugs are pretty stubborn,” adds 
RNAO president david mcNeil, vice president of 
clinical programs and chief Nursing Officer at 
Hopital regional de sudbury Regional Hospital. P
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QuICk StatS
the rate of c. difficile 

infection in ontario 

climbed 33 per cent 
to .40 per 1,000 

patients to reach a peak 

in May 2011. by the 

summer, it had dropped 

down to just more than 

.30 per 1,000 patients.

ontario’s worst  

c. difficile outbreak  

on record was at 

burlington’s Joseph 

 brant Memorial 

hospital, where 91  
infected patients 

died in 2006 and 2007.

the canadian institute 

for health information 

suggests one in  
10 adults and one in 

12 children will contract 

an infection while in  

a canadian hospital.

a Windsor Regional 
Hospital RN stands behind 
the yellow line drawn 
between isolation patients 
and others without 
infection. the line is a 
visual reminder that nurses 
and other staff must follow 
infection control protocols.
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“c. difficile is an excellent example where there 
are complex issues that need to be tackled, includ-
ing with the environment.” (see pg 16, Why private 
rooms are the gold standard)

RNAO sent a letter of support to NHs during 
the outbreak, commending the work done by the 
nurses. “We know every nurse will continue provid-
ing the top-notch care you have provided without fail 
for years. your knowledge, skill and clinical judg-
ment are being pushed to new limits, but most cer-
tainly you are making a difference,” wrote mcNeil 
and doris Grinspun, executive director of RNAO. 

Hospitals are not alone when it comes to infec-
tion control. in fact, Ontario’s ministry of Health 
and Long-term care, through the provincial infec-
tious diseases Advisory committee, has developed 
cutting-edge guidelines, says RN Ronnebeck. the 
ministry also requires hospitals to report infection 
rates monthly, and offers assistance to hospitals 
(through the Regional infection control Network) in 
determining when an outbreak is declared (a com-
plex and variable formula). it also provides infection 
control practice assistance throughout an outbreak.

provincial health authorities assisted NHs this 
past summer and fall, including reviewing a wide 
array of practices and providing a report. Health 
minister deb matthews appointed a supervisor, 
Kevin smith, on Aug. 31. smith reported directly to the minister, 
which (sue) matthews says she welcomed as a way to “help reflect 
on our practices.” One of the recommendations specific to nurs-
ing from the provincial infection control Resource team was to 
empower NHs nurses with the ability to isolate a patient. “Why wait 
for an infection control specialist to make a decision that (nurses) 
can make?” asks (sue) matthews. 

Other measures NHs took that assisted nurses 
during the outbreak included approving a boost in 
nursing and housekeeping staff. it assessed job 
functions to remove non-nursing tasks from 
nurses, and reduced visiting hours. Hand hygiene 
auditors also provided immediate feedback when 
errors were spotted. While NHs’s antimicrobial 
stewardship program was in the works before the 
outbreak, matthews admits she’s “…not sure how 
much [nurses] were asking about overuse of 
antibiotics.” Led by the institute for safe medica-
tion practices canada, the program is testing a 
number of hospital interventions to stem the rise 
of antimicrobial-resistant organisms. One of its 
goals is to raise awareness and empower every 
nurse to question a patient’s need for antibiotics. 

policing infection control practices often falls 
to nurses and both UHN’s Gardam and RNAO’s 
mcNeil agree that RNs may not always feel ade-
quately empowered, especially if that policing 
involves confronting colleagues or physicians. One 
front-line, acute-care nurse who asked not to be 
named said, “physicians are the most difficult to get 
to follow infection control practices, namely to wash 
their hands. they will tell you that you are being too 
particular and that in their judgment, that patient is 
past the point where those practices are necessary.”

the public often comes in a close second to indifferent health pro-
fessionals. marie morden, an acute-care RN at Lake of the Woods 
district Hospital, says the public’s lack of education around infection 
control in hospitals can be a burden on nurses who have to take the 
time away from caring for patients to educate family members about 
the hospital’s due diligence measures. “We are reteaching it, over and 
over again,” she says. “When some families come to visit someone in 

Source: college of Nurses of ontario infection Prevention and control Practice Standard; and office of the Auditor general of ontario Special report:  
Prevention and Control of Hospital-acquired Infections, September 2008.

QuICk StatS
canada’s health-care 

associated infection rate 

is at 11.6 per cent, 
one of the worst among 

developed countries in 

the world.

A 2003 canadian study 

(the most recent 

numbers available) puts 

the number of hospital-

acquired infections in 

canadian hospitals 

each year at 220,000. 

these result in 8,000 
deaths annually. 

the U.S. center for 

Disease control and 

Prevention estimates 

there are 1.7 million 
hospital-acquired 

infections in American 

hospitals each year. 

About 99,000 deaths 

can be linked to  

these infections.

to spread infection, an 

infectious agent needs a 

reservoir where it can live, 

grow and reproduce, and 

a susceptible host. Modes 

of transmission include 

direct and indirect contact; 

droplet transmission; 

vehicle transmission (food, 

water or instruments); 

airborne transmission; and 

vectorborne (insects).

C. DIFFICILE (clostridium 

difficile): Antibiotics reduce 

the normal levels of  

good bacteria in intestines  

and the colon, which allows  

c. difficile bacteria to  

grow and produce toxins. 

transmission occurs 

through direct and indirect 

contact. 

FRI (febrile respiratory 

illness) including colds, 

influenza and pneumonia: 

Droplets containing 

disease-causing organisms 

are either inhaled by  

the patient or touched by 

the patient who then 

touches a mouth, nose or 

eyes. transmission  

occurs through droplet  

and contact.

MRSA (methicillin-resistant 

Staphylococcus aureus):  

S. aureas bacteria living on 

the skin, nose or in the 

lower intestine may cause 

an infection and resist  

a common class of 

antibiotics (people may 

carry the bacteria  

without having symptoms). 

transmission occurs 

through contact.

VRE (vancomycin-resistent 

enterococci): enterococci 

bacteria in lower intestine 

or other areas (e.g. urine, 

blood, skin) may cause  

an infection and resist 

antibiotics (people  

may carry the bacteria 

without having symptoms). 

transmission occurs 

through contact.

hoW 
DoeS  
it All 

begiN?
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isolation, it’s almost as though they feel they are being punished by 
having to put on a gown, gloves and mask.”

ceO matthews recalls how one nurse at NHs received the fol-
lowing remark from a much taller male family member when 
asked to don personal protective equipment: “make me.” the 
nurse did, actually, by being firm, and by mentioning she would 
call hospital security if need be.

Gardam, who helped develop unprecedented infection control 
measures during the sARs outbreak in 2003, says education is just 
one piece of the puzzle when it comes to developing infection con-
trol improvements. Workplace culture is another important piece. 
“you can have the knowledge, but the workplace culture is such 
that you just don’t pay attention to practice. it’s not only nurses who 
aren’t empowered in health-care settings. many groups aren’t 
empowered.”

