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Time to renew your RNAO membership • Why unionized RNs need legal assistance

26 per cent of 
Canadians have 
diabetes, and 
that number 
is on the rise. 
What can we do?
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 A look at diabetes 
  RNs are offering exceptional diabetes 

prevention and management programs 
that will inspire others to help meet  
the demands of a burgeoning disease. 
By Melissa Di Costanzo

20 ENOs advance nursing, health issues
  to celebrate membership renewal 

time at RNAO, policy, communica-
tions and membership executive 
network officers (eNOs) share  
stories of success in their chapters 
and interest groups.  
By Melissa Di Costanzo
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Partnerships: past, present and future

editOR’s NOte KimbeRLey KeARsey

In my early days at rnao, I was 
communications officer/writer 
for the association, and had the 
opportunity to work with exec-
utive network officers (eNOs) 
responsible for the communi-
cations portfolio. RNAO has 
changed considerably in the 
years since i held that role, 
but the expectations of eNOs 
remain the same. in this issue, 
we feature their work in policy, 
communications and member-
ship (page 20), outlining the 
expectations of the role, some 
of the history behind it, and 
how much each eNO says they 
have gained from their experi-
ence. three hundred members 
are embracing the challenges 
that come with this title, 
and staff at home office are 
impressed by the tenacity and 
openness to learn that so many 
eNOs possess. 

that same tenacity and 
eagerness is what Ontario 
needs as it faces The Diabe-
tes Dilemma (page 14) over the 
next decade. Nurses in all sec-
tors and specialties can expect 
to feel the repercussions of a 
surge in diabetes rates, and 

must prepare to take on more 
when it comes to prevention 
and management of this com-
plex chronic disease. there’s 
no shortage of inspiration in 
the stories featured in this 
issue. We won’t claim that 
we’ve tapped into the experi-
ences and expertise of even 
a small percentage of nurses 
doing amazing things in diabe-
tes care, but we think you will 
enjoy reading the compelling 
stories we have found and fea-
tured in this issue. 

to each of you who will 
take on this new practice chal-
lenge over the coming years, 
and to those who have already 
embraced new challenge in the 
form of volunteerism with your 
chapter or interest group, we 
applaud the important work 
you’ve taken on, and will take 
on. As we approach the close 
of one membership year and 
look to the start of another, we 
(at home office) are grateful for 
the partnerships we’ve been 
privileged to build with mem-
bers, and look forward to new 
relationships as we embark on 
another membership year. RN
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Caring should extend 
to colleagues
re: meaningful mentorship 
breeds success,  
july/august 2013

i would like to take this oppor-
tunity to commend you on your 
article, Meaningful Mentorship 
Breeds Success, and to highlight 
an excellent example of men-
torship from our organization, 
extendicare.

Janice dunn, RN and 
regional director for extendi-
care’s east region, is actively 
interested in mentorship. she 
familiarized herself with the 
concept through a course at 
her church. since taking that 
course, she has advanced her 
career, moving through a 
number of positions and pro-
gressing from director of care 
to regional director. during her 
time as regional director, Janice 
employed a strategy of identi-
fying those who demonstrate 
leadership abilities, informing 
them of the potential she sees 
in them, and inquiring to con-
firm a leadership position is in 
their interests. Once confirmed, 
Janice works with the candi-
date on a development plan 
to ensure they are prepared 
to step into their desired role. 
through this method, she has 
“grown” numerous directors of 
care and administrators. i have 
been an RN for over 20 years 
and greatly attribute my success 
to the support of my mentor. 
Over the years, i have called 
her when in doubt and she has 
provided invaluable guidance, 

reassuring comments and 
suggestions. i challenge all 
nurses to provide support and 
guidance to those less experi-
enced. We are in the business 
of caring for others and that 
should extend to our peers. We 
should take pride in supporting 
one another and protecting the 
health-care sector we build for 
future generations.

tracey mulcahy
markham, ontario 

Practical experience is 
crucial for new grads
re: meaningful mentorship  
breeds success,  
july/august 2013

i am writing to applaud the 
innovative programs developed 
to assist new RNs who are  
transitioning into their careers.  
i’m sure we can all remember 
(and it has been many years 
for me) what it was like start-
ing that “first job.” Orientation 
time is often too brief, and  
is taken up reading policies 
and procedures. i am appalled 
by the lack of practical  
experience in our new RNs, 
and the failure of teaching 
facilities to acknowledge that 

after four years of university, 
these grads have not admin-
istered an intramuscular 
injection (among other things). 
Perhaps if more emphasis 
is placed on basic skills, and 
these are prerequisites to  
graduating, the “transition” 
will be smoother and safer  
for all concerned.

lisa kowalski 
kapuskasing, ontario

Mentors support  
clinicians, educators  
in community 
re: meaningful mentorship 
breeds success,  
july/august 2013

i enjoyed reading about how 
Meaningful mentorship breeds suc-
cess, and was thrilled to see the 
invitation for others to share suc-
cessful mentorship stories. We 
have implemented a successful 
program in the Waterloo- 
Wellington region to support and 
build on the knowledge, skill and 
judgment of new diabetes edu-
cators and primary care staff to 
manage more complex diabetes 
patients in the community. An 
experienced certified diabetes 

educator was hired as a mentor/
best practice facilitator, and 
visits the various community 
practices in the region to sup-
port clinicians or diabetes 
educators in the community. 

A typical session involves 
the mentor sitting in on an 
appointment with the client 
and educator. the educator 
interacts with the client in the 
usual assessment or teaching 
session, with the assistance of 

the mentor, if required. At the 
end of the session, the educa-
tor does a self-reflection and 
identifies areas they would like 
to improve, or topics they feel 
they need assistance with. the 
mentor critiques the counseling 
event, focusing on developing 
motivational counseling skills, 
increasing the educator’s  
knowledge of diabetes-related 
topics, offering ideas of alter-
nate teaching strategies, and 
most of all identifying the posi-
tive knowledge and skills the 
educator is already using in the 
session. the session is meant to 
promote confidence in the “art” 
of counseling. the program was 
evaluated using a self-adminis-
tered questionnaire. eighty-six 
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On second
thought…
Three RNs talk about 
shifting careers to a 
life in nursing.

RNJ-JuneJuly2013-v5.indd   1 Jul 23   1:03 PM

In the fall of 2011, merely weeks after Woodstock General Hospital 
(WGH) staffers moved into a brand new space, administrators  
faced a big concern: 80 per cent of the new part-time RNs on the 
hospital’s two acute care units were recent graduates, and 60 per 
cent of full-time RNs were new to the profession. These numbers 
made RN Jackie MacKenzie, director of acute inpatient services, 
panic. More beds at the new facility meant more RNs were required, 
but recruitment was a challenge.  

Sixteen neophyte nurses “lacked the experience and the level of 
competency we needed,” MacKenzie says. Some hadn’t adminis-
tered an intramuscular injection; others completed their practicums 
in community or public health, but had little exposure to acute care. 

Given this, WGH managers decided that the hospital’s traditional 
orientation, followed by unit-specific training, was not enough, 
so MacKenzie helped to devise a plan: enlist RNs and RPNs with 
more than five years of work experience to act as preceptors to their 
respective professional colleagues on the two acute care units for 
three months.  

The idea immediately hit a barrier when some staff members said 
they didn’t feel adequately prepared to precept. To help overcome 
this, would-be preceptors attended a two-hour workshop. “In next to 
no time, they…got into the groove,” says MacKenzie.  

Beginning in May 2012, one preceptor led three to four new 
nurses during each 12-hour shift, speaking daily with the charge 
nurse to learn if tricky procedures, such as a central line insertion, 
were on the board. Preceptors (eight RNs and four RPNs) exposed 
the group to these experiences, in addition to standard nursing 

practices, such as patient assessments. Under the watchful eye of a 
preceptor, the new nurses participated once they felt comfortable.  

If issues cropped up, nurses scribbled their comments in a log-
book, monitored by charge nurses, managers and nurse educators. 
Managers held huddles to stay up-to-date. “We said from the outset 
‘we know we’re doing this quickly, but we want to do it right, and we 
want to hear what you have to say,’” explains MacKenzie.  

RN Shelley Kipp, a preceptor, appreciated the support. “This 
program allowed (for) more accountability,” she says. “There was 
more follow-up (with preceptors and preceptees) to make sure 
(preceptees) (didn’t) fall between the cracks.” New nurses are now 
scored on their successes going through the preceptor program, 
whereas before, there was no way to say with any certainty how 
well they did during orientation. 

The initiative has even prompted other hospital departments to 
reevaluate their orientation programs. An eight-hour education day 
has been added for all new staff, as well as one- to two-hour ses-
sions to develop preceptors, and a post-orientation opportunity to 
examine lessons learned during the preceptor period. The proj-
ect even encouraged some RPNs to sign up for BScN programs. 
Many emerged as strong teachers and trainers, MacKenzie says.  

Patients also seemed pleased. Surveys conducted during the pre-
ceptor project indicate a post-discharge satisfaction score of 98 per 
cent. And although some nurses were hesitant to precept as the  
program got off the ground, they “saw the real benefit in making 
sure that our new staff were educated…they wanted them to be  
confident,” MacKenzie says.  

Meanwhile…in North York…
New RNs starting their careers at Toronto’s North York General 
Hospital (NYGH) can also thank an innovative orientation  
program for easing their transition into the working world. The 
program is the brainchild of RN Mary Ann O’Hearne, clinical 
team manager for NYGH’s adult mental health outpatient ser-
vices, and the Emergency Psychiatric Consultation Team (EPCT). 
The idea for the program was born when O’Hearne noticed two 
RNs new to the EPCT were missing key pieces of their written 
patient assessments. The new RNs, whose first language was not 
English, were struggling to draw specific personal information 
out of patients.  

EPCT RNs act as consultants for NYGH’s mental health program, 
O’Hearne explains. They work autonomously in the ER, making 
rapid recommendations and referrals to other health-care profes-
sionals and community resources. They report to a psychiatrist, who 
relies on their assessments and recommendations to determine a 
patient’s needs. Incomplete assessments can affect treatment plans.  

All RNs new to EPCT shadow crisis RNs for a month to learn 
about the hospital’s other mental health programs. O’Hearne 
decided the pair would spend two months 
with RN Fern Quint, who heads the hos-
pital’s urgent care clinic. “Exposure in the 
urgent care clinic made it easier to transition 
to the emergency department, because it’s 
the same type of patients…at different stages 
of crisis,” explains O’Hearne. Quint, she 

adds, is an empathetic nurse who spends time with the patients 
she assesses, making her an ideal teacher. 

RNs in the urgent care clinic offer short-term crisis stabilization 
counseling and help patients transition to the community. Quint 
must conduct thorough assessments, a similar requirement of 
EPCT nurses.  

Julia Fridmar was one of the two trainees who observed Quint 
with patients. She was also able to conduct her own assessments, 
with Quint interjecting if she thought something was missing. After 
the patient left the exam room, the trio talked about what went well, 
and areas for improvement.  

Fridmar admits when she started at NYGH, she felt over-
whelmed and frustrated when she could not provide proper 
documentation. Now, she feels confident in her ability to capture 
important information. 

Quint also role-played with the nurses, acting as a patient to help 
the RNs feel comfortable with gentle probing. They prepared scripts 
when tackling tricky questions, such as asking a patient if they’ve 
thought of harming themselves.  

Quint says it was “gratifying for me to see the nurses take a lot more 
pride in their own work out of the confidence 
that they developed.” O’Hearne is thinking 
about providing similar support for all new 
hires. “I wanted to make sure I gave them every-
thing I possibly could to be successful.”  RN

melissa di costanzo is staff writer at rnao. 