Karyn popovich, vice-president and chief Nursing and Health 
profession executive at North york General Hospital, does regular 
walkabouts on units to engage nursing and house-
keeping staff in conversations about infection con-
trol practices. “We want them to know we are proud 
of the work they are doing. that really helps build it 
into the culture.” she adds that the hospital’s expe-
rience during sARs offered some valuable lessons 
about infection prevention and control practices, 
including creating a culture of trust, openness and 
transparency between hospital administration and 
front-line staff.

in matthews’ experience, you can’t underesti-
mate the power of face-to-face communication for 
rolling out new policies around infection control, 
and for empowering staff to implement them. “We 
launched an initiative during the outbreak where 
each unit’s manager, health program director and 
the v.p. did daily rounds.” Knowing senior staff was 
involved and supportive bolstered morale and rein-
forced staff’s responsibilities, she says.

may Abdalla, Windsor Regional Hospital’s 
(WRH) infection prevention and control co-ordi-
nator, shares that view. she says staff engagement 

at WRH has resulted in a number of nurse-led infection control 
solutions. One idea that originated from a front-line nurse at WRH 
addressed the need to reduce the risk of human error (for exam-
ple, forgetting to wash hands or sanitize equipment). in high risk 
areas, one side of the hallway is used for isolation patients only, says 
Abdalla. A yellow line was literally drawn down the hall so that all 
staff would remember infection control protocols when they crossed 
it. “instead of just a random area being in isolation, now a consis-
tent area exists where all the equipment is kept. it is much easier 
and more effective.”

several nurse managers also stepped up with ideas to improve 
processes. they helped speed up necessary isolation of patient trans-
fers by making incoming patients’ infection status an element on 
the existing transfer forms. “When a patient arrives, we know right 
away if they have c. difficile, mRsA or something else,” Abdalla 
explains, adding this eliminates the need to find somewhere to place 
them while they are being tested. 

the hospital’s icU nursing staff also came for-
ward with a solution to help alleviate workload and 
save the hospital money. they developed a patient 
supplies form at the bedside and have one nurse 
fill it out before each shift. “this nursing initiative 
is very effective in reducing the risk of transmis-
sion through contaminated patient supplies. it also 
reduces waste, since supplies left after discharge 
are discarded during the cleaning process,” Abdalla 
says. “they committed to it because it really saves 
them time in the end. they don’t find themselves all 
outfitted in personal protective equipment only to 
be missing a piece of equipment.” 

these kinds of measures are terrific examples of 
the kind of parting advice matthews has for every 
organization. “be proactive. don’t wait for something 
to happen to review your practices. you have to stay 
on top of it.” And to front-line nurses, matthews says 
this: “Remember: all of the stress totally outweighs 
the difference you are making in people’s lives.” RN

lesley young Is a freelance wrITer/edITor In aurora. 

QuICk StatS
in 2003, ontario’s 

SArS epidemic put 

thousands into 
quarantine, infected 

375 and killed 44.

in canada, roughly  

10 per cent of  
the populace of  

3.5 million have been 

infected with h1N1, and 

in the 2009 epidemic, 

there were 428 

confirmed deaths.

A World health 

organization report 

finds medical error and 

hospital infection rates 

run as high as 16 per 
cent worldwide.

North york general hospi-

tal (Nygh) announced an 

expansion in the summer 

of 2011 that would include 

40 additional beds, 80 per 

cent of which would be in 

single-patient rooms. “this 

really allows staff to put 

any patient in a private 

room rather than keep 

them waiting around not 

knowing where to place 

them in case of infection,” 

says Karen Popovich, 

Nygh vice-President and 

chief Nursing and health 

Profession executive. 

“Single-bed rooms are the 

reality of the future.” 

infection control experts 

contend that in an ideal 

world, all future hospital 

rooms would be 100 per 

cent private. research sug-

gests that single-bed rooms 

alone can reduce infection 

rates by up to 45 per cent. 

Michael gardam, Direc-

tor, infection Prevention 

and control at toronto’s 

University health Network, 

says single-bed rooms 

reduce nursing workload 

because nurses have ev-

erything they need at their 

fingertips.

And yet, hospitals are 

slow to embrace the design. 

rN Pierette brown, 

executive Director at 

Algoma family Services 

in Sault Ste. Marie, wrote 

letters to her local media 

making the case for why 

the new hospital, which 

opened there last March, 

should have private rooms. 

“they brushed me off…

said they were too far into 

the process to change,” 

she says of hospital 

administrators. “but it’s an 

80–20 split, which is bet-

ter than 70–30, what they 

were originally planning,” 

she concedes. 

brown is confident 

awareness will grow,  

in part, because of the  

virulence of hospital-

acquired infections.  

“it’s just a matter of time 

before we will be forced  

to change the way we set 

up rooms.”

W h y  P R I V a t E  R O O M S  A r e  t h e  g o l D  S t A N D A r D
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This flu season, Frances cadogan did some-
thing she never thought she would. the 
nurse from London, Ontario rolled up her 
sleeve and got her very first flu shot.  

A severe allergy to latex and sensitivity to 
medications, coupled with misinformation 
and fear, left the nurse of 10 years saying 
‘no’ to the needle every year. “i was dubious 
about putting it into my body,” she admits. 

that anxiety gave way to reason this 
year, when cadogan’s manager recom-
mended her for an infection control role at 
st. Joseph’s Health care. in her new posi-
tion, cadogan would be required to attend 
monthly meetings to learn about combat-
ing infection in the hospital. October’s 
meeting focused on influenza, and every-
one was encouraged to get vaccinated. 

“my first reaction was ‘oh, i don’t know,’” 
she says of the moral dilemma. How can i 
encourage fellow nurses to get the flu shot 
when i’ve avoided it for years, she thought.  

After watching a presentation by the hos-
pital’s infection control team, cadogan was 
convinced. they did a great job educating 
us, she says. they dispelled myths about the 
shot, including: the vaccine causes the flu 
(not possible because it does not contain any 
live virus); the vaccine doesn’t work (statis-
tics show it can prevent illness in 70 to 90 
per cent of healthy children and adults).

Last year in Ontario, less than half (42 per 
cent) of health-care workers in acute and 
complex continuing care got a flu shot. in 
long-term care, it was slightly higher at 58 
per cent. immunization rates among health-
care workers have decreased over the last 
five years. despite education and campaigns 
to promote the flu shot, it seems nurses are 
not following cadogan’s lead. 

peterborough nurse Joni Wilson is an 
exception. she gets a flu shot every fall. she 
says it’s important for nurses to get immu-
nized because it helps to reduce illness and 
death associated with influenza. As director of 
care for peterborough’s st. Joseph’s at Flem-
ing long-term care home, Wilson sees the 

negative impact of flu outbreaks on elderly 
residents. “the elderly are at greater risk of 
complications from the flu,” she says, adding 
there are also psychological repercussions 
when an outbreak is called. Residents may be 
isolated, and kept from seeing their families.  

Wilson educates her staff and encourages 
vaccination. Workers can carry the virus and 
not even realize they have it, she says. “i want 
staff to think of residents first.” And it seems 
they are. Last year, 87 per cent got the shot. 