Meaningful
mentorship
breeds success
Novice RNs who are intimidated or overwhelmed starting a 
new career can count on innovative preceptor and orientation 
programs that help to ease the transition to life as a new RN. 
by MelIssa DI Costanzo

Do you have an example of an 
innovative mentorship/preceptorship 
program at your organization? We want 
to hear about it. Your story could be 
featured in a future issue of the 
magazine. Email editor@rNAO.ca
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“ perhaps If more emphasIs Is 
placed on basIc skIlls…the 
transItIon wIll be smoother 
and safer for all concerned.”
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per cent of respondents rate 
the program excellent. success-
ful clinical outcomes were also 
achieved. this program has  
had a positive impact on the 
quality of diabetes care provided 
to patients in the Waterloo- 
Wellington region. 

debbie hollahan and 
wendy graham

cambridge, ontario

Call for “re-visioned” 
voice for nurses
re: president’s View, making 
cNa membership a choice, 
may/june 2013

the RNAO board of direc-
tors (bOd) has decided it is in 
our collective best interest to 
change the way fees are col-
lected for CNA. it would come 
as no surprise that, when faced 
with a $62 reduction in the 
membership fee (for opting out 
of CNA), most nurses will take 
it without a second thought, 
and won’t check the box to opt 
in for CNA membership.

if “RNAO will remain a proud 
jurisdictional member of CNA,” 
how can optional membership 
be a reflection of that belief, 
given the argument for opting 
out is only about money? Rather 
than this abrupt, top-down 
approach, why did the bOd 
not see fit to bring this to the 
membership table? When this 
optional membership occurs, 
i believe we will see the weak-
ening of the national voice for 
nursing. RNAO needs to focus 
attention on provincial issues 

relevant to nursing, just as CNA 
is the support for national inter-
est groups, national certification 
and the international voice for 
Canadian nurses.

Why can’t we, as creative, 
intelligent individuals, collec-
tively engage to support the 
valuable work at CNA, tapping 
into the powerhouse of nurs-
ing voices across the country 
rather than making this about 

money? the decision should 
not be the bOd’s to make. this 
issue needs to be at the mem-
bership level, and needs to 
include CNA member groups 
as well. RNAO, CNA and 
other provincial professional 
nursing groups need to collec-
tively develop a “re-visioned” 
dynamic and powerful voice for 
nurses in this country. that’s 
something i would support.

rosemary kohr
london, ontario

“Strong sentiments” 
shape change
re: president’s View, the 
breadth of a board and its 
fiduciary responsibility, july/
august 2013

the debate over the decision 
to move away from universal 

membership continues. While 
i do not support that decision, 
i am even more concerned 
about the response of RNAO’s 
leadership. After a number  
of attempts to silence dissent, 
there is now an effort to  
mock that dissent. the Presi-
dent’s View statement that  
“... bOds are not influenced  
by fancy words, strong senti-
ments or positional power” 

attempts to diminish the legiti-
mate concerns of members. 
“i do not agree” are not “fancy 
words,” and as for “positional 
power,” each of us holds the 
only positional power that mat-
ters – that of membership. 
most concerning of all is the 
slap at “strong sentiments.” 
RNAO has built a proud his-
tory on our collective and 
individual courage in speaking 
truth to power on issues  
we feel strongly about. Our 
‘sentiments’ on issues as 
diverse as medicare, the 
environment, and full-time 
positions have all shaped 
change. how then can we 
attempt to diminish this same 
behaviour by members on 
other issues? it is our very 
“sentiments,” our deep pas-
sion for this profession and 

the calling that we share, that 
the association’s leadership 
is accountable to protect, sup-
port and champion. to do any 
less, to marginalize in any way 
members who stand up in the 
same way that is asked of them 
in other situations, is to call 
into question just what RNAO 
really is, what it stands for, and 
what we want our association 
to reflect. 

wendy fucile
peterborough, ontario

President’s response
RNAO is exemplary in speak-
ing truth to power and in 
giving voice to individual 
nurses as well as our collective 
membership. When i spoke 
in my column of “fancy words 
and positional power,” i was 
referring to the fact that board 
members are thoughtful indi-
viduals who are influenced by 
facts and by deep reflection 
of the issues. it is critical to 
understand that RNAO’s board 
of directors, as leaders of our 
association, must listen to all 
voices and cannot take prefer-
ence over some. that we need 
a strong national voice has 
never been a question. We have 
every intention to continue 
RNAO’s outstanding contribu-
tion towards a strong CNA.

Letters to the editor must 
not exceed 250 words. 
RNAO reserves the right to 
edit for length.

“ we should take prIde In supportIng 
one another and protectIng the 
health-care sector we buIld for 
future generatIons.”
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Equal value must be placed on “soft” and “hard” knowledge and skills 

PResideNt’s vieW With RhONdA seidmAN-CARLsON 

sInce becomIng your presIdent, 
i have had the great privil-
ege and opportunity to meet 
with many nursing colleagues 
across Ontario and Canada. i 
have learned from each encoun-
ter what works well for nurses, 
and what does not. i have paid 
close attention to the language 
used by nurses and by those 
talking about nurses and the 
profession. Critical Social Theory 
reminds us that language com-
municates more than content. 
the words we use can serve to 
elevate a group of people or fur-
ther isolate them. Language in 
nursing can also enlighten or 
obscure matters of importance.

there are many expressions 
i have heard in my travels: 
“eating our young,” “front-line 
nurses,” and “male” nurses 
are just a few. today, i want 
to discuss the notion of “soft 
knowledge and skills” in nurs-
ing, an expression i have heard 
frequently when it comes to 
describing nursing practice. 

Usually this refers to the 
emotional, social and psycho-
logical aspects of the profession. 
is this how we should charac-
terize this side of nursing? Or 
should we, as registered nurses, 
challenge this term?

Let’s focus on the other side 
of the coin first. 

“hard knowledge and skills” 
are those that can be measured. 
For example, the pathophysi-
ology a nurse needs to master, 
and the psychomotor skills a 
new nurse must learn. this 
hard knowledge and skill is 
important and tangible, and 

patients benefit from it. the risk 
here is that if we only focus on 
hard knowledge and skills, and 
only measure these, we are rob-
bing patients and our profession 
of the humanity of nursing care. 

For me, hard knowledge and 
skill captures one side of the 
nursing profession: its scien-
tific side. the other side is the 
moral fabric of the profession, 
or its ethos. Let us not forget 
that nursing is a caring and 

service profession, and this 
must encompass science, art 
and morality. 

As i have noted, soft know-
ledge and skills are the 
emotional, spiritual and caring 
aspects of the profession. these 
are harder to measure, but no 
less important and valued. in 
fact, i would argue they are crit-
ically important to patients and 
their families during their time 
in the health system. to say they 
are soft can be viewed, through 
a Critical Social Theory lens, in 
interesting ways. 

Are they soft because they are 
perceived as a female trait, an 
innate part of being a woman 
and not necessarily guided in 
evidence and research? Are 

they soft because they are “airy-
fairy” and less valuable to the 
health-care field? if these skills 
are seen as not evidence-based, 
or perceived as less essential, 
then it becomes easier to ignore 
them when making decisions 
on how best to utilize nursing 
professionals in an ever-chal-
lenged fiscal environment. 

so what can we do so these 
soft elements of nursing prac-
tice are regarded as equal in 

value to the hard and measur-
able aspects of the profession? 

i would urge all nurses – 
including myself – to watch our 
language. do not speak of these 
elements of practice as soft 
skills. talk about them as core 
skills and knowledge in nursing. 
When someone speaks of the 
soft skills, ask them to explain 
what they mean.  do they value 
them less because they are more 
difficult to measure?  i believe 
the discussion itself will begin 
to change the meaning of the 
language.  in addition, we need 
to highlight the outcomes in 
patient care, patient satisfaction 
and nurse satisfaction when 
nurses apply these core skills in 
their practice. 

each nurse needs to have 
time in their day to be with 
patients, time to connect with 
the emotional and spiritual 
needs of patients and their 
families. this is as critical to 
positive outcomes as admin-
istering medications and 
providing treatment. 

i urge you to use the evi-
dence that currently exists 
to describe the outcomes of 
using emotions, spirituality 
and caring interventions when 
working with patients and their 
families. Challenge the notion 
that these are softer skills, and 
make the case this is part-and-
parcel of what nursing is. it is 
the essence of the profession 
and represents a key element of 
the important role nurses play 
on any health-care team. if we 
forget this, we risk losing the 
real value-added of nursing. RN

rhonda seIdman-carlson, rn, 
mn, Is presIdent of rnao. 

“ If we only focus on hard  
knowledge and skIlls, and only 
measure these, we are robbIng  
patIents and our professIon of  
the humanIty of nursIng care.”

Visit www.RNAo.ca/bpg/ 
guidelines and enter the 
search terms “client cen-
tred care” and “establishing 
therapeutic relationships” 
to find out more. 
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rnao’s famIly Is comprIsed of 
thousands of RNs and nursing 
students who each have their 
own reasons for joining our pro-
fessional association. member 
surveys show that political action 
and voice are the top reasons 
colleagues join. Our educa-
tional offerings and optional 
legal assistance program (LAP), 
as well as personal professional 
liability protection provided to all 
members through CNPs, come 
next. We’ve heard that many 
RNs and nursing students join 
to receive substantive discounts 
when they attend conferences 
and institutes. these reasons to 
join are diverse, and so too is the 
stage at which each member is 
in their career.  

given this diversity, rep-
resenting 35,000 RNs and 
nursing students across Ontario 
is no small task. impressively, 
our board of directors is well-
positioned to do it effectively, 
given their experiences mirror 
those of our members. 

take for example Aric Rankin, 
our newest and youngest board 
member. Aric, an RNeC at 
hamilton’s de dwa da dehs 
nye>s Aboriginal health Cen-
tre, joined RNAO 12 years ago 
as a student and has excelled in 
every voluntary role he’s taken 
on since those early days. Aric 
has transitioned from student 
member to student represen-
tative to new grad to chapter 
president to board member. he 
exemplifies the kind of advance-
ment and growth that so many 
members enjoy. he’s given so 
much of himself to RNAO and 

shares proudly that in return 
has received even more.  

Rebecca (becky) harbridge, 
another newly elected board 
member, is a public health 
nurse. becky joined the asso-
ciation mid-career. Until that 
point, she admits to thinking 
she should join her profes-
sional association, but never 
quite got around to it. becky 
is like many members who 
discover RNAO’s extensive 

benefits and activities only 
after they’ve joined, and who 
wonder why they didn’t do it 
much sooner. she is also a 
wonderful example that it’s 
never too late to join. 