According to Health canada, an estimated 
4,000 to 8,000 canadians – mostly seniors 
– die every year from flu related complica-
tions such as pneumonia. twenty-thousand 
are hospitalized. Higher rates of vaccina-
tion among health-care workers could help 
to curb these numbers. Wilson says the 
financial burden may decrease too. “it costs 
money to send residents to the hospital,” 
she notes, adding there are also costs asso-
ciated with personal protective equipment 
needed during an outbreak.

barbara yaffe, director of communica-
ble disease control and Associate medi-
cal Officer of Health for toronto public 
Health (tpH), believes getting the shot is 
a professional duty. in an effort to improve 

immunization rates, tpH launched an 
awareness campaign in October called  
the Containment Challenge, which includes 
posters and a video of well-known profes-
sionals in the health community, includ-
ing RNAO’s executive director doris 
Grinspun. each explains why it’s impor-
tant for health-care workers to get the  
flu shot. mobile carts travelled around 
some hospitals offering on-the-spot shots. 
the Challenge was to vaccinate as many 
health-care workers as possible before  
Nov. 15. the health-care facility with the 
highest coverage rates, and the one with 
the most improved rates, will be recog-
nized at the toronto board of Health  
meeting next spring.  

in the U.s., history has shown the only 
way to improve rates of immunization 
is by making the flu shot mandatory for 
health-care workers. yaffe hopes canada 
doesn’t have to go there. “there are a lot  
of legal and human rights issues with 
making it mandatory,” she says. “it would 
be great if we could get the rates up with-
out going there.” RN

sTacey hale Is edITorIal assIsTanT aT rnao. 

A shot in the arm
Fewer than 50 per cent of health-care workers in acute and complex continuing  
care got the flu shot last year. efforts to boost interest in this tried and true infection 
control measure are underway, but are nurses interested? by StAcey hAle

Frances Cadogan gives a colleague the 
flu shot. to find out how you can get 
vaccinated, visit www.rnao.org/flu
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Medical emergencies happen every day. Riding a bike during 
rush hour, a man experiences a seizure. coming around a sharp 
corner on an icy road, an oncoming car swerves to avoid an animal 
and flips onto its side in a ditch. At a dinner party, following a 
curling match, a team player turns ashen, incoherent and slumps 
in his chair. think you won’t be in these kinds of places at just  
the right time? think again. Here are three stories of nurses in first 
responder emergencies. How did they cope? And what skills did 
they draw on to make a difference?

RN firm, not forceful, when advising cyclist to 
remain on scene
public health manager maureen cava was coming up on a tricky 
traffic circle on a spring day in may 2011 when something odd 
caught her eye. “i saw a man lying on the sidewalk. someone 
else was standing near him talking on his cell.” Her first thought: 
“someone’s on the ground. i need to go help this person.” 
Remaining calm, she rode up and got off her bike. she identified 
herself as a nurse to the bystander, who was an off-duty police 
officer. He had witnessed the man having a seizure, pulled over, 
placed him in the recovery position and called 911.

“He was able to speak,” cava says of the man who was regain-
ing consciousness. “i asked questions and was able to determine 
his medical history.” He had had a brain tumour, and was on anti-
seizure medication. At the time, he was on his way to pick up his 

daughter from school. While waiting for paramedics, the man 
recovered, and was keen to get back on his bike and pick up his 
daughter, says cava. 

“He didn’t even want to wait for the paramedics never mind go 
to emergency,” she says. “i was not comfortable with that. i had to 
be firm, not forceful, but firm,” she adds.  “i told him, as a nurse, 
i felt responsible for him. i couldn’t force him to stay and have an 
assessment, but i did not feel comfortable with him getting back 
on his bike.” she convinced him to wait for paramedics, but he did 
not go to emergency. Once ems arrived, she felt reassured, and 
left them with him to ensure he got home safely (other arrange-
ments were made to pick up his daughter).

cava tapped into a great deal of conviction during this crisis. 
she says she was able to do that because she trusted herself. After 
35 years of nursing, some 24 years in managerial positions, cava 
only recently returned to the front line when she was asked to 
assist during a labour disruption and help out at a shelter. “Out 
there in the street, without support around me, it did feel really 
different,” she admits. “As the only experienced medical person 
on the scene, it was a big responsibility.” 

cava is proud of her stay-calm approach and readiness to assist. 
“it’s not about being a nurse. it’s who i am as a person. i see 
someone in trouble, i just react,” she says, adding, “you’re never 
really prepared. Out on the street, anything can happen. you just 
have yourself, and your brain, and that’s it.”

  Code... 

you could be called upon to put your 
nursing knowledge into practice when 
you least expect it. How will you 
respond in an emergency situation?
BY LESLEY YOUNG
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toronto Public Health RN 
Maureen Cava came to the aid  
of a man having a seizure.
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three RNs are better than one, for patient and 
for provider

in march 2011, belleville RNs susan 
mcconnell, Rosemary enright and 
susan barchard were enjoying a post 
curling wrap-up dinner at their 
clubhouse in tweed. enright was 
sitting next to a fellow curler when she 
noticed he was slumped forward. “i 
called his name (Wray), and shook him 
a little.” she pulled on his shoulder. “i 
felt dead weight. i knew he was 
non-responsive.” enright announced to 

no one in particular, “there’s something wrong with Wray.” Fear 
cut through both enright and mcconnell, and within seconds the 
entire room leapt into action. 

barchard, who was seated further away, saw mcconnell running 
to the phone. “the next thing i saw was somebody lying on the 
floor.”  the semi-retired nurse practitioner, who had not worked in 
emergency for over a decade, said it was like strapping on ice skates 
after years away from the sport; it just came back to her. “Get the 
Aed (automatic external defibrillator),” she shouted as she ran over.

the three nurses worked as a team, one on each side, one 
holding Wray’s head. Within two minutes of the episode, the trio 
– who had minimal training on how to use an Aed – took over 
cpR, applied the pads, and pressed 
the button. “i don’t remember the 
crowd except for that moment, when 
they all gasped,” says enright. the 
three nurses kept up the cpR for what 
seemed like an eternity, and when 
they checked, Wray had a pulse and 
blood was returning to his face. 

barchard’s memory of bystanders is 
clearer. many, she says, were quite vocal 
about continuing cpR well after Wray’s 
pulse had returned, and before the ambulance arrived. “i was able to 
filter it out,” she says. “i do wonder if someone without medical 
knowledge would have bowed to the pressure. they might have 
caused more problems, like broken a rib…” the incident was an 
eye-opener, she adds. “i’m the type of person who will sit back and let 
others more experienced do something. i didn’t see anyone like that 
here, and so i jumped into action. i am proud of that.” 

enright and mcconnell both work at belleville General Hospital. 
they agree there is little on-the-job experience that prepares  
you for such a frightening situation. All the more reason they were 
grateful to have one another to rely on. 

“Here are my angels,” Wray said of 
enright and mcconnell when they 
visited him while on shift the next day. 
“that was really heartwarming,” 
enright says, adding that she’s thrilled 
Wray made a full recovery and is back at 
the curling club. “As a nurse, i always 
wondered in the back of my mind if  
i would encounter something like this 
in my lifetime,” she adds. “i hoped i 
would do the right thing, and i did.”

Home care RN remains calm in the face of 
uncertainty
On a clear winter day in February 2011, home care nurse Lesley 
Anthony was on her way to her next appointment after visiting a 
patient in brant county. she was following a truck along a familiar 
road known for a particularly sharp 45-degree turn. “coming around 
the corner, i saw a blur of something. i had no idea what it was, but 
i knew something had happened,” says Anthony. the truck driver 
slammed on his brakes. “As he pulled over, out of the corner of my 
eye, i saw a car in the ditch, on its side.” 

in that moment, Anthony felt absolutely no fear. “i knew some-
thing significant had happened. possibly people needed my help. 
that was my only thought on the matter. there was no analysis, 
nothing else.” she pulled safely off the road, grabbed her cell phone, 
and headed to the overturned car, now resting on its passenger side. 

the truck driver was also heading to the wreck, as was another 
gentleman. Anthony didn’t waste a second. she went right up and 
peered into the car. the male driver was alert, and unhurt. His wife, 
held in position by her seatbelt, was also okay. 

“i talked to them calmly. i told them i was a nurse and that 911 
had been called.” that’s when the driver told Anthony his sister was 
in the back, but Anthony couldn’t see anyone. pulling herself up to 
a better vantage point, she looked down into the car and saw a tiny, 
immobile body huddled against the rear door. “she wasn’t moving, 
or answering my questions.” At this point, the two adults in  
the front seat were panicking, asking about ‘doris,’ adds Anthony. 
“i decided to crawl into the back window.”

it was a good thing she did. the elderly woman was positioned 
with her head curled down near ditch level where cold water was 
quickly collecting. Anthony didn’t move doris, but positioned her-
self so she could curl her arm under doris’ head to support it up and 
away from the water. she was uninjured, but couldn’t move.

For the next 30 minutes, Anthony, soaked in ice cold water, chat-
ted with the passengers in an effort to keep them calm. “i don’t 
think i stopped to think about anything. i just wanted to keep 
everyone talking. i asked them where they had been, if they had 
children.” As time passed, she had to keep reassuring the driver 
(fraught with guilt and fear) that everything was going to be okay. 

A few weeks later, the driver and his wife, Jack and barb muntz, 
invited Anthony for tea, and gave her a necklace with an angel 
charm. “[the experience] reinforces why i am glad to be a nurse. 
that i had the comfort level to stop and kick into action.”

Anthony is genuinely unimpressed by her actions. “i wouldn’t 
have done anything that was outside my proficiency.” she does 
admit, however, that the impulse to help in an emergency is the 
same impulse that drove her to become a nurse. “We become 
nurses because we are compassionate people and we want to help 
others, whether it is in a hospital bed, at home or in a ditch.”  RN

lesley young Is a freelance wrITer/edITor In aurora. 

“i talked to them calmly. i told 
them i was a nurse and that 911 
had been called.”

Susan barchard

Susan McConnell

Rosemary Enright
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The organIzaTIonal sTrengTh 
and political influence that 
RNAO enjoys today rests on a 
firm foundation built by Laura 
barr, the association’s execu-
tive director from 1960 to 1976. 
barr’s vision and leadership led 
to many important milestones 
that define the profession today. 
she is described by nurses as 
someone with political savvy, a 
keen respect for nurses and a 
collection of fabulous hats. 

“people were devastated when 
she announced her retirement,” 
remembers mary bawden, a 
board member during barr’s 
tenure. she was there when 
barr announced her departure 
and recalls “the whole room was 
in tears. people wondered how 
we could continue.”

barr, who currently lives in a 
long-term care home in Wind-
sor, never planned to become 
a nurse. she was working as 
a secretary at salvation Army 
Grace Hospital in Windsor in 
1945 when her aunt, who was 
the director for the hospital, 
phoned to tell her a first-year 
student had just dropped out. 
barr agreed to take the spot,  
and started the next day.

After graduation, she attended 
the University of toronto’s 
school of nursing to get her cer-
tificate in teaching. Once com-
plete, she returned to salvation 
Army Grace Hospital and taught 
in the nursing program for three 
years. she left acute care for a 
position in a physician’s office 
because she wanted a change. it 
wasn’t long before she started to 
miss acute care, and eventually 

left family practice to become 
assistant director of nursing at 
Windsor’s metropolitan Hospi-
tal. this is where she met long-
time friend Kay Arpin, now a 
retired nursing professor.

 “Laura was quite well 
known in Windsor as a leader,” 
remembers Arpin, noting 
that she was chair of RNAO’s 
Windsor-essex chapter. barr’s 

engagement at the chapter level 
led to her participation on the 
board of directors. Arpin says 
barr was “somebody that people 
noticed” for her engagement 
both inside and outside nurs-
ing. Her most notable work 
outside the profession was as 
an organizer for Windsor’s 
100th anniversary celebrations. 
both of these voluntary roles 
brought her leadership skills, 
intelligence and confidence 
into focus. before long, she was 
being groomed to become the 
association’s executive director 
(ed), Arpin says. 

barr’s vision was for nurses to 
function as independent practi-
tioners, not as assistants to physi-
cians, remembers bawden. “she 
helped create the professional-
ism of nursing in our province. 
And because Ontario has the 
largest number of nurses, she 
was setting the development of 
the whole practice of nursing 
across the country.” 

Gail donner sought advice 
from barr when she took on the 
role of RNAO ed less than a 
decade after the highly respected 
Windsor native left. “she was 
incredibly progressive…and was 
quite a shrewd politician in the 
old way that people did poli-
tics…quietly and behind closed 
doors,” explains donner. 

she says one of the most 
memorable lessons barr taught 
her was the importance of show-
ing respect for members by 
communicating openly. “in 
any leadership position, you 
have access to information that 

the broad membership doesn’t 
have,” donner says. “you have 
to help members understand 
where you’re going; you can’t be 
too far ahead of them.”

 barr led nurses through tre-
mendous change during her 16 
years as ed. she was involved 
in developments that continue 
to influence the profession 
today. in 1960, at the request 
of the ministry of Health, she 
was involved in studying the 
feasibility of a college of nurses 
in Ontario. At that time, RNAO 
was responsible for the regis-
tration of nurses. today, the 
college of Nurses of Ontario 
(which was formed in 1963) is 
the regulatory body. barr also 
played an important role in 
the formation of the Ontario 
Nurses Association (ONA). 
between 1965 and 1972, RNAO 
sponsored the organizing of 
104 local nurses’ associations 
that bargained as individual 
units. When those nurses asked 
RNAO to form a central union, 
ONA was born. in 1974, RNAO 
transferred its collective bar-
gaining activities to ONA. 

“Laura provided the stability, 
the continuity and the vision the 
association needed,” says current 
ed doris Grinspun. she counts 
barr as one of her mentors, add-
ing: “she was actively moving 
the association forward.”

donner says barr will be long-
respected for her contribution to 
the profession. “she was a very 
powerful force in nursing.” RN

jIll-marIe burke was medIa rela-
TIons coordInaTor aT rnao. 

Windsor RN shows early signs of leadership
At A tiMe WheN NUrSeS Were oNly begiNNiNg to fiND their voice, lAUrA bArr WAS Not AfrAiD to be vocAl. 

RN pROFiLe BY JiLL-Marie BurKe

three things you 
don’t know about 
Laura barr: 
1.  She was born in Japan, where 

her parents were working as 

Salvation Army missionaries. 

2.  She helped organize the  

city of Windsor’s anniver-

sary celebrations in 1954. 

3.  She knitted beautiful  

sweaters and loved to bake. 