And then there are some of 
our longest-standing mem-
bers. Our awesome President 
Rhonda seidman-Carlson is 
among them. during a recent 
conversation, Rhonda shared 
with me her realization of just 
how much she has grown as 
a leader and as a person since 
joining RNAO, and espe-
cially since taking on the role 
of president. she reminds me 
that so many of our mem-
bers who lend their voices to 
our advocacy work are, at the 
same time, furthering their 

own leadership expertise. 
many are able to transfer this 
expanded knowledge and skill 
to other aspects of their lives 
– professional and personal. 
the richness of membership  
comes from the endless oppor-
tunities for ongoing leadership 
development. 

these examples of per-
sonal and professional growth 
through RNAO membership 
should prompt each of us to 

renew our membership by 
Oct. 31, and should convince 
other RN colleagues and nurs-
ing students to join as well. 
For those who need further 
prompting, there’s also inspi-
ration in the fact that joining 
RNAO offers opportunities 
to influence healthy public 
policy. highlights include: vis-
iting with your mPP; attending 
Queen’s Park Day events and 
Queen’s Park on the Road; par-
ticipating in public forums; 
attending chapter and interest 
group meetings; and express-
ing your views through the 
media, action alerts and let-
ters to the editor. All members 
also receive timely public policy 
updates and other information 
they can share with colleagues, 

advising them of important 
issues and urging them to 
become educated and to act 
on changes in the system that 
impact us all. 

being a member of RNAO 
means being in the loop. it 
means being part of the big-
ger picture. it means being 
able to gain influence and 
have a positive impact. indeed, 
RNAO’s presence, influence 
and impact have exploded over 
the past decade, in Ontario, 
across Canada and abroad. this 
resounding success is because 
of you, the growing number of 
RNs and nursing students who 
have joined the association (up 
from 17,729 in 2002 to 35,012 
in 2012). it is because of mem-
bers who have chosen day-in 
and day-out to act in moving 
healthy public policy that we 
have succeeded in positioning 
the voices of RNs as a progres-
sive force on all health and 
health-care fronts. From social 
and environmental determi-
nants of health, to the RN’s role 
in delivering health services 
today and in the future. Our 
voices, individually and collec-
tively, are paramount to affect 
robust healthy public policy. 

there’s never been a more 
important time than right now 
to be a part of RNAO. it sounds 
like a sales pitch, but it’s simply 
the truth. health care is chang-
ing, and our values, expertise, 
and voices must be counted. RN

 
dorIs grInspun, rn, msn,  
phd, lld(hon), o.ont, Is chIef 
executIve offIcer of rnao. 

Membership in RNAO = Voice, Influence and Impact

CeO disPAtCh With dORis gRiNsPUN

“ beIng a member of rnao means 
beIng In the loop. It means beIng 
part of the bIgger pIcture. It 
means beIng able to gaIn Influence 
and have a posItIve Impact.”
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Lakeridge wants YOU 
Nurses in Quebec may soon face restrictions on what they can 

wear to work. under that province’s proposed Charter of Quebec 

Values, they could be among the public servants who are not 

allowed to wear “overt and conspicuous” religious symbols, 

including turbans, kippas, burkas, hijabs and “large” crosses. 

released Sept. 10, the Charter generated angry response 

and accusations of discrimination from the public and politi-

cians alike. in durham region – specifically at lakeridge health 

oshawa – the response was swift. “we don’t care what’s on 

your head. we care what’s in it.” that’s what recruiters at one 

of ontario’s largest community hospitals wanted Quebec nurses 

and other health professionals affected by the proposed legisla-

tion to know. only days after the Charter was unveiled, lakeridge 

launched a recruitment campaign in mcgill university’s McGill 

Daily and on social media platforms. by late September, media 

reported the hospital had 112 job applicants, 75 per cent of 

them nurses. more than half of the vacancies are for nursing 

positions, including management, aaron lazarus, the organiza-

tion’s communications spokesperson, told The Toronto Star. 

Kirkland Lake NP to 
lead diabetes advisory 
committee
certified diabetes educator and Np 

barbara kiely will lead a group of 

health service providers, patients 

and administrators as they work 

over the coming year to enhance 

co-ordination of diabetes educa-

tion and care across ontario’s 

North east local health integra-

tion Network (lhiN). catering 

to ontario’s highest number of 

francophones (at 23 per cent of 

the population) and a significant 

number of aboriginal communities, 

the North east lhiN assumed 

accountability for 21 adult and four 

pediatric diabetes education pro-

grams from the Northern diabetes 

health Network a year ago. by tak-

ing on these programs, the lhiN is 

assuming a greater role in enhanc-

ing education and care for more 

than half a million people across 

an estimated 400,000 square 

kilometres. kiely has specialized in 

diabetes care for almost 25 years 

and has played a leadership role in 

diabetes education, treatment and 

advocacy as a founding member 

of her local canadian diabetes 

association chapter. “i’m commit-

ted to applying my knowledge and 

passion towards creating a dia-

betes strategy made for Northern 

ontario,” she says. 

Disappointing progress 
on health reform
in September, the health council 

of canada announced the findings 

of its Better health, better care, 

better value for all report, reveal-

ing that a decade of health-care 

reform in canada has produced 

disappointing results. changes to 

our health-care system have not 

kept pace with the evolving needs 

of canadians, it says, particularly 

in relation to wait times for elective 

surgeries. in 2005, 33 per cent of 

canadians reported waiting four 

months or more for elective sur-

gery. that number only decreased 

eight percentage points (to 25) 

over the following five-year period. 

also troubling were the findings in 

relation to prescription drug costs. 

the percentage of canadians who 

did not fill or skipped a prescrip-

tion for financial reasons was nine 

per cent in 2004 and 10 per cent 

in 2010. the study also found that 

just over a quarter of canadians 

identified as having two or more 

chronic conditions in 2007. by 

2010, that number rose to almost 

a third. for more on the findings, 

and to download the full report, 

visit www.healthcouncilcanada.ca 

New partnership to 
promote happy feet
a new, online, peer-reviewed pub-

lication targeted to health-care 

professionals who treat patients 

with diabetic foot ulcers launched 

this fall to help prevent foot 

complications from the disease. 

a joint project between rNao 

and the canadian association of 

wound care (cawc), the Diabetic 

Foot Canada Journal (dfcj) is 

just one aspect of a broad initia-

tive called Diabetic Foot Canada, 

which is expected to encourage 

a multidisciplinary approach to 

foot care, and use the latest 

technology, evidence and teams 

of interprofessional experts to 

provide education, disseminate 

best evidence and educational 

tools, and raise awareness of the 

importance of preventing diabetic 

foot complications and amputa-

tions. to read the first issue, visit 

www.diabeticfootcanadajournal.ca

Do you have nursing  
news to share? Email 
editor@RNAo.ca

NURsiNg notes CONtiNUed
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Study of social deter-
minants reveals  
communities in need
Andrea Roberts, director of 
Family health and health 
Analytics for Wellington-duf-
ferin-guelph Public health, 
says priority neighbourhoods 
in the area need more atten-
tion. “We need to reduce the 
disparity between high- and 
low-income households in 
terms of health,” she says, add-
ing “…public health can’t do 

this alone. We need our com-
munity partners to work with 
us on this.” Roberts’ comments 
came during a presentation to 
the board of health in septem-
ber. expanding on a report that 
her unit was commissioned 
to write by the Waterloo Wel-
lington LhiN a few years ago, 
Roberts offered a breakdown of 
vulnerable communities based 
on eight social determinants 
of health and four health out-
comes. income, food insecurity, 

housing, employment, edu-
cation, immigration, social 
and community supports, and 
healthy child development were 
evaluated in small geographic 
areas within the health unit’s 
boundaries. those areas appear-
ing in the highest 20 per cent of 
the overall rank were identified 
as priority neighborhoods, and 
Roberts says she and her team 
will start to customize the pro-
grams offered by public health 
in these neighbourhoods. this, 

she hopes, will improve the 
health and well-being of vul-
nerable populations. (Guelph 
Mercury, sept. 12)

Happy workforce, 
happy leader
RNAO board member and NP 
Tammy O’Rourke’s leader-
ship style is unique because 
she doesn’t claim to have 
all the answers. in fact, she 
acknowledges other people have 
expertise that she may not have, 

Nurses and other health-care providers at 
the toronto rehabilitation institute were 
part of a high-tech study in 2012 that 
involved badges equipped with infrared 
signals to monitor hand-washing compli-
ance. initially, the badges simply recorded 
information about hand washing through 
sensors in patient areas. eventually, they 
were programmed to buzz whenever a 
health-care professional entered or left a 
patient area without washing their hands. 
Veronique Boscart, a research scientist at 
the kitchener site of conestoga college, 
and an rNao board member, helped to 
design and evaluate the new monitoring sys-
tem. “i look at it as similar to a medication 
error,” she says. “if i don’t wash my hands, 
it’s the same as giving the wrong drug to a 
patient. a medication error would be caught…but not (when 
i’m not) washing my hands. it’s thought of as kind of ok, it’s 
acceptable.” although exact numbers are not known, it is esti-
mated infections contracted in health-care institutions account 
for 8,000 or more deaths annually. data collected after the 
devices were programmed to buzz show nurses on average 

washed their hands 6.6 of the 9.6 times per hour they should 
have done so. that’s a slight increase from the data col-
lected before the devices were programmed. boscart says the 
badges were created as a motivational tool to encourage bet-
ter hand-washing practices, not to lay blame or point fingers. 
(National Post, aug. 29)

Sensors detect 
dirty hands
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NURsiNg in the news by KimbeRLey KeARsey

RNAO & RNs Weigh iN ON…

Veronique Boscart (right) 
tests hand hygiene 
technology at a lab at 
Toronto Rehab Institute.
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and lets them do their jobs. 
O’Rourke’s experience with 
unrest and tension at the bel-
leville Nurse Practitioner-Led 
Clinic, and her approach to the 
turmoil as a leader there, were 
featured in a Globe and Mail 
article about how good leaders 
are good listeners. the finan-
cial crisis of 2008 prompted 
a change in the way leaders 
lead, the article notes. Couple 
this with an influx of younger 
workers who arrive on the job 
expecting a more fulfilling 
work experience, and it’s clear 
a new workplace climate has 
emerged. blind acceptance of 
the way things have always been 
is no longer tolerable. the cata-
lyst for change at O’Rourke’s 
workplace came about after she 
returned from vacation to find 
the place had exploded with ani-
mosity. “in nursing school, we 
learn to listen to our patients, to 
be accountable to them and to 
involve them in their plans of 
care,” she says. “i realized that 
i can apply those same prin-
ciples to other relationships.” 
instead of dictating policy to 
her team members, she asks for 
input, then acts on it. “it works 
because they see that they have 
a voice,” she says. (Globe and 
Mail, July 29)

Public health moves 
slow and steady with 
Amish, Mennonite 
communities
Public health RN Karen Loney 
has been working hard to main-
tain a relationship with members 
of the Amish and mennonite 
communities of grey-bruce. 