Laura barr (top, right  
and below, centre)
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Ontario has come a long way with its post-graduate offerings  
for RNs, but academics say there’s some work to do  

to address the faculty shortage that looms on the horizon.   
BY KIMBERLEY KEARSEY

Nancy Purdy says she’s still not making the salary she earned as a 
chief nursing officer a decade ago, but the satisfaction and sense 
of accomplishment she feels teaching students  makes up for any 
shortfalls in the pocketbook. A tenure-track associate professor at 
Ryerson University for three years, purdy says she always knew she 
wanted to get her phd and enter the world of academia, but it wasn’t 
until eight years ago that she found herself in a position to make 
it happen. in 2003, she was offered a severance package when the 
hospital where she worked restructured. it was one of those ‘now or 
never’ situations, so she took the leap. 

Graduate student Heather thomson, on the other hand, never 
envisioned herself in academia when she finished her master’s 
degree in 2009. Her vision for the future had her heading for the 
type of administrative role purdy had vacated several years before. 
to reach that career milestone, thomson decided to accept a fellow-
ship doing patient safety research at the University of toronto. sud-
denly, she realized that getting a phd, conducting her own research, 
and bringing it to students in a classroom was a much better way for 
her to leave her mark on the health-care system. 

For some, the decision to pursue a phd with the goal to teach is 
easy. For others, the journey may be a little less direct, and at times 
surprising. Regardless of how they arrive at their destination, nurs-
ing academics are welcome at the front of the classroom. in fact, 
their presence is needed because Ontario is facing a shortage of 
nursing faculty that is threatening its chances of producing the 

number and calibre of RNs needed for the future. 
statistics compiled by the canadian Association of schools of 

Nursing (cAsN) (2008-09) reveal almost 14 per cent of nursing fac-
ulty in canada is over the age of 60. Almost 35 per cent is over 55. 
And yet, admission rates for nursing schools across canada reached 
a 10-year high in 2009. that year, more than 14,000 students began 
their degrees, almost 50 per cent more than a decade earlier. there 
are no signs this increasing interest in nursing will wane any time 
soon, which begs the question: what happens when these older 
nurses retire? Who will teach the next generation of RNs? 

it’s a question that sparks a lot of debate, especially when you con-
sider the number of canadian nurses pursuing their phds – a man-
datory requirement for tenure at a university – has only increased 
incrementally over the last five years (from 76 to 84). Forty-two 
nurses graduated from doctoral programs in 2009. Given cAsN 
estimates an annual need for 650 phd prepared nurses, this pool of 
grads represents less than 10 per cent of the required total. 

conversations with members of the academic world reveal there 
are some conflicting views on whether or not we’re actually experi-
encing a faculty shortage. Although some suggest we’re okay right 
now, they don’t deny the reality that Ontario is likely to find itself 
falling short on faculty in the not-too-distant future.  

ten years ago, RNAO’s board of directors passed a resolution 
at the association’s annual general meeting to call on the ministry 
of training, colleges and Universities to provide more funding to 

 Falling 
Short
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universities to expand doctoral programs in nursing and to increase 
funding available to universities interested in developing such pro-
grams. in 2004, then minister mary Anne chambers announced at 
an RNAO education conference that the government would invest 
$10 million over four years to fund phd nursing programs. At the 
time, mcmaster University, the University of toronto, and Univer-
sity of Western Ontario were the only schools to offer phd programs 
specifically in nursing. since the funding was announced, three 
additional programs have started, at Queen’s University, University 
of Ottawa and Laurentian University.   

betty cragg was a nursing professor at the University of Ottawa 
when the funding was announced. she remembers the optimism it 
generated, especially since it followed an Association of Applied Arts 
and technology survey that predicted almost 50 per cent of univer-
sity faculty and almost 40 per cent of college faculty would retire by 
2010. At the time, cragg expected to be one of those retiring faculty 
members at the end of the decade. but the years that followed did 
not play out as she expected. Nor did they result in the number of 
retirements predicted in the survey. 

cragg retired in July 2011, at the age of 68. she says her later-
than-expected departure was thanks to the abolition in 2006 of 
mandatory retirement at 65. she and three fellow faculty members 
retired in July, one of whom was older than cragg. their positions, 
she says, have not been refilled, but she’s not sounding any alarm 
bells just yet. in fact, cragg is one of those who suggests we are not 

experiencing a shortage at the moment. two years ago, for the first 
time in her 20 years as a professor, there were no full-time, tenure-
track vacancies at the University of Ottawa. All 32 faculty positions 
were filled. “Full time, tenure track, the whole ball of wax,” she says. 
she credits the university with “growing its own” (seven of the 12 
who have finished their phds in Ottawa have been hired as faculty), 
but reserves some healthy skepticism about how long the university 
can report such favourable numbers.   

Although relatively new to the academic world, purdy is also reluc-
tant to say the “sky is falling,” but she doesn’t pretend the world 
of nursing academia isn’t facing the threat of a troubling shortage. 
purdy says she works as hard as she ever did as a chief nursing  
officer, but doesn’t feel stretched or stressed for lack of faculty. in 
fact, she has colleagues who are having trouble finding positions. 

catherine tompkins, Associate dean of Health sciences and 
director of the school of Nursing at mcmaster University, sees it 
differently. tompkins, who is also chair of the council of Ontario 
University programs in Nursing (cOUpN), admits it’s startling just 
how many vacancies have been recorded in canadian universities. 

“i was just at a cAsN meeting and they were giving the numbers 
(for 2010)…they reported 110 vacancies.” the number one reason for 
this, she notes, is getting qualified people to fill the positions. there 
are issues with funding as well, she adds. “there are hiring freezes 
because the universities are in challenging financial times. it’s com-
plex to know exactly what the cause is…but there are vacancies.” 

Nancy Purdy (right) and Heather thomson take different 
journeys to academia, but end in the same place.
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purdy suggests she and other professors have a role to play in 
addressing the problem. Ryerson, she says, is doing a lot of the right 
things to promote graduate studies among students with aptitude. 
“As faculty, we’re always trying to support them,” she says. “We 
try to find opportunities for students to be research assistants…to 
publish with us…so if they do want to pursue a phd or a graduate 
degree, they’re more competitive.” 

purdy also believes there’s a lot to be said for late bloomers who have 
more comprehensive practice experience coming in. tompkins agrees. 

Nurses who pursue graduate education are “not like those in the 
humanities or the arts where they come straight from a baccalaure-
ate, to a master’s to a phd and they’re graduating by the time they’re 
30,” tompkins says. Nurses “are, very often, people who are out 
there working in already established roles and who are planning to 
go back to those or planning to stay within their organizations. the 
career path is quite different.”

RNAO, in its Creating Vibrant Communities document (released 
January 2010), urged the government to consider some key recom-
mendations to address the looming faculty shortage (see sidebar 
below). tompkins says the recommendations are important, but 
suggests it’s equally important to entice more nurses to pursue their 
master’s degree. “We need to put the emphasis on taking in excellent 
master’s students because they’re going to be our pool for the phd.”