Over the past year-and-a-half, 
she’s been building on the work 
of colleagues who began making 
inroads with these communi-
ties that are typically suspicious 
of outsiders. they have “a 
strong loyalty to their values and 
beliefs…i think they’re very pro-
tective, as we all are, of the things 
that we hold dear,” she says, not-
ing she and colleagues have been 
“…working with them consis-
tently and giving them the sense 
that we do respect where they’re 

coming from, and yet we want to 
see them optimize their health 
and safety in the community.” 
through voluntary immuniza-
tion clinics, many Amish and 
mennonite people meet pub-
lic health nurses and begin the 
process of building relation-
ships. “it’s a matter of moving at 
the speed that the community’s 
moving,” Loney says of establish-
ing trust. you have to “…realize 
it’s going to be consistency and 

very much driven by what the 
community’s needs are.” (Owen 
Sound Sun Times, Aug. 13, The 
Kincardine News, Aug. 22)

Persistent wounds 
problematic for  
patients
the Canadian institute for 
health information (Cihi) 
released a report in August about 
the prevalence of persistent, com-
promised wounds in just about 
every sector of the health system. 

the pervasiveness of wounds is 
important because of the link to 
complications for many patients. 
Wounds that don’t heal because 
of skin infections or chronic 
conditions such as diabetes can 
sometimes lead to significant 
health consequences such as 
amputations. Wound care NP 
Laura Teague, who works at 
toronto’s st. michael’s hospi-
tal, sees pressure ulcers and bed 
sores as a challenge. “We have 

a program that identifies risk…
and when patients are identi-
fied as high risk, we put certain 
measures in place,” she explains. 
Patients are turned and reposi-
tioned regularly, she says, and 
the team ensures they are resting 
on an appropriate pressure redis-
tribution mattress. While the 
experts do their best to mitigate 
risk factors for pressure ulcers, 
not all wounds are prevent-
able, teague adds. (CBC News 
(online), Aug. 29)

Meddlers test new 
mom’s patience 
This editorial for the Waterloo 
Region Record (Aug. 6) allows 
Kitchener RN Jennifer Howell 
to vent about meddling strang-
ers who questioned her skills as a 
new mom…

it started before the baby was 
even born, when i found that 
having the occasional cup of 
coffee was met with a lot of 
judgmental side-eyeing and at 
least one full-on rant from a 
tim hortons employee after 
having the gall to order a cup 
of regular tea. Fast forward to 
when i actually had the baby 
in my arms. the concerned 
passersby certainly stepped 
up their game when there 
was more to police than such 
trivial details as caffeine con-
sumption. irritatingly, the 
commentary was most often in 
the form of seemingly innocu-
ous questions like, “isn’t the 
baby too warm?” “is she too 
cold?” Comically, i once heard 
both on the same day. And, 
“Are you sure those things are 

NURsiNg in the news by KimbeRLey KeARsey
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NURsiNg in the news

OUT AND ABOUT

RETIRED RNs TOUR SOUTh MUSkOkA

bev mcfarlane, muskoka algonquin healthcare’s chief quality 

and nursing executive (centre, in purple), and mary boyer, the 

organization’s manager of inpatient services (in lab coat), greet a 

group of nine retired toronto general hospital nurses who paid a 

visit on Sept. 11 to the South muskoka memorial hospital site in 

bracebridge. they toured the emergency department, the medical/

surgical floor, the family centred care unit, and the complex con-

tinuing care unit. the retired nurses were gathering in bracebridge 

to celebrate the 60th anniversary of their graduating class. 

ScARBOROUgh NP-LED cLINIc OPENS

claudette holloway, rNao region 7 board of directors representative 

(second from right), and maria tse, communications representative 

for the association’s toronto east chapter (second from left), host the 

opening of the hong fook Nurse practitioner-led clinic on Sept. 16. 

the clinic provides health services to the asian community in the 

Scarborough-agincourt area of toronto. holloway and tse are joined  

(l to r) by: Soo wong, rN and liberal mpp (Scarborough-agincourt); 

beth cowper-fung, president, Nurse practitioners’ association of 

ontario; health minister deb matthews; rNao president rhonda 

Seidman-carlson; and poonam Sehgal, lead Np. 
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even safe?” was popular when 
i brought her out in the baby 
carrier. more perplexing to 
me was hearing, “Where are 
her shoes?” all the time (as an 
aside, is a shoeless baby some 
sort of red flag for inept par-
enting? i mean, i’m the first to 
admit i am far from an expert, 
but i can’t be the only one who 
had no luck keeping those 
adorable shoes on my kid’s 
feet). even more insufferable 
were the ones who passive-
aggressively voiced their 
concerns to the baby, “you 
should tell your mommy to put 
your hat back on.” 

the worst part about the 
comments wasn’t the remarks 
themselves but my lack of 

confidence in dealing with 
what i now can accurately peg 
as intrusive meddling. At that 
time, i would feel instantly 
anxious, wondering if maybe i 
was royally botching this whole 
mom thing. i mean, there 
i was, the woman who for-
got to feed her goldfish more 
often than she’d be comfort-
able admitting, in charge of the 
care and feeding of this vul-
nerable human i had known 
only weeks, but already loved 
beyond my wildest imagina-
tion. Oh how i wish i had a 
snappy comeback for the tim 
hortons lecturer. instead, i 
just let her change my order to 
a decaf and, feeling humiliated, 
hurried out the door. RN

It’s membership 
renewal time at RNAO
rNao is 35,000 members strong. we believe every rN 

should belong to their professional association. do you 

know a new nursing grad who isn’t a member yet?

First come, first served: limited number 
of free new grad memberships available

encourage them to take advantage of our free member-

ship offer. New grads can join rNao for 2013-2014 at  

no cost, thanks to the generosity of hub international 

ontario limited, rNao’s group home and auto insurance 

program since 1995. don’t delay: there are a limited  

number of sponsorships, and each is worth more than $150.

to find out more, visit www.RNAO.ca/newgradoffer

to join now, visit www.joinrnao.org
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sandI dennIson was 10-years-old 
when her parents noticed she 
began making frequent trips  
to the bathroom. the young-
ster’s energy also plummeted. 
Once able to swim laps, 
dennison could barely make 
it to the other end of the pool 
during lessons, causing her  
to cry in frustration. 

her symptoms peaked on the 
may long weekend in 1963, just 
as the family was preparing for 
a trip to their new cottage. den-
nison’s parents thought she 
had a kidney infection because 
she was emptying her bladder 
every hour. the vacation was 
cancelled, and she was whisked 
to the hospital, where she was 
admitted for two weeks. doctors 
discovered high levels of sugar 
in her urine. dennison was 
diagnosed with type 1 diabetes. 

during her 14-day stay, den-
nison learned how to administer 
insulin by practising on an 
orange. her cousin was a nurse 
on the floor, and dennison 
remembers following her rela-
tive and watching other RNs. 
to keep busy, the self-described 
bookworm pored over novels 
from the Cherry Ames, Student 
Nurse mystery series. it was dur-
ing this hospital stay that the 
young girl decided she wanted 
to become a nurse. 

Upon learning of his daugh-
ter’s dream, dennison’s father 
wrote Windsor’s grace hos-
pital school of Nursing to find 
out if this career path was 
feasible. “As long as (the dis-
ease) was well-controlled, there 
was no reason that i couldn’t 

(become an RN),” dennison 
says of the response. she grad-
uated from the University of 
Windsor in 1975. 

A 13-week school placement 
with the victorian Order of 
Nurses (vON) pushed den-
nison towards home and 
community care. it wasn’t her 
first choice – she had a passion 

for pediatrics – but it was an 
experience that helped her to 
realize she liked being a “jack-
of-all-trades” in the community. 
For 24 years, she worked for 
vON, helping with bathing, 
catheters, dressings and b12 
injections, among other things.

she admits working with 
diabetes was sometimes a 
struggle, especially when it 
came to slotting in time to eat 
and inject insulin. she gradu-
ally developed a routine, but 
the process wasn’t without 
challenges. in 1985, dennison 
passed out behind the wheel 

on her way to a home-care visit. 
Without warning, her blood 
sugar had dropped. 

there were no injuries in the 
head-on collision, but denni-
son was shaken. she became 
more diligent about tracking her 
blood sugars, and started using 
a different type of insulin.

today, dennison works as 

a certified diabetes educator 
(Cde) at the Windsor-essex 
Community health Centre, 
where she shares her experi-
ence as a diabetic with clients. 
“i don’t project myself as per-
fect; we’re all human and we 
all make mistakes,” she says. 
“i try to tell people they should 
congratulate themselves for the 
small things they accomplish, 
and not beat themselves up for 
the things they didn’t (or can’t 
accomplish).” 

she came into the position in 
1999, after being laid off from 
a palliative care nurse post with 

vON. “i thought i was pretty 
well-versed in diabetes,” she 
says. but when she was hired, 
she realized: “i hardly knew any-
thing about diabetes,” including 
information about medications 
and the differences between 
type 1 and 2. that steep learn-
ing curve was only made more 
difficult by the size of the cen-
tre’s diabetes program. At the 
time, it was new and staffed by 
two nurses and two dieticians. 

the four have put together 
a series of classes and sup-
port groups. dennison joined 
RNAO’s diabetes Nursing 
interest group (dNig) to con-
tinue to build her knowledge of 
the chronic disease. in 2007, 
she assumed the role of chair, a 
position she holds to this day.

dennison has always used 
her own experiences with dia-
betes as a teaching opportunity. 
“it’s not anything i’ve hidden or 
(been) ashamed of,” she says. 
she will continue to draw on 
those experiences to enlighten 
others. “it’s very easy to forget 
or not be aware of the distress 
that people feel with diabetes,” 
she says in response to recent 
statistics regarding stigma.  
“We need to be mindful of that 
distress and help people work 
through it.” RN

melIssa dI costanzo Is staff 
wrIter at rnao.

 From patient to educator 
a two-week hoSpital Stay for diabeteS iNtroduceS a youNg SaNdi deNNiSoN to NurSiNg, aNd her future career.

RN PROFiLe By Melissa Di Costanzo

Three things you 
don’t know about 
Sandi Dennison: 
1.  She likes to travel.  

New york city was her 

last adventure. 

2.  her pets include a black 

lab and three cats. 

3.  She enjoys reading  

science fiction and  

murder mystery novels. 

To find out more about the 
stigma of diabetes, visit 
www.RNAo.ca/diabetes 
for news on the latest 
global research.
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The  

DIAbeTes 
DILemmA
in Ontario, an estimated 1.4 million 
people are living with diabetes, and  
that number is expected to increase to  
1.9 million by 2020. RNs are already  
providing exceptional guidance and 
care to those with this chronic disease.  
We hope their stories will inspire  
other nurses called upon to  
address the coming surge.
BY: MELISSA DI COSTANzO
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am* stared at Angie Olaveson, shook his head, and said 
“you’re never going to make me change.” he had just been 
referred to the timmins RN and program co-ordinator of 
the misiway diabetes Wellness Centre with a type 2 dia-

betes diagnosis. Olaveson was explaining the importance of 
consistently administering insulin and taking new medications. 
sam, a 59-year-old Aboriginal, lived by himself, was obese and par-
tially blind, the latter a complication of the disease. 

Like she does with all 386 of her clients, 90 per cent of whom are 
Aboriginal, Olaveson told sam: “i know you can do this.” she spoke 
to him about the disease and encouraged him to take on an active 
role in his treatment by shifting to a healthier diet and sticking to a 

medication routine. his weight was preventing him from walking 
long distances, so she helped him get a walker. Now, sam’s “a 
changed man,” she says. his blood sugar levels have lowered signifi-
cantly since he first stepped into Olaveson’s office a year ago. he can 
go for a stroll without fearing shortness of breath or a fall. “it’s very 
rewarding, and that’s why i love my job,” Olaveson says. “most of 
my clients have a story like that.”

Little things like stapling bus tickets to appointment cards and 
placing a bowl of fresh apples, oranges and bananas at the front 
entrance of the centre, show clients “we do care, and that we’re 
here for them no matter what,” Olaveson says. With such a high 
concentration of Aboriginal clients – a demographic identified to 

Culturally appropriate diabetes care
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Timmins RN Angie Olaveson 
understands the cultural sensitivi-
ties that need to be considered 
when helping Aboriginal clients 
manage their diabetes.
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have burgeoning diabetes rates in Canada – the petite non-Aborigi-
nal says every little bit counts. “First Nations people are very shy 
and reserved. they need to be followed closely because they (give 
up) very quickly,” she explains, likening herself to a confidant or 
even sometimes a friend. “you’re not just dealing with the diabe-
tes. you’re dealing with emotional baggage.” Patients have walked 
out on the nurse or repeatedly cancelled and rescheduled appoint-
ments. Olaveson doesn’t overload them with details, and always 
reminds them: “i care about you. i want to see you improve. i want 
to see you live long and healthy.”

diabetes is said to affect Aboriginal Canadians at rates up to five 
times higher than the rest of the population. genetics, coupled with 
lifestyle changes, including a shift away from traditional practices 
such as hunting, fishing and 
berry-gathering, less physical activ-
ity, and the high cost of food on 
reserves (the price of food in some 
fly-in northern Ontario communi-
ties is 86 per cent higher than the 
Canadian average) sadly translate 
into statistics that will only con-
tinue to rise. in timmins alone, 
where the Aboriginal population 
makes up approximately 10 per 
cent of residents, almost 5,000 
people have type 2 diabetes. 

Factor in geographical barriers 
facing those who live on remote 
reserves, and Olaveson has her 
work cut out for her. Luckily,  
she’s relentless.

she travels to the remote  
communities of matachewan, 
mattagami, Wahgoshig and taykwa tagamou each month with a 
dietician and foot-care specialist in tow. the group spends any-
where from four to six hours providing workshops and 
one-on-one sessions to those who have limited or no access to 
diabetes care otherwise. Olaveson also connects some clients to 
traditional spiritual and/or healing programs. 

Reaching out to the Aboriginal community in populated areas 
such as timmins is also important, she says, especially considering 
many are reluctant to disclose details of their health to strangers. in 
may, the misiway diabetes Wellness Centre marked National 
Aboriginal diabetes Awareness day by hosting exhibitors, tai chi 
demonstrations and a sandwich and yogurt bar. the event was held 
at the timmins Native Friendship Centre, a gathering place many 
Aboriginals are familiar with. “i think it’s important for them to 
have a place to go where they feel comfortable,” she explains. during 
summer festivals, Olaveson will set up a teepee for passersby to lis-
ten in on presentations on how to read food labels. similar activities 
are also planned for November’s diabetes Awareness month. 

Olaveson also speaks to grade-school children about healthy 
snacking. this is an especially important target group given the 
Canadian diabetes Association’s (CdA) recommendation that First 
Nations children be screened for the disease at the age of 10 (com-
pared to 40 years of age for the general public). the CdA says First 
Nations children as young as eight are being diagnosed with type 2 
diabetes. in timmins, it is estimated roughly 10 per cent of the 

population was 14 or younger in 2006. “At risk (education) is so 
important. if we can change (attitudes and behaviours) at that stage 
in life, we won’t have this problem later in life,” Olaveson says. 

more than 600 kilometres south, at Richmond hill’s macken-
zie health diabetes education Centre (deC), RNs Lynn Woods, 
marisa Cotturo and helen Poon find themselves thinking of simi-
larly creative care plans that address cultural sensitivities for the 
clients they serve. 

the nurses and dieticians speak French, italian, hindi, Punjabi, 
Urdu, Cantonese, mandarin and spanish to help cater to the 
area’s diverse population. 

they also delve into culture-specific foods and eating habits 
with clients. For instance, if an italian patient says they eat zuc-

chini, Cotturo will ask how the 
vegetable is prepared. A tradi-
tional italian dish is deep-fried 
zucchini, which doesn’t offer the 
same health benefits as grilled 
zucchini. “When you understand 
culture and food, and how the 
two interact, you can better 
advise people how to cope (with 
their diabetes),” Woods says.

group classes – including cook-
ing lessons – are also offered in 
different languages, including 
mandarin and Cantonese for the 
Chinese-Canadian population. 
According to a recent study pub-
lished in the U.s.-based Diabetes 
Care journal, this population has 
seen a staggering increase in cases 
of type 2 diabetes. 

in may, researchers revealed that the study found there were 1.3 
newly diagnosed type 2 diabetes cases per year in 1996 for every 
1,000 Ontarians of Chinese decent. Fourteen years later, the annual 
rate jumped to 19.6 per year, a rise Poon attributes to less activity 
and more fast food, two culprits behind the spike in the disease. in 
her practice, Poon focuses on culture-specific eating habits with her 
clients by asking them what kind of meals they prepare. many Chi-
nese people tend to favour deep-fried tofu. Poon recommends 
steaming the bean curd instead. 

Poon has worked at the deC for eight years, and says she began to 
notice a rise in the number of Chinese-Canadians with diabetes 
roughly five years ago. eighty per cent of her patients are Chinese-
Canadians who have emigrated from cities such as hong Kong, 
where cars are considered luxury items, and where people tend to 
favour walking to work over driving, she says. mandarin and Can-
tonese group classes – run by Poon, who typically focuses on foot 
care and what it means to live with diabetes – help these patients 
and their friends or relatives share similar experiences. 

No matter the cultural background, clients are encouraged to 
email their questions to deC staff in their native language. staff will 
also speak about the importance of a balanced diet to newcomers at 
the Welcome Centre Richmond hill, which helps to support and 
provide information to immigrants. 

“it’s more than just speaking the language. it’s (about) under-
standing the culture,” explains Woods. RN

To mark National Aboriginal Diabetes Awareness Day, Angie Olaveson (right) 
organized an event at the Misiway Diabetes Wellness centre in Timmins.
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 R
esearch suggests that if people’s feet are monitored at the 
beginning of a diabetes diagnosis, complications such as 
neuropathy (damaged sensory nerves) can be avoided. but 
convincing someone with healthy feet to take better care of 

them before problems begin can be tricky. 
that’s where evidence can make a big difference. 
A recent Canadian institute for health information (Cihi) study, 

Compromised Wounds in Canada, found people with diabetes admit-
ted to hospitals are roughly six times more likely than other patients 
to develop wounds that don’t heal properly. it concludes diabetes was 
a factor in over 2,000 foot amputations between 2011 and 2012, and 
claims many could have been prevented if proper wound care man-
agement and prevention had been in place. 

RNAO staunchly supports this call for greater attention on wound 
care. in fact, the association developed two best practice guidelines 
(bPg) that deal directly with diabetic wounds: Reducing Foot Compli-
cations in People with Diabetes and Assessment and Management of Foot 
Ulcers for People with Diabetes. both include a number of recommen-
dations based on the best and most up-to-date evidence. 

RN Pat Coutts is relaying research and evidence-based findings 
to clients. As a result, more people are beginning to understand 
just how valuable best practice and evidence are to their care. 

Coutts works as a wound care and clinical trials co-ordinator at 
toronto Regional Wound healing Clinic. she was a panel mem-
ber during the development of RNAO’s two wound care guidelines 
which, combined with the Canadian diabetes Association’s guide-
lines, have already helped to regulate diabetes care, especially as it 
pertains to feet. 

Clients living with diabetes who experience foot ulcers are encour-
aged to take pressure off and tend to their feet, something Coutts 
says health-care providers have only recently started to share with 
their clients thanks to recommendations in the bPgs. Nurses  
and doctors will now also check patients’ feet during monthly and 
bimonthly check-ups for dryness, cracks, blisters, maceration 
between the toes and fungus. this is in addition to traditional checks 
for blood sugar levels, weight and urine, which have always been the 
norm. Patients’ shoes are also monitored to ensure a proper fit. 

these are all important advancements in evidence-based care, 
and Coutts thinks more are necessary. 

she points to other recommendations in RNAO’s bPgs, one of 
which suggests health-care professionals gradually introduce cli-
ents to the complexities of their disease when they’re ready to 
receive the information and after personal goals have been estab-
lished, rather than overwhelm them with too much early in their 
diagnosis. this will help nurses to foster therapeutic relationships, 
which Coutts says is key to chronic disease management. strong 
interactions between clients and providers means clients are more 
likely to trust providers and the options they present, particularly 
those that are evidence-based. Leaning on best practice helps peo-
ple better understand their provider’s thought process. “i have 
conversations with people hesitant to do things (so i say) ‘our 
bPgs tell us that this is what will work,’” she says. “i think it is so 
important for everyone – practitioners, patients and families – to 
have guiding principles. that’s what bPgs, in my mind, are.” 
Understanding and providing information based on a client’s 

Diabetes affects many  
across Canada: 

about 10 per cent of people 
with this chronic disease have 
type 1 diabetes.

an estimated 80 per cent of 
people with diabetes will die 
from heart disease or a stroke. 

20 per cent of first Nations 
adults have been diagnosed 
with diabetes.

best practice, evidence in diabetes care 

diabetes can lead to numerous complications 
if untreated or not managed properly, including: 
heart, kidney and eye disease, impotence and 
nerve damage.

There are four types  
of diabetes:

1
3

2
4

TYPE 1  
diabeteS
the pancreas does not  

produce ANY insulin,  

which helps to regulate the 

level of glucose in blood.

gESTATIONAL  
diabeteS
a temporary condition during 

pregnancy. the body devel-

ops carbohydrate (glucose) 

intolerance and does not 

produce adequate amounts 

of insulin to process sugar. 

TYPE 2  
diabeteS
the pancreas does not 

produce ENOUgh insulin, or 

your body does not properly 

use the insulin it makes. 

PREdiabeteS
higher than normal blood 

glucose levels. many people 

develop type 2 diabetes  

after it is determined they  

are pre-diabetic.

Source: Canadian Diabetes Association, Assembly of First Nations, 
Ontario’s Ministry of Health and Long-Term Care

Continued on page 18
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context and needs also helps nurses to tailor care which, in turn, 
helps to boost clients’ confidence. 

Providers should take more time to engage clients in planning 
their care with a thorough understanding of the disease and its 
effects. many people with diabetes are prevented from holding down 
a steady job because they suffer from depression or eye issues, says 
Coutts. Nurses need to assess complications that stem from diabe-
tes, and a patient’s ability to cope. Consideration must be given to 
how these impact clients’ daily lives. “We need to realize it’s not just 
a chronic illness we’re dealing with…it affects the person’s ability to 
be a productive member of society,” says Coutts. 

Working with all members of the interprofessional team is also 
critical to ensuring clients receive the highest quality care and are 
able to meet their goals. When it comes to this chronic illness, a 
combination of nurses, doctors, dieticians, social workers, podia-
trists, gait specialists, occupational therapists – and sometimes more 
– should be on board with a client’s care plan. 

Another important player who needs to be on board is the client 
themselves. “health-care practitioners are realizing they can’t dic-
tate anymore. it just doesn’t work,” says Coutts. As many as 90 per 
cent of people with type 2 diabetes are overweight or obese, and 
nurses can support clients who are adjusting their lifestyle to 
include a balanced diet and fitness routine customized to their per-
sonal targets. “People from a very young age need to know they’re 
responsible for their own health,” she says, adding she thinks 
RNAO’s Primary Prevention of Childhood Obesity bPg will play a 
starring role in communicating this message.