Heather thomson was one of those master’s students who was 
drawn into a phd program. Her passion to teach is clear. but she’s 
the first to admit she stumbled upon that pas-
sion. she suggests that students – whether 
they’re pursuing a baccalaureate, a master’s 
or a phd – don’t have enough exposure to the 
kinds of things academia has to offer. “i think 
as a student, you are primarily exposed to the 
research side of things and not necessarily 
the teaching piece unless you’re working as 
a teaching assistant (tA). if i wasn’t a tA, i 
don’t think i would be all that interested in it.”

students and faculty also suggest the lack 
of interest in the education sector can be 
linked to an increase in other opportunities 
for nurses who have graduate degrees. man-
agement and administrative positions – chief 
nurse executive is one – will draw many phd 
prepared nurses away from academia. Lower 
salaries in the education sector are also a 
deterrent, as are workload issues that leave 
some faculty feeling they’re being asked to 
do more with less support.  

drawing more graduate students into 

academia is important. but equally important is the retention of 
existing academics. University of Ontario institute of technology 
RN and associate professor Wally bartfay, along with RNAO mem-
ber and Queen’s University nursing professor ena Howse, con-
ducted research on the faculty shortage in 2007. bartfay and Howse 
share concern about the way universities have adopted a corporate, 
for-profit model for education. 

 “At UOit…we used to have a class of 30…now it’s gone to 60. 
We used to supervise four students clinically, now we’re supervis-

ing half a dozen. everything has been increasing, especially over 
the last decade.” He’s incensed that while class sizes are growing, 
universities are sometimes hiring instructors for less. seasonal lec-
turers can be hired for as little as $5,000 per course. the cost to 
deliver four courses – the expected course load for most faculty – is 
only $20,000 as opposed to a base salary of $80,000 for an entry 
level, tenure-track assistant professor, he says. “this raises questions 
about the quality and consistency of education, given contract lectur-
ers are not held to the same standards and expectations as tenured 
professors,” bartfay adds. He worries that if you don’t have tenured 
professors teaching core nursing courses, you are not providing stu-
dents with “cutting edge, research driven, evidence-based” content. 

bartfay admits that canada is about 10 years behind the U.K., U.s. 
and Australia when it comes to the supply of phd prepared nurses, 
and the availability of doctoral and post doctoral programs. “We 
need a culture here to develop it,” he says, adding the shift won’t 

happen in the next few years. it will probably 
be another decade before we adopt a post doc-
toral training model that provides a bridging 
opportunity for people to learn how to write 
grants, teach and receive the mentorship they 
need to be successful in academia.  

When members of RNAO debated and 
ultimately passed the resolution almost a 
decade ago to lobby the ministry of training, 
colleges and Universities for more fund-
ing and better access to phd programs for 
nurses, it was part of an ongoing effort to 
open up more opportunities for nurses, and 
to build the credibility of the profession.  
“i think we’ve come a long way,” tompkins 
says optimistically. “We still have a ways to 
go but we’ve got more programs certainly  
in Ontario. the difference between the late 
90s and where we are now is huge.” RN

kImberley kearsey Is managIng edITor/
communIcaTIons projecT manager aT rnao. 

RNaO RECOMMENDatIONS  
tO GOVERNMENt 

rNAo, in its Creating Vibrant 

Communities document (released 

January 2010), urged the govern-

ment to consider some key recom-

mendations to address the looming 

faculty shortage:

•  fund universities to increase their 

PhD entries by 10 per year, and their 

master’s entries by 100 per year

•  create an endowment for three-year 

doctoral fellowships for nurses to 

allow at least 15 applicants per 

year to advance their research and 

accelerate completion of their disser-

tations, with priority given to nursing 

faculty

•  raise Nursing Education Initiative 

funding from $1,500/student/year 

to $2,000/student/year

“Student-to-faculty ratios are growing. before we used to  
have a class of 30…now it’s gone to 60. We used to supervise  
four students clinically, now we’re supervising half a dozen. 
Everything has been increasing, especially over the last decade.”

24     NoveMber/DeceMber 2011



Nurses decry  
housing conditions  
in Attawapiskat
details about deplorable living 
conditions in the Aboriginal 
community of Attawapiskat, 
near James bay, prompted 
RNAO to write an open let-
ter to prime minister stephen 
Harper and Ontario premier 
dalton mcGuinty on Nov 23. 

Attawapiskat chief theresa 
spence declared a state  
of emergency at the end of 
October and requested the 
evacuation of the community’s 
2,000 residents, stating she 
feared for the lives of children 
and elders with the onset of 
winter. Her plea for help led 
to a visit by area mp charlie 
Angus (Ndp). He reported  
seeing five families living in 
tents and up to 20 in sheds 
without indoor plumbing 
or adequate sources of heat. 
Another 128 families were  
living in houses condemned  
as a result of black mould  
and failing infrastructure.

more than 2,000 members 
responded to RNAO’s call for 
letters to politicians urging 
them to intervene.

in its action alert, RNAO 
pointed out how freezing tem-
peratures, a lack of running 
water, improper sanitation and 
overcrowding can lead to the 
spread of infectious diseases. 

the federal government 
agreed to spend $500,000 
for renovations, but Angus 
said that money won’t go far 
enough, especially given the 
high cost of housing construc-
tion in the north. At press 
time, negotiations continued  
to increase federal funding by 
two million dollars. 

Although reserves fall under 
federal jurisdiction, RNAO 
wants the provincial govern-
ment to do its part to advocate 
on behalf of the Aboriginal  
community, and press Ottawa 
into action.

meanwhile, the canadian Red 
cross stepped in to offer tempo-
rary help to the community.

Liberal government 
throne speech sets 
legislative agenda
before the christmas break, 
Ontarians got a taste of  
the Liberal government’s key 
priorities during a throne 
speech delivered by Lieutenant-
Governor david Onley.  

the good news is that while 
the province’s economy is still 
mired deep in recession, the gov-
ernment has pledged to protect 
spending for health and educa-
tion. A special commission look-
ing into government spending 
is expected to release its recom-
mendations in January. chaired 
by don drummond, a former 
senior economist with td bank, 
the commission is conducting a 
wide-ranging review of all pro-
gram spending.  

RNAO was among the first 
stakeholders invited to meet 
with drummond and his team 

to give its views on health 
expenditures. the association 
emphasized its long-standing 
belief that the most efficient 
and cost effective health care is 
delivered in a publicly funded, 
not-for-profit system. Other 
recommendations included 
ensuring adequate numbers 
of RNs, expanded roles for 
nurses, and recognizing the 
value Nps bring to the health-
care system. 

RNAO establishes  
task force on primary 
care nursing
Giving nurses a greater role  
in delivering primary care is 
the goal of a new RNAO task 
force. Almost 4,300 nurses 
(2,873 RNs and 1,412 RpNs) 
work in a variety of primary 
care settings throughout the 
province. RNAO believes their 
role is untapped and should  
be expanded to include group 
education, patient care 
coordination and common 
procedures such as pap smear 
exams. this will enable family 
physicians and Nps to focus  
on more patients in a timely 
manner, and in a more 
comprehensive way.  

the task force wants to hear 
from a broad cross-section 
of nurses who work in com-
munity health centres, family 
health teams, family prac-
tice offices, Np-led clinics and 
remote health centres, as well 
as from family physicians. the 
task force will be chaired by the 
president of RNAO’s Ontario 
Family practice Nurses inter-
est Group and RNAO execu-
tive director doris Grinspun. 
it will bring key stakeholders 
together to recommend revi-
sions to this nursing role. 