RNAO’s diabetes bPgs are already playing a starring role in some 
circles. in fact, Assessment and Management of Foot Ulcers for People 
with Diabetes made waves nationally a year ago when it was adopted 
by the Council of the Federation, comprised of Canada’s premiers 
and territorial leaders, who chose to implement the bPg across the 
country. the guideline, currently in its second edition, is the subject 
of a national monthly webinar series, hosted by RNAO. in anticipa-
tion of implementation across the country, the webinars outline 
some structured implementation strategies. “We are very proud that 
the Council of the Federation has recognized the quality of our guide-
line development program,” heather mcConnell, associate director 
of RNAO’s bPg program, says of the initiative that will only continue 
to standardize diabetes care. “We want to highlight the importance of 
a systematic implementation plan that must include multi-pronged 
approaches in order to achieve sustainable practice change.” RN

 M
ark* wanted to learn more about how to read food 
labels. having been diagnosed with type 2 diabe-
tes, he wanted to understand how to make better 
decisions when buying groceries. he wanted to 

access this information quickly, so he turned on his computer, 
opened up an internet browser and typed “st. Joseph’s health 
Care London diabetes education Centre” into the search field. 
Up popped a webpage featuring six different-coloured squares, 
directing him to information about type 1, 2, pre- and gesta-
tional diabetes. 

he arrived at a page called Using food labels, where he learned, 
among other things, to avoid trans fat and to choose foods with 
10 or less grams of fat per package. 

mark, and other diabetes clients just like him, can access 
information and resources about diabetes outside of st. Joseph’s 
diabetes education Centre’s (deC) hours. this is an important 
part of ensuring they are in better control of their disease, 
explains deC NP maureen Loft. And it’s an online resource that 
offers reliable information backed by evidence. With so much 
available online, it may be difficult for clients like mark to assess 
what information is correct and what is heresy. “We’re trying to 
get the information or education the patients want or need in 
their hands,” she says. 

st. Joseph’s deC website was revamped a year ago as part of 
an organization-wide website overhaul, and continues to occupy 
a spot as one of the top five sites that generates the most traffic 
for the organization. “it’s an adjunct to (in-person) patient care,” 
explains Loft. “i strongly believe patients (shouldn’t) get lost in 
the wealth of information that’s out there. sometimes patients 
get overwhelmed at their appointments. We went through great 
pains to ensure we had a website that is easy to navigate.”

Loft says the addition of an electronic self-referral is being 
explored. if people think they have high blood sugar levels, or are 
pre-diabetic, they would be able to fill out the online form to see 
a practitioner. in Loft’s view, it could be a useful resource, espe-
cially considering one in three people will have diabetes or 

* Pseudonyms have been used to protect privacy. 

The cost of diabetes is high, in many ways:

life expectancy for people with type 1 diabetes 
may be shortened by as much as 15 years. life 
expectancy for people with type 2 diabetes may 
be shortened by five to 10 years.

people with diabetes incur medi-
cal costs that are two to three 
times higher than those without 
diabetes. they can face direct 
costs for medication and sup-
plies ranging from $1,000 to 
$15,000 a year.

Diabetes in  
the digital age

diabetes is a causal factor in the deaths of 
more than 40,000 canadians annually.

Continued from page 17
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pre-diabetes by the end of this decade. “We want to make sure we’re 
offering patients as many opportunities (as possible) to access the 
information that they need,” she says. 

Clients are not the only ones who need fast, convenient access to 
the latest diabetes information. health-care professionals, especially 
those practising in rural or remote areas, can also benefit from easy 
access to online resources. 

three years ago, when RN glen Chenard signed up to get his 
Canadian diabetes educator certification (Cde), he thought “why go 
about this journey alone if i can take other people along with me for 
the ride?” the advanced practice consultant in chronic disease man-
agement at saint elizabeth, a national home health organization, 
put out a call a couple of weeks before the Cde exam, trying to 
determine if anyone was interested in participating in a virtual study 
group to prep for the test. Five people joined him that year. the fol-
lowing year (2011), the initiative was advertised to First Nations 
contacts. “those who work in rural or remote communities (face) a 
lack of access to quality continuing education,” he explains. Forty 
participants signed up. Over the years, interest continued to build. 
eighty-four people participated in 2012 and more than 130 this year. 

the live, weekly sessions are recorded and archived, and help 
people understand the exam process, what it takes to be eligible, 
and offer recommended readings and expert commentary. 

spanning five time zones and all provinces and territories, the 

webinar series brings together an interprofessional group of diabetes 
practitioners, including RNs, RPNs, registered dieticians and social 
workers. “it’s a virtual world in which we live,” says Chenard. 
“(We’re) offering continuing education in a way that is convenient…
and that can be accessed without (practitioners) having to leave com-
munity practice settings.” the series isn’t the only digital resource 
health-care professionals have access to. Diabetes 101: A Comprehen-
sive Learning Tool for Health-Care Professionals in Long-Term Care 
Settings is a dvd that launched in september 2011 and was produced 
by the seniors health Knowledge Network diabetes Community of 
Practice for Ontario. Chenard is the lead for the group. “Older adults 
have the highest prevalence of diabetes of any age group in Canada,” 
he says. “We need to be increasingly able to manage and prevent 
complications and to help support self-management.” Plus, it’s yet 
another opportune way to offer accessible continuing education 
prospects to health-care providers. viewers learn about monitoring 
blood glucose, medical emergencies, understanding diabetes, hyper-
glycemia and hypoglycemia. it can be viewed in just over an hour. 

Chenard hopes the dvd and webinar series pave the way for 
more diabetes-related web-based resources for practitioners. 
they’re the beginning “of something wonderful. We’re just get-
ting started,” he says. RN

melIssa dI costanzo Is staff wrIter at rnao. 

more than nine million canadians live with 
diabetes or pre-diabetes… 

9,000,000+
living with diabetes

33,476,688 
(pop. of canada) …with another 20  

diagnosed every hour.

by 2020, diabetes is expected to cost the national 
health-care system $16.9 billion annually. 

Source: Canadian Diabetes Association, Assembly of First Nations, Ontario’s Ministry of Health and Long-Term Care

London NP Maureen 
Loft (right) says  
St. Joseph’s 
diabetes website  
is a valuable tool for 
reliable information 
backed by evidence. 
(L to R) DEc 
dieticians Valerie 
Lammers and  
Lisa Jorgenson.
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After reading RNAO’s action alerts that highlight 
issues of importance, such as cuts to the federal 
government’s refugee health program, or efforts 
to privatize health services, emily monaco became 
more aware of the association’s advocacy work. Read-
ing about these issues, and efforts to enhance RNs’ 
scope of practice through political change, monaco 
decided to become more politically active herself. 

the obstetrics RN at the meno ya Win health 
Centre applied to become policy and political action 
officer (PPAO) for the association’s sioux Lookout 

chapter about a year ago. “seeing…a force like RNAO 
and how much (it) does and can do in terms of health 
advocacy…motivated me,” she explains. “(it seemed 
like) a pretty good learning opportunity…especially 
given our location (in the north). there are a lot of 
issues we see that don’t always get recognized in the 
provincial spectrum,” including poverty, food insecu-
rity, housing and mental health concerns, she says. 
“it’s harder to get issues brought forward and rec-
ognized as priorities” due to geographic distances, 
smaller population sizes and diverse needs. 

emily monaco, Joyce tsui, Christina moldovan and Cathie gernaey are RNAO 
executive network officers (eNO) for their chapters or interest groups. they are 
among the more than 300 members who, as eNOs, play an instrumental role in 
advancing nursing and health issues at the local and specialty level. becoming 
an eNO is just one of the many ways members can become more involved in 
RNAO. discover what led these four RNs to the role, what they’ve learned, and 
the lessons they’ve applied to their working lives. 

see equal parts ‘give’ and ‘get’ on executive network
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Emily Monaco
POLICY AND POLITICAL ACTION OFFICER, SIOUX LOOKOUT CHAPTER 
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A year into the role, monaco admits to some initial hesitancy. she 
says she was intimidated at first because of her limited familiarity with 
politics, but has since gained valuable insight into what an mPP’s job 
entails, and how to build a rapport with politicians. she now knows 
how to prepare for meetings with decision-makers, and the value of 
rooting out relevant statistics to back-up arguments at meetings. 

two of RNAO’s signature political advocacy events, Queen’s Park 
on the Road and Take Your MPP to Work, helped to cultivate mona-
co’s political savvy over the past year. she was involved in both 
events with Kenora-Rainy River mPP sarah Campbell. “it was a 
privilege to get (Campbell’s) insight on the issues we presented, 
and it gave us a sense of what she was doing on her end to address 
issues such as affordable housing,” monaco says. 

the experiences have even inspired her to apply what she’s 
learned as an eNO elsewhere. monaco joined forces last winter 

with another RN and an RPN and together, the trio spoke to teen-
agers at a local high school about parenting (there are many young 
mothers in the area, monaco explains). they addressed sexual and 
reproductive health and newborn care. Finding opportunities to join 
forces and create and foster connections with other health-care pro-
viders and organizations was something she learned as a PPAO. 
“We thought it’d be a great way to share our knowledge,” she says. 
“there’s a lot of potential to form new relationships and collaborate. 
being an eNO has given me more motivation and more confidence 
to promote health and nursing within my community.” 

monaco encourages new grads at her workplace to participate in 
professional activities, touting her own experience at RNAO as a posi-
tive example of how fulfilling it can be to “use your knowledge in other 
ways, not just in the clinical setting.” she helped to spearhead a work-
place committee that is trying to provide a collective voice for front-line 
nurses at the health centre. the group’s focus is on professional prac-
tice issues, such as nurse retention and support, and education. “being 
an eNO…has given me more confidence in nurses’ ability to have a 
positive impact on health and healthy work environments,” she says. 

monaco’s next goal as an eNO is to help draft a resolution for a 
future RNAO annual general meeting. though unsure of the topic, 
she wants to focus on a rural health issue, something that is “near 
and dear to many of (the executive’s) hearts.” 

When it comes to volunteering with the chapter and getting 
involved, monaco says “just do it if you feel any inclination. there’s 
a lot of support,” from chapter members and RNAO home office. 
And it’s not as daunting when you have access to resources such 
as the Take Your MPP to Work Toolkit. more nurses speaking out 
means “we can be unstoppable, in terms of a force for positive 
change for nursing and for health.”  

Joyce Tsui and Christina Moldovan
memberShip officerS, NurSiNg reSearch iNtereSt group

Joyce tsui and Christina moldovan were classmates at toronto’s 
Ryerson University. they both had the same goal: a master’s degree 
in nursing. Now, the pair have found themselves pursuing another 
objective together, except this time, the focus is on recruitment of 
RNAO members. 

tsui and moldovan are membership eNOs for RNAO’s Nurs-
ing Research interest group (NRig). they’ve shared the role for 
two years. by day, tsui is an interprofessional educator at toronto’s 
baycrest Centre for Learning, Research and innovation. moldovan 
is a casual RN in inpatient surgery at Oakville trafalgar hospital 
and a clinical instructor at toronto’s humber College. When they 
leave those roles and come together to promote RNAO, they are a 
dynamic duo. together, they have created postcards to attract new 
nurses to the group, called lapsed members, and spearheaded a 
campaign to honour long-standing NRig RNs.

the partnership works because tsui and moldovan have agreed 
to split duties and collaborate on certain initiatives. Other chapters 
and interest groups have similar arrangements, encouraging more 
than one member to assume the same eNs position to ensure the 
workload is evenly distributed, and to offer more opportunity to par-
ticipate, grow and contribute. For this pairing, moldovan typically 
handles website updates, while tsui tends to focus more on design-
ing items such as postcards. 

ENOs give strength to RNAO
about 15 years ago, rNao’s board of directors and staff contem-

plated a recurring question: “how can we enhance the role of 

chapters, regions without chapters and interest groups?” at the time, 

presidents and chairs were the only existing positions within each. 

the answer to this query came in the late 1990s, marking the 

beginning of the association’s executive network structure (eNS), 

so-called because of its framework. the model consists of local and 

specialty executives in six positions, an increase from the one posi-

tion – president or chair – that existed in the past. each of these 

positions mirrors a department at home office. 

today, the chapter and interest group eNS includes executive net-

work officers (eNos) who focus their attention on: finance; policy and 

political action; communications; membership and services (including 

the workplace liaison program); students (these eNos came on board 

in 2003); and information management and technology (added in 

2008, and also sometimes responsible for social media activities). 

each chapter and interest group selects one (or two) 

representative(s) to assume the role of eNo for a two-year term.