pOLicy At WORK

a Red Cross worker loads 
sleeping bags onto a trailer at 
the airport in attawapiskat
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it’s not too late to send  

an action alert. visit  

www.rNAo.org/attawapiskat.
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JANUARY
January 25
HOW tO JOb SEaRCH EFFECtIVELy

Webinar

January 31
MID-CaREER NuRSE SyMPOSIuM

ottawa, ontario

FEBRUARY
February 1
LEaDERSHIP at tHE POINt  

OF CaRE 

Workshop

ottawa, ontario

February 12–17
CHIEF NuRSING OFFICER/ 

CHIEF NuRSE ExECutIVE  

PubLIC HEaLtH aCaDEMy

Niagara on the lake, ontario

MARCH
March 1
13tH aNNuaL QuEEN’S PaRk Day 

Queen’s Park legislative building

toronto, ontario

March 2–3
RNaO aSSEMbLy aND bOaRD OF 

DIRECtORS MEEtINGS 

Delta chelsea hotel and  

rNAo home office

toronto, ontario

March 5–9
DESIGNING aND DELIVERING 

EFFECtIVE EDuCatION  

PROGRaMS 

toronto, ontario

March 7–9
LONG-tERM CaRE LEaGuE  

OF ExCELLENCE 

london, ontario

March 25–30
WOuND CaRE INStItutE

Niagara falls, ontario

APRIL
April 16
HOW tO WRItE aN EFFECtIVE 

RESuME aND COVER LEttER

Webinar

April 26–28
RNaO aNNuaL GENERaL MEEtING

toronto, ontario

(see advertisement on  

opposite page)

MAY
May 3
NuRSING PROFESSIONaLISM IN 

COLLabORatIVE tEaMS

Workshop

toronto, ontario

May 7–13
NatIONaL NuRSING WEEk

Nursing – the health of our Nation

May 11
ExPO – CaREER FaIR

toronto, ontario

JUNE
June 11–15
DESIGNING aND DELIVERING 

EFFECtIVE EDuCatION PROGRaMS

ottawa, ontario

JULY
July 8–13
bESt PRaCtICE GuIDELINES 

FOuNDatIONaL INStItutE

best Practice guidelines Advanced 

institute

blue Mountain

collingwood, ontario

SEPTEMBER
September 27
PRECEPtORSHIP FOR NuRSES

Workshop

toronto, ontario

September 30– 
October 5
HEaLtHy WORk ENVIRONMENt 

INStItutE

hockley valley

OCTOBER
October 15
LEaDERSHIP FOR NEW GRaDS

Workshop

Windsor, ontario

NOVEMBER
November 1–3
NuRSE PRaCtItIONERS’ 

aSSOCIatION CONFERENCE

london, ontario

November 18–23
CHRONIC DISEaSE MaNaGE-

MENt INStItutE

blue Mountain

collingwood, ontario

DECEMBER
December 3–6
DESIGNING aND  

DELIVERING EFFECtIVE  

EDuCatION PROGRaMS

toronto, ontario

cALeNdAR

Unless otherwise noted, please contact events@rnao.org or call 

1-800-268-7199 for more information.

PLAN AHEAD
June 4–7 
International Nursing Conference
NuRSING: CaRING tO kNOW, kNOWING tO CaRE

A joint effort of the hadassah hebrew  

University Medical center and rNAo

the inbal Jerusalem hotel

for information, www.israel.rnao.ca



CLASSifiEDS
ANNUAl DiAbeteS  
coNfereNce for  
heAlth ProfeSSioNAlS
April 13 and 14. the holiday inn,  

Kingston, ontario. topics to include:  

ontario Diabetes Strategy, insulin  

Management Made easy, living with  

Diabetes, cognitive behavioural therapy, 

e.D., Smoking cessation, Ask the  

Doctor, Diabetes and the elderly.  

Contact: Margaret little, 613-547-3438 

or hartwork@kingston.net

becoMe A certifieD  
cANcer coAch
the National Association of Professional 

cancer coaches (NAPcc) is a federally 

registered non-profit organization. We  

are seeking nurses and registered 

health-care professionals to assist can-

cer patients in communities across  

canada. you will provide information on 

medical treatment options and guidance 

in proactive self care. training as a  

certified professional cancer coach is 

your first step to this rewarding commu-

nity service, or you may choose a  

successful career in private practice.  

for more information, please visit  

www.napcc.ca; e-mail napcc@cogeco.ca, 

or call (905) 560-8344.

Wondering what your association is doing to ensure there are 
enough nurses to care for patients? curious about how RNAO 
sets its priorities for the coming year? interested in meeting 
the next president of RNAO? then consider coming to your 
association’s Annual General meeting. this is your chance  
to connect with your association, meet fellow nursing  
colleagues from around the province, and see what your 
professional nursing body is all about. 

Call for Voting Delegates 
Deadline: Monday, February 27, 2012 
For appointment forms and/or more information,  
call penny Lamanna, 1-800-268-7199 ext. 208  
or e-mail plamanna@rnao.org 

aGM registration
After Jan. 27, please visit www.RNAO.org to access online 
registration for RNAO’s 87th Annual General Meeting.  
Or, download a hard copy of the AGm registration form, 
complete it, and fax back to RNAO. Questions? call bertha 
Rodrigues at 416-408-5627 or 1-800-268-7199, ext. 212.

Hotel accommodation reservation
RNAO has established a block of rooms at the Hilton toronto 
at $178 per night (+ taxes). Rate guaranteed until Friday,  
March 30, 2012. After Jan. 27, a link to the Hilton toronto  
reservations site can be accessed at www.RNAO.org 

r N A o ’ s  8 7 t h  

ANNuAL GENERAL MEEtiNG
thUrSDAy, APril 26 to SAtUrDAy, APril 28, 2012

hiltoN toroNto, 145 richMoND Street WeSt, toroNto

W W W . r N A o . o r g

INtEREStED IN PROMOtING  
yOuR EVENt?
RNAO members receive a 15 per cent 
discount on classified advertising.  
To find out more, or to book  
your space in an upcoming issue,  
email editor@rnao.org or  
call 416-599-1925/ 
1-800-268-7199, ext. 233.

R N A O ’ S  A N N U A L  A W A R D S  
F O R  E X C E L L E N C E  I N  
H E A L T H - C A R E  R E P O R T I N G

E X C E L L E N C E
Honouring the best health- care repor ting of 2011 

2
0

1
1

DEADLINE
FOR ENTRIES:
JANUARY 18, 2012

Ho n o u r i n g  t h e  b e s t  h e a l t h - c a r e  r e p o r t i n g  o f  2 0 1 1  

E X C E L L E N C E

FOR ADDITIONAL INFO:
    www.RNAO.org/mediaaward
    mdicostanzo@RNAO.org
    1-800-268-7199 ext. 250

2
0
1
1

DEADLINE

FOR ENTRIES:

JANUARY 18, 2012

At its annual Awards for Excellence in Health-Care 
Reporting, RNAO takes time to honour journalists 
who have covered a nursing, health or health-care 
issue exceptionally well.
We encourage you to suggest journalists in your 
community submit their work for consideration. 
Submissions must have been published or 
broadcast in Ontario during 2011. 