“eNos support a broader nursing voice into issues that impact 

the profession and ontarians,” says rNao president rhonda Seid-

man-carlson. “these roles are perfect entry points into leadership 

opportunities, especially for members who want to become more 

involved with the association, but who aren’t quite ready to serve as 

chair or president.”  

the goal of the eNS has always been to foster communication 

and education between home office and its 35 chapters and regions 

without chapters, and 31 interest groups. it also ensures responsi-

bilities are distributed among executives and encourages 

recruitment, member involvement and mentorship opportunities. 

eNos are directly linked with the assigned staff within the corre-

sponding department at home office, and receive ongoing support 

and resources directly from that individual.  

  for more information about rNao’s chapters,  

please visit chapters.RNAO.ca 

  learn more about the association’s interest groups by visiting  

RNAO.ca/connect/

  to become an eNo, contact your chapter president or  

interest group chair.
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both say they took on the role because they want to give back to 
their professional association, which they say has made a mark in 
terms of policy advancements and best practices. “All of the great 
benefits and learning we gain (through RNAO) inspires (us) to get 
others involved,” says moldovan. “Without our professional asso-
ciation, we would not be where we are today,” tsui adds. “As a 
member, you are contributing to that growth and development 
within the nursing profession. if we want to have a stronger profes-
sion, we really need to support our professional association.”

the pair has said they’ve met equally 
ardent nurses at networking events such as 
RNAO’s annual general meeting. “it’s so 
empowering to be able to share the passion 
of nursing,” moldovan says, adding the role 
has helped her develop her communication 
and leadership skills. tsui says it has forced 
her to come out of her shell. “i’m a shy per-
son, so this helps me open up. i’ve learned 
how to connect with people,” she says. 

“you have to be passionate…to bring oth-
ers’ passion forward,” moldovan suggests, 
adding that working with an enthusiastic 
and encouraging executive team has also 
been rewarding. both tsui and moldovan 
were mentored by Nancy Purdy and vero-
nique boscart, chair and past chair of NRig, 
respectively. “great role models make me 
want to do this work, be involved and make 
a difference,” says tsui. 

if you’re interested in becoming a mem-
bership eNO, “do it,” they tell colleagues. 
“i’ve gained so much through RNAO, so 
it’s just a tiny way for me to give back,” says 
tsui. “it’s an amazing experience.” 

Cathie Gernaey
commuNicatioNS officer, middleSex-

elgiN chapter 

twenty years ago, there were very few nursing jobs in Ontario, 
so Cathie gernaey began applying for work south of the border. 
she eventually landed a position in michigan, and spent over a 
decade practising in acute care for an American hospital. it was an 
experience that gave her “great appreciation for Canadian nurses 
and Canadian nursing.” here at home, registered nurses begin 
their careers with more advanced assessment skills, and are well-
regarded because of their education, she explains.

gernaey returned to practise in Canada in 2004. At that time, she 
made it a personal goal to ensure everyone knows just how much 
value registered nurses add to the health-care system. she defends 
nurses when a negative news story surfaces, has gone to elementary 
schools to discuss nursing roles and responsibilities, and has two 
friends who are nurses, thanks, in part, to gernaey’s influence.  

in addition to being branch manager for London’s Revera home 
health, gernaey is communications officer for RNAO’s middlesex-
elgin chapter. it’s a role she says allows her to promote the value 
of the profession and to learn more about RNs’ different levels of 

expertise. “(Communications) is an area i’ve never really delved 
into,” she explains. “i do a lot of speaking, lecturing…(but) i’ve never 
really done anything (like) press releases.” she decided to take on 
the role because she “…thought it would be a challenge to see what 
kind of opportunities are out there for spreading the word.” 

gernaey drafts the chapter’s newsletter and drums up media inter-
est when the group hosts events. she writes media releases and 
advisories about the events, and pitches story ideas to local journalists.

Fostering relationships with the media, she admits, isn’t always 
easy. in fact, cultivating a rapport with the 
press can be tough at times, especially con-
sidering tight deadlines and an ever-changing 
news cycle. still, she persists and, last fall, 
the chapter generated media coverage of its 
Putting a Face to Poverty panel discussion at 
London Public Library. 

Poverty is a “big problem…but it’s one of 
those things that gets shuffled under the 
rug,” gernaey says. she was thrilled the 
event generated interest and hopes to draw 
more attention to this and other social 
determinants of health that affect peoples’ 
wellbeing. “(so much is needed) for peo-
ple to truly thrive in their environment,” 
she tells reporters. “i think we really need 
to expose…what the social determinants 
of health are, and how they truly do affect 
people.” 

gernaey’s participation as a commu-
nications eNO has led to other volunteer 
positions with RNAO. in 2012, she became 
a Media Awards judge, reading and scoring 
journalists’ submissions to the competition 
from across the province. she says it was 
an experience that helped open her eyes to 
a range of health and nursing stories. As 
an eNO, she’s also been able to keep col-
leagues informed about exciting activities 

they might not otherwise hear about. earlier this year, when the 
chapter took part in a habitat for humanity build, gernaey told 
colleagues and, on build day, four of her co-workers showed up to 
construct a home and raise awareness of the need for a national 
housing strategy. “if i hadn’t been promoting it …they might not 
have heard about it or paid attention,” she says. 

gernaey’s advice for anyone considering stepping into the com-
munications eNO role is to persevere, despite the challenges of 
relationship building with journalists and the uncertainty of coverage 
of stories in print or on radio/television. she suggests would-be com-
munications eNOs promote the different sectors in which nurses 
work, and the range of skills and experience they bring to commu-
nities. And, above all, have fun and “keep your mind open.” RN

melIssa dI costanzo Is staff wrIter at rnao.

As this membership year ends and a new one begins, we  
rely on you to help recruit. To find out more about the perks 
of recruiting – and who our 2013 top recruiters are – visit 
www.RNAo.ca/recruitrewards

“I’ve gained so 
much through 
RNAO, so it’s just a 
tiny way for me to 
give back.”
—Joyce Tsui 
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LegAL COLUmN

almost 25 per cent of rnao 
members report that they are 
members of the Ontario Nurses’ 
Association (ONA) through 
their employment. A portion of 
others are members of trade 
unions such as the Canadian 
Union of Public employees 
(CUPe), Ontario Public service 
employees Union (OPseU), 
and the Professional institute of 
the Public service of Canada 
(PiPsC). these unions provide 
labour relations assistance to 
their members through local 
union representatives and 
labour relations officers. most 
also provide some degree of 
legal assistance as it relates to 
matters that go beyond the 
terms and conditions of their 
employment. For instance, the 
Legal Expense Assistance Plan 
(LeAP) is one of the benefits 
ONA offers to its members.  

many unionized RNAO mem-
bers have asked me about the 
difference between ONA’s LeAP 
program and RNAO’s Legal 
Assistance Program (LAP). it’s 
an important question, and one 
i address below. in addition to 
identifying the differences 
between the two programs, it’s 
vital we explore the reasons why 
unionized RNAO members may 
benefit from LAP protection.  

As a regulated health-care 
professional, you could be the 
subject of a complaint or report 
to the College of Nurses of 
Ontario (CNO). the complaint 
may come from a patient, col-
league, employer or even a 
member of the public. you may 

be involved in an incident at 
work that leads to a criminal 
investigation, or an inquiry by 
the information and privacy 
commissioner. you may even 
receive a summons or subpoena 
to testify as a witness, or at a 
coroner’s inquest.  

in these circumstances, 
ONA’s LeAP program provides 
assistance to its members. 
however, it is important to be 
aware that this assistance is 

only available in relation to 
matters connected to your 
employment at an ONA facil-
ity. in particular, at the time of 
the incident(s), you must have 
been: included within a bar-
gaining unit for which ONA 
was the bargaining agent at  
the time; and regularly paying 
dues or the equivalent to ONA.

When unionized RNAO 
members question the need to 
maintain LAP despite having 
access to the LeAP program, i 
often ask them this simple but 
vital question: who will protect 
you, your professional reputa-
tion and registration if a 
complaint is made against you 
to the CNO in relation to mat-
ters not connected to your 

employment at an ONA or 
unionized workplace?  

Consider these scenarios:  
•  you recently assumed a union-
ized position and decided to 
cancel your LAP coverage 
through RNAO because of the 
legal program offered by your 
union. A year later, you receive 
notification from the CNO that 
you are the subject of a com-
plaint made by a patient you 
treated in your former place of 

employment. your union is 
unable to provide you with any 
legal assistance, as the com-
plaint does not relate to an 
incident which arose in the 
course of your employment in 
an ONA facility.  

•  you’re facing a complaint 
with CNO and discover the 
non-nursing union that you 
belong to does not provide any 
assistance in relation to inves-
tigations of a member’s 
professional practice arising 
from a complaint or report  
to the CNO, even if the 
incident(s) occurred in a work-
place where that union is the 
bargaining agent.  

•  you’ve provided care to an 
acquaintance, neighbour, or a 

member of the public in an 
emergency situation. during 
the course of your volunteer 
or casual, part-time, non-
unionized work, you’ve 
suddenly found yourself fac-
ing a complaint in relation to 
the care you provided. Who 
will protect you?

in all the above circum-
stances, RNAO’s LAP members 
who have maintained their cov-
erage in accordance with 
program policies may be eligi-
ble for funding assistance and 
for access to legal counsel 
under the program.   

many nurses don’t realize 
that there is no statute of  
limitations in relation to CNO 
complaints. in other words, 
there is no maximum time 
after an incident has occurred 
that CNO proceedings may  
be initiated. Nurses must pro-
tect their professional 
reputation past, present and 
future. you need and deserve 
peace of mind. RN

mara haase Is lap admInIstrator 
for rnao. prIor to joInIng the 
assocIatIon, she worked In prIvate 
practIce as well as wIth the 
toronto polIce servIce In Its legal 
department. she does pro bono, 
leadershIp and advocacy work In 
the communIty In the area of 
housIng and homelessness.

Different programs, different policies
why oNa aNd other uNioNiZed rNao memberS Should haVe lap. 

“who wIll protect you, your profes-
sIonal reputatIon and regIstratIon 
If a complaInt Is made agaInst you 
to the cno?”

By Mara haase

To find out more about LAP 
and its ongoing webinar 
series, including a webinar 
on this issue, visit  
www.RNAo.ca/LAP 
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A plea for more 
focused action  
on poverty
the province’s record on pov-
erty reduction came under 
fire from RNAO this summer 
when it issued an open let-
ter and media release calling 
on Ontario Premier Kathleen 
Wynne to step up efforts to 
deal with the issue. Announced 
with much fanfare in 2008, 
Ontario’s Poverty Reduction Act 
put into law an ambitious set 
of targets. in its letter, RNAO 
acknowledges the government’s 
claim that it lifted 40,000 chil-
dren and their families out of 
poverty. however, the associa-
tion points out that a staggering 
383,000 children still live in 
poverty and 156,358 households 

are on the waiting list for afford-
able housing. 

RNAO says accelerated 
efforts to tackle the problem 
are needed right away.  
these include:

•  increasing the minimum wage 
and indexing it to inflation

•  reforming the province’s 
social assistance system  
so it reflects the actual cost  
of living

•  improving access to afford-
able housing, supportive 
housing and addressing 
homelessness

•  providing access to high qual-
ity, not-for-profit child care

•  ensuring effective training 
and workforce development 
opportunities are available

Under the legislation, the gov-
ernment is obligated to include 
those affected by poverty in the 
design and implementation 
of a strategy. the province is 
holding meetings on the issue 
throughout the fall. RNAO part-
nered with Working for Change 
to host a community led consul-
tation on sept. 24.   

 
Taking a stand  
for Medicare
RNAO President Rhonda 
seidman-Carlson and Chief 
executive Officer doris grins-
pun were among 50 RNs and 
other health professionals who 
signed their names to an open 
letter to premiers attending a 
July meeting of the Council of 
the Federation (CoF). the letter, 

co-ordinated by the Canadian 
health Coalition, was aimed at 
Prime minister stephen harper, 
and urged the premiers to press 
Ottawa to secure a new 10-year 
Health Accord when the cur-
rent one expires in 2014. CoF 
meets regularly to discuss every-
thing from inter-provincial 
trade, to energy, to health. its 
July meeting took place in Niag-
ara-on-the-Lake. Although the 
premiers didn’t comment pub-
licly on the call for a renewed 
Health Accord, the leaders did 
pledge to work together on 
lowering the price of prescrip-
tion drugs, beefing up access to 
home care, and implementing 
six additional clinical best prac-
tices (including three of RNAO’s 
bPgs) across the country. RN

POLiCy At WORK

Update on safe  
injection services 
RNAO members took up the call to action 
and responded to an action alert implor-
ing both the Ontario government and 
Ottawa to accept the evidence that super-
vised injection services can save lives. 
they responded with more than 1,000 
signed letters addressed to Ontario’s pre-
mier, health minister deb matthews, and 
the two opposition leaders.

despite evidence that improved access 
can reduce the number of overdose deaths 
and lower infection rates among drug 
users, Ottawa introduced legislation in 
June making it harder for such services to 
set up and deliver these necessary services.  

earlier this summer, RNAO endorsed 
a toronto Public health report that 
concluded the city would benefit from 
supervised injection services. it’s 
not too late to add your voice. visit 
www.RNAO.ca/sis to have your say. RNAO cEO Doris grinspun speaks to the Toronto Board of 

health about the value of safe injection services (July 10).
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BECOME A CERTIFIED PROFESSIONAL  

CANCER COACH 

make a difference in the lives of those 

you know with cancer. enjoy a fulfilling 

and rewarding private practice. level 

one – Nutrition and lifestyle oncol-

ogy. level two – clinical/integrative 

applications in oncology, including 

up-to-date medically based and com-

plementary protocols for all primary 

cancers. gain experience and cred-

ibility with our level three practicum 

coaching cancer patients in your own 

community. Now recognized worldwide 

by medical doctors and cancer special-

ists. Since 2004. online or classroom 

program 365 days/year. please  

contact us for more information.

Visit: www.cpccprogram.com (nurse 

and physician testimonials available) 

or call: 905-560-8344 or  

email: cancerhelpdesk@napcc.ca

OANHSS – CALL FOR PRESENTATIONS

oaNhSS is pleased to invite proposals 

for presentations at its 2014 conven-

tion being held april 28-30, 2014. this 

event is an opportunity to share your 

knowledge and expertise with senior 

staff from the long-term care, seniors’ 

housing and community services  

sectors. Deadline for submissions:  

Oct. 25, 2013 

for further details on the convention 

education streams, the submis-

sion process, or to download the 

electronic submission form, visit 

www.oanhss.org

cLAssifieds

Find out more by emailing: careers@albertahealthservices.ca or search and apply on our website.

CAREER OPPORTUNITIES
RNs, RPNs and NPs

WORKING WITH ALBERTA HEALTH SERVICES

Alberta Health Services (AHS) is one of the leading healthcare systems in Canada, responsible for the 
delivery of healthcare to more than 3.9 million Albertans. We operate more than 450 facilities, including  
acute care hospitals and emergency centres, cancer treatment centres, community health centres, and 
mental health & addiction facilities. AHS values the diversity of the people and communities we serve and is 

committed to attracting, engaging and developing a diverse and inclusive workforce.

We are currently seeking RN’s, RPN’s and NP’s that are active, provincially licensed, and have current 
experience to join our growing workforce in rural communities across Central and Northern Alberta. 
New Graduates are welcome to apply in Acute and Long Term Care. Additional opportunities are 
available across the Province for experienced Pediatric Critical Care Nurses. 

With a strong commitment to work/life balance, competitive benefits and a collaborative work 
environment we know we have a career that will fit you.

www.albertahealthservices.ca/careers

CLASSIFIED ADVERTISING IS AVAILABLE TO 
MEMBERS with a valid membership number, 
you receive a 15 per cent discount. clas-
sified ads exceeding 75 words will incur a 
charge of $10 for each additional 15 words 
or part thereof, to a maximum of 120 words. 
all ads must be supplied electronically in 
microsoft word. for more information, email 
editor@rNao.ca

rNao’s agm will take place  
Friday, May 2, 2014

agm nominations deadline is  
Dec. 16, 2013

resolutions deadline is  
Dec. 30, 2013

Committees
Don’t miss your chance  

to get involved 

RNAO’s board of directors is looking 
for nominations to fill vacancies on a 

number of board committees. 

to find out more, and for  
Terms of Reference, contact Penny 

Lamanna, board affairs co-ordinator, 
plamanna@RNAO.ca

Visit www.RNAo.ca/AGm2014  
for information. 

REMINDER



A large number of our conferences have been specifically 
designed for Registered Nurses who experience firsthand  

the changing shape of the Canadian healthcare system.

Opt-in to receive information from us on our upcoming  
Canadian Healthcare Conference Series and go into the 

draw to win a trip to attend one of our Australian conferences. 
*Promotion valued at approx. $5,000 CAD.

is Australia’s leading independent healthcare conference 
provider hosting over 50 national events annually. 

Canada’s healthcare system in focus
We are excited to announce we’re expanding  

our series of conferences to Canada!

Win a trip to Australia

www.healthcareconferences.ca/australia

* Prize includes 1 free pass to attend one of our Australian conferences (within 12 months), return economy flights to the conference 
destination and 4 nights’ accommodation at the conference hotel. Promotion ends on the 30th of November 2013. Winner will  
be announced on the 10th of December 2013 and notified by email or phone. Full Terms & Conditions available upon request.

Here’s the lucky winner of our inaugural Win a trip to Australia competition.

Myra Aquino, ICU – Nurse Clinician, Peter Lougheed Hospital, Calgary, Alberta.

Myra attended our 2nd Annual Reducing Avoidable Pressure Injuries 
Conference in Melbourne, Australia on 16-17 September 2013.

It’s easy to enter, just fill in your details at  
www.healthcareconferences.ca/australia



Imagine yourself winning*...
 ü$2,500 dream vacation
 üSpa getaway
 üSamsung Galaxy Note tablet
 ü$500 cash

Available only through HUB international, 
RNAO members like you have access to an 
insurance program that  stands out from 
the rest. HUB International has developed 
unique home and auto insurance options 
with service you can count on, at the 
special pricing you deserve. 

Get a quote and enter to win! 

Simply call for a free, no-obligation quote  
on your home or auto insurance and 
you will automatically be entered to win 
the grand prize of a dream vacation and 
our secondary prizes of a spa getaway, 
Samsung Galaxy Note tablet and $500 cash. 

Call 1-877-598-7102 today for your 
free quote and get ready to imagine 
yourself on the vacation of a lifetime. 

Discover the advantages of being 
an RNAO member today!
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*For complete rules and regulations visit http://www.avivacanada.com/rnao.
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Pets Plus Us is offered and underwritten by Royal & Sun Alliance Insurance Company of Canada. 
Visit petsplusus.com to find out more.

Happy pet. Happy you.
We talked to pet owners and veterinarians across Canada about the 
special place that pets hold in their lives and what they wanted to  
give them in return. We used the feedback to create a new kind of pet 
insurance—one that combines exceptional coverage with valuable 
membership products and services, outrageous customer service,  
and access to a vibrant community of pet owners. 

When your pet’s happy, you’re happy.

Pets Plus Us is pleased to be able to offer RNAO 
members a preferred rate on Accident or Accident & 
Illness insurance coverage. To learn more, visit us at 
petsplusus.com or call 1-800-364-8422 and quote 
offer code RNAO5. SaVe 5%

uSe offer code  
rNao5
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one saturday nIght, whIle I was workIng In the emergency depart-
ment, michael* was brought in by ems. he had been struck by a 
car while riding his bicycle, and was in pretty bad shape. he had 
fractures to his face, which made it difficult to insert a tube to assist 
him with his breathing. After working on him for an extended per-
iod of time, we were able to stabilize him and begin the process of 
admitting him to the intensive care unit (iCU). A lack of beds in the 
iCU meant he spent several hours under my care in the emergency 

department (his parents by 
his side), until space became 
available later that night.

While caring for michael, 
i spoke to his parents and 

tried to learn as much as i could about him. they told me he was a 
hockey fan, and was on his way home from work to watch the maple 
Leafs when he had his accident. having read research that suggests 
patients can still hear while they are in a coma, i decided to visit the 
iCU before or after each of my shifts for several months to update 
michael on how the Leafs were doing. i visited his bedside to give 
him their latest scores, and then i’d leave. 

When he was discharged several months after the accident, michael 
and his family stopped by the emergency department to thank the 
staff. i was on duty speaking to another patient, but when i wrapped 
up, i said hello. michael looked at me and said: “those Leafs really 

sucked while i was out.” he then walked away. everyone looked con-
fused. i walked away, overwhelmed by what i had just experienced.

michael’s parents told my colleagues that their son had men-
tioned a man had given him updates on the Leafs, and that he 
looked forward to this man coming back each day. they thought he 
may have been hallucinating. 

i haven’t seen michael since that day, but the experience has 
stayed with me, and has greatly shaped the way i practise.

michael helped me remember the amazing thing about being a 
nurse: that i get to be genuine and act the way we were intended to 
act as humans towards each other on a daily basis. i get to use my 
nursing knowledge to help heal the body, and my human side to 
help address the other needs of those i am caring for. the greatest 
part of being a nurse is that, on any given day, we get to be health 
professionals, chaplains, councillors, technicians, and social work-
ers. most importantly, we get to be a patient’s friend and advocate in 
their time of need. 

it’s an amazing feeling when someone places their trust in you 
when they are most vulnerable, without knowing anything about 
you. What other profession offers this sort of an experience? RN

humberto laranjo Is clInIcal educator In the emergency department 
at toronto general hospItal. he Is also polIcy and polItIcal actIon 
executIve network offIcer for rnao’s hamIlton chapter. 

iN the eNd By huMBerto laranjo

What nursing means to me…

DROP US A LINE OR TWO 
Tell us what nursing means to  

you. Email editor@RNAo.ca
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www.RNAO.ca/NEIwww.RPNAO.org

The Nursing Education Initiative (NEI) is a 
program funded by the Ontario Ministry of 
Health and Long-Term Care to provide nurses 
(RNs and RPNs) practising in Ontario with 
funding for professional development. 

Visit your professional association's website
today for more details on:today for more details on:

• The program
• Who is eligible
• The selection criteria
• How and when to apply 
• Upcoming changes for 2013 

L'Initiative d'enseignement infirmier est un 
programme de subvention aux infirmières et 
infirmiers (autorisés et auxiliaires) pour le 
développement professionnel. Ce programme 
est financé par le Ministère de la Santé et des 
Soins de longue durée de l'Ontario. 

Visitez le site web de votre association Visitez le site web de votre association 
professionnelle pour plus de détails sur :

• Le programme
• Qui est admissible 
•Les critères de sélection
•Le processus de demande
•Les modifications au programme pour 2013

Nursing Education Grants Subventions d'études 
en soins infirmiers



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