RNAO’s ANNUAL AWARDS FOR
EXCELLENCE IN HEALTH-CARE REPORTING



The Lawrence S. Bloomberg Faculty of Nursing Centre for Advanced 
Studies in Professional Practice (CASPP) offers opportunities for nurses 
and other health care professionals to expand their knowledge in clinical 

practice, education, leadership, research and informatics.
Our faculty of outstanding clinicians, researchers and educators draw

on the latest research and scholarship to provide thought-provoking
programs that will advance your skills, support practice development

and enhance your career.
Join us for a CASPP course or workshop, and become part of a

growing network of thought leaders in health care.
For a list of CASPP’s upcoming professional development

programs and exam preparation courses, visit
bloomberg.nursing.utoronto.ca/CASPP.

WELCOME to the CENTRE
for ADVANCED STUDIES in
PROFESSIONAL PRACTICE

Follow us on Twitter @UofTNursing

Be an innovator. Lead practice change.  

Follow us on Twitter @UofTNursing@UofTNursing

this is an excellent opportunity to contribute to rNAo’s mission to advance healthy public  

policy and to promote the full participation of registered nurses in improving health and in shaping 

and delivering health services now and in the future. 

the primary responsibilities of this role are to develop and formulate policy by identifying and  

analyzing critical nursing practice issues. the main focus of this role is public health nursing, primary 

care and home care, with participation in other sectors as needed. As Nursing Policy Analyst, you  

will be an integral contributor to the development of policy positions, policy statements, and a variety 

 of other communications and reports. you will represent rNAo in a variety of settings with other 

stakeholders and the government. you will also be responsible for environmental scanning of nursing 

practice, health, and social policy issues, and conducting research for policy development leading  

to preparation of background and/or position papers regarding nursing practice, research, education 

and administration. 

the successful candidate will be a member of rNAo and the college of Nurses of ontario. A 

Master’s degree in nursing, political science or a related field is required and PhD in progress or com-

pleted is an asset. you will bring at least five years progressive experience to the role with at least 

three years of clinical nursing practice. experience in the area of public health nursing, primary care or 

home care as well as strong knowledge of health and social policy issues is a must in this role. the 

successful candidate will possess superior writing skills. this is a full-time position, salary commen-

surate with experience. rNAo is now a member of hooPP.

Please submit your resume by January 13, 2012 to humanresources@rNAo.org or to Director 

of finance & Administration, registered Nurses’ Association of ontario, 158 Pearl Street, toronto, 

ontario, M5h 1l3, or by fax 416-599-1926. 

the Registered Nurses’ association of Ontario is seeking a committed,  
knowledgeable and passionate RN to join our Health and Nursing Policy team. 



Address: P.O. Box 89088,  991 King Street West, 
Hamilton, Ontario, Canada, L8S 4R5

Website: www.acupunctureprogram.com      
E-mail: acupuncture@mcmaster.ca Tel: 905-546-5500

MEDICAL ACUPUNCTURE 
PROGRAM:

An Evidence-Based Approach

REGISTER NOW FOR SPRING 2012
Level 1: An Evidence Based Approach 

(100 hours) 
Our program is neuro-anatomical, scientific and 

evidence based with ample opportunity to practice 
safe needling in small group sessions and visualize 

various acupuncture points in the anatomy lab.

*Special Discount is offered to the first 10 Registered 
Nurses that send in their complete registrations.

Please call us or check our website for more details.

Program Chair: Dr. K. Trinh, MD, MSc, FCFP, FRSS, 
Diploma in Sports Medicine

Let your aspirations become a reality at 
Revera — one of Canada’s largest providers of 
retirement residences, long term care homes 
and home care services for almost 50 years.  

Visit our website for 
career opportunities.

reveraliving.com

Imagine being rewarded with exciting 
nursing career opportunities, competitive 
compensation and working alongside  
the industry’s best and brightest talent. Focus on the Family

Get your postgraduate certificate in Family Practice Nursing.

Be part of a dynamic interprofessional health team serving a  
growing number of Family Practice/Primary Care settings across  
Ontario and Canada.

The program is based on a primary health-care model in which  
collaborative, client-centred teamwork enables professionals  
to practice to their full capabilities, leading to better client 
outcomes and higher job satisfaction.

Learn more at georgebrown.ca/nursing

GBC_11084_RNJournalAd_FamPrcticeHR.indd   1 11-09-26   10:47 AM



I wIll never forgeT The day carol* approached me To Tell me abouT 
her first cpR experience. As a teacher, i’ve grown accustomed 
to hearing how students are fascinated by the rapid response of 
health professionals during an emergency, the role each plays, and 
the sudden realization that nurses have an important responsibil-
ity when it comes to the lives and health of others. 

but, this student was different. i was not prepared for what 
carol would tell me. With tears in her eyes and concern in her 

voice, she began to share  
her encounter with a frail 
elderly man. Her shift began 
with routine morning care 
and a conversation with  
the patient only moments 

before the unexpected cardiac arrest and subsequent code blue. 
“When i was asked to take a turn, i could feel the ribs breaking 
with each compression and i’m afraid it’s my fault he died,” she 
told me. As i tried to console and help carol, i reassured her  
that it was not her fault. i commended her for trying to save her 
patient’s life. What i did not understand was how she related  
her care of the patient to an elderly parent who was terminally  
ill at home. When looking at the patient, she saw her father. 
When he died, she saw her father die. 

carol was a second career student. she – and so many other stu-
dents who have come to nursing later in life – has changed the way 
i see my students. Older students view nursing education so dif-
ferently from their younger counterparts. mature students want 
to join the nursing profession feeling prepared, but they are often 
challenged to achieve this. perhaps this is because there is often 
more at stake with responsibilities associated with family, finances 
and employment that drive their desire to become successful in 
nursing education. most draw on knowledge from their life experi-
ences and are intrigued by the learning process. 

With this growing appreciation for second-career students, my 
view of nursing and my role as a teacher has changed. Nursing, to 
me, means supporting second career nurses with the unexpected. 
i now take extra time to listen and provide support. i have become 
part of their cheering team as they work their way into nursing. 
i would like to believe i was able to provide that support to carol, 
whose father passed away before she completed the program. 
she told me that he would have been proud to watch her finish. i 
reminded her that he was with her every step of the way. RN

cIndy pallIsTer Teaches In The rpn program aT sT. claIr college, 
Thames campus. she Is also an In-paTIenT surgIcal nurse aT The 
chaTham-kenT healTh allIance.

iN tHe eNd BY CindY paLLiSter

What nursing means to me…

DROP US A LINE OR TWO  
We’d love to hear about what  
nursing means to you. your  
story could appear in RN Journal. 
email editor@rnao.org.
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* A pseudonym has been used to protect the identity of the individual.30     NoveMber/DeceMber 2011





S•R•T Med-Staff is a trusted leader in the healthcare community with 

a reputation for excellence in quality of care. With the greatest variety 

of shifts and top pay rates to the highest quality of nurses, it’s no wonder

Toronto RNs & RPNs continue to rank S•R•T Med-Staff number one 

or that so many healthcare providers trust S•R•T Med-Staff personnel 

to provide an exceptional level of care.

Contact us today for your personal interview at 416•968•0833

or admin@srtmedstaff.com

On The Pulse 
of HEALTH CARE

SRT Medstaff 4 Colour Ad  – RNAO. 2011.      7.125 inches wide x 9.875 inches deep.            Contact: Eric Bell 416 961 4060 ext 224


